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escribe the Niagara Health Quality' Coalitions
Describe the New: York State Hospital Report Card®Winitiative.

— \What data elements were used, e.g. chart abstraction, electronic data,
administrative data, etc?

What were the factors that led you to select these data sources and
elements?

What resources were needed for this project (e.g. cost, labor, EHR or
infrastructure)?

How did you ascertain the reliability of your data?

How did you use the data (e.g. internal QI, public reporting, pay for
performance)?

What interventions were triggered by these data and how did it affect
guality off care?

What were the, outcomes?. At what level didieimprovements ocel—
Systems, geupSieRpauenis oMndividualfpatents?

[DOYou anticipate or have you achieved savings?
What are you going to do next?
= Suggestions / Lessons Learned

o——
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L GOALS Empower patients and drive measurable CQT
=_Private sector/public sector collaboration

= Members include:
2000+ employers state-wide
30 health plans
Government (state and regional)
Hospital CEOs
Health plans’ CEO/COO/CMO
Physician leaders

— lAtratives include:

— [Disease manacement(eror, CKDjandie@i=R on' [alb reports to MDs'
L patienallyIVIRSAT asthma, Wemen's health, etc.)

— Barriers to quality (e.g., excess hospitals)
— NHQC Patient Survey ProjectSM

ik — www.myHealthFinder.com©M

* — New York State Hospital Report CardGM

© 2007 Niagara Health Quality Coalition




M.E. COHEN

© Copyright 2003
DO NOT DUPLICATE




Question: Do peopleactuallyiuse health cane
performeayrice regoris?

R 3 = e

—

o M.myHealthFinder.com reaches up te 15,000
people per hour

= Up to 3 million hits per day
= “One of the Internet’s top 10 healthcare

Information sites” Medica
= NY Times

— WallFStreet' Journal
= 60+ RegionallAndLocal'Papers
" Dozens of electronic media outlets
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RPublic performance measurement Sy/Stems

NEHQEC Patent Suivey: Project Resulis (11996-2004)

1998 2004

» Wetical Cars, = Viedical Care:

; Surgicel (.Zare: = Surgical Care:
* Crlld gy = Childbirth:

* = Worse than the U.S. average for patent guality.
g = average for patient guality,
AAk = petter than the U.S. average fo) patient guality

Source: National Research Corporation / Niagara Healthr Quality: Coalition research

© 2007 Niagara Health Quality Coalition




New York State
Hospital Report Card ©




Prominent Coverage In Every

New Ya - -

Frequent National Coverage

e £

Prrsonal Finance » Health 8 Techaology « Traved « Ca

JERSONAL JOURN 23 .' II Street Journal

| THE WALL STREET JOURNAL.}—

Hospitals on Safe
Will Rate Efforts g de
=nt Medical Errors;

Drueg Mix-Ups

The Buffalo News
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Sample: Risk Adjusted Mojtality. Rate
LLIANCE

~ NFor Quality Health Care

Niagara Health Quality Coalition

Improving Quality Through Cooperation

Graph : Acute Stroke Mortality

A stroke is a disruption in the blood supply to the brain. 4 stroke occurs when a blood vessel bringing oxygen and nutrients to the brain bursts,
or is clogged by a blood clot or some other particle. Because of this rupture or blockage, part of the brain doesn't get the flow of blood it needs,
and the nerve cells in the affected area of the brain cannot function. When nerve cells cannot function, neither can the part of the body they
control. The effects of stroke often are permanent because dead brain cells are not replaced. Mortalily rates will vary based on the cause of the
stroke, the severity of the stroke, other patient illnesses and speed of arrival at the hospital. Some advanced treatments may be helpful only in the
[first few minutes or hours following the onset of the stroke, and administrative data do not provide this information.

Siate total in cases: 30,114
State risk-adjusted mortality rate: 11.3%

Click here for instructions on interpreting this graph
For technical information on the relationship between the indicator and quality of health care services, go to the AHRQ detailed evidence on
Acute Stroke Mortality : HTML or DOC
S 9 9 Better than state average
% 3% At the state average
. Worse than state average

There are 214 hospitals in this table.

