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ROLE OF POLICY IN ADvaNcinG QUALITY

Learning Objectives

he most visible or well-known topics of healthcare policy tend to be those
related to funding,

pPayment, and access. Examples include Titles XVIII
and XIX, the Social Security Act amendments of 1965 that created

id; the Balanced Budget Act of 1997 that created the
Children’s Health Insurance Program (CHIP); and the Patient Protection and

Affordable Care Act of 2010 (ACA). There are many other public and private
policies that play an integral role in ensuring the quality of healthcare services.
Licensure is an example of how healthcare quality is affected by
public health policies. Physicians, nurses, nurse practitioners, pharmacists,
physical therapists, and other care providers must have licenses to practice
their professions. These requirements are guided by the statutes and rules
outlined in the professional practice acts and occupational licensing b.odics
of their respective states. There are many other examples olf hoxiv Pl.ll.jl.lc and
Private policies influence healthcare quality. The Americans with Disabilities f.\ct
tequires health facilities to have ramped sidewalks to the front door and Braille
Mumbers on the elevator buttons. Sprinklers in the ceilings, signs labeled “fire
$it,” and alarm-activated doors that close automatically are ma}lldatcd by state
building codes and the fire safety requirements of state r.cgulatl.on.s and'prwat.e
health facility oversight groups. Inappropriate Ot CXCessive radmtl.on ciposm ;
10 patients and healthcare personnel during diagnostic exams is gl ?rc’n‘tcd
When facilities comply with the requirements of the Occupational Safety an
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licensure

status granted by a
governmental body
and confirming mini-
mum standards

accreditation
“a public recogni-
tion by a healthcare
accreditation body of
the achievement of
accreditation stan-
dards by a healthcare
organization, dem-
onstrated through an
independent external
peer assessment of
that organization's
level of performance
in relation to the
standards” (Smits,
Supachutikul, and
Mate 2014, 66)

certification

a form of external
quality review for
health services
professionals and
organizations; when
applied to individ-
uals, it represents
advanced education
and competence;
when applied to
organizations, it
represents meeting
predetermined stan-
dards for a special-
ized service provided
by the organization
(Rooney and van
Ostenburg 1999).

EXHIBIT 2.1
Types of
Healthcare
Quality
Oversight
Organizations
in the United
States

Health Administration and private oversight entities. The mmmwa” and .cmmn»Q of
medications are investigated by the US Food and Drug Administration before
they are released for patient use. I :

Considering the Donabedian (1980) model *..9. :.Sumc_.._:m quality
(structure, process, outcome), policy initiatives have r_m.ﬁo:nmE targeted the
quality of the structural elements of the healthcare delivery system, such as
people, physical facilities, equipment, and drugs. Outcome measures, such as
infant mortality rates and life expectancy, and aggregate process measures, such
as immunization rates, have been collected for many years by the public :8_.9
infrastructure at state, national, and international levels. OE.Hm:H ._8»_9 n_c.u__@
policy initiatives target outcomes and processes at the organization, provider,
and population levels. ;

This chapter discusses the increasingly important role ﬁ. public and
private policies on healthcare quality by providing a brief overyiew of ro».__&
policy concepts, explaining the role of quality oversight bodies, and _:Ron.EnSm
several healthcare quality initiatives that demonstrate the use of public and
private policies to drive system change and improvement.

External Stakeholders Affecting Quality

A variety of external stakeholders—federal, state, and local government
agencies and private organizations—sct quality expectations and assess and
monitor services delivered by health plans, health facilities, integrated delivery
systems, and individual practitioners. Types of quality oversight organizations
are summarized in exhibit 2.1.

External stakeholders use three primary approaches to influence
healthcare quality: licensure, accreditation, and certification. Licensure is
granted by a governmental body and represents minimum quality standards,
while accreditation and certification are granted by nongovernmental

State licensing bodies. States, typically through their health departments,
have long regulated healthcare delivery through the licensure of healthcare
institutions such as hospitals, long-term care facilities, and home health
agencies, as well as individual healthcare practitioners such as physicians and
nurses. States also license, through their insurance and health departments,
financial “risk-bearing entities,” including both indemnity insurance products
and those managed care products that perform the dual function of bearing

risk (like an insurer) and arranging for or delivering healthcare services (like
healthcare-providing entities).

