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COMPONENTS OF QUALITY ASSURANCE

QUALITY ASSURANCE
Broadly Defined

System Design Performance Monitoring

and Resources and Readjustment
(Narrow Definition of
Quality Assurance)

Readjustments
in the System

Educational and .
Motivational
Activities

Y

Alternations in Behavior
— - (Practitioners, Clients, Managers, etc.)




SOME FOUNDATIONS
OF QUALITY ASSURANCE THROUGH
MONITORING

A. A COMMITMENT TO QUALITY:

5

Genuine

Internally motivated, Not simply a response to external
pressures

By everyone, at all levels in an organization

INSTITUTIONALIZATION OF THAT
COMMITMENT:

Specification of institutional goals

Establishment of an organizational structure for
performance monitoring

Specification of responsibility for monitoring
Allocation of resources: personnel, money, etc.

Design and implementation of a set of formal monitoring
activities

Routine and occasional
Centralized and decentralized

Establishment of mechanisms for communicating
information and implementing action

Creation of a tradition or "culture"

C. AGREEMENT ON THE MEANING OF "QUALITY"":

2




COMPONENTS OF QUALITY IN HEALTH CARE

The Science and The Application of that

Technology of Health Care Science and Technology
(Biological, Behavioral, Others)

Quality in Health Care

Efficacy
Effectiveness

Efficiency
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Optimality
Acceptabiliy
Legitimacy

Equity




COMPONENTS OF QUALITY: DEFINITIONS

1,

EFFICACY

The ability of the science and technology of health care to
bring about improvements in health when used under the

most favorable circumstances.

EFFECTIVENESS
The degree to which improvements in helath now
attainable are, in fact, attained.

EFFEICIENCY
The ability to lower the cost of care without diminishing
attainable improvements in health.

OPTIMALITY
The balancing of improvements in helath against the costs
of attaining such improvements.

ACCEPTABILITY
Conformity to the wishes, desires, and expectations of
patients and responsible members of their families

LEGITIMACY
Conformity to social preferences as expressed in ethical
principles, values, norms, mores, laws, and regulations.

EQUITY
Conformity to a principle that determines what is just and
fair in the distribution of health care and its benefits among

the members of a population.
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STEPS IN MONITORING
CLINICAL PERFORMANCE

Determining what to monitor

Determining priorities in monitoring

Selecting approaches to assessing performance

Formulating criteria and standards
Obtaining the necessary information
When to Monitor

How to monitor

Constructing a monitoring system

Bringing about behavior change




FINDING WHAT TO MONITOR
1. Externally required monitoring activities

II. Internally motivated monitoring activities:

Identification of "problems" or of
"opportunities for improvement"

A. Trouble shooting: the problem finds us

1. Unsolicited problem-reporting
2. Facilitated problem-reporting

B. Planned reconnaissance: we find the problem

1. Group problem-identification
and problem-solving

Routine surveillance

a. Opinion surveys
(of patients, other clients, practitioners,

managers, etc.)

b. Performance monitoring

i. Clinical (or anecdotal)
ii. Statistical (or epidemiological)
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CONSIDERATIONS IN THE CHOICE OF
WHAT TO MONITOR

A. Importance to patients: ''Maximum achievable
benefit' as judged by the following characteristics
1. Phenomenon is frequent
2. Error is frequent
3. Error has serious consequences, and is costly
4. Error is correctable

B. Additional institutional interests
1. Meeting externally imposed requirements :
Legal or others
2. Risk reduction

3. Institutional enhancement

a. Cost reduction
b. Public approval

4. Representativeness
5. Fairness

C. Feasibility

1. Organizational readiness

2. Operational feasibility
a. Accurate information
b. Valid criteria and standards

D. Completeness of documentation and specificity of
plans for action
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Three Approaches to Assessing the Qulity of Care

A. The Triad

1. Structure

The factors that constitute the conditions under which care

is provided. They include:

a. Material resources, such as facilities and equipment .

b. Human resources, such as the number, variety, and qualifications
of professional personnel

c. Organizational characteristics, such as the organization of the
medical and nursing staff, presence of teaching and research
functions, kind of supervision and performance review, and
methods of paying for care.

2. Process

The activities that constitute health care, including
diagnosis, treatment, rehabilitation, and patient education,
usually as carried out by professional personnel, but also

including other contributions to care, particularly those of the
patient and family.

3. Outcomes

Changes (desirable or undesirable) in individuals or
populations that can be attributed to antecedent health care.
They include:

a. Changes in helath status

b. Changes in knowledge acquired by patients or family that
may influence future health

c. Changes in the behavior of patients or family that may
influence future health

d. Statisfaction with the care and its outcomes by patients
and family members

Relationships among Members of the Triad

Structure Process Outcome
(P signifies a probability)-




Criteria and Standards Defined and
Ilustration

A. DEFINITION :

Criterion : Attribute of structure , process , or outcome
capable of leading to an inference about quality .
Standard : A specific , quantitative measure that defines
goodness

B. EXAMPLES :

Structure Process Outcome

Staffing of Blood transfusion  Case fatality
intensive care  during surgery
unit

Not less than ~ Not less than 5% Not to exceed 0.1%
one R.N. per and not more than  for a specified

two occupied  20% of “average”  procedure

beds cases

=
=
=
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“Norm”: Some alternative meanings:
1. A general rule of goodness: for example, reduce
mortality to a minimum

2. A description of current practice or current outcomes,
such as the mean, mode, median, quartiles...

3. A standard based on the above (second definition)




SOME ATTRIBUTES OF CRITERIA AND STANDARDS
A. DERIVATION

1."Normative" derivation
a. From the scientific literature
b. From the opinion of professional experts, leaders
2."Empirical” derivation
a. Prevalent practie (mean, median, range, quartiles...)
b. Practice of leading professionals and institutions

B. DEGREE OF SPECIFICATION AND
EXPLICITNESS

A continuum with two extremes

I. Implicit:Internalized, unspeifiecd in advance;
sometimes specified  after judgment is made;
sometimes "structured, "or" guided.

2. Explicit:Specified before assessment is made with varying

degrees of completeness.
C. VALIDITY

Most important single issue:If in doubt, entire
assessment is in doubt 1. Scientific 2. Consensual
Interim validity: also important for acceptability

D. ADAPTABILITY TO CASE VARIATION
E. IMPORTANCE

To case management and the outcomes of care

F. RECORDABILITY

Availability of accurate, complete information relevant to
compliance

G. STRINGENCY
Level of performance expected; how "strict"
H. SCREENING EFFICIENCY

Ability to separate "good" from "not good" without overlap
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Some Sources of Information Aspects
of Health Care

. Medical Records

a. Some problems

(1) Of completeness
(2) Of accuracy of date

b. Some solutions
(1) Checks on accuracy
(2) Improvements in recording
Compliance with current procedures; New formats of
recording
(3) Supplementation of information
Other records in the institution; Other sources (see below)

. Opinion Surveys

a. Of patients (and family)
b. Of providers of care (may include administrators)

. Population Surveys

a. Information on accessibility
b. Information on acceptability
¢. Information on health status, disability, absenteeism, etc.

. Payment Claims
. Statistical Reports

a. Vital statistics
b. Data available to programs that finance or provide care

(1) Abstracted from claims for reibursement
(2) Abstracted from medical records

. Direct Observation: Personal or recorded
Of structure; of process; of outcomes

. Test Situations




WHEN TO MONITOR

1. Prospective or anticipatory monitoring

Approval or disapproval of planned or proposed care.
(For example: certification of hospital admissions and
stays; second surgical opinion programs.)

2. Concurrent monitoring

Assessment of process and outcomes during the course
of care, permitting intervention to correct or improve it.
(For example: "status progress monitoring," as shown in
Appendix Figure 1.)

3. Retrospective monitoring

Assessment of process and outcomes after care has been
completed, so as to learn from past successes or failures.
(For example: "audit" by review of medical records.)

4. Combinations of the above.




BRINGING ABOUT BEHAVIOR CHANGE

A. Readjusting the system

1. Provide the necessary resources:
human, and material.

2. Redesign procedures to make them less subject to error.

3. Create incentives for good performance:
(a link between performance and professional advancement).

B. Motivating practitioners more directly
1. Reminders

2. Feedback

3. Continuing education

4. Rewards and penalties
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DEFINITION OF QUALITY

Donabedian, A. "The Seven Pillers of Quality.” Archives of
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Rhee, K.J., Donabedian, A., and Burney, R.E., "Assessing the Quality
of Care: A Framework and its Appliation.” Quality Review Bulletin
13: 4-16, January 1987. (A "linical" approach to "planned reconnaisance".

Knapp, R.G. and Miller, m.C., "Analytic Procedures for Evaluation
and the health Professions 6:345-362, September 1983. (A statistical
approach to "planned reconnaisance."

Aharony, L. and Strasser, S, "Patient Satisfaction: what We Know

About and What We Still need to Explore." Medical Care Review 50:
49-79, spring 1993. (The problems and potential of canvassing patient
opinions about the quality of health care.)

MEASUREMENT

Donabedian, A.,"Criteria and Standards for Quality Assessment and
Monitoring." Quality Review Bulletin 12: 99-10€, March 1986.
(Definitions, evaluation, methods of formulation, and some examples.)

SOME SPECIFIC METHODS

Demlo, L.K., "Assuring quality of Health Care: An Overview."
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Analysis. Ann Arbor: Helath Administration Press, 1985.)

14




JOd 1 ool yeind!
aninatbl | Gl 1 & @ Qi

“w e £ -
il gal) &\Lﬁj
1440 juauw YA- Y1
5_alall

daalli )y
LAl 3 g e
cT RECOVERY FOR HEALTH PROJECT
SSAID PROSECT Mo 2850170

CT M




s B0 9 digl! gl B dadl B3| |
demall e ,.n ua oa,$t RS 1’

Ot 92 u‘-‘::si--“'

Adlaad ds ) LS o' FED FCX PR NESTISS e c'-ﬂ' 4
S Ly dovall Lle JI Oloss § goddy o ddl e Y3a « s LS 3
f"‘"‘““JI ale] oo tj.Jl i gl o] Lle Jloda 3,2 (e g i
Il as 5l U'Jwij_d)l 64,.:-1 b o :_,_c| ol Ls...u.u RS v
&._4,., UJl,LA}U Gl 5ok rJ\_«:Jl ol Sl o ity wmmaly I5lig,
s Ll %rb}'l 538 Tangpass Laste Lala] Qi s Y ¢ 50 50
oo el Ll J ol i e 8 Ths Lals Ol et Jts
oo W12V o S SLaxSY a0 16, Wy Qa3 Ty of Loty aall
cawrz | "Terms" lagsilodlacas s "Definition” Lgslay a5 =25
"Quality Assurance" 33,4l 5las clh.m Jsol g Oy o) dd
e ppars byl ecaly Basd ] LOY aeandl daiyle 87 J15, L0

imigRe Ao Joidy 838 Glewd ol S
"System Design" plladl powai - )
"Monitoring" Bl bl - ¥

JOO-E PRSI DY N RSO DI POR PN ISP § -2 T (o
Sy Gl Y] s 5565 il L2 Y1 diisy ol hall o
iy




:"Direct Action" _dlwe .12 - |
e Q)8 O s (B il 4y 0 il
"Changes in System Design” aladl woadi 2 &l i « o
s S s (b dst M Ol sy 7dd Ly ol