Acute Stroke
Mortality

0%  10%  20%  30%  40% S0P 60%  T0%  80%  90%  100%

State Avg.
Central New York
Alexandria Bay
Edward John Nobie Hospital/Sanaritan{<5 : )
Auburn
Aunburn Memorial Hospital{93 : 8.4% , 19.9%) (14.1%) K
Binghamion
Bingh General Hospital - UHS(42 : 0.6% , 14.6%) (7.6%) w ™
Owr Lady of Lonrdes Memorial Hospital(156 : 2.9% , 12.0%) (7.5%) S e
Carthage © 2007 Niagara Hs




Sample: Velume lndicalor
e A LLIANCE

\ For Quality Health Care

Niagara Health Quality Coalition

Iimproving Quality Through Cooperation

Graph : Carotid Endarterectomy Volume

The carotid arteries are the major arteries in the neck, which carry blood from the heart to the brain. If blockages develop in
these arteries, stroke or other brain problems can result. Carotid endarterectomy is a surgery to remove blockages fiom
these arteries and reduce the chance of stroke.

State total in cases: 6,338
Minimum Threshold: 50

Click here for instructions on interpreting this graph
For technical information on the relationship between the indicator and quality of health care services, go to the AHRQ
detailed evidence on Carotid Endarterectomy Volume : HTML or DOC

There are 149 hospitals in this table.
This indicator has substantial published evidence suggesting that providers performing more than 50 procedures (i.e.,
minimum threshold) have better patient outcomes. Those hospitals which have mer these minimum thresholds are displayed

as a green bar graph - Those hospitals which have not met these minimum thresholds are graphed in yellow . Thus,
hospitals with green bar graphs generally are associated with better patient outcomes.

Carotid Endarterectomy
Volume

0 36 73 109 146 182 218 255 291 328 304

Central New York
Binghamton

Our Lady of Lourdes Memorial Hospital (57)

Johnson City
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Sample: Prevention @ualiy lndicalor
LLIANCE

"~ NFor Quality Health Care

Niagara Health Quality Coalition

improving Quality Through Cooperation

Graph 05 : Chronic Obstructive Pulmonary Disease (COPD)

As defined by the American Thoracic Society and the European Respiratory Society, COPD is a disorder that is
characterized by decreased expiratory flow in the airways of the lungs. It consists of three related diseases: asthma, chronic
bronchitis and emphysema. COPD is one of the leading causes of illness and death in the U.S. causing substantial economs:
burden on individuals and society. Because existing medications cannot modify the progressive decline r—
goal of drug therapy is to lessen symptoms and/or decrease complications. Patient education on smoking
minimizing shortness of breath, and seeking medical aitention can improve quality of life.

State total admissions: 26,901
Click here for instructions on interpreting this eraph

For technical information on the relationship between the indicator andgfality of health care services, go tq
detailed evidence on Chronic Obstructive Pulmonary Disease (C( :HTML or DOC

Chronic Obstructive Pulmonary Discas
(COPD)

*Click a county name to see a trend gg#h

0 41 82 123 164 205 246 287 328 369 410

State Avg: 139
Albany (552 ; 182.2% , 217 2% )}(199 7% e
Allegany (95 : 163.4% _ 249.1% )(206.3%) |
Bromy (1733 : 173.2% , 192.1%)(182.7%) . ™
Broome (219 ; 86.2% , 126.5%)(106.5%) -l Y % %
Cattaraugus (253 : 252 4% | 347 3% ){314. 8%} e
Cayupa (201 : 225.2% 291 1% )(258.2%) w
Cheautaniqua 237 : 145.4% , 194.7%){170.1%) ek
Chemung (243 : 235 9% , 300.1%)(269.5%) B
Chenango (91: 134.7% , 215.4%)(175.1%) Y ¥




Sample;: Area Ulilization Indicatons

SeeVARRERGN

LLIANCE

\For Quality Health Care

Niagara Health Quality Coalition

Improving Quality Through Cooperation

—

Graph : Coronary Artery Bypass Grafts

Coronary artery bypass graft (CABG) is the surgical restoration of blood flow to the vessels serving the heart. It is a
commonly used approach for those with obstructions of the heart vessels. Substantial variations in the rate at which this
procedure is performed have been noted, and may reflect the availability of other revascularization techniques, the
availability of surgeons and other skilled personnel, or variations in the way patients are chosen for the procedure. There is
evidence to suggest that those facilities and surgeons that perform a larger number of such procedires may have better
results. Inpatient discharges related to pregnancy and childbirth (maternal discharges) are excluded from the table.