(continued)

A
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private sector accrediting bodies. Accrediting bodies set standards for healthcare
organizations and assess compliance with those standards. They also focus on
the operation and effectiveness of internal quality improvement systems. In some
Esnzo:m_ areas, state and federal governments rely on or recognize private

accreditation for purposes of ensuring compliance with licensure or regulatory
requirements.

Medicare and Medicaid compliance. For a healthcare entity to receive Medicare
or Medicaid reimbursement, the entity must meet certain federally specified
conditions of participation (CoPs) or other standards. The Centers for Medicare &
Medicaid Services (CMS) promulgates CoPs for hospitals, home health agencies,
nursing facilities, hospices, ambulatory surgical centers, renal dialysis centers,
rural health clinics, outpatient physical therapy and occupational therapy, and
rehabilitation facilities. CMS also establishes standards for the participation of
managed care organizations contracting under the Medicare program.

US Department of Labor. Oversight of certain aspects of employer-provided
health plans is performed by the US Department of Labor. The Employee
Retirement Income Security Act of 1974 sets minimum federal standards for
group health plans maintained by private-sector employers, by unions, or jointly
by employers and unions. The department oversees plan compliance with the
following legal requirements of plan administration: reporting and disclosure of
plan features and operations, fiduciary obligations for management of the plan
and its assets, handling benefit claims, continuation coverage for workers who
lose group health coverage, limitations on exclusions for preexisting conditions,
prohibitions on discrimination based on health status, renewability of group

health coverage for employers, minimum hospital stays for childbirth, and parity
of limits on mental health benefits.

Individual certification and credentialing organizations. The American Board

of Medical Specialties (an umbrella for 24 specialty boards) and the American
Osteopathic Association have certification programs that designate certain
medical providers as having completed specific training in a specialty and having
passed examinations testing knowledge of that specialty. The Accreditation
Council for Graduate Medical Education, sponsored by the American Medical
Association and four other organizations, accredits nearly 7,700 residency
programs in 1,600 medical institutions across the United States. For nursing,
the American Board of Nursing Specialties sets standards for the certification

of nursing specialties. The largest numbers of nurses, both in generalist and
specialist practice, are certified by the American Nurses Credentialing Center on
the basis of practice standards established by the American Nurses Association.

Source: Data from President’s Advisory Committee on Consumer Protection and Quality in the Health
Care Industry (1998).

EXHIBIT 2.1
Types of
Healthcare
Quality
Oversight
Organizations
in the United
States
(continued)




public policy
“authoritative
decisions made
inthe legislative,

| executive, or judi-
cial branches of
government that

| areintended to
direct or influence
the actions, behay-
iors, or decisions
of others” (Longest
2010, 5)

health policies

policies that

: “Pertain to health

Orinfluence the

~ PUTSUit of haalty»
(Longest 2019, )
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ations are vital stakeholders of healt, Serviee
regulations, and conditions of EEQEmo:
ive system change and improve quality of caye
(CoPs) Enamm_“:w_whmﬂwwwmn laws, regulations, and impact of _.nm_ﬂ:n”.“ M
Un_wﬂ_ found in other texts dedicated to health policy and :nm_ﬁrnns
¢. In the next sections, a few key examples of nﬁnwzm_ mﬂmraro_aoa
blic and m%»av and how they influence healthcare quality are Provideq,
(public the prioritics and expectations of external stakeholders are constantly
W_M“MMm, z__uan:a and managers charged with quality meo.smmc:mmom wil
need additional resources to learn »coﬁ. Em mOSst current requirements of o]
stakeholder groups affecting their organization. The web resources at the eng
of this chapter are useful for this purpose.

jzations: Accredita
m”.ww“_m»a.s»moa 2.§§§ 2
Quality oversight org :
organizations: Their standards,

services.
quality may
managemen

Federal Health Policies and Oversight

The federal government is a vital stakeholder of health services organizations,
Its regulations, CoPs, and health policy priorities are increasingly being used
to drive system change and improve quality of care and services. Details on
specific laws and regulations that affect healthcare quality may be found in
other texts dedicated to health policy. This section presents a few key examples
that illustrate the role of policy in system improvement. A brief background
on the evolution of these initiatives is also provided so readers may appreciate
the influence of history on the current healthcare quality landscape.