Al kS

S NPT IPONTAESON [P JUES [ SO | O P 1 ORS00 W
eS| (,.,L‘z..:.J O gy ' INSHITULIONS " Cileanw 30 9 "Professionals” pwige
) U nte L] 31,1 (8 S8 el i 1 5,30
S i o Gmiie 3 Lo o0 0l "omadstl” S o
Ol e i Ol il s o of (et s Ldlady oS, Ll
iy Bty Lo W Dy oty ol s C5US 5 il
Gale Il s ol o S 13 & asTdl e Ll o) s gl Y
s ooy -y i il Syl posmiall a1 e jngs donnall
) oo il 0 e Ll o i oy Jald (e L
Jalf Lase Vs Loyl e Supnd ) Lol s 010 1S ] s
A8 el Wl
o5d S T by ple § hadsdl bl el sia S5l e
Tl

oo o Lo o G V3Ll e e L5541 BLYI )
R NP PR LT U |l O W [N T ol J ol ol S b - W
35 2l poldl gpmadl e dmall §Y - Lovall e Iy Aol
alalls okl O SHlall lbw ailas Wil Ll J, Gus
Slaa¥ly w51l el 5 Ay 5 LSy eluleny Lpeads (S 2o
el |y dras il




iy e 555 ol oV oSl sen dydampuacsd! s adin. Sy
—iCed| Ol gt sde e [l i3l Lol Ol il | e b

Laying the Foundations o, 5, SN SR
Managing Accessibility Sleditl Jgmo ol danlNe) i
Empowering Consumers (gl ) il paSiad
Designing the System and its Incentives o j8lg>g abadl mmomai
Monitoring System Performance aldadl L1o] LBl e

Exercising Fudiciality JUSOT RRNSNE PR SN T I S PO

£

ot 3| N 9] Y
U S e s el L e b 830 (50 miall el ‘L'-“Jl
Knowledge Base dd pall o B -
The Propagation of Knowledge e pall | -
The Provision of Material and Human Resources & swadlg dialdl 210l wdgi ->

Creating the Knowledge Base  :d3 jall (o usld ks> |
oy Y1 Ll e 3530 o dymaad] Sl o o
e P N T BN I o PR S PG T T U 5 - 08 5 (O
i s )l Lo Sl (el Ld 050 ol sy LSt 0,503
ok, ol tLEj} sl &U:.EJI Giatha Bl bl ALl B4l




ooy 2 il) s Pty Lads g bt s Ayl | sy 2N
‘_sJ.cjl skl 1 olF] 3 s JI gl 43 oS5 i)l il
bdn jamy o Ly ol )l S pdl] s il Y
fage ol D] 5 bl ol g OBV G sl ol
o1, LY Efficacy” Jpaidl Ollas] ol S e s l_@JI Yl
WY il g e o)l el e (FOVOR HUC N LT
Lot 0550 Ll il s b oS A - il ] Gt o3l
s o ,laeY) 3 35U ol Y bl lsde ol il Ly
e b, el gl e ol S (BN RPIRC IR < Jo-S PR E1]
Jpaill ol L] JlSaul s -2l oy - S G A3 i
Js‘m Gy )l e ol e L Oy bl o 2 A "Efficacy”
"Effectiveness’ 3 WS &l,lasl py Loyl Wl (2 3552 ol s ddlio
St Gk b8 des | aL..-lJ._ﬁijJ.busul de

Mb&u}lc’ulmb:d& ..\.urJA.»b UUJJLGU}LCJ

Lo pinsn s oo o Lo Ll e pio o o] S o) (Jakd
Mﬂjwlw&gmuﬂ&u,glcmw l.-uJ..:—
ol rn a3 penty JUI o o s JSI S5 0l ol 0 .
sl oo Yy el Ul o SLeSIl ¢ 15381 ) e Jad!
T by i S Ol A 301 o8 (2 Ll S nl 051l

.Muwumymss,.udu

l_)..u.\.l} ‘JLA.JI J..Sbg.ﬁ'd-waJ.ﬁ.\.-Jl

Sl e e b 1,08 Lol Ll Jl e 0]
sk Lo il iU s "Technical Component _goi=!




s Al o dslomall plaadl B idlas 28N 5 1Y) o LS e
"Tool" $IsY) s b5 B 3skpbl a5 5 muls Wlin dy . pisbadly
Ol | L e S il Gle U T bl 3T o S,
5| LS Aol o 1Y,

s sl Sl 0 Al el po 31 g b JIpY
e oy Y el Lo 1 G 5o panl) JolSI I sy LiSeY Lagssy
e o s a oy b inoeall lead 1513 ks Lo fd 555
SINCECIPYORNNWESRE | i EFS RN TYE NP DR UE AR
RIS, WSS ERVEIET o' { PO N [ [ I I S-S [ O PO
5l g sl ea i M3 3L dadl s Lesls el Oleol dad s
§ ol o el s i e il 2 ol oy SN Ldase
Wl 2y IS sl oo Lo, L)l (S oiad Spud

el Gl )L‘&"J-‘S]rl"}"-’f'\'ul‘-’f" iyl 35S s
ol el gy el e M Ll 355 0 ST i ol oo
sl Aol Ol ) WG das U Julpadl e G adl o 0S5 REPRES

;JT Lole Lelé Epidemiology of Quality "33 o L;Ji r..Lc Jla
. Epidemiology of Health or of Tllness "z Al 5! dmall 205 Jle” Il

Tl Ol Y Lt e 5l s o 1 X5 (e
PURSISINC RN gl o JLb o, Leesy 1o Causal Hypothesis™
(..Lsdl S L G A Theory of Quality Monitoring" §5 44! i3
Ll oy ol Lo o Sl

] I a5 s e ol il s jlae Wl L &)
AU s al) 15 52 JI Lo




"The Propagation of Knowledge" &8 jall jW&l) -

Hlis] pdally b e Ll pliadl e Ll el
ﬂﬁwum&@'%ﬂﬂdbﬁ*ﬁ'biuﬁwﬂléﬁ& 43l
J T Nele Ul Lud b, lmeall Lle JI G5yt glazal iyl
ia |y d g J) copadls bl 2 lasy (S5 Y| ks
el 16 pall oy dnad| Lo Sl dadl B e Y 0 s
saaidl bylpcall sy oo LY L bbuge 2ol I Lo o oS = W
(ayLs] e ST 8 L) Sl Sl el e

dlals ol 2U¥ e S| 06 (JU L o s WLl
Il oty eladl Wamy JWIL, . Lesilel I a3 B30l isl e
2 JLll Bl ol sl sl Tlal 55 455 S50 b 0l ale
Leadluly Lgslons B3 pdhl A0 Ky doncadl dle M ke IS iy o5
o Garins el 10 S3an ol Aes el M‘;wi‘w 15
e Sl dsgd | ) Wl g2 oy & W1 A0 555 IS

33yl il e i) e ol b et BLYI L] o]
) sl S Olphdly L (Ldea)l) LSSV L, ldl (3 0 b s
S et Gy b s ladl o B a8 N gl oSS
oo gl gl L el Tyl s a8 Lak T s, ks
et il U SU Lol Laa ¥l sy 38, Ll (2 2
LSS Bl e eie £ A doslian] L, L] Blays (ol
eV Zasl e S 28T s JUI

25 1SS ey s o sleall s e 31 20 s
L oud 1Y e Ololall o dcan 0 DS e Jpad] e WY
Sl yams Ll Sl ¥l 5 3oy oS e o OS5 1 haz Lo




JexSGY "Propagation of Knowledge" & all jLis| oo « 541 1As
535 ey Lo 28l s e a1 J] 5,81 50
blis Wl cadl s S5 Pt Ol " S8 Ly ad !
logmd < 2] e & ol oSl o 5,80 oMo (Ss 5058 e’
.ggﬁsglﬁfw’uw;;s‘w;@w_ﬂlﬁ‘u;_u,si
doud! e eadinall 43 pall HLEG] g0 was land SN D gms

"Providing Material and Human Resources” & !y daalll 2,/gb) smdgi- >

vl o Bom oo Bapadf mlacial ol « Lugl ol sl

o gl gl o ] ekl Bl I iy el g el &y 2l &l

3 S 1 bl e Xols s i il 13 28T 5,01 L 0,80
el e 1 3 el oY

S Soadlia,s JI) 5yl e sl w2 ol S it s

oY e hle )l e s B i Dy w15 s> G g (L DI

el o e g ld b B gld 550 2 iale )l () )l Ui

e o A S sl i) Il Ussds SSGY b
TG o) J g o)) A Sl s 25 VI Slnihls ] e
e . i S




Jgmo ol dnile| s - ¥
Managing Accessibility

ek g dodel Jgogll e Ay 52193 0

S gl oo deenkid dusloszly L Ao 5| il i
GG e 0 58y S LS e J o) Lo cni3Y ) gl e
Ksbze 3245 Il Jpoyll i SLLull Guif o gl 058G ol &Y 3]
SRR P CF JOIRY PA U T (VR WCE L 1Y RS UL RORE
i) e Colydl e oS5 dle U "Technical” dcid! &U,SAI e
G Ll e 55mall patbad] o580 L WG )l o 5,081 sday L]
~ leoyadl - ) - M i ISl e il ] 2
a5 e Loall Gle )l pon ol el Do iy — izl
o3l Blslud] e

Jsadl s S Lo U J o )l L8] ) Lo 5 s
o2l 5 ey Sl Ly sl 5 ST e

Sl s 1 e W gialey § e ) e a5 0
TaSony 331501 plasna] e A5 Jalse IS ada 8 Lle M 080 arl
P ,_,..l s




(.”glr n) .“ ol .“s s W

Empowering Consumers

iole Il oy podis el oY KU A el Condoy nmiid| (nSE o)
5 Ll ol d ¥y o it il oSy
ol S e i Garinidl ais 5o gl ol IS e
D hdgde ok e Sy o 9Kl
ol, ] ."Non Technical" &Lle N ad| s Jid >
Ol Osandainy i85 350 A8 ae JBI izl 50 Ll Y
ISy 6 b oo S| &g 0y (o &ﬂ_:.l.]l e VYW N -
g Al laal o e Il ¢y
S o sl Ll B 1S5 o el opes il ] -
RIS A IS TSR L K GRS TR |
33yl + Uyl cnadica € oy pmacizidl o of Lial oSadl o =
LS 51 G tl] sl 0 Tl il i) osinins
"Voice" & ymally "Choice” L=Vl Lagde bl
‘iked b Lo 53] Relico ppo Dbdtanss
sobas dol HLs] e 5,0l il izt o] ol gl e
Lol g 5y Bl o) o ol Ll oy o o 090 e )
o Tl Radie dad 013 e i) ¥ Lazs ¥l Juad] i )




ik e pad paln Lovall Lle Jl 0 O oUl S
o2l 4 Ll W1l Joasl s U ]

S IMizu| 4o 3,k3 Informed Consent " e/l Jpll" oIS 11,
HY&;@@@wJu‘o&HHMOio&&J o2 ol
Ol 2 " Sslacdl Jpdll' oS0 by S s 43 )5 3wl o
Sl 558 ol (s o3 3601 B oyl o A Jeliad el
o IS Ll o Juiadl I Jpo 0 Il 55 < L) 2

sl lales ptie (e Jony "Choice" > 1S,
A5V 1Y) 3 el Laasl ol Il ds 5308 il I LSV
S W el L1 8 "Voice" &pall Lol s lells Ja Al G sl
A ] e e 2 sl el & 5Y "Choice"
3l Ll Jae 5 Ll oS5 pladly G b o i sl B
AL T 5555 o5 WY 53, Ll e gl ol s dol Balases
mizal) de bl Ol il g, i)l
oy o> il o peaccl) O 31 s 0 WY 14l B glateS g
dle Il G LS e e Y1 o i 5 (5582

