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BasicsBasics

�� SourceSource
–– U.S. National Reports on Quality and U.S. National Reports on Quality and 

Disparities in Healthcare (AHRQ/USDHHS)Disparities in Healthcare (AHRQ/USDHHS)

–– Other analyses Other analyses 

�� Framework for PresentationFramework for Presentation
–– STEEEPSTEEEP

�� Following guidance of the IOMFollowing guidance of the IOM



2006 National Healthcare Quality 2006 National Healthcare Quality 
and Disparities Reportsand Disparities Reports

Released 
Jan 11



2006 Quality Report Findings2006 Quality Report Findings

�� Most areas of health care quality are Most areas of health care quality are 
improving, but only very slowlyimproving, but only very slowly
–– 38 of 40 core measures improved compared to 38 of 40 core measures improved compared to 

2005 Reports2005 Reports
–– Overall improvement rate:  3.1%Overall improvement rate:  3.1%

�� Use of proven prevention strategies lags Use of proven prevention strategies lags 
significantly behind other gains in health care significantly behind other gains in health care 
–– Only 52% adults reported receiving recommended Only 52% adults reported receiving recommended 

colorectal cancer screenings colorectal cancer screenings 
–– Only 58% of obese adults given advice about Only 58% of obese adults given advice about 

exercise from their doctorexercise from their doctor
–– Only 48 % of adults with diabetes receive all their Only 48 % of adults with diabetes receive all their 

recommended screeningsrecommended screenings



2006 Quality Report Findings (2)2006 Quality Report Findings (2)

�� Improvement varies Improvement varies 
by health care by health care 
delivery settingdelivery setting
–– Hospital care Hospital care 

improving at annual improving at annual 
rate of 7.8%rate of 7.8%

–– Ambulatory care and Ambulatory care and 
nursing home and nursing home and 
home health care home health care 
improving at much improving at much 
slower ratesslower rates
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Effectiveness:  Where are the Effectiveness:  Where are the 
Biggest Variations?Biggest Variations?

�� In many areas, In many areas, 
health care quality health care quality 
highly variable highly variable 
across statesacross states
–– Use of restraints in Use of restraints in 

nursing homesnursing homes

–– Prenatal care in 1Prenatal care in 1stst

trimestertrimester

–– Appropriate heart Appropriate heart 
attack careattack care

Measures with greatest differences between 
"best" and "worst" states
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Effectiveness:  Biggest Effectiveness:  Biggest 
Variations Across StatesVariations Across States

Chronic care nursing home residents with physical restraints, 20Chronic care nursing home residents with physical restraints, 200404--20052005

Note: “Lower rate”= State has rate in use of restraints lower than the all-States average in both 2004 and 2005; “Higher rate” = 
State has rate in use of restraints higher than the all-States average in both 2004 and 2005



Effectiveness:  Gaps in Effectiveness:  Gaps in 
Asthma Care for ChildrenAsthma Care for Children

�� Pediatric asthma Pediatric asthma 
hospitalization rates hospitalization rates 
vary greatly by statevary greatly by state

�� ““Worst performingWorst performing””
state admits 5 times state admits 5 times 
the number of children the number of children 
for asthma versus the for asthma versus the 
““best performingbest performing”” statestate

�� 1212--50% of child 50% of child 
asthma asthma 
hospitalizations hospitalizations 
believed preventable believed preventable 
thru improved thru improved 
ambulatory careambulatory care

�� If 50% of If 50% of 
hospitalizations were hospitalizations were 
avoided, savings could avoided, savings could 
= $600M hospital = $600M hospital 
costs in one yearcosts in one year

Sources:   Map and ratios:  NHQR, 2006; other: based on Flore et al., 2003 
and HCUPNet data, 2003.



Effectiveness:  Hospitalizations for lower extremit y Effectiveness:  Hospitalizations for lower extremit y 
amputations per 1000 adult patients with diabetes amputations per 1000 adult patients with diabetes 

diagnosis, diagnosis, 
19991999--2001 and 20022001 and 2002 --20042004

•Overall rate fell 
from 5.5 to 4.4 
•For adults 65+ 
rate fell from 9.2
to 6.9
•HP2010 goal of 1.8
not met for any adult
age group

• For total hospital 
costs of diabetes
roughly 2/3s 
preventable –
$2.1 billion

Sources:   Hospital admission rates:  NHQR, 2006,  with  CDC NCHS National Hospital Discharge Survey as data source
Avoidable hospital costs for diabetes:   AHRQ HCUP Highlight 1.



Effectiveness:  Diabetes:   Adults age 40 and older  Effectiveness:  Diabetes:   Adults age 40 and older  
with diagnosed diabetes who received at least one with diagnosed diabetes who received at least one 
HbA1c test, retinal exam, and foot exam in the past  HbA1c test, retinal exam, and foot exam in the past  

year, 2000year, 2000 --20032003

Received all 3: 
rate improved 
from 41.2% to 
47.8%

Improvement due
to foot exam 
increase:
from 65.4% to 
72.7%

Source:   NHQR, 2006, based on data from the 2000-2003 Medical Expenditure Panel Survey (AHRQ)



Safety:  Central venous catheter placements with Safety:  Central venous catheter placements with 
bloodstream infection or associated mechanical adve rse bloodstream infection or associated mechanical adve rse 
events and composite, Medicare patients, 2003 and 2 004events and composite, Medicare patients, 2003 and 2 004

No change 2003-2004

Source:  NHQR, 2006, based on data from Medicare Patient Safety Monitoring System, 2003-2004 (CMS)



Timeliness:   Median time (minutes) from arrival of  Timeliness:   Median time (minutes) from arrival of  
Medicare heart attack patients to initiation of Medicare heart attack patients to initiation of 

thrombolyticthrombolytic therapy, 2000therapy, 2000 --20042004

Median time to 
therapy increased 
From 43.0 mins. to 
49.8 mins.