State average: 200.8 per 100,000

Click here for insiructions on interpreting this graph

For technical information on the relationship between the indicator and quality of health care services, go to the AHRQ
detailed evidence on Coronary Artery Bypass Grafts: HTML or DOC

Discharges for this indicator per 100,000 population
0 89 179 268 358 447 537 626 Tl6 805 895
A“’lﬂ]’ly 1279 cases (894.9)

RN N N
Allegany <50 cases ()
Bronx 587 cases (121.7)
Broome 361 cases (343.7) h
Cattaraugus <5 cases ()
Clinton <5 cases (0)
Columbia <5 cases (0)

Cayuga <5 cases (0)
Cortland <5 cases (0) © (2007 Niagara Hg

Chautauqua <50 cases (()
Chemung 149 cases (318.5)

Chenango <50 cases (0)




Szl Donald WL Berwick egout AOFC/INEHOC's
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New York StaierHosplical ReEpotCartom

—
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—

ne public will net receive timely
Information by waiting for perfection in the
data. It's time to step on the gas,aot the

brakes, on this.”

New York Times - 11/25/2002

—

[ "
———
e —
——ponald M. Berwick, MD is an esteemed member ofitherlnstitute of Medicine and
President of the Institute for Health Care Improvement. Dr. Berwick never had supported

such a public report of provider-specific quality prior to reviewing NHQC's.

© 2007 Niagara Health Quality Coalition
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oital Cevel:
patient Mortality
natient Volume

nappropriate Procedure Utilization (e.q.,
iIncidental appendectomy in elderly)

— Patient Safety Indicators (e.g., hospital
— fections; aveidable complications)

= CountyslEevel:™
— Prevention Quality Indicators + Trend
— Area Indicators (i.e., Procedure Utilization)

= ]
——mag—— o

—
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What Wwere the factors that Ied \VOU 1o

*“Noetbased-on “secret” input factors

= Superior for public reporting because It is tied to
something and Is therefore more difficult to game

= Sustainable data platform because It'is exemppt
from the [extensive] secrecy provisions in the
Patient Safety and Quality Improvement Act

=R Credible because it Is replicakles-AnalysiIswhichns
L cannetbeneplicatedmaependently will remain in
doubt, especially by employers
= |nfinitely scalable and can be improved over time
= Cost effective

© 2007 Niagara Health Quality Coalition




\What resources; and skillsiwere needed for

13 groject (e.q. cost, laoor, ErlR or
]

— - e
e N e N e

= [ndependence
“— Funding independence
— Governance independence
— Independence from undue special interest pressures
— Personal independence
= Clarity of purpose
= _lrack necord with media leaders

= EXceptionalin:=house;technologyfand writing SKillSF
=Seredibility’with a broad base of leaders
= |ntegrity

= Money: Iis important, but is not the limiting factor

© 2007 Niagara Health Quality Coalition




FloVWelleY/e | 2 jab)li
oryourdata?
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- _S'irﬁultaneous computations at multiple sites

© 2007 Niagara Health Quality Coalition




IHow, did you use. the data (e.g.
reportrig, gely Tof

t- r ——- —

— JE—

= Patient empowerment

= CQI

= P4P
= Public policy

© 2007 Niagara Health Quality Coalition




\WhakinteVeRpAS UElE tr| ered 0)Y
. inese daia aricd now
guality of'care?

= [[lustrations
— Stoke center
— Laparoscopic cholecystectomy

— Infection rate publication triggered region-wide
& MRSA conference with CDGiand VA —

.