Llisy il s ol Y 53,0 | L0 55l o] &80 Bgdaies
o i i 5L 0L Al ool Y Sl e
IS oS5 il Sl Js pmctl) (Al o rriil | I1EY 03540
I o gl G o 2l Ll o) Do) Ol | oo
Lalie 58 ol Lae¥l (3 do s sl oy Ologhall oo 4 iy s
IS Sl e e ol sl o 66 iyt Gl

g sl o] s e s o il (5]




st o i sl B« LT ey il 00 6 1S5

bl 3 et Ll a5 | 8l 5l sl 3y sl

g 5k 00 o 53l e o ol 58 @pall 56 oSLY 0 IS s

o) Lo 0,55 g el izl o ol LYl jan ol

o Ol Sl B g Gy pernd 5,00 0550 8 21

Sl JoY il ole dhall wisy oraizl] odas oo o) i

5o0al" Tl (sl o 0080 ads Koy Wliass Lales o>

e Jpadl i 5 5N 00 Sl ¥l Jany g S 'y lis Y]
el ly ol ol ) g o3lp5 Jeas

0299 ALYl pmauai - £

Designing the System and its Incentives

Lpliouns 5 rhinaizl] Loy 15 0¥ g3 dstns WJla JIs Y

S el sy G Bl e ol a2 Y1 el

o oSadl oo el o] U3 a2 4o e its « 13Y1 B30 o amids

el Bola g o8 s e T I o el I 355
ezl |y Ol dll (g ude

gy S e sy ) A sl dgsle 555 A5 81,d] eda
Jo gl oy Gams oiin JS S e S50 1 L] i el
s il el g haid JUI oL slieYl U8 B g8l W Y




of oSl s o il o SUISAL doddh | G el 3 (g 31 IS
ey ol T 0580 0 ] i amy o5,80) s oY iy

055 ol b S Lalal 1Y 0l Ui e 0,83 LSy
o ol SN Lo 05 LSy L alad) ey ) G 65 e L
Sasodd 53l OU | andid ALl o e anai

o 'M@J@wuﬂ&-’udud'd"-j:-“u'u’—aﬁw
A LA Jﬁ\’l u.Lc- el m;\’l oldl 7 2 ‘_,| oSl |
2" Congruence” " oo gd! " _,.aa[,.a:‘ﬂ! Lo :Jedl Tl

G v Lpale Gy u,m,ﬂuu,a__wﬁd.ub
U.L;Lg,u,...uuu,a..ntpw,wwg il ety S s
O3l BT iapd] Lo Slgr b o Stlly il o Lol
Lol Olkes < o] JoY « G 04 15UG o Hlsble &) S0
5l il Ot o 2 Ml e a3 ] s ol 5
eyl (8 Sow ol SRl e 8254 431
:"Linkage" " Jomtl 21" o G futad

Ab’f_acljp-ﬁf LE.SA_J_d!mLcjﬂub‘,f\auJ)‘!wé.\]b
o d,m N1l e s e Yl sde asl 3 GLSYI oL 1585,
amsl JKa] dayl 5 Jlaas - JSS o Ul < 15Y it U i
Aikzad | sy wdatl iiskadl o idndl g Y e S8 Lle I
"Consistency” " Blmaifl’ s &I Al

ol o Ui drgns s g Sl 0550 ol e gl
33, acas U iU Oladzally (o Jlad] Slasll idoldl Ll
iy ) 5l iy St G I 0 padll ¢ 1l ples




: "Persistence” "3 @l & :aul JI Tkl

Bl 085 ol iy 6 1 SIS Lga T Tl e,
e My 4 Sl 5Ke Taioms ool o pllie 505 1iSiny 5 paianns Hiuael
L oS ey Lol pdie Sliod &1 g

aldadl 1ol &3l - o

Monitoring System Performance

TR | PR VCS POSUE PPISYI R 06 SO N b S N
it Socall | wlcad) ool B lall PBUE o o |3 Bsating Tagis
gl O] LSi5 e CaSSy ulad ] Jaiall 5y o 05 231 AL

o Salaila gaeley Lo yill 5 o adl Jomy CiS Lk
o gy Uiy — 2ladl 01315 cpelS ciis L3141 Y1 3 s
(5 iy i il ] el Gy 1 e S 13 Lo G5

Lol - ologhanald Ui s,y 3 s oon 28T s L3141
Sedll Lol 5T me 5] ©loglall Ledl s ol eMuatd] poiass
Ul 1 < 1ol e lasall el 2 Uacl
dd s i e 5 2y g la U S i e A1 ) e

el 1l sims e 15558 ] 0 00 s gl
el rcmall 3 2l il S MLt




oo 335l o5l o Ll iy e joald i 151 1,801 )
Bagdl o pgie e o i (Ll onaiilly) ol ol of GulLLYI
omr s 510N Joad G iy an i oy I GLGY fas o L
Lot bl GUL ] o5 dylane Gl g gyl

Sloghell iy a3 Jice 33 ot} Sl 5200 0]

A3 s G e o 3V el S o5 eslanle ST S0,
el Lezamys il Lle I g ol 085 L3I sl o,
naaddy Y1 jaadly o 3N

A Tl o e Ll s 0l
G o S 1 a DL LGl s laddl e s g 51 s
e

(et | 1) nad) (e § koS! duvjlow - T

Exercising Fudiciality

ol et cany aSLl 2 WAL s S L)yt 3]
cﬁLa_ll b8l GdZ ol e yard O ar S "Fudiciality” ,ais]
] b

Lo I 3 55,0 Al s ool i) iy 25| 2y ]
ool Jloe 3 Jlad et 1l piny oo el 6l s oY el
o) s Jadl Gid 3 Gl )

b 92 Al o L 20k o ] psalioy
Gty o aid s G 031530) By oy &) Y A e S




s Jo N Gy o) B A L e O 2 0 L
si ol a i3l e Bt Ll U o5l Sl
ol e Wbl pLas ¥l po e lod] plally Tl b
(Ol ol 38 5l I P | PR EETI{  SECT A

G Jasl el 2l )l aass A oWty ol
LaUs,) il U 53l LSSV e )l s b Laal,s
s 5 plilane pUas Los Bkl e olall dnally 5 il 5 bans

Ly o oSkl o o855 sl s e Legaad oy 231
o riagle 313N Qs el Lo 1 ooty R S 555 (> Lol
Lo LIl w5515 e, il S U e o)l
Ll Wby poe 5l e J1 i 0080 Loie La! iy A5 daladl,
sin Jie ek u,u. t._,dluauyw e o) Ll Tl & 51,50
G DML & s S 05 2Y Lo 13 Oncgald 580 w1 Slasldl
dr pploy 3, LIl s yale O 051531 i 0f 1s)slon o

S e iy sl di il o S e 41 J_,jl (Ji .:;i
o5 el ol o] 72T o dads gl Lo o1l s s sl
e iaalle N o Lginslie gy (ol gyl e 05 o]
ol 5Ll o)) A5G|

Lelon ity il 3l ode dauly ds ool 250kl G5 (55
JS Jo oSalls Ll el o ol sl IS o Lad s 0550 w5
B e




o5 s 08 demvall dple | ) o] izl ¢ ayshl S (S,

2Ll ) Sy ol e |y ol o ladly 53,40 il | e

Sely b pud Ll )l Ll B oids (s el S () sty
o giald Saf 26T bl e 5 e aiSdy IV

2 o > L ¥

ol ol sl WUl sde S abls oblueu] gl Jls ol
5 izt ly @l 3y ngald ugaced]) U gl ol 25 sk sl
s bl e ST dela ol bty JS's a s 0555 4

B9l 1939 O e amed® .. amecml B35 Ol




JOi ! g ol yasigd!
it | Gamlb pd ¥ O @ Gid

" 4 =
1440 i tuu YA- ¥4
5_alall

N
‘W’ ]:)H ) 13
EGYPTIAN SOCIETY
FOR
LITY IN HEALTH CAR

Aaali s 3y
b iaaall g g5 £ 3
GTHECD\ER\ FOR HEALTH PRD
USAID PROJECT Me. - 263-0170




bl dodd! o O gumiivall
oo -\

Ol 90 webdl Sl B il
029! o) s SIB| Jodl meidll B Crend
199E aile TA - Wlal - LBadl dude

Byl e Jl ol

oS 1 3l s g b SIS o gy
oyl Il s ¢ BuolS Jolis .. zled Lo gy Jiald 102 Lo JSU
Sz g5 ey dsadll
o o alu I - uwwru@wu&u
o dall ioad| o il 5o (0 LS ey |..,\jl ol = gl
A plbly izl i nan S5 0 I iy s« WY
e S L oy
(Definers) 839! aal (98 a0 -
5liol ey 53yl o ppn fp3don ol at
(Evaluators) 82gll (gente -¥
.Z.:.ma.'|3.n.\3-|3:_,:.-r..:.,£3a.co‘,]_,.:u.n L;i
(Informants) 339 (& leghall glBU -v
3354 e il Redd | 53 g2 il Ll Ol haol) jaas o JULs




(Coproducers) duall doud! wudi 2 95 lie £
e adin s i N L 58 s gl ims
(Targets) 3391 Jhowd 30 O 9ugiume - 0
dedd] 830 plaa) Cup el (g1 4
(Controllers) doud! pude Jghad (gadl po -1
dadd | g g5 (A Ak S eS| s JWL,
(Reformers) dwmmall dodsell (jgmbae -V
add] oy bl G ol Ll e Sl gl Pl e ) s
Jo—319
sdans &gl o g (5585 (Sl glall JBU gy pade (8 00

‘ L‘..‘»LE.U 3)_,—4.3 &I-\-’IJ -\.:’-IJJJJJ 4."-3' :&-9_:.*46_,9-?[4_3' )I_jél 2_1_:..-4

lesN¥l e e IS e Sl &af] S g 5

(Definers) 839 _mal OB paaS O gckediaad -
oty I3 gl ey demaall Lo J I el
(Technical Care) dwddl &ball - |
(Interpersonal Process) go\ded¥l i Joladly Bl gl -
Slad s ol ol S AL Glasy s wl molyll s
ole] oS b ol ol caals I o dea | e il
5ol el g a0 die Yooy LB
Il 1ia |3 ¢y pobmiiand | 4y Lo 516 it 2 Liald Tty Lo
skl Gy 135 ol Lo ohatll giSs i o Tosioncs 5, 43




A1 ISy il gplies o)y Ol o) SOlS 13] Aol (531
ke Lol i el Ble J B g e oSl ol L. st
235 5 5 Sl 6l iUl il e b Al ] Lt
oo Dpailca 215 4 8 a1 bl IS i
dunddd| cpe gl 31 o 5Ly . ﬁ_ﬂ Ll Mwﬁu i
s e iy dedd | ends O (5l pi ol Y Lowal|
i o5 5 Lk | pas by o] ppacedizaal] s 5Lasy S 38, Ladl G b

Basd] saf I el gl

(Evaluators) 8agaall (gawies Jgubeiiall - 7
«.«UJ Q‘,S.; A...?u.a.” PORE AR bé_,:-[._._..ﬂ...r u}M' f'"-b Ladis
A.a.ul-lvcjlu.\.-l-lu.puw¢fg.cﬁu)r )il..g.»L‘s)u.cJ..,..-:qu

QIS5 Bas 613 o 3 iy ooz« Lo, o . e o8l 5 b

(Informants) 839! & <leglall JBLS gundicall - ¥

Lol Loadk| e iy 0 paSimy il o1 ] LYY
o Ol hall Lyadly o (iSs ¢ iilin; puke 5] gl oo mnslly
ez 5 Olaghallads oL ke L. Lol ey dead | ode IS g5
a5 oo Va1 o5 ) Do) 3T 5oy ke
556 A b SIS Ol3 Sleall ol SUL pazy L iowall
s Al Il oS0l LkS's 513 Tnddh] s s + W Lgde Jpad
otills Sy oM ade s LS il e 2]




(Coproducers) dnzadl! doud| el 2 S NS (gl - £
saaiill anddy 18 p Il Lle JI ol diza ol oY
2 Al o Ul L] 48,0l Qe o LSy (sl | oLl

f e el deall Lle Jl Ba e B LI Sy Lead] eddey

M| o el Kot 5> el Cileglall Jib g ) A5 e -
Tl | )
(Do oll ZI plad odndiy g I A5 jlde L - o