The US government serves the following generic purposes: “to provide
for those who cannot provide for themselves, to supply social and public goods,
to regulate the market, and to instill trust and accountability” (Tang, Eisenberg,
and Meyer 2004, 48). To accomplish these purposes, the government uses
public policy or “authoritative decisions made in the legislative, executive, or
judicial branches of government that are intended to direct or influence the
actions, behaviors, or decisions of others” (Longest 2010, 5). Some of these
public policies are considered health policies because they “pertain to health
or influence the pursuit of health” (Longest 2010, 6). Health policies are
crafted to influence health determinants, which in turn influence health. The
ACA (US Department of Health and Human Services [HHS] 2015) was the
most significant legislation resulting from public health policy since enactment
of the Medicare and Medicaid programs in 1965.

However, the federal government’s influence extends beyond the ACA.
In 2011, the HiS published National Strategy for Quality Improvement in

Health Care, This document outlined the National Quality Strategy, a road map
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for achieving affordability, better care, and healthy people and communities. The
anoBBn:%mosm in this document affect all healtheare stakeholders—patients;
providers; employers; health insurance companies; academic researchers; and
Jocal, state, and federal governments (HHS 201 1). Each year, the road map is
reviewed and revised as needed to reflect current priorities and performance
results (Agency for Healthcare Research and Quality [AHRQ] 2016b).

The three broad aims of National Strategy for Quality Improvement in
Health Care guide the local, state, and national efforts to improve health and
the quality of healthcare. These aims include the following (AHRQ 2014):

o ' Better care. Improve overall quality by making healthcare more patient-
centered, reliable, accessible, and safe.

o Healthy people/healthy communities. Improve the health of the US
population by supporting proven interventions to address behavioral,
social, and environmental determinants of health in addition to
delivering higher-quality care.

o Affordable care. Reduce the cost of quality healthcare for individuals,
families, employers, and the government.

The many legislative, regulatory, and reimbursement changes necessary
to support the National Quality Strategy are affecting quality management at
the provider level. Two notable changes came from federal legislation passed
before the National Quality Strategy. The Health Information Technology for
Economic and Clinical Health Act, enacted as part of the American Recovery
and Reinvestment Act of 2009, promoted the adoption and meaningful use
of health information technology (Jha 2012). This legislation has influenced
the transition to electronic health records to improve the quality and safety of
the healthcare system. The large federal subsidies for adopting this technology
and financial disincentives have made the conversion from paper to electronic
records possible in many organizations.

The ACA may also support the National Quality Strategy by encouraging
healthcare organizations to form accountable care organizations (ACOs)
to bring about efficiencies in consumption of services while lowering overall
costs. An ACO is a network of providers (primarily doctors and hospitals) that
share financial and medical responsibilities for providing coordinated care to
patients in hopes of limiting unnecessary spending (Gold 2015).

Knowledge Acquisition

Public policy at the federal level creates formal structures and mechanisms for
acquiring new knowledge so that public and private policymakers may make
informed, evidence-based decisions about health quality practices. For example,

accountable care
organization (ACO)
a network of pro-
viders (primarily
doctors and hos-
pitals) that share
financial and medi-
cal responsibilities
for providing coor-
dinated care to !
patients in hopes

of limiting unnec-

essary spending ,
(Gold 2015)
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EXHIBIT 2.2
Agency for
Healthcare

Research and
Quality

A Systems Approach

Healthcare:

m.m_:mzn in

ducts research and disseminates FmQSmaos i

rs and con .
. uality (see exhibit 2.2)-
ion Center at CMS (2016a), which, 4

i Innovatl
example is the » ; A
eriexamp ose of testing innovative payment and service %55,

enditures . . . while preserving or enhang;
models t0 nawchmﬂwwmw»“nwﬂiazam who receive Medicare, En&n&anuwm
o @:»__.Q MWM_E Insurance Program (CHIP) benefits.” Best practices apg
Children’s od from these tests are made available to all healthcare Organizatiopg
e MM:@:»:Q improvement n.w_.ocmro:n the healthcare system at large
Several of the innovation models being tested have E.n potential to greatly affec
ent activities at the provider level (see exhibit 2.3 )