= Siate-wide mortality
— Complex procedures at low volume hospitals

© 2007 Niagara Health Quality Coalition




Niagara Health Quality Coalition

New York State Hospital Report Card ™
State-Wide Analysis

Mortality Rate for Inpatient Procedures

Risk Adjusted Mortality Rate (%)

Interpretation

2005 | 2002 | % Point Change
Abdominal Aortic Aneurysm (AAA) Repair 26%| 42% 1.6% Improved
Carotid Endarierectomy 0.6%| 0.8% 0.2% Improved
Coronary Artery Bypass Graft 2.4%| 3.5% 1.1% Improved
Craniatomy (Surgical opening of the skull) 6.0%| 71% 1.1% Improved
Esophageal Resection (Surgical removal of the throat) 7.1%| 7.0% -0.1% Worse
Hip Replacement 0.2%| 03% 0.1% Improved
Pancreatic Resection (Surgical removal of the pancreas) 6.1%| 3.5% -2.6% Worse
Percutaneous Transluminal Coronary Angioplasty 0.7%| 0.9% 0.2% Improved

Mortality Rate for Inpatient Conditions

Risk Adjusted Mortality Rate (%)

Interpretation

2005 | 2002 | % Point Change
Acute Myocardial Infarction (Heart Attack) 7.9%| 9.9% 2.0% Improved
Acute Stroke 11.3%| 12.8% 1.5% Improved
(‘nngpcﬁ\/p Heart Failure ((‘I—IF) 4.3% H 8% 1.5% Impm\/pd
Gastrointestinal (GI) Hemorrhage 2.8%| 3.9% 1.1% Improved
Hip Fracture 2.9%| 3.9% 1.0% Improved
Prneumonia 7.8%| 10.2% 2.4% Improved

Procedure Utilization

Risk Adjusted Utilization Rate (%)

Interpretation

2005 2002 Increase/Decrease
Bilateral Cardiac Catheterization 6.0%| 7.2% 1.2% Improved
Cesarean Section Delivery 26.7%| 23.0% -3.7% NA *
Incidental Appendectomy in the Elderly 1.5%| 1.9% 0.4% Improved
Laparoscopic Cholecystectomy (Gall bladder removal) (more=petior) 77.6%| 76.5% -1.0% Improved
Vaginal Birth After Cesarean (VBAC) (mor=betier) 12.7%| 19.2% 6.5% NA *
i i i 0,
Other Indicators Risk Adjusted Mortality Rate (%) Interpretation
2005 | 2002 | Increase/Decrease
Acute Myocardial Infarction w/"transfers in" excluded (Heart Attack) 8.9% | 11.2% 2.3% Improved

* The trend toward increasingly invasive childbirth procedures (i.e., c-section & VBAC) is national.

NOTE: While year over year variances are not tested for statistical significance, positive movement in so many indicators is unlikely to be

due solely to random chance.

S \Hospitals\Hospital Profiles 2007AMedia Release By NHQCWl ediaPacket\Annnual 1QI Mortality&Utilization Comparisons 020107 .xIs

© 2007 Niagara Health Qualit




State~\Vidediowl\VellmePrecedukes

Niagara Health Quality Coalition
New York State Hospital Report Card ™

State-Wide Analysis
# of Hospitals Doing < § Procedures Interpretatio
Volume for Inpatient Procedures 2005 | 2002 Increase/Decrease n
# %
1|Esophageal Resection (Surgical removal of the throat) 42| 56 14 25.0%| Improved
2|Pancreatic Resection (Surgical removal of the pancreas) 48[ 57 9 15.8%| Improved
4| Abdominal Aortic Aneurysm 52| 50 -2 -4.0% Worse
5|Coronary Artery Bypass Graft 1 1 0 0.0%| No Change
8| Percutanecus Transluminal Coronary Angioplasty al 12 3 25.0%| Improved
7| Carotid Endarterectomy 30 26 -4 -15.4% Worse
# of Hospitals Doing < Threshold Interpretatio
Volume for Inpatient Procedures 2005| 2002 Increase/Decrease n
# %
Esophageal Resection (Surgical removal of the throat) 46| 58 12 20.7%| Improved
Pancreatic Resection (Surgical removal of the pancreas) 63| 70 7 10.0%| Improved
Abdominal Aortic Aneurysm 76| 84 8 9.5%| Improved
Coronary Artery Bypass Graft 8 5 -3 -60.0% Worse
= Percutanecus Transiuminal Coronary Angioplasty 26| 23 -3 -13.0% Worse
Carotid Endarterectomy 106| 112 6 5.4%| Improved

