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National Organization of State Offices of Rural Health



(  44648 Mound Road, #114  (  Sterling Heights, MI  48314-1322  (

(  Phone:  586-739-9940  (  Fax:  586-739-9941  (  Email:  nosorhpd@comcast.net  (
November 9, 2007

The Honorable Max Baucus Chairman

Committee on Finance

United States Senate

Washington, DC 20510 

Dear Mr. Chairman:

On behalf of the Board of the National Organization of State Offices of Rural Health (NOSORH), I write to inform you that the Medicare Quality Improvement Organizations (QIOs) have been important partners with states and rural health care providers in measuring performance and improving rural health quality. QIOs across the country bring valuable expert assistance in helping Critical Access Hospitals (CAHs) to collect and report quality measures, to improve clinical care, and to assess and improve patient safety culture in rural hospitals. 
Collaborative relationships between QIOs and rural hospitals have achieved impressive results: 

· With QIO assistance, 76% of CAHs nationally are now collecting and submitting one or more of the core measures into the national data repository, and there has been a steady increase in this percentage over the past two years.  This is particularly noteworthy in light of the fact that CAHs do not have financial incentives or rewards for data collection and reporting.

· More than 400 Critical Access Hospitals selected a targeted measure for improvement on which they would work with their respective QIO.  The three most commonly selected measures demonstrated significant gains:

· In the 160 CAHs that focused on improving preventive care, pneumococcal vaccinations has risen from 44% in 2004 to 76% in 2006.

· Proper discharge instructions for heart failure patients have risen from 33% of patients in 2004 to 58% in 2006 in the 92 hospitals that worked on this chronic disease.

· Assessment to diagnose the severity of heart failure increased dramatically to 74% of patients in 2006, from a baseline of 52% of patients in 2004, in the 61 hospitals that decided to work on this problem.

· Nearly 400 small and rural hospitals across the country volunteered to participate with their QIO in the Rural Organizational Safety Culture initiative, through which they are assessing the safety culture at their hospital, targeting areas for improvement, and re-measuring to assess progress. 

In March 2006, an Institute of Medicine (IOM) report entitled, “The Medicare Quality Improvement Organization Program: Maximizing Potential” argued that “the QIO program must become an integral part of strategies for future performance measurement and improvement in the health care system.”   We strongly believe that the hands-on assistance which QIOs have provided rural hospitals and other rural providers across the country has been a key driver for improving quality.

Congress is now debating how to strengthen the QIO program for the future.  Unfortunately, you have cosponsored a bill (S. 1947) that would weaken this valuable program.  This bill requires that all case review activity—including beneficiary complaints—be removed from the QIOs’ portfolio.  This important work would be given to as yet unknown contractors that could be regional or national organizations.   We strongly believe there is a critical link between these two roles that must be preserved: investigating beneficiary complaints is an important avenue for identifying quality problems.  When they find problems in case review, the QIOs use a valuable “systems approach” which helps ensure that individual quality problems are resolved to the benefit of future patients.  

Today, when a QIO finds the rare provider that cannot or will not improve with assistance and needs to be prosecuted for their actions, the QIO refers them to state or federal authorities for action.  Most quality problems, however, are best addressed by finding their root cause and changing the way care is provided, not by threatening regulatory action.  Understandably, providers work hard to improve to avoid a referral to regulators.  

QIOs have spent years learning how to bring quality improvement techniques to the review of individual cases they find during medical record review.  It would be a shame to reverse this progress by carving up QIO responsibilities and giving important QIO duties to unaccountable companies located far from the realities of rural communities and health care settings, as proposed in S. 1947. 

We are concerned that S. 1947 would turn back the clock to the 1980s, when Medicare’s PROs responded to quality shortcomings with threats, rather than assistance.  The reconstituted “PROs” created by S. 1947 could refer providers back to QIOs for technical assistance, but there are no assurances in the legislation that organizations with a regulatory perspective will see the need for such technical assistance, and we have no confidence this will occur.  

This approach is inefficient, as well.  If it were a bill targeting automobile repair, S. 1947 would establish a national network of mechanics who could tell you about your problems, but who would then send you to another shop for repairs.  This is a duplicative and wasteful use of Medicare Trust Fund dollars.

We strongly support the QIO program.  QIOs are touching the lives of millions of beneficiaries and providers, including those in rural communities, and we firmly believe that any changes to the program must be carried out in a thoughtful and deliberative manner.  We ask that you reconsider the provisions of S. 1947, and provide State agencies, the public, and provider stakeholders an opportunity to participate in a public committee hearing on proposed changes to this important program.

Should you or your staff have any questions, please do not hesitate to contact me.

Sincerely,
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Alison Hughes, MPA

President

ahughes@u.arizona.edu
520-626-6253

Cc: Finance Committee members