: d safety improvem ?
quality and s2'€y CMS Innovation Center is a nationwide public-

One initiative of the :
vate collaboration called Hospital Engagement Networks (HEN). These

networks work at the regional, state, national, o.n hospital-system level to help
identify solutions already working and &&.o?:ma them to other hospitals
and providers. Initially, the CMS Innovation Center formed 26 HENs in
2012 as part of a campaign to reduce harm and improve the quality and
safety of healthcare. Many of these networks were successful at achieving this
goal. For instance, the 127 hospitals participating in the Iowa-based HEN
prevented potential harm to more than 4,300 patients in 2013 and reduced
healtheare costs by more than $51 million according to data released by the Iowa
Healthcare Collaborative (Iowa Hospital Association 2014), which administers

nwn Ewo m@ on

advance healtheare

Anoth
ACA created “for the purp

Jessons ]

pri

Mission. To support research designed to improve the quality, safety, efficiency,
and effectiveness of healthcare for all Americans. The research sponsored,
conducted, and disseminated by AHRQ provides information that helps people

make better decisions about healthcare.

Created. The agency was founded in December 1989 as the Agency for Health
Care Policy and Research, a public health service agency in the HHS. Reporting
to the HHS secretary, the agency was reauthorized on December 6, 1999, as the
>mm.=n< for Healthcare Research and Quality. Sister agencies include the National
Institutes of Health, the Centers for Disease Control and Prevention, the Food
and Drug Administration, the Centers for Medicare & Medicaid Services, and the

Health Resources and Services Administration.

Rﬁ%ﬁuﬁﬁ. AHRQ sponsors and conducts research that provides evidence-
S ___ﬂz _S healthcare ocz.o:,_mmh quality; and cost, use, and access.
e M ps healthcare decision ...am_aal patients and clinicians,
el ers, Eazmm.ma. and policymakers—make more informed

fd improve the quality of healthcare services.

Source: Adapted from AHRQ (20163)
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untable care. Accountable care organizations and similar care models are
ned to incentivize healthcare providers to become accountable for a patient
tion and to invest in infrastructure and redesigned care processes that

for coordinated care, high quality, and efficient service delivery.

Acco
desig
UOﬁEm
vaﬁﬁm

mn\.me&m.gmmm payment initiatives. Under these models, healthcare providers are
held accountable for the cost and quality of care that beneficiaries receive during
an episode of care, which usually begins with a triggering healthcare event (such
asa hospitalization or chemotherapy administration) and extends for a limited

time thereafter.

Primary care transformation. Primary care providers are a key point of contact for
atients’ healthcare needs. Strengthening and increasing access to primary care
is critical to promoting health and reducing overall healthcare costs. Advanced
primary care practices—also called medical homes—use a team-based approach
while emphasizing prevention, health information technology, care coordination,

and shared decision making among patients and their providers.

p

Initiatives focused on Medicaid and CHIP populations. Medicaid and CHIP are
administered by the states but are jointly funded by the federal government
and the states. Initiatives in this category are administered by the participating

states.

Initiatives focused on Medicare and Medicaid enrollees. The Medicare
and Medicaid programs were designed with distinct purposes. Individuals
enrolled in both Medicare and Medicaid (called dual eligibles) account for a
disproportionate share of the programs’ expenditures. A fully integrated, person-
centered system of care that ensures all enrollees’ needs are met could better

serve this population in a high-quality, cost-effective manner.

Initiatives to accelerate the development and testing of new models. Many
innovations necessary to improving the healthcare system will come from local
communities and healthcare leaders from across the country. By partnering with
these local and regional stakeholders, CMS can help accelerate the testing of

models today that may be the next breakthrough tomorrow.