S¥Hospitals¥Hospital Profiles 2007¥Media Release By NHQC¥MediaPacket¥Annual [QI Volume Comparisons 020107 xls

© 2007 Niagara Health Quality (
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- One Example: Fewer end of life patlents
coded/treated as ICU when they should be
coded/treated hospice

= Others

© 2007 Niagara Health Quality Coalition




© 2007 Niagara Health Quality Coalition




“The first lesson that you must learn is, when | call
for statistics about the rate of infant mortality, what |
want is proof that fewer babies died when | was

Prime Minister than when anyone else was Prime
Minister. That is a political statistic.”

\Winston Churchill 1874-1965

m—
-__-."
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“interest pressures and therefore governmenT

_policy.shoulc
pased on “bil

ensure all of its key measures are
Ing and discharge data” sets which

are improved
the public do

continuously and which remain in
main. These measures,should be

based on methodologies which are replicable
iIndependently as well (e.g., AHRQ Qls)

—

MVieastires which can not be replicated
Independently will remain in doubt.”

© 2007 Niagara Health Quality Coalition
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= = =

= T0 become effective, health care policy must reward' continuously
Improving QUALITY?*. This will'lead te improving quality and reduced
cost over time.

*QUALITY = Results of effort / Cost
We must stop confusing effort with results

Current health care policy focuses on reducing cost, which has caused
declining quality and rising costs over time due to:

==Not minimizing waste
lgnoring the amoeuntefirewoerk occurring,.
Tiaking staffifor granted”
Net rapidly resolving disputes
Failing to notice lack of product improvement
Making inappropriate concessions through compromise
And over time, loss of trust in the system

© 2007 Niagara Health Quality Coalition




\We are making progress, but too slowly. We should
cl2fiple Wrlzlt We rlgec zlple Waric Ozieielfels fetirler irlEln
2volving enclless gaicres to ine current sysiern if

SS———

:)
S IOPES orcatching Up With U e E B EEHS;
EXTERNAL DATA (EXAMPLES)

Billing and discharge data elements (BDD)
U.S. HEALTH CARE DATA Clinical elements added to improve BDD
EHR elements (owned by patient)

Essential public data submission Compliance reporting (e.g., government)
systems remain anemic and poorly Pricing information

organized for: Device safety

Pharmaceutical and medical device safety
Lab results

_Health Plans Prescriptions

-Pharmaceutical Manufacturers Credentialing/CME
_Device Manufacturers Clinical efforts measures elements

-Pharmacy Retailers Clinical results measures elements
-Dialysis Centers Safety/Errors measures

-Imaging Utilization measures
-Ambulatory Surgery Centers Infection reporting
-Others P4P

-Physicians
-Hospitals

Lifestyle and LT Drug impact

© 2007 Niagara Health Quality Coalition




-Physicians
-Hospitals
-Health Plans
-PBMs US Health Care Data Highway ‘ _EHR
-Pharmaceutical Companies © - - - e g F
-Device Manufacturers P -5 . P Reporting
-Pharmacy Retailers : ' e il _ _Population
-Dialysis Centers ‘ Monitoring
-Imaging

-Ambulatory Surgery Centers
-Others

_-"- -
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Get Staited Now: Hylhrid Data, System

SNF Noreralization ractired gt riovw — really, rioy

)

1 U)S ) elziizl e rivvens = Cailllinle) ciplel clisenreife|eelaliz

= Reguire strong case hefore definir?g an§ data element
as:secret

= Do not twist needed reporting to fit existing systems.
Rather, assume systems will be continuously
Improved to maximize the effectiveness ofiheeded

data

= Build embryonic, hybrid systems and begin integrating
= Bild best possible EHR by middle of next week -

— — Build bestpossibleNntegratedipopulation screening reporting
Systiem Dy the week after that

— Note: AHRQ already has built the best possible performance
reporting structure for hospitals and key aspects of
community health, so take a vacation in week 3