(Targets) ‘é.:,.-}l QWD 30 mBulgiemaS O gubiinadl - 0

O gt Tl e | s 3 0S5 Lo &y gl S 3]
sl Loy r..@.u’lj:u ot | e sl Cphal e 535 glas daisl S5
iS5 s gl ] sl S

e deio ) o  Jampdandh | ariand LRSI, Ll i 5
sl Sl 2 ol Wl . L L3185 ] Dole | ks
po8 Al e Lmasl (B sl i | J s o w55

(Controllers) dedd! pide Jobal (pdl oS Ooutiieal! - 7
OpbdgaeS Lais pud gadcizadl &l 5ol s 5 b e

Gaskl olaaliol,sl, ARSI

il | oS e Sl il jany aias L) oo ddk| Dslowa o

o Slaad | IS § izl | Lanluce Ul Yliny (dosd] e

s AT Oless il I Ladd| s by b S 03 o) 05




Slles Ju i g5 V¥ s dplhe i Sleadlade SilS L,
s « ke ol e T Ll pald ellsy sl ald iz | JI g5
Sl g BLAIL B T a4 555 o] s oYl
Tl o yhally o3 o2y G s Al o1 dale iy D sl
AU 0585 ol oK eall Lle J @13 360 S Ll pale

odd| pedde OU o Lo Ges

(Reformers) daaall doddall ‘mmhaoes (gmtiead! -V

@ PPN PP S U VA SYE A RSN ESWN UK ¥
15k Bal ellis domeall L I

Bl &5 sl

Sola3l wedl

Syl S98 el

hslaia ¥l Gl 92

LSk edd e JS o B Gl o (gl s

edin Wy o 550 0l s all 088 S @30 0l J G
ereadl Gl J) das 3 Dladlly 53U &S, Lall Y5 e Zand|
slad! 3o b o dedd| o cpiiiaad) WY 0l Ay (S
5 oo 5Ty o ol il il e epaniin s o l5Y1 el
ldes B e Jlas iy < Y1 Ol il sda e Ol W5l
oy Oy s | 0SS 13 Y1 L0 AotV ol o550 Y el el
Sy s Lz 5 g S o6 L)l ol 2o ol 0 Lo ot




Ll e s ol il sdcg) b adss o0 S e |y n ol
(ol il sl b8 alad o Se¥ s o Ssle sty [oss

Ll ool S L 153 Gl 635 a5 Sl 0
S Aol o i) Al Slegladl o8 S A
foad | aidie plE dazay Gy cimall Ble I Kl M e Lzl
Gl 553 el Yo S Las Yl e e deall Lle Jl Ol i
ke 15 e of Lol o pporiiancald ity hlis ofs iz sl
[,JLeJlt..b)L_:YJAS.»J.a...aSM1MJIJ A..cLo.o’)’IJ.aI}.-JIJ.UL
sigd lylacky 1 af ,,u ;wwcuﬁy uu‘,euu,ulwudu

u.uLlu.,,_,,M_._...o.u aalasdl 1Yl Je ,_aJt L] ams
d_,...uj Lg.‘o-) Lgﬁg:b.nrbu‘:a L;.JlJSL.._U '..i.t.au.oj.a....ﬁ dl GJ |_,.>w.w|
J.ﬂ....ll aMu..oszJ‘

Goal Displacement e 41 <2l 6 Joxd| dlda - )
o TS T ey 5 Al Dule | oo ol Uy il
e o M LU, il Lt il gl e g Al e Lo ) plasayl
oS A SV 3 I 5 s amy . 51 Lalazal ool sl
BN oULSI e 380 bl it w3354 JS o] oo (g

SN L )l ol S b ciniall asgl e ol G o S oy
.A.,o.bl




Validity daall dide - ¢

I3l Lo 0 Sula sale " Lo Jl pie” 5l " Lo JI" 3] o
o o ca g S le 5l g paadaa e oY WS Lo L oY
g 05 e sl e b Db o 5Ll ads 38 by ol
Lol Olashall ol WS a3l dl e a5 5l @101 Gk olad s o A
Wb 55 dny e Jpad | 2y Lo 2ol bl 4l £a3U S5 3

o8 dakazs ol Coo gl LS Wl J Y 05 ... G LS,y
A Jasl oloall sis e Jpadl LS

Perverse Preferences dud jlaidl culdaad¥l dfio - 1

addie aiiay oldasl o bl ol 5,50 45 oLVl oy 3
pa3ls ol sis ol 5l jay M dsdas pe o) lass Ll dand
S il el g oyl sl dead ] il e bz Yl S LlY
o oy ol e 1008 L] e 0, ol oY SYUL o Jis
el o b WU e

oo L)l St sl opa oS ¥ U5 i A b 5l YL
oty ol e AZU VR APETINEN RV
o o S el ¥l g Lon Y oy B | e Gy i 315l
sdie Je oy ol Lmall Lo I 3 (S o] SlbiasN, Y oda
T Sy ¢ Ldd b LEl colo g oS0 ol et




Cultural Dissonance R a8l dlde - £

dwdd] sdia o Al o &S, Lall 8 Dladd] Lou Y sl Ll ] o)
S mladlsda ~~¢?‘t._~..,4p:.@,a|,,iul¢{uuuam_
81 oy A 3] B aes s ddSU) colaS dead | aidis o5
il oyl e o S L el dodas Joiadl ad b O
Skl gy et o pezad WJ—MHLA‘ hot S s sil ur“
(e s S TS T iy sl L iy iy 5 bl O ghad
S u‘tﬁ??‘ Ll IJ'-‘f-"" rJL--ﬂ s Lo peiiadls Losd|

Information <uleghall dsgd dSda - ©
2SIG Ao | e 2] adey Slolall jaiy axlple Ll
AN S

n Bl Ol sl el L Sy bl e
[,.\.s:wdf-l sl U3 Sy Ly Badoe Lyl ol S els
AJL»L;SU.._&_, d._oJ.a”ub_,l:_.ﬂu.b-b A.nU|r..\.r.J M.\JJ‘,.\M t)uﬂ
iodd| i g LIS i Sy bLdl e L3I Sl ghall 545
gl (S5 Ladie kol ¥ iy Uy (2 A1 O] oY LU
w1yl o ks g Al ot ok Dl (S ot Al Bl 2
cipll b s s ilall ol dklall olodall o]
i adl el Lle 1 sk iaul g dodill Lle J e g5 o6 camlid]
Ll Ll ) s o e Sl W S e 3,85l 1550
U syl | e o] o 055 A5 Olaplall s 5 Ul
Sloglas e dcee 5,51 Ohlae! ol Jolss 3525 comay oy
bl




Non responsiveness dwxadll Qe Jl allai 2 dilziwdl aus dlie 1
e e Ty | i | i) ST eSS 5
TSR [RRPUNED SURON | - P NV-S R S Y% A DO VY T UL [0
ieeall Gle I 5 anasent ] o yd5 3t doenS Lass oLl
S R R TRSIEy [PV, sl s ol e 0 a SO AL b
Sliall 0ds ol 5o masl 2SI o] Jy LGSV L S ey e
s o)) s MWIQL;)IJ%M@’ML.JIZJLL:JI&&;:
wwojs_u_? Loeall Lo oS o] Eomry AUl i Lee Lics
Pl a5 ¥ < 5o o ol o ki | ol Load] coiie
O 38 comad] 358 B35 I ol 3 o] L Jis W 5 sl
a8 o s [laomy oI5 sl mn s o Losd | e o |
Claall g oty laall sds J8 s ol I laar glos 25
o Y Olaall 15 a5 5l o Yoy o] DLV ot ol o Yoy o505 51
G550 U x| oS8 dlae conle o] - Lo o (ST o
) i i ) oLy ¥l 0 g (Y gz Wl el ¥y .. Jadl
idpdl B s Basly i S oyl ol (Se el ] gy cdes Ganle
Lol B paainie pad IS L s  p dedyid | o J s 3] A8 22
Lle )l B raall e L) s Lol WS 0, gymad | o ]
Lvies ols o) Lead| edie Jo tnay (olad] gpnadl o dmall
Lo b crlelall g S N iy Gnd il U ol
Saaiin Jushll sl e ol I LV JSS pusod| Loss (0 Loeall
L Gl il L] crloloca)
WGl dad Ao 5T o cablally olgll acicmll o

idd! gl




Joi 1 o gdl yaiiad!
dunieidl | Guilis 16 2 gid

'y 4 4%
Alisal) aila g
V44O jiatus TA- YN
5_alal)

daall s )y
bl g5 30
CI RECOVERY FOR HEALTH HHD
USAID PROJECT No. - 263-0170




Performance Measures to Assess
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Average Coronary Bypass Charge and Statistical Rating of Patient Deaths
by low to high 1993 hospital charge

$120.000

Statistical Rating Key

+ Fewer deaths than ecpected

A Same as/Similar to expected

— More deaths than expected

$80.000 —

$20.000 —

$0

Hospital Number

Statistical Rang

Source : The Pennsylvania Health Care Cost Containment Council. A Consumer Guide
to Coronary Artery Bypass Graft Surgery. Volume 1V. Harrisburg PA. June 1995.




1993 Childhood Immunization Performance

Health Plan

Aetna North

Childhood
Immunization

Health Plan

Health Plan of the
Redwoods

Childhood
Immunization

Aetna South

Kalser Permanente
Northern California

Aetna San Diego

Kalser Permanente
Southern California

Blue Shicid HMO

Lifeguard

California Care

Maxicare

Care America

MetLife

CIGNA North

IOMINI Health Plan

CIGNA LA IPA

[PacifiCare

CIGNA LA Staff

[Pru Care

FHP, Inc.

[Take Care

Foundation Health Plan

[Valu Care

ol B L hhee

Health Net

00[0/000I00O00] *

(O) Above Average
@ Average ...
. Below .. Average.

Insufficient Data
submitted by the plan

N/A Not Applicable

* Copyright 1995, California Cooperative HEDIS Reporting Initiative




Public Health Goals
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Table 6-1 High-Priority Topics for Quality Measurement

Target Issue

Prevention of low birth
weight

Childhood infectious
disease

Treatment of otitis media

Treatment of childhood
asthma

Breast cancer early
detection

Prevention of coronary
artery disease

Treatment of myocardial
infarction

Treatment of diabetes
mellitus

Prevention of strokes

Treatment of hip
fractures

Prevention of influenza

Attention to the medical
problems of the frail
elderly

Overuse of surgical
procedures and prevention
of complications

Proposed Measures

Process measures to focus on the timeliness, frequency, and
content of prenatal care

Immunization rates (by the age of 2) for measles,
mumps,rubella, diphtheria, pertussis, tetanus, Haemophilus
influenzae b

Process measures to focus on use of antibiotics for primary
treatment and prophylaxis, and the use of ancillary
diagnostic tests and surgery

Process measures to focus on timeliness and thoroughness of
the treatment of asthma, with special attention to counseling
and self-care behaviors; functional outcomes (e.g., lost
school days) adjusted for disease duration, age, and race

Mammography rates among women over 50, stratified by
age

Rates of cholesterol screening by age and sex; adequacy of
follow-up received for elevated cholesterol levels

Process measures to focus on timeliness of treatment
attention to recurrent angina, and appropriateness of
medications

Process and intermediate outcome measures to focus on
access, glucose monitoring, patient education, eye
screening, and cardiovascular risk factor modification

Process  measures to  focus on hypertension
screening,appropriateness of treatment, and blood pressure
monitoring; blood pressure results adjusted for age, sex,
initial blood pressure, comorbidity and treatment duration

Process measures to focus on the preoperative evaluation,
prevention of complications, and postoperative care; outcomes
adjusted for age, race, sex, fracture type, and comorbidity

Immunization rates among those over 65, stratified by age
and resistance

Process measures to focus on the appropriateness of
medication regimens and attention to common geriartic
problems (e.g., incontinence, confusion)

Proportion of cardiac catheterizations,cholecystectomy,and
hysterectomy, performed for indications rated appropriate;
completion rates adjusted for age, sex,and comorbidity

Source: Adapted from Siu, A.L. et al., Choosing Quality of Care Measures Based on the
Expected Impact of Improved Care on Health Health Service as Research, Vol. 27, No, 5, pp.
629-631, with permission of the Hospital Research and Educational Trust. Copyright 1992
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Comparative Performance Measurement
for Health Plans

Janet M. Corrigan and Lisa S. Rogers *

In recent years, increased emphasis has been placed on the
development of a common set of measures to assess the
performance of health plans (e.g.. health maintenance organizations
[HMOs], preferred provider organizations [PPOs]) and the
reporting of comparative quality information to purchasers,
consumers, and others. Large private employers, whose employees
represent a sizable proportion of health plan enrollment, have been
particularly vocal in their demands for greater accountability and
demonstration of “value”, and many small and medium-sized
employers have begun to form coalitions to use their joint
purchasing power as leverage when contracting with health plans.
More and more often, the cost of health care benefits appears to
determine the competitiveness of a business in both national and
international markets.