Initiatives to speed the adoption of best practices. Recent studies indicate that
it takes nearly 17 years, on average, before best practices (practices backed by
research) are incorporated into widespread clinical practice—and even then
the application of the knowledge is very uneven. The CMS Innovation Center

is partnering with a broad range of healthcare providers, federal agencies,
professional societies, and other experts and stakeholders to test new models
for disseminating evidence-based best practices and significantly increasing

the speed of adoption.

EXHIBIT 2.3
Categories of
New Payment
and Service
Delivery Models
Being Tested

by the CMS
Innovation
Center

Source: Data from CMS (2016b).
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sustain this national progress and momentum, in 20) 5 Oug

the network. To E
und of contracts to 17 HENS, which include more y,
an

awarded a second ro!

3,200 hospitals (CMS 2015a). ; ;
CMS also promotes local implementation of quality practices througy i

network of Quality Improvement Organizations (QIOs). The Medicare Qo
Program (formerly referred to as the Medicare Utilization and Quality Cong
Peer Review Program) was created by statute in 1982 to improve quality Em_
efficiency of services delivered to Medicare beneficiaries (Leavitt 200 2
Today, the QIO Program comprises 14 regional Quality Innovation an<,o:a
designed to “bring Medicare beneficiaries, providers, and communities togethe,
in data-driven initiatives that increase patient safety, make communities healthje,
better coordinate post-hospital care, and improve clinical quality” AOS_EW
Improvement Organizations 2016).

Transparency
Transparency is a vital component of an efficient and effective healthcare systen,

as it fosters improved management of the cost and quality of health service
(Wetzel 2014). In 1987, an unprecedented effort at nationwide healthcare
performance transparency occurred when the Health Care Financing Agency
(HCFA), now known as CMS, produced its first annual report of “observed
hospital-specific mortality rates for Medicare acute care hospitals” (Cleves
and Golden 1996, 40). The goal of this HCFA transparency initiative was to
produce “better information to guide the decisions of physicians, patients
and the agency, thus improving outcomes and the quality of care” (Roper 2,
al. 1988, 1198).

This initial transparency strategy set the stage for using federal policy to
systematically develop and implement expectations, requirements, methodology,
and infrastructure to collect, publish, and disseminate performance data
measuring beneficiaries’ quality of care. The mortality data reports were
discontinued in 1994 and the focus turned to gathering and reporting
mnwmo.:dm:nn data for high-volume, high-cost clinical conditions and patient
experiences.

The specific performance data that healthcare organizations are required
to report to CMS change each year. Many of the organization-specific quality
wnmw_.ammnn data currently being reported can be found on the Medicare
- : ot 5
bl s ee o prion e R i o =

Aceess : g homes, home health providers,
and dialysis facilities. Making performance results more transparent—enablin
stakeholders to assess healthcare quality and compare providers—is SR:QnM
MMHM_NM:MMM healthcare organizations to take steps toward improving health

- Refer to the web resources box for more information about th
measurement and reporting initiatives. R o
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patient prospective payment system
80s focused on containing the increasin,
ase of financial incentives is focusing on imp
Value is the ratio of quality to cost (value = quality/cost). Section

£ Deficit Reduction Act of 2005 required CMS to identify conditions
gh the application of evidence-

008, CMS denied additional

fina
The in
the 19
next P h
services-

5001(c) ©
that “could reasonably have been prevented throu

pased guidelines” (CMS 2015b). As of October 1,2
payment for these hospital-acquired conditions (HACs), also known wm never
events, when patients developed one during a hospital stay ( OEm. 2015b). ~...o_.
example, when a patient gota HAC, such as a surgical-site Emnnnon. mwmoamum
coronary artery bypass graft, the hospital would be paid as though this infection

were not present.
To understand how

(IPPS) implemented by CMS in
g costs of hospital carc. The
roving the value of health

CMS has refocused the IPPS on value, consider
the historical role of clinical complications and hospital payment. If a surgical
sponge was accidently left inside the patient after surgery and the patient
required another surgery to remove it, both surgeries were billed to the payer.
The HAC financial incentive in the IPPS was designed to ensure that CMS

t have occurred in the first

would not pay for complications that should no
place. In addition, it was intended to encourage hospitals to adopt evidence-

based practices to prevent never cvents from occurring.