© 2007 Niagara Health Quality Coalition




Without HHS leadership, progress toward a worthwhile,
Ipiige)retigel UL S rieellir Jg_:cc tel rlle)pivvely Wil e ]lie

digging tne Erie Canal witf) 2 EEE_S'JOJFJ sofre needed

---_—-T'_;.__ - _' —

olasteps include: ' = :

1. Produce a universal, portable, web-based EHR whichiis part of “bllllng
and discharge data” as a bypreduct ofi every type of care and mandate its
use for those receiving any federal funding

Define and mandate the use of one integrated “billing and discharge data”
highway for all providers, payers, patients, manufacturers, watchdog groups,
regulators etc. Begin now by defining/mandating a hybrid system.

Define universal data storage and transmission protocols

Demand mandatory submission of all-payer and all-claims billing and
discharge data from all providers in all states

Include interactive patient-input and MD reminder sections where appropriate

Include all key elements into a patient-owned EHR including lab results,
pharmacy, Imagingtests (actual scans + rnesults), notes, etc.

Viake population=hased sunveillance mandaiof/ias a lyproduct of care(e.gr™
chrenic conditiensyliiestyle; phanmaceuticalifand device manufacturer safety,
~ infections, disease management and other needed surveillance systems.)

2. Produce needed public billing and discharge data for provider and payer,
performance reporting as a mandatory byproduct of care
— Ensure robust, de-identified databases with provider and payer IDs are public
— Require normalization for all input fields and in all database designs

© 2007 Niagara Health Quality Coalition




Definition: Norrrzliz

e —

— 5

In relational databases, normalization is a
process created by mathematicians that
eliminates redundancy, organizes data
efficiently, reduces the potential for

anomalies during data operations,and
Improves data consistency. Ihe formal

pclassifications: used for quantifying “how.
—nonmalizedsanielationalidaiaiiase are called

Sermal forms (abbrev. NF).

© 2007 Niagara Health Quality Coalition
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- Prlor (0] normallzatlon

— “Spreadsheet syndrome”
— |Lack of scalability

— Lack of flexibility

— True data destroyed and false data created

= Edgar F. Codd first proposed the precess of
normalization in 1970 (.e., 1st nermal form)

“ARelational Model ofi Data for Large Shared Data Banks”, Communications of the
:"""_ Association For Computing Machinery, Vol. 13, Ne: 65 June: 1970, pp:. 37 7-387{1]:

= Normalizationhas grown to become the

Information systems standard for designing,
compiling and using large data sets within
relational databases

© 2007 Niagara Health Quality Coalition




= \Web-based, national decision-tree for
primary: care triage

= \WWeb-based, national decision-tree for key

Specialty area triage

= |n the absence of universal coverage with
s global budgets, define “soft’ global budgets.
. 2dS, a meansienronnze

© 2007 Niagara Health Quality Coalition
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Recognition

= INatineiNsEal i CAIEN@NAIVARERBINIGNCONUIESSAINACRRINVACYISE
Bozrd »
o Flealif) Affelirst “Recls Neasel fo Creeiie Sitelpielaifels cipicl P)zitel ozl
= [nstittte of Medicine: External ReVIewer on ZTecenrrepﬁnS“rﬁ
Congress
~Natienal Consumer/Purchaser Disclosure Project

National Healthcare Disparities Report To Congress: National
Advisory Board

New York State Pay-For Performance Task Force

Centers for Medicare and Medicaid Services (CMS): Technical
Advisor

Ford, GM, DC, Autoworkers’ National Hespital Profiling Project:
National Advisory Panel

SOS Rx Board Member
R Vultiple scientific journal and media press
= Interstate andiInieinational Reseanch Collalorations
=N ational’Quality' Forum (Representing 80 Employers off NBCH)
= Alllance for Quality Health Care, Founding President
= National Nephrologists’ Toolkit Task Force Member
= Recelved HHS Secretary’s Designation as Community Leader
= Applied to be designated as Value Exchange Organization (VEO)

© 2007 Niagara Health Quality Coalition
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= General Information:
=www.myHealthFinder.com

= Bruce Boissonnault, CEO

= 716-250-6472, Ext. 12
= bruce@nhqc.org

i

i

E——
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