Standardized performance reporting requirements are
integral components of health care reform proposals and efforts at
both the national and state levels. The Clinton Administration’s
health care reform proposal not only provided for the development
of a set of national performance measures, but also required health
plans to maintain certain standardized data sets and to report on
specified aspects of performance in the areas of access, satisfaction,
appropriateness, outcomes, utilization, and financial viability.
Although the likelihood of significant national health reform
legislation has diminished considerably, similar provisions for
performance monitoring and reporting are evident in various state
health reform initiatives.

# Janet M. Corrigan and Lisa S. Rogers. “Comparative Performance Measurement for Health
Plans.” in The Epidemiology of Quality. Edited by Vahe A. Kazandjian. Aspen Publications,

Gaithersburg




A system of standardized reporting will serve several
objectives.  Health plans will have access to benchmarking
information to identify areas for improvement. The availability of
information on health plan performance across a diversified set of
performance measures ‘will also provide consumers. purchasers.
regulators, and others with the information necessary to select the
health plan that best satisfies their needs, thus giving health care
plans an incentive to improve their performance and value.

Characteristics of Health Plans

Falling under the rubric of managed care are many different
types of health plans, including PPOs, point of service (POS),
independent practice associations (IPAs), and group and staft model
health plans. Little, if any, objective data are currently available to
assess and compare the performance of these various types ot plans.
Because of their financing and organizational structure, however,
health plans offer the opportunity to assess aspects of performance
that are difficult, if not impossible, to assess in less integrated,
fee-for-service environments.  More specifically, health plans
generally serve an enrolled population and provide comprehensive
benefits through a defined network of institutional and individual
providers. Enrollment in managed care organizations has grown
steadily. In 1993, there were approximately 45 million individuals
enrolled in HMOs and more than 121 million in PPOs. Having and
enrolled population makes it possible to study both users and
nonusers of services. For example, instead of counting the number
of diabetic individuals referred for an annual eye examination by a
physician group practice, it is possible to calculate the proportion of
diabetics in a health plan’s enrolled population who received an
annual eye examination. The second figure is far more useful than
is the first in assessing the extent to which a population is receiving
adequate and appropriate nealth care.

Population-based measures for geographical areas have
revealed wide variations in practice patterns and raised concerns
about the appropriateness of care.  Geographically defined
population-based measures are of limited use for ongoing




performance monitoring or for consumer/purchaser decision
making, however, because there is generally no organizational
entity that has accepted responsibility for serving the population
and, thus, can be held accountable.

By assessing the performance of health plans with enrolled
populations, federal and state governments, as well as community
groups, can also gauge progress toward meeting public health
priorities. In 1990, the U.S. Public Health Service established
national goals for health promotion and disease prevention by the
year 200. For example, because it was estimated that only about 70
to 80 percent of children aged 2 were fully immunized, the
following goal was established: “Increase to at least 90%,
completion of the basic immunization series among children under
age 2 “. Holding health plans accountable for monitoring childhood
immunization rates and demonstrating improvement over time
represents a potential strategy for attaining the year 2000 goal.

Because most health planed provide a comprehensive
package of benefits, enrollees receive the majority of their care
from plan providers (i.e., “in network™ hospitals and physicians).
Therefore, it is possible for health plans to assemble reasonably
complete information on tan enrollee’s service utilization across
various sites and levels of care. Only a small proportion of health
plans currently have such information available in an automated
system that allows for efficient retrieval, but more are now
investing in the information systems necessary to give them this
capability in the future.

Enrolled populations that are reasonably stable afford
researchers the opportunity to assess changes in health status over
extended periods of time. Once again, only a minority of health
plans have large, stable populations and the necessary data
collection mechanisms to take advantage of this opportunity. As
the population ages and chronic diseases increase in prevalence, it is
likely that there will be a greater emphasis on the collection and
linking of necessary data across various sites and over time to allow
for more longitudinal analysis of health care interventions and
outcomes.




The health plan has certain advantages over the individual
physician practice as the unit of analysis for quality measurement.
First, at the level of a health plan, the number of specific types of
clinical occurrences is large enough to allow for assessment of
numerous clinical issues. In contrast, analysis of individual
physician practices must take into account the fluctuating results
that stem from small numbers of cases, making interpretation and
evaluation of performance difficult.

Second, population- or system-based measures have the
advantage of focusing on health plan processes that are not
individual provider-based. They recognize that the health care
system consists not only of a linked network of physicians, but also
of complex processes between and among components of the
system. Experience with total quality management in non-health
care sectors clearly indicates that the majority of problems are
system problems rather than individual operator problems. In
health care, improving system processes is as important as
improving individual provider performance.

Menu of Performance Measures

To provide an adequate picture of health plan performance
and to meet the needs of multiple users (e.g., consumers,
purchasers, regulators, individual providers, and the health plans
themselves), a performance assessment system should satisfy
several criteria. First, such a system should include a well balanced
set of measures that reflect important aspects of health plan
performance:

+ accessibility of care

% enrollee satisfaction with care

# technical quality of care
efficiency and cost-effectiveness

financial solvency and stability of the health plan




Second, the performance measurement system should
include measures applicable to various clinical areas and levels of
services, such as preventive care, emergency / critical care, acute
care. and chronic care. It should also address major clinical areas,
such as pediatrics, obstetrics and gynecology, family medicine,
internal medicine, general surgery, mental health, and various
subspecialities.

Third, the performance measures should include both
medical care process and outcome measures. Although it is
appropriate to question the impact of certain common medical care
practices on patient outcomes, there is a convincing body of
medical literature and considerable medical consensus on the
effectiveness of many medical care processes. Medical care process
measures have certain advantages. They are frequently easier and
less expensive to measure than are patient outcomes, and they are,
for the most part, directly attributable to the actions of a health plan
and its providers. On the other hand, outcome measures are
probably more relevant to the concerns of consumers and
purchasers; furthermore, they contribute to the knowledge base on
medical care effectiveness. In summary, each of these approaches
has merit, and there is the potential for synergy from the thoughttul
combination of both types of measures.

Fourth, a performance measurement system should involve
multiple data sources. The three most common sources of data are
(1) administrative data sets, (2) medical records, and (3) enrollee
surveys. Administrative data sets contain only limited information
and are not uniformly available across the managed care industry,
but when relevant information is available, the cost of retrieval is
usually less than that of medical record retrieval, and the results
apply to all enrollees rather than to a sample. Although medical
records generally contain far more detailed information than do
administrative data sets, the accuracy, completeness, and
organization of medical records are variable. Enrollee surveys
provide information frequently not contained elsewhere (e.g.,
information on enrollee expectations, satisfaction, and health
outcomes). Surveys can be quite expensive, however, and there are
often methodological issues of nonresponse and poor recall.




Fifth, there must be well defined mechanisms to ensure
ongoing refinement and adaptation of a performance measurement
system over time. Designating a specific set of performance
measures to be used for reporting and monitoring purposes may
cause health plans to focus much on their internal quality
improvement efforts on the conditions selected. Furthermore,
during the early years of such a system, the conditions chosen are
likely to be those that are relatively easy to specify and measure.
Refining the performance measurement system on an ongoing basis
makes it possible to incorporate new conditions that offer the
greatest potential for improved health status through improved
health care delivery, and to remove existing conditions for which
the costs of continued reporting are likely to outweight the potential
benefits.

Types of Performance Measures

In the development of performance measures, a good deal of
work has been accomplished in the following areas: (1)
condition-specific measures, including the development of a
framework to guide the selection of condition-specific performance
measures and the specification of valid and reliable measures; (2)
measures of satisfaction; (3) general health status measures; and (4)
system measures of access and use of service.l1

Condition-Specific Measures

The RAND HMO Consortium, consisting of 12 health
plans in collaboration with RAND, was formed to test the
reliability and validity of quality-of-care measures that could
be publicly released to compare health plans.12 Based on
estimates of the prevalence and health impact of various
conditions, and the efficacy of available treatments, the
Consortium identified 13 high-priority “target issues” for
evaluating the quality of health care provided by various
plans (Table 6-1). Inidentifying a set of conditions for health
plan evaluation, the Consortium considered various practical
issues, including (1) the availability and feasibility of
collecting necessary information on the quality of care, (2) the




Table 6-1 High-Priority Topics for Quality Measurement

Target Issue

Prevention of low birth
weight

Childhood infectious
disease

Treatment of otitis media

Treatment of childhood
asthma

Breast cancer early
detection

Prevention of coronary
artery disease

Treatment of myocardial
infarction

Treatment of diabetes
mellitus

Prevention of strokes

Treatment of hip
fractures

Prevention of influenza

Attention to the medical
problems of the frail
elderly

Overuse of surgical
procedures and prevention
of complications

Proposed Measures

Process measures to focus on the timeliness, frequency, and
content of prenatal care

Immunization rates (by the age of 2) for measles,
mumps,rubella, diphtheria, pertussis, tetanus, Haemophilus
influenzae b

Process measures to focus on use of antibiotics for primary
treatment and prophylaxis, and the use of ancillary
diagnostic tests and surgery

Process measures to focus on timeliness and thoroughness of
the treatment of asthma, with special attention to counseling
and self-care behaviors; functional outcomes (e.g., lost
school days) adjusted for disease duration, age, and race

Mammography rates among women over 50, stratified by
age

Rates of cholesterol screening by age and sex; adequacy of
follow-up received for elevated cholesterol levels

Process measures to focus on timeliness of treatment
attention to recurrent angina, and appropriateness of
medications

Process and intermediate outcome measures to focus on
access, glucose monitoring, patient education, eye
screening, and cardiovascular risk factor modification

Process  measures to  focus on  hypertension
screening,appropriateness of treatment, and blood pressure
monitoring; blood pressure results adjusted for age, sex,
initial blood pressure, comorbidity and treatment duration

Process measures to focus on the preoperative evaluation,
prevention of complications, and postoperative care; outcomes
adjusted for age, race, sex, fracture type, and comorbidity

Immunization rates among those over 65, stratified by age
and resistance

Process measures to focus on the appropriateness of
medication regimens and attention to common geriartic
problems (e.g., incontinence, confusion)

Proportion of cardiac catheterizations,cholecystectomy,and
hysterectomy, performed for indications rated appropriate;
completion rates adjusted for age, sex,and comorbidity

Source: Adapted from Siu, AL. et al., Choosing Quality of Care Measures Based on the
Expected Impact of Improved Care on Health, Health Service as Research, Vol. 27, No, 5, pp.
629-631, with permission of the Hospital Research and Educational Trust. Copyright 1992




cost-effectiveness of the relevant improvement in care, and (3) the
ability of the health plans being evaluated to influence the relevant
improvements in quality of care.13

For most of the target issues listed in table 6-1, there are
numerous process and outcome measures that can be used to assess
performance. Some measures (e.g., use of medications in the
treatment of myocardial infarction) require more complex
assessment tools that rely on medical record audits or special data
collection efforts, while others (e.g., mammography rates) may be
estimated from administrative data sets available within many
health plans.