To date, the success of this approach to finandially incentivizing hospital
quality improvements has been mixed. Waters and colleagues (2015) studied
the association between Medicare’s nonpayment policy and four of the more
common HACs: central line—associated bloodstream infections (CLABSISs),
catheter-associated urinary tract infections (CAUTIS), hospital-acquired pressure
ulcers (HAPUs), and injurious inpatient falls. “Medicare’s nonpayment policy
was associated with an 11% reduction in the rate of change in CLABSIs . . .
and a 10% reduction in the rate of change in CAUTIS, but was not associated
with a significant change in injurious falls . . . or HAPUs™ (Waters etal. 2015,
347). The authors concluded that reductions in the rates of CLABSI and
CAUTI resulted from implementation of better hospital processes, whereas
little evidence exists that changing hospital processes can lead to reductions
in HAPUs or injurious inpatient falls (Waters et al. 2015).

A continued focus on value is the theme of contemporary healthcare
quality policy at the federal level. The Medicare Access and CHIP Reauthorization
Act of 2015 introduced two value-based payment models for physicians that
have an impact on quality management: a Merit-Based Incentve Payment
System and alternative payment models. These value-based payment models
are intended to strengthen the relationship between physician payment and
quality practices such as efficient use of healthcare resources and clinical
improvements. These changes to the Medicare payment system for physicians

ncing Quality

value

the ratio of quality
to cost (value =
quality/cost)

__omv#u_-unn__:mn_
conditions (or
never events)
medical conditions
that “could reason-
ably have been
prevented through
the application of
evidence-based
guidelines” (CMS
2015b)
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are not expected to be i
physicians and :SEH»R.
work so they can determin
improving performance (Bassett 2016).

Private Health Policies and Oversight

Accreditation bodies are private, nongover E.:n:S_ groups with polici,
and standards that encourage healthcare quality ms.n_ mman._BE Ovemen,
Accreditation is voluntary, which means that, unlike public worn_c.m and
oversight, healthcare organizations can nroomo.i_sn_._.on to no._,:v_w with ay
accreditation group’s private policies and be subject to _a.o<m§m_=.

The Joint Commission is a nongovernmental accreditation organizatioy
for several types of health services organizations: ambulatory Bq.ﬁ behaviorg)
health care, critical access, home care, hospitals, laboratory services, Nursing
care, and office-based surgery. The Joint Commission also offers certification fo;
discase-specific services for conditions such as chronic kidney disease and stroke
and for programs such as palliative and perinatal care and primary care medica]
homes. For more information, see its website at gh.omnnnoBB_.mm_.o:.onm.

The National Committee for Quality Assurance ( NCQA) offers
accreditation programs for health plans and related organizations and programs
such as wellness and health promotion and disease management. The NCQA
also offers a variety of certifications; for a fuller description, see www.ncqa.org,

The national Public Health Voluntary Accreditation Board was
established to “improve and protect the health of the public by advancing
the quality and performance of Tribal, state, local, and territorial public
health departments” (Public Health Accreditation Board 2016). Additional
accreditation organizations are listed in the web resources box.

Organizations secking CMS approval to participate in federally funded

by one of these groups “would haye ‘deemed statys? and would not pe subject

to the Medicare Ay “.Sa certification process because it has already b e
m:n.\.ownn_.vw the accrediting organization” (American Soci - y been
Enginecring 2016). Because of this pr: ; ety for Healthcare

