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FOR IMMEDIATE RELEASE

Stronger Federal Leadership Needed to Reduce Medical Errors, Improve Care;
Quality Initiatives in Government Programs Affect Entire Health Care Sector

WASHINGTON -- The federal government should take the lead in improving the safety and quality of treatment provided to the nearly 100 million beneficiaries of six government health care programs, says a new report from the Institute of Medicine of the National Academies. The government should give financial rewards to hospitals and doctors who improve care, and should collect and make available to the public data comparing the quality of care among providers. Given the size of these six programs, enhancing the quality of care in them is likely to carry over and improve the rest of the health care system, said the committee that wrote the report.

"In the absence of strong federal leadership to address safety and quality concerns, progress will be slow," said committee chair Gilbert Omenn, professor of internal medicine, human genetics, and public health, University of Michigan Health System, Ann Arbor. "We strived to view the health system from the perspective of patients, especially those with chronic conditions, where a premium is placed on care that is coordinated over time, across settings, and across multiple payers. Such a coordinated focus requires government programs and health care providers to unify and standardize their quality-improvement efforts. Our report encourages the federal government to take full advantage of its influential position to set the quality standard for the entire health care sector." 

The report, which was requested by Congress, follows two major IOM studies on the quality of health care in this country -- the first documenting the devastating extent of medical errors, and the second calling for a national effort to improve safety and quality. Congress specifically asked the committee to review quality-enhancement processes in six government programs: Medicare, Medicaid, the State Children's Health Insurance Program, the Department of Defense TRICARE programs, the Veterans Health Administration, and the Indian Health Service. These programs provide health insurance or medical services to about one-third of all Americans.

Quality-enhancement processes at each of the six government programs are already being redesigned and are moving in the right direction, but these efforts are uncoordinated and insufficient to close the "quality gap," the committee said. To overcome this, Congress should direct the secretaries of the U.S. Department of Health and Human Services, Department of Defense, and the Department of Veterans Affairs to work together to establish standardized performance measures across all six government programs, replacing the many fragmented measurement activities currently under way. 

In addition, the federal government must provide strong support for the development of computerized clinical records, without which providers and regulators cannot adequately measure or improve the quality of care, the committee said. 

Along with setting minimum standards for the care provided to patients enrolled in these programs, the federal government also should employ purchasing strategies, such as higher payments and public recognition, to encourage health care providers to adopt "best practices," the report says.

The standardized performance measures called for in the report should be issued by the Quality Interagency Coordination Task Force, created in 1998 to synchronize quality-enhancement efforts at the different federal agencies. The task force should promulgate standardized performance measures next year for five common health conditions and for another 10 in 2004. And by 2007, providers should be required to submit data on the safety and quality of care as a condition of participating in any of the six government programs. Beginning in fiscal year 2008, the collected data should be used to create reports comparing the quality of care among providers. 

These comparative quality reports should be made publicly available, the committee said, adding that the reports would prove useful to many stakeholders, including providers, patients, purchasers of group health plans, licensing and accreditation bodies, state and municipal governments, and public health groups.

The raw data that the comparative quality reports are based on should be pooled in a central repository run by the Agency for Healthcare Research and Quality of HHS, the committee recommended. Private insurers should be encouraged to contribute their own performance data to the repository as well, provided the data are valid and reliable. Outsiders should have access to the raw data, provided patient privacy is fully protected. 

In establishing standardized performance measures for use by the six government programs, the task force should collaborate with leading standard-setting bodies in the private sector, and build on existing efforts. For example, the Diabetes Quality Improvement Measurement Set is used extensively by many private and public oversight groups to assess the quality of care provided to diabetics. The measurement set evaluates whether diabetics are receiving appropriate blood and urine tests and routine eye and foot exams. 

Measuring performance requires health care providers to establish computerized patient records because culling clinical data from paper records is too slow and labor intensive. Unfortunately, the health care delivery sector has lagged behind other industries in making innovative use of information technology. Nevertheless, the development of a national health information infrastructure is critical to improving the safety and quality of health care in this country, the committee said, noting that new information technologies will aid in areas such as bioterrorism surveillance and health services research as well.

Congress should consider using tax credits, subsidized loans, and grants to facilitate the development of a national health information infrastructure, the committee added. And the federal government should adopt market-based options to encourage investment by providers in information technology. For example, the government might enhance payments, or deliver them more rapidly, to providers capable of submitting computerized clinical data. 

In addition, the hospitals and other medical facilities run by the government that provide care directly to veterans, military personnel, and American Indians should serve as labs for the development of cutting-edge quality improvement models. The six government programs also should collaborate on a comprehensive research agenda to support quality-enhancement efforts, the committee added. 
The study was sponsored by the U.S. Department of Health and Human Services, the California HealthCare Foundation, and the Commonwealth Fund. The Institute of Medicine is a private, nonprofit organization that provides health policy advice under a congressional charter granted to the National Academy of Sciences. A committee roster follows.

Read the full text of Leadership by Example: Coordinating Government Roles in Improving Health Care Quality for free on the Web, as well as more than 2,500 other publications from the National Academies. Printed copies are available for purchase from the National Academies Press; tel. (202) 334-3313 or 1-800-624-6242 or on the Internet at http://www.nap.edu. Reporters may obtain a pre-publication copy from the Office of News and Public Information (contacts listed above).
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