Quality-related comments from Forrest Calico, Flex meeting, Aug. 19, 2003

Why Quality??  

1)  It is what we do; it is the fabric of any healthcare organization, of any size.          It is NOT an additional duty, an unnecessary burden.

2) Investment in healthcare in the foreseeable future will be structured around quality improvement and patient safety.  We will either be in that game or we will be marginal.

Rural healthcare is now positioned, with the Flex program front and center, to play a key role in improving access, quality and cost of healthcare in this nation, and to demonstrate what can be done rather than engage in hand wringing about how awful it is.  More about that later.

For quality activity to be relevant, we must perceive it differently.  It is not just measuring and reporting in the inpatient environment.  Rather it is building systems of care which are capable of achieving the six aims of healthcare (IOM, 2001:  safe, effective, efficient, patient-centered, equitable and timely).  Such systems must address care across the continuum of care in a collaborative and interdisciplinary manner, proactively managing prevalent diseases and continuously improving performance.  All of this is a natural for us in the rural context of care.

The mention of performance improvement requires more attention.  Clinical quality is a component of the performance of a healthcare organization (again, of any size).  We have to address and measure the prerequisites for high clinical quality.  These include financial performance, staff development, technology appropriate to our mission (diagnostic, therapeutic and information technology), community support, leadership, and health status of the community (both biological and socioeconomic).  All this is necessary in order to develop a level of performance enabling high clinical quality in addition to careful attention to the processes of care.  Gathering data from this broad perspective  and actively using it to manage the healthcare operation enables effective strategic planning in addition to effective day-to-day operations.  This leads to the discussion of the balanced scorecard as an approach to this comprehensive management of organizational performance.

Let me return to the reasons rural healthcare is in an extraordinary position to engage in the current national healthcare revolution.  At a recent meeting (July 2003), ORHP with the collaboration of the Agency for Healthcare Research and Quality (AHRQ) convened about 50 people, half from rural healthcare and half from the “quality establishment”  (JCAHO, Leapfrog, Institute of Medicine, AHRQ, CMS, the QIOs, Institute for Healthcare Improvement, American Health Quality Association and others) to address the context of care in the rural environment, clarify the implications for measuring, reporting and improving quality, and gain commitments for engagement with these issues from the various organizations represented.  We feel that this endeavor was remarkably successful, and has in fact already borne “first fruits” in the form of CMS support for study and testing rural-appropriate quality and safety indicators.  Note that the decisions and actions which represent optimal quality are dependent upon the context in which care is being provided, and this has not been acknowledged in the quality work done to date.  We have the opportunity to make quality an inclusive concept, rather than a tertiary care activity!

Second, AHRQ recently engaged ORHP to collaborate in the design for a new grant program which makes over $20 million available for improving rural healthcare information technology.  Guidance is being developed.  We are encouraging the inclusion of significant technical assistance capability in the project and close collaboration (with such TA) with the TASC and Georgia Network Development TA centers.  AHRQ’s initiative to collaborate with ORHP in this program is highly significant.

Third, the Institute of Medicine is initiating a study of rural healthcare and its quality.  We expect this to be of great value to rural healthcare, and anticipate the final report to appear late in 2004.  This may well open access to funding for rural demonstration projects which has never before been available.

In conclusion, my dream is to see 800 Critical Access Hospitals functioning as hubs for organized systems of care in rural communities.  We can be the best laboratories in the nation to demonstrate what healthcare can actually contribute to the people of America and what an inclusive conceptual framework of quality can accomplish.  Our conference is designed to move that quality agenda forward.