Median time 
remains well 
above the national
target of 30 mins.

Source:  NHQR, 2006, based on data from Medicare Quality Improvement Organization Program, 2000-2004 (CMS) 



Patient Centeredness:  Adult hospital patients who reported Patient Centeredness:  Adult hospital patients who reported 
sometimes or never having good communication with sometimes or never having good communication with 

doctors, good communication with nurses, communicat ion doctors, good communication with nurses, communicat ion 
about new medications, and discharge information, 2 005about new medications, and discharge information, 2 005

26% reported
not having good
communications
about new 
medications
during their stay

21% reported not
receiving good 
discharge 
information

Source:  NHQR, 2006, based on data from the Hospital CAHPS survey, 2005 (AHRQ)



Equity:  Selected 2006 Disparities Report Equity:  Selected 2006 Disparities Report 
Findings for Racial and Ethnic MinoritiesFindings for Racial and Ethnic Minorities

�� Disparities remain prevalentDisparities remain prevalent
–– Blacks, Hispanics, Poor worse off on 75% of Blacks, Hispanics, Poor worse off on 75% of 

quality measures quality measures 

–– Asians, American Indians worse off on 40% of Asians, American Indians worse off on 40% of 
quality measuresquality measures

–– Hispanics, Poor worse off on 90% of access Hispanics, Poor worse off on 90% of access 
measuresmeasures

–– Blacks, Asians worse off on 33% of access Blacks, Asians worse off on 33% of access 
measuresmeasures



Equity:  Selected 2006 Equity:  Selected 2006 
Disparities Report Findings (2)Disparities Report Findings (2)

�� Most disparities Most disparities 
in quality are in quality are 
not improvingnot improving
–– Third of racial Third of racial 

and ethnic and ethnic 
disparities in disparities in 
quality getting quality getting 
larger, Quarter larger, Quarter 
getting smallergetting smaller

–– TwoTwo--thirds of thirds of 
disparities in disparities in 
quality for Poor quality for Poor 
getting largergetting larger
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Note:  Graph compares 2005 findings with 2006 findings for 20 “core”
measures of quality from NHDR Measure Set, Income analysis uses 12 
core measures where income data is available



Equity:  Gaps in Asthma Care for Equity:  Gaps in Asthma Care for 
Children by Race/EthnicityChildren by Race/Ethnicity

�� Pediatric asthma Pediatric asthma 
admissions vary admissions vary 
across racial and across racial and 
ethnic groupsethnic groups

�� Black children Black children 
admitted much admitted much 
more frequently for more frequently for 
asthma versus asthma versus 
other groupsother groups

Pediatric asthma admission rate per 100,000 
population, by race/ethnicity

Key: API = Asian or Pacific Islander
Source: HCUP State Inpatient Database disparities analysis file, 2001-
2003
Denominator: Children ages 0-17
Note: White, Black and API are non-Hispanic groups



Equity:   Patient Safety by Equity:   Patient Safety by 
Hospital Type Hospital Type 

�� Public hospitals worse than private NFP and Public hospitals worse than private NFP and 
private FP for:private FP for:
–– Deaths per 1,000 admissions for:Deaths per 1,000 admissions for:

�� LowLow--mortality mortality DRGsDRGs
�� AMI as principal diagnosisAMI as principal diagnosis
�� CHF as principal diagnosisCHF as principal diagnosis
�� Abdominal aortic aneurysmAbdominal aortic aneurysm
�� Pediatric heart surgeryPediatric heart surgery

–– Postoperative (per 1,000 admissions):Postoperative (per 1,000 admissions):
�� Hemorrhage or Hemorrhage or hematomahematoma
�� Physiologic and metabolic derangementsPhysiologic and metabolic derangements
�� Pulmonary embolus or DVTPulmonary embolus or DVT
�� Abdominal wound dehiscence (admissions for Abdominal wound dehiscence (admissions for 

abdominopelvicabdominopelvic--surgery discharges excluding OB)surgery discharges excluding OB)

Source:  NHQR, 2006, appendix tables for patient safetySource:  NHQR, 2006, appendix tables for patient safety



Equity:  Equity:  
Rural and MetropolitanRural and Metropolitan

�� People in rural areas:People in rural areas:
–– More likely to have hospital, emergency room, or More likely to have hospital, emergency room, or 

clinic as source of ongoing careclinic as source of ongoing care

–– Less likely to have a provider with office hours Less likely to have a provider with office hours 
nights or weekendsnights or weekends

–– Substantially higher rates of deaths per 1,000 Substantially higher rates of deaths per 1,000 
admissions with abdominal aortic aneurysmadmissions with abdominal aortic aneurysm

�� Compared to children from Compared to children from ““micropolitanmicropolitan””
counties, those in large metro areas:counties, those in large metro areas:
–– More likely to experience selected infections due More likely to experience selected infections due 

to medical care to medical care 
Sources:   People in rural areas data:  NHQR/DR, 2006.   ChildreSources:   People in rural areas data:  NHQR/DR, 2006.   Childrenn’’s data:   s data:   ChevarelyChevarely, et al., Ambulatory Pediatrics 6(5), Sep, et al., Ambulatory Pediatrics 6(5), Sep--Oct 2006, Oct 2006, 

based on HCUP data, 2002based on HCUP data, 2002



Value?  Value?  



Comments?  Questions?Comments?  Questions?

�� Denise.dougherty@ahrq.hhs.govDenise.dougherty@ahrq.hhs.gov

�� Reports leader:  Reports leader:  
edward.kelley@ahrq.hhs.govedward.kelley@ahrq.hhs.gov