For many of the target areas, performance measures already
exist. For example, the RAND HMO Consortium has developed
very comprehensive and sophisticated instruments for the
assessment of prenatal care and the appropriateness of
hysterectomies.14-16 Certain managed care organizations have
invested considerable resources in the specification of
condition-specific performance measures, such as:

% newborn birth weight distribution
% premature delivery rate
prenatal care visit rate
chemical dependency recidivism rate
appendectomy perforation rates
pediatric asthma emergency department visits

suicide rates

influenza and pnemococcal immunization rates of the
elderly

admission rates for selected conditions (e.g., pediatric
asthma, perforated or hemorrhaging peptic ulcer)

breast cancer screening and follow-up




cervical cancer screening and follow-up
x diabetic eye carel7-21

InterStudy. the Health Outcomes Institute, and others have
been pioneers in the development of the outcomes management
system.22 Date collection protocols (i.e.., special questionnaires to
be completed by patients or providers) either have already been
developed or are currently being developed for a total of 28
conditions. Among there conditions are hypertension, hip fracture,
angina, cataract, chronic obstructive pulmonary disease, hip
replacement, low back pain, stroke, osteoarthritis of the knee,
prostatism, and rheumatoid arthritis. Some measures have been
subject to feasibility testing and been found to be reasonably
reliable and valid.23

Some of the projects funded by the Agency for Health Care
Policy and Research (AHCPR) to translate practice guidelines into
review criteria may yield useful information for the derivation of
population-based performance measures. For example, the
American Medical Review and Research Center is developing

cuideline-based review criteria for acute post-operative pain and
urinary incontinence.24

In summary, the list of currently available performance
measures specific to particular conditions is quite substantial, and
there are some promising developmental projects under way.

Measures of Satisfaction

Enrollees are the ultimate consumers of health care services,
and the long-term success of a health plan depends, in part, on its
ability to meet the expectations of its enrollees. Enrollee surveys
can provide information on overall satisfaction with the health plan,
as well as satisfaction with various aspects of plan performance,
such as (1) accessibility of the health plan, (2) satisfaction with the
medical and nursing care provided, and (3) satisfaction with
outcomes. Information obtained through enrollee surveys on
certain aspects of performance may serve as early warning signs of




plan difficulties (e.g., a measure of enrollee use of out-of-plan
providers).

The majority of health plans survey their enrollees, and
several well developed survey instruments are currently in use. IN
fact, standardization of enrollee surveys has been increasing In
recent years. The Group Health Association of America (GHAA),
in collaboration with Allyson Ross Davies and John Ware of New
England Medical Center, developed a survey instrument that has
gained considerable acceptance within the managed care industry;
some organizations use it in its original form while others use
adapted versions.25 More recently, the New England Medical
Center, in Conjunction with a consortium of employers, has
developed the Employee Health Care Value Survey.26 This survey
not only incorporates many of the questions included in the GHAA
survey. but also includes a health status assessment component and
builds on a new collection of measures tested in the state of lowa.27
Other instruments have gained considerable acceptance in certain
geographical areas, such as Minnesota,28 the San Francisco Bay
Area,29 and Michigan.30

Unless health plans use a standardized instrument and
survey process, the possibilities of comparisons across health plans
are very limited. Differences in survey instruments (e.g., ordering
of questions), survey questions (e.g., wording of questions, item
response choices), approaches to conducting surveys (e.g.. mail
versus telephone) and approaches to sample selection will make
comparisons difficult to interpret in a meaningtul manner

General Health Status Measures

The field of health status measurement has developed
rapidly in recent years, and some measures may be useful for
external reporting and assessment. In addition to the
condition-specific measures discussed earlier, there is 36-item
short-form general health survey, known as the SF-36. Constructed
to survey health status in the RAND Medical Outcomes Study, the
instrument permits an assessment of eight health concepts:

1. limitations in physical activities because of health problems




limitations in social activities because of physical or emotional
problems

limitations in usual role activities because of physical health
problems

physical pain
general mental health

limitations in usual role activities because of emotional
problems

vitality
general health perceptions31

The SF-36 and related instruments have been used
extensively, and there is considerable evidence in support of their
validity.32,33 Extensive work is also underway to validate an
abbreviated health status questionnaire, known as HSQ-12.34

General health status measures such as the SF-36 have been
used to evaluate the effectiveness of alternative settings (e.g., the
treatment of HMO patients through a special geriatric unit versus
routine care)35 and to assess the relative “health burden” of the
enrolled populations of different health care plans.36 These types
of measures have generally not been used to monitor the quality of
care provided by health plans,37 however, and additional work is
needed to establish the linkages between the overall health status
changes in an enrolled population and a health plan’s systems and
processes for delivering care.

System Measures of Access and Use of Service

Various system measures may be useful in assessing certain
aspects of health plan’s performance. Waiting times can provide a
picture of health plan access, for example. A composite of health
plan utilization measures, such as the following, is another
mechanism for identifying possible barriers to access:




High rates of emergency department use may indicate
difficulties in obtaining access to primary care providers.

Very low referral rates to specialists may indicate either
excessive financial incentives to primary care providers to
minimize referrals or perhaps a lack of qualified specialists
within the network.

Low use of mental health care providers and programs may
indicate a failure to diagnose and treat mental health
problems.

A high proportion of enrollees having no contact with a
health plan in a given year may indicate access problems.

Disenrollment rates, especially voluntary disenrollment (i.e.,
not necessitated by factors such as change of employment or
location), have long been used as a possible indicator of enrollee
dissatisfaction with health plan service.

For the most part, these types of measures do not permit
definitive conclusions about performance. Furthermore, because of
differences in plan organization and benefit structure, patient mix,
and local circumstances, caution is essential in making comparisons
across health plans. In the same way that interrelated measures of
financial performance (e.g., net worth, profit and loss statements,
net income, cash flow) reveal and organization’s financial status, a
composite of utilization measures accompanied by benchmarking
information can provide early warning signs of difficulties in health
plans.

Common Data Sources

At present, there are four major options for deriving
information on health plan performance: (1) administrative data
sets, (2) medical record audits, (3) enrollee surveys, and (4) specml
data collection efforts. There are some very promising projects
under way to automate medical records and to build information
infrastructures that link data from various transactions, such as




ambulatory encounters, hospital episodes. medication orders, and
laboratory tests.38,39 Over the coming years, there efforts will
have a significant impact on many application areas, including
performance assessment. Only a small percentage of health plans
are currently involved in these project. however.

Administrative Data Sets

Most health care plans have some or all of the following
types of administrative data sets:

enrollment files that include patient identification,
demographic information, and insurance data

hospital episode data that include some or all of the
standard billing data captured on common billing forms,
such as the UB-92 used by the Health Care Financing
Administration (HCFA) for Medicare billing

encounter data that includes the type of visit, diagnosis, date
of service, and other information captured on the common
billing forms. such as the HCFA 1500 used by HCFA for
Medicare billing

ancillary services and pharmacy data

The majority of health plans currently have automated
enrollment files and hospital episode data; fewer collect ambulatory
encounter data in a systematic fashion. There is much variation in
the collection of ancillary services and pharmacy data.

For the most part, administrative data sets have not been
constructed for the purposes of quality assessment, and they are
often limited in content, completeness, and accuracy. Health
plans that compensate individual and institutional providers on a
fee-for-service basis generally have more extensive administrative
data sets, because the providers must complete and submit claims
in order to obtain payment. Many group and staff models. and
IPAs that compensate providers by means of a capitation payment
(i.e., predetermined payment per enrollee), have only limited




administrative data sets. Health plans that “bundle” payment for
types of services (e.g., a single predetermined payment for all
prenatal care during a pregnancy) are likely to have only limited
information on the specific services coding of clinical diagnoses
and procedures is also problematic.

Administrative data sets are useful for (1) estimating certain
performance measures and (2) drawing appropriate samples of
cases for focused medical record audits. Many performance
measures can be derived directly form administrative data sets
commonly available in many health plans, such as mammography
rates, childhood immunization rates, Papanicolaou smear rates,
Caesarean section rates, and prenatal care visit rates.40 In other
instances, administrative data sets may be the starting point of a
focused medical record audit, for example, to identify enrollees
with diabetes in order to draw a sample of cases for detailed
medical record review.

For health plans that do not collect ambulatory encounter
data, automated data on diagnoses are generally available only for
enrollees who have been hospitalized. This poses constraints on a
plan’s ability to monitor performance and underscores the need for
the collection of a minimum, uniform encounter data set by all
health plans.

Medical Record Audits

Most managed care organizations currently invest
significant resources in the conduct of focused medical record
audits. They would benefit greatly form improvements in the
design of these focused audits (e.g., selection of appropriate sample
sizes, use of appropriate statistical analysis techniques, standardized
abstraction tools). Through the development of public domain
study designs and instruments, it should be possible to achieve
significant economies of scale, as well as to enhance the value of
these audits. -

Medical record audits are labor-intensive. and errors can
easily occur during the abstraction process. In some instance,




information may be missing from the medical record because of a
failure to document or illegible entries. One study showed that the
charts of only 50 percent of diabetic patients contained the results of
their fundoscopic eye examinations.41 Part of the reason for this
situation may be that medical records are not always integrated
across sites: all of the information required for a focused audit may
not reside in a single medical record, and there may be no easy way
to link one hospital's record with another or with a physician’s
office record.

Enrollee Surveys

As noted earlier, member satisfaction surveys are commonly
used within the managed care industry, but to date the
standardization of survey instruments and data collection
methodologies has been limited. For the purposes of obtaining
comparable data for public reporting and monitoring, there are two
possible approaches: (1) encourage the common use of a
comprehensive survey instrument and methodology, or (2)
encourage the incorporation of a limited number of key survey
questions into existing health plan surveys.

Health plans use of a common survey instrument would
have certain advantages. For example, detailed comparative
information from patients regarding the medical care process and
their satisfaction with many aspects of performance would be
available. There would also be a potential to achieve certain
economies of scale and to ensure uniformity in the conduct of the
survey by arranging for a limited number of organizations with
survey research expertise to carry out the survey (rather than having
each health plan conduct its own).

An alternative approach is to identify a set of key questions
that health plans may incorporate into various survey instruments.
One advantage of this approach is that, although health plans may
need more detailed information for internal quality improvement
purposes, outside users interested in making comparisons across
health plans may benefit from a more limited, but carefully
selected. set of key performance measures. Standardization of a
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limited. core set of measures provides more flexibility for both
innovation and the tailoring of surveys to meet local needs.

The standardization of only a few key questions poses
certain methodological challenges. First, caution must be taken to
ensure that the set of questions selected is not biased for or against
particular types of health plans but rather provides a balance picture
of each type’s strengths and weaknesses. Second, because the
context of the questions can influence respondents’ answers, it is
important to consider how best to incorporate standard questions
into commonly used surveys.

Special Data Collection Efforts

In certain instances, it may be desirable to rely on special
data collection efforts. The use of special instruments that record
data as care is being provided, in particular, has a great deal of
potential both to enhance performance measurement and to assist
physicians in medical decision making. If designed properly, these
instruments afford a structured approach to provider on
performance. Such concurrent data collection tools can sometimes
be more cost-effective mechanisms for the collection of certain data
than is retrospective medical record retrieval.