support and, in many instances
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Knowledge Acquisition
Accreditation bodies, like public agencics, work to identify and disseminate best
ractices that support :SE.%E ¢ quality and safety improvements, For example,
m:& 1996, accredited facilities have been encouraged to report sentinel events
to The Joint Commission. A sentinel event is a patient safety event that affects
a patient and results in death, permanent harm, or severe temporary harm and
. tervention required to sustain life (Joint Commission 2016). “Reporting
Em the event enables ‘lessons learned’ from the event to be added to The
Mom:n Commission’s Sentinel Event Database, thereby contributing to the
eneral knowledge about sentinel events and to the reduction of risk mom E.hn:
mé:ﬁ.. (Joint Commission 2016). As of June 2016, The Joint Commission
had published 56 sentinel event alerts mnmn.azsm process changes healthcare
organizations can make to improve Ens,.:uo..,. j e
Knowledge sharing is common practice in other accreditation and
certification bodies. For example, more than 1,500 cancer care programs
accredited by the Commission on Cancer report data to the National OE.HQ
Database (NCDB). Data in the NCDB, jointly sponsored by the American
College of Surgeons and the American Cancer mo&n?. are used to analyze »:.a
track patients with malignant neoplastic diseases, 9.2._‘ Rnuqsw:aw m:&.nrn:‘
outcomes (American College of Surgeons 2016). This information is n<E_mEn
to healthcare organizations to encourage the spread of cancer care best mn_nnnﬁ.
Laboratories accredited by the College of American Pathologists offer
complimentary online access to resource guides that present new and evolving
technologies in pathology and assist pathologists with ways to can.?.n understand,
evaluate, and implement these technologies into their practices. For more
information, see the group’s website at www.cap.org.

Transparency . Sy,
Since 2002, healthcare organizations accredited by The Joint Commission have

been required to gather and report data for various wnl,o::umnn Bnme.n.m. In
2002, hospitals reported data for eight measures of care provided for wmn.nsnm
with heart failure, pneumonia, and myocardial infarction. w« 2014, hospitals
reported data for up to 49 different measures of disease-specific care as well as
surgical care, venous thrombosis, and immunization care (Baker and Chassin
2016). .

5 The Joint Commission’s performance measure project is Snn.zana to
assist facilities in identifying important quality mpwm. and wn_@ 5«.8 _Bwnom.“
their care (Baker and Chassin 2016). .HE.m aim is pnr_?nwv 5H MMMM. mow
making facility-specific data and comparative state w:ﬂ =wcozm_. S
various measures publicly available on The Joint OoBB_mM_o: s Qua MNG e
Wwebsite (www.qualitycheck.org). Several performance improvem b
resulted from The Joint Commission’s transparent quality measu

sentinel event

a patient safety
event that affects
a patient and
results in death,
permanent

harm, or severe
temporary harm
and intervention
required to
sustain life (Joint
Commission 2016)
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efforts, including reduction of medically ===nn8m»€.oﬁ_< n_nnn.?n. an_?oag
from 13.6 percent in 2011 to 3.3 percent in 2014 (Joint Commission 20] 5)

Financial Incentives e

Private accrediting bodies lack the authority to impose financial incentiye on
healthcare organizations to influence quality 5?968.0:? However, Private
sector health plans and business groups are encouraging payment strateg;,,
similar to those being advanced by CMS in order to improve the va|y of
healthcare services.

Summary

This chapter discusses the role of quality oversight organizations and introdyce
public and private groups whose policies and initiatives target system chang,
These initiatives fall into three areas: knowledge acquisition, transparency, anq
financial incentives. Because of the dynamic and rapidly changing nature of
healthcare quality policy, both public and private, readers are encouraged to
review the accompanying Internet resources as a means to keep current on
changes, new initiatives, and plans for the future.

Exercise 2.1 I
Objective: To become familiar with the current CMS quality initiatives and
how they support the National Quality Strategy and organizational performance
improvement.

Instructions:

o Based on your work setting or an area of interest, select and explore
one of the CMS quality initiatives (e.g., hospitals, home health, nursing
home, end-stage renal disease) at www.cms.gov/center/quality.asp and
review the current National Quality Strategy report (www.ahrq.gov/
workingforquality).

o In two or three paragraphs, answer the following questions in reference
to the quality initiative you selected:

a. What does the CMS quality initiative include? Describe the initiative
and its relationship to the National Quality Strategy.

b. How can the data publicly available on the compare site for the
quality initiative benefit a healthcare organization? Describe how the
measurement data can be used in the setting you are interested in to
improve performance.
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Exercise 2.2

Objective: To become familiar with the current quality measurement initiatives
of The Joint Commission.

Instructions: Explore the current ORYX performance measures of The Joint
Commission Aiii._.omnnnosawmmo:.o.,m\vnnmo_,am:no _Measurement.aspx).
For each measure, describe which system or systems in your chosen setting
will be improved by the use of the measure.
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