Comparisons of Health Plan Performance

Interest in establishing a”report card” on health plans’
performance has surged in recent years, with the plans themselves,
private purchasers, consumer groups, and more recently, the public
sector promoting the concept. The report card concept is the latest
manifestation of what has been dubbed the “third revolution in
health care”, namely, the call for accountability.42 An encouraging
aspect of the efforts that have contributed significantly to shaping a
framework for the development of a system of comparable
performance measurement is their collaborative nature - most
involve some combination of health plans, purchasers. labor,
consumers, and the public sector.
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Interstudy’s Outcomes Management System

Ellwood and others associated with InterStudy have
emphasized the need to measure “patient outcomes™ and to establish
a central mechanism for accumulating such comparative data.43 At
the core of interStudy’s out-comes management system 1s the
SF-36,44 the general health status measurement tool discussed
earlier, which is used in conjunction with various condition-specific
data collection protocols.45

There are currently two major collaborative efforts under
way to collect comparative outcomes data from health care
organizations by using outcomes management system measurement
tools, known as TyPEs (i.e., Technology of Patient Experience).46
The first, sponsored by the American Group Practice Association,
involves single and multispecialty group practices in the collection
of data on various conditions (e.g., angina, cataract development,
diabetes) and procedures (e.g., hip replacement). The Managed
Health Care Association, an association of major employers, 1is
sponsoring the second effort. Working collaboratively with leading
health care plans, the Association is collecting and pooling
outcomes data on angina and asthma, and assessing the usefulness
of such information for benefit plan management and quality
improvement.

Building on the work of InterStudy, the Jackson Hole
Group, a health care policy organization, has developed a model for
a health outcomes accountability system in which a private sector
board establishes standards for data collection and reporting by
health plans.47 Three data collection methods are proposed:

. an annual sample survey of plan members to assess health
behaviors, health status, and satistaction with services

tabulations of selected providers activity records to document
performance of desirable services. such as mammograms and
immunizations

prospective collection of standardized clinical and outcomes
data for selected conditions




The implementation schedule calls for gradually phasing in
these reporting requirements.

Consortium Research on Indicators of System
Performance (CRISP)

In 1992, the Center for Health System Studies. a research
department within the Henry Ford Health System, began a study
entitled Consortium Research on Indicators of system Performance
(CRISP). Approximately 20 of the leading health care systems in
the United States are actively involved in this initiative. They are
testing and refining a set of performance indicators designed for a
vertically integrated health care system responsible for providing
health care to specific populations within a defined geographical
area.48

The study is being conducted in two phases. The firs phase
focuses on the capabilities of current information systems,
indicators presently in use, and the possibilities of producing
additional indicators. The second phase involves developing,

testing and validating a common set of indicators for use as
benchmarkers. Measures currently being tested include hospital
readmission rates and low-birth-weight incidence. Various
condition-specific medical care process and outcome measures are
in the early stages of development.49

The Massachusetts Purchaser / HMO Collaborative
Effort

In 1990, a collaborative effort began between Digital
Equipment Corporation, the Massachusetts Medicaid agency, and
three area health plans (i.e,. Fallon Community Health Plan) to
develop and report on clinical indicators.50 Six indicators were
developed:

I. mental health inpatient readmissions and inpatient days per
patient




2. Caesarean section rates

3. prenatal care in the first trimester
4. breast cancer screening rates

5. asthma inpatient admissions

6. high blood pressure screening

In 1992, each of the four participating health plans began to
use the indicators. The comparative performance reports based on
1991 and 1992 data are among the earliest regionally based,
purchaser-health plan efforts to assess health plan performance.
This effort has subsequently been expanded to include many
additional health plans and purchasers.

The Health Plan Employer Data and Information Set
(HEDIS)

In late 1989, the HMO Group (an association of group and
staff model HMOs) worked with four large employers (i.e., Bull
HN Information Systems, Digital Equipment Corporation, GTE,
Xerox) and Towers Perrin to establish a set of performance
measures that would allow employers to assess the “value” of a
health plan.51 In September 1991, this effort culminated in the
HMO Employer Data and Information Set (HEDIS 1.0). which
included performance measures and reporting formats for quality,
access and satisfaction, utilization, and financial data.

About this same time, another important effort was under
way to identify utilization-based performance measures and to
develop common porting formats and specifications for use by
health plans. The Minnesota health plans, in conjunction with the
state government, established a Utilization Data Definitions
Committee that, in 1992, released detailed specifications for
extracting utilization data from common administrative data sets
resident within most managed care organizations.52 These detailed
specifications are an essential step toward refining a methodology
that will allow for true health plan comparisons.
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Building on these two prior efforts, the National Committee
for Quality Assurance, a national accreditation and quality oversight
organization for managed care, established a Performance
Assessment Committee (PAC) in October of 1992 to revise and
refine HEDIS 1.0. The PAC membership included representatives
of the original four employers as well as AEtna Health Plans,
Harvard Community Health Plan, Kaiser Permanente, The
Prudential Insurance Company, United Healthcare Corporation, and
U.S. Healthcare. In addition, the PAC drew on the technical
expertise of representatives from The HMO Group and Minnesota
Utilization Data Definitions Committee.

The effort has resulted in the release of The Health Plan
Employer Data and Information Set, Version 2.0 (HEDIS 2.0) in
November of 1993.53 The HEDIS 2.0 core set of more than 60
measures covers five major areas of performance: (1) quality of
care, (2), access and member satisfaction, (3) membership and
utilization, (4) finance, and (5) descriptive information on health
plan management and activities. Selection of measures was based
on three criteria: relevance and value to the employer community,

reasonable ability of health plans to develop and provide the
requested data in the specified manner, and potential impact on
improving the process of care delivery. Future iterations of HEDIS
will contain refinements of current measures, the addition o new
measures, and deletions of measures that do not provide useful data
and information.

Medicare Performance Measurement Demonstration

In September 1993, the Health Care Financing
Administration (HCFA) contracted with the Delmarva Foundation
to identify and appropriate set of performance measures that peer
review organizations can use to monitor the performance of HMOs
with Medicare contracts.53 This effort involved the review of more
than 250 existing performance measures and resulted in the
selection of three core measures (access to services, influenza
immunization, and breast cancer screening) and two
diagnostically-related measure sets (diabetes mellitus and ischemic




heart disease). Currently, HCFA is pilot-testing these measures In
several regions.

Public Reporting of Performance Data

The demands of purchasers and others for greater
accountability and the subsequent collaborative efforts to develop
common sets of performance measures have given impetus to the
release of numerous “report cards” on health plan performance. In
some instances, individual managed care organizations have issued
report cards, while in other cases, report cards are part of a national
or regional collaborative effort.

Early Efforts

Although the reporting of comparative performance
information on hospitals is quite commonplace,55 reporting such
information on health plans in a relatively new phenomenon. The
development of HEDIS serves as an ongoing catalyst for many
health plan reporting initiatives.

The release of report cards by individual health plans has
played a pivotal role in challenging others in the industry to release
such information. In 1993, United Health Care Corporation
released a report card describing its health plans’ performance,
based on measures developed by the corporation’s Center for
Health Care Policy and Evaluation.56 Shortly thereafter, both
Kaiser Permanente Northern California and U.S. Healthcare
released report cards based in part or entirely on HEDIS 2.0
specifications.57-59 These groundbreaking efforts of individuals
health plans to measure and report their performance represent
important steps toward making information on quality and access
more readily available to guide decision making by consumers,
purchasers, public séctor representatives, and others. They are also
tangible examples of the types of measures that may be included n a
“report card” and the presentation of such information to
consumers.




The report cards released by these leading health plans were
only the beginning of a groundswell of public reporting efforts by
the managed care industry. A very sizable proportion of managed
care organizations responded to requests from employers for
HEDIS 2.0 performance measurement data in 1994 and early 1995.

Several noteworthy community or state-based initiatives
have also resulted in report cards. Building on the work of the
Massachusetts purchaser / HMO group discussed earlier, the
Massachusetts Healthcare Purchaser Group (a brad coalition of 23
purchasers) published comparative data for health plans in
Massachusetts.60 Working with a local business coalition in St.
Louis, Missouri, HealthPages (a consumer publication) issued
comparative data based on selected HEDIS 2.0 measures.61

In 1994, The National Committee for Quality Assurance
also launched a national report card pilot project to test HEDIS 2.0
measures and to produce performance profiles for 21 health plans.
This 1-year pilot project culminated with the release of a technical
report in February 1995.62 This project broke new ground with its
emphasis on external auditing of health plan data. The 21 health
plans participating in this project underwent an external audit to
ascertain the strength of their internal data systems; and the
accuracy and completeness of their source data sets and software
programs used to generate HEDIS data.

Key Issues

The principle of public accountability through the reporting
of performance data is well rooted in the managed care industry.
There now appears to be cautious optimism that it is possible to
compare health plans on the basis of cost and guality. At the same
time, there are several concerns regarding the public reporting of
performance data. These concerns relate to the limited set of
performance measures currently available, the absence ot adequate
methods of adjusting for differences in the risk factors of health
plans’ enrolled populations, the status of health plans’ internal data
capabilities, the absence of external auditing functions, and limited
knowledge of the information needs of consumers and other users
of performance data.




Limited Set of Performance Measures

The types of performance measures currently being used in
report cards do not represent a well balanced set. Most report cards
place a great deal of emphasis on preventive services, and maternal
and child care; there are fewer measures that address chronic
conditions, mental health, and substance abuse.  Specifying
performance measures for the treatment of chronic conditions and
mental health / substance abuse problems in particularly
challenging because of the lack of clinical consensus regarding the
appropriate care and the complexity of these conditions, the scarcity
of practice guidelines, and the more extensive data requirements
associated with performance measurement.

Performance measures currently available also tend to be
medical care process indicators; only a limited number are outcome
measures. Outcome measures tend to be more expensive to collect:
many require special data collection instruments. Furthermore. it is
difficult to attribute changes in outcomes to health plan
interventions.

Risk Adjustment

One of the greatest concerns regarding the release of health
care plan comparative data is the potential for unfair and
unwarranted conclusions, owing to the lack of appropriate risk
adjustment. For example, current report cards do not stratify health
care plan results by socioeconomic status, even though certain
conditions (e.g., asthma) are known to occur more frequently in
lower socioeconomic groups, and those in lower socioeconomic
groups are less likely to seek preventive services or early acute care
interventions.63.64 The data to adjust for many such risk factors
are not readily available, the cost of collecting the information is
significant, and there is a lack of consensus on how such
information should be collected.




Health Plan’s Data Capabilities

Thus far, the performance measures included in health plan
report cards have ben derived from the administrative data sets that
many plans already have available. This is for two reasons. First, it
is generally less expensive to produce performance measures from
commonly available administrative data sets than to conduct
medical record audits, to implement concurrent data collection
mechanisms, or to carry out enrollee surveys. Second,
administrative data sets allow a health plan to derive measures
based on its entire enrolled population, rather than a sample. and to
analyze results pertaining to various provider / patient groups (e.g.,
physician groups or individual hospitals). Analyses that can be
“rolled down™ to the individual provider level are more useful for
quality improvement efforts.

Little information is currently available on the completeness
and accuracy of information contained in health plans’
administrative data sets. Unless supplemented with information
form medical records, enrollee surveys. and other sources, however,
administrative data sets are unlikely to prove a complete picture of
the services / procedures received by a health plan’s enrollees. A
great deal of work is needed both to improve the completeness and
accuracy of health plan administrative data, and to develop sound
methodological approaches to the use of those data in combination
with data obtained from other sources.

External Auditing

With the exception of the National Committee for Quality
Assurance report card pilot project, the health plans’ data presented
in report cards released to date have not been subject to external
verification by a third party. If consumers, purchasers, public
representatives, and others are to rely on these data to select a health
plan or to make purchasing decisions, it is imperative that an
external auditing function be established. The external auditors
should assess the integrity of the underlying data sets used by the
health plans to generate performance measurement information and
the adherence of the health plans to the specifications for the
measures in the performance measurement set.




Information Needs of Consumers

The performance measures included in HEDIS, the
Massachusetts Purchasers Coalition effort, and the Medicare
demonstration project are ones that purchasers and / or health care
professionals deem important to assess and feasible to implement at
this time. The selection process has not been grounded in consumer
research. Both research and evaluation are needed to ascertain how
report cards may better serve the interests and needs of the lay
public.

Conclusion:

Comparative  performance measurement and public
reporting of health plan comparative data offer much promise.
There is the potential to use the buying power and decision of
purchasers, labor consumers, and public representatives to pressure
the managed care industry to improve its performance continually.
It is imperative, however, that adequate resources and attention be
focused on addressing key concerns and developing the
infrastructure necessary to produce reliable comparative data.
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The “New” Organization

Focused on Quality
Leadership committed

Customer-minded
Employee-minded
Process-minded
Statistically-minded
Continuous improvement
Supplier partners
Innovative/benchmarks
Regulatory proactiveness

Old Way/New Way Management

e Quality is fine.

| New Quality can and must
Y be improved.

B R




Old Way/New Way Management

Poor quality and defects
Come from people.

Poor quality and defects
come from complex
processes.

Old Way/New Way Management

Checking and data reporting
insure quality.

or
Exhorting people and giving
them incentives insure quality.

Analysis and understanding
of processes insure quality.




Old Way/New Way Management

Use intuition and the
latest technology to
address problems.

Collect data and act with
knowledge to address
problems.

Old Way/New Way Management

Improvement must
occur within functional
areas.

; Way |

Improvement must
occur among functional
areas, as well as within.




Old Way/New Way Management

Customers are problems.

Customers are partners.

old

| Way Suppliers are problems.

-
AR

| New '
% Way Suppliers are partners.

5
|

Old Way/New Way Management

Quality costs money.

Quality saves money.




Old Way/New Way Management

" oud | We don’t have time to

Way ! improve quality.

We don’t have time not
to improve quality.

Knowing your customer and
their needs and being
committed to meeting them 18

the foundation of QIP.




The Medical Model
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Example

- Compare patient satisfaction
surveys to customer needs surveys

- Describe a customer needs survey
process for breast cancer

Patient Satisfaction Surveys

: Excellent Poor
1. 2 8 4 £

| Courtesy of admitting staff OO0Ooogao
How quick nurses responded tocalls 0 O O O O

| The skill of your doctors U 00 048

| Comfort of your hospital room OoOooOoogo

How do you like us? vs. What_did you need?
Responses typically very positive, not much range
Results somewhat unstable

Guidance for improvemént- limited

Natural to resist collaboration




Customer Needs Survey

Excellent Poor
Need Need

How to relax while living with L & & 4 3
uncertainty? B8R L O
Choosing between mastectomy and

lumpectomy? oOoooOoaad

How to find a support group of
people like me? OoooOogaog

What symptoms are normal during

| recovery 0000 o

Focuses on customer rather than on hospital
Asks questions customers are qualified to answer
Identify opportunities for new business

Focuses on issues where collaboration would be

easier

Case Study

- Development of customer needs
assessment

- Identification of customer needs

- Design of a system to meet
those needs (another time)




Formation of a Work Group

- Two women with breast cancer

Two husbands

Two daughters

One breast cancer surgeon
One nurse practitioner

Two nurse researchers

~ Identify Possible Needs

- Interview each person by telephone

Think about the time of diagnosis,
surgery, radiation, chemotherapy.

What were your biggest fears,
frustrations, needs, difficulties, uncertainties?

- Create a straw model from the interviews
- Meet to review and refine

- Review and revise by a second group of
women, daughters and husbands...




- Women with ‘breast cancer

- Daughters of women with breast
cancer

s Husbands of women with breast
cancer

Pilot test with group of customers

Convert to Three Surveys




In the following questions, please check the
box corresponding to the importance of the

Not
Important

Slightly
Important

Important

Very
Important | Essential

3. Diagnosis

A. What this diagnosis of breast
cancer really means

B. How much time is reasonable
between diagnosis and treatment

. What questions the doctors may
ask and why they will ask them

. What questions you as the
patient’s partner may want to ask

4. Prospect of Recovery

A. What factors influence the
likelihood of a cure

B. What does the future hold
(hair loss, change in lifestyle, sexuality)

C. What are the chances of another
cancer developing




In the following questions, please check the
box corresponding to the importance of the
information to you.

5. Treatment (What it is,
Effectiveness, & Site Effects)

A. Surgery

B. Radiotherapy

C. Tamoxifen (Nolvadex)

D. Chemotherapy

E. Non-Traditional treatments

6. Help with Decisions

A. Mastectomy vs. lumpectomy
(surgery that would not takesthe
whole breast)

B. Chemotherapy or hormonal
treatment (or both)

C. Reconstruction of breast or
prosthesis (artificial breast)

D. How can we take control
of the decision




Change Model

Materials in this section ha_ve been

.li'argely authored and assembled by
David H. Gustafson, Ph.D.

Components of Change

y  Feedback

Effective
alternative




Participants Working on *“ CASE STUDY ”
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Case Study

Operating Room Delays

Step 5: Identify Problems and Select Opportunities
for Improvement

The Operating Room Supervisor reported to the Quality

Council that the Operating Room Surgical Unit has experienced
delays in the surgery schedule. The Chief of Surgery has
complained that these delays adversely affect the quality of patient
care he and his staff are providing to the patients. the delays result
in patients, prepared and ready for the operating room, having to
wait before being taken into surgery: delays during surgery result in
patients remaining under anesthesia for longer periods of time. In
addition to postponing and lengthening surgery times, the delays
disrupt scheduled follow-on surgeries, increase personnel overtime,
lower operating room utilization and cause low morale among his
staff and nursing service personnel.

In response to the Chief of Surgery’s complaint, the
Operating Room (OR) Supervisor wanted more information about
the delays. For two weeks the OR Supervisor gathered information
on the number (frequency) of delays and facts associated with the
delays. At the end of the two weeks the supervisor found there
were 50 case delays and in 21 of the 50 cases (42%), the delays
were associated with sending for additional or replacement items
for the surgical set-up trays from the Central Supply Room (CSR).




Step 6: Define The Problem Operationally

Problem Statement

There 1s a problem with lack of equipment in some surgical
cases. We know it is a problem because we experience delays in
room set-up and during surgical procedures. The delays are
associated with getting items from CSR. The problem starts with
ordering supplies for surgery and ends at the completion of the
surgical procedure. The problem will be solved when there is a
reduction in the number of surgical cases delayed due to the need to
get supplies.

Your charge is to reduce the delays in surgery that are
caused by sending for replacement items for surgery trays.




Step 7:  Identify Who Needs to Work on the Problem

The next step in the process is for the Quality Council to
select the team who will work on solving this problem.

The Quality Council knows that it is important to have team
members who know the process participate in the analysis of the
problem and the development of solutions. The Quality Council
asked themselves the following questions. The answers to these
questions assisted them to identify the members of the problem
solving team.

- Who works within the process containing this problem?  Who
are customers, who are suppliers, what does each  need?
Central supply room clerk, the operating room  nurse, the
operating room staff member.

- Who is affected by the process? The patient, the  surgeon, the
operating room nurse.

- Who makes decisions about the process? The central — supply
room supervisor, the operating room supervisor

- Who has technical expertise about the process? The surgeon, the
central supply room clerk, the operating room nurse, the
supervisors of the central supply room and the operating room.

As a result of their discussions, the Quality Council selected
the following team members. Although the patient is affected by
the process, the patient was not included on the team because the
patient is not active in the process of preparing the instruments.

Problem Solving Team

A surgeon, an operating room nurse, a central supply room
clerk, the supervisor of the central supply room, the operating room
supervisor, an operating room staff member.

(Note : Some of the ways in which team members can be selected are by doing
brainstorming, a top down flow chart of the process or simply asking the above
questions. Due to time constraints for this exercise we used answering the
above questions.)
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Step 8: Analyze the Problem and Identify Major
Causes

The process of Supplying Correct Equipment For
Surgery

The OR nursing staff receives the OR schedule and orders
supplies needed for a particular case. The order goes to a Central
Supply Room (CSR) clerk who pulls the case card for that
particular surgeon doing that procedure. If a standard pack is used,
it is delivered to the OR. If there isn’t a standardized pack, one is
prepared by CSR according to the physician card and delivered to
the OR by the CSR clerk.

On the day of surgery, equipment pack is placed in the
operating room. At the appointed time, the patient arrives in the
OR where the scheduling staff completes paper work and prepared
the patient. When the patient is ready, the surgeon is notified. The
surgeon arrives 30 minutes before the scheduled surgery start time
to check the patient and the OR. Equipment packs are opened, and
checked by the surgeon. If all items are there surgery begins. If
items are missing, the case is delayed as an OR staff member is sent
to CSR to get missing items.

Supplies in the packs are used during surgery. If an item is
damaged, or dropped, an OR staff member is sent to supply to get
needed items. Also, when there are not enough of a particular item
an OR staff member is sent to CSR to get additional items.

Each time an OR staff member is sent to get an item from
supply. an incident report is completed and forwarded to the
Director of Surgery’s office.
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OR nurse gets OR
schedule and sends order
to CSR

Pull surgeon's case card

Standard pack
to be used?

Surgery Supply
Process

Make pack

es <
y -

‘7 Deliver pack to OR ‘

‘
Open pack, surgeon
| checks

Are right things
there?

]

dispatch to ngl‘ﬂg et
CSR ‘

Start surgery J

d

Equipment OK
during OR?

yes 3

. |
Wait - Bring item to
dispatch to ' OR
CSR ‘

Surgery proceeds

_ Iz/CSurgery finished)
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Data Sheet - Dispatches

Number Not

of Wrong Spoiled Enough Dropped Missing
—Hﬂs dispatches B ' o e 5 Comments

wn

Swabs i
Ringed Inst.

=]
(S

T

(5]

Saline

—_—

Gauze

Knife handle
Knife blade
|Retractors

Drape

2
1
3
0
0
5
:

ISyringe

Silk tape

Staples
4x8 sponge
- [4x4 sponge

c|NNwN~NNDM\N

w NID — |

needles

tubing

0 [00 |4 (00 [= |t [W|d | W lw (s |[oc k|

N‘N
’—‘DDOF—‘G'—‘-ﬂ'——"—P—ODCn—AO
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TOTALS

[
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=
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Data Sheet - Missing Items

Week:

Wrong i Doctor's —
-H@E m:_.m::_.,?. ,s_.::n awm.n__m..-_h. Mislabeled

Swabs

Ringed Inst

Saline

Gauze

Knife handle

Knife Blade

Retractors

Drape

Syringe

Silk tape

Staples

4X8 Sponge

4X4 Sponge

Needles

Tubing

TOTALS
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Solution Matrix

Solutions

Criteria

Fixes Root
Cause

Positive
Impact

Who Can
Implement?

Management
Support

Cost to
Implement
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Step9:  Develop Solutions and Actions for Quality Improvement

Problem Solution

Surgeons will be asked to complete case cards and give
them to CSR when they are accepted as a member of the hospital
surgical staff. Every 6 months the CSR staff will send the cards to
the surgeons for review and updating. The surgeon will return the
card to CSR with corrections or marked “no change”. The card will
be filed in CSR for use in preparing the packs.

Surgeons are asked to return the card to CSR whether they
have or have not made changes in the card. If a surgeon does not
return the card, CSR will contact the surgeon or the Chief of
Surgery to seek a response.

(Note : There are a variety of methods and tools which might be used in this
step, such as force field analysis and flow charting the proposed solution. They

are not included here due to time factor.)




Step 10: Implement and Evaluate Quality Improvement
Efforts

Evaluating and Monitoring the Solution

The team developed a plan for implementing their solution.
They implemented the plan but decided they wanted to know if they
had really solved the problem. They decided they would know they
were successtul if there were no surgical cases delayed due to
outdated surgeon’s cards. They decided to monitor the solution by
continuing to collect. data each time a case was delayed, on the
reason for the delay. They set a threshold of 3% for acceptable
variation for delays in surgery caused by outdated cards. By setting
this threshold, they knew they would return to the problem for
continued study any time 3% or more of the patients had surgery
delayed by outdated cards in any one month period of time.




