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| am pleased to present the Agency for Healthcare Research and Quality’s Fiscal
Year 2008 Performance Budget. We all benefit from safe, effective, and efficient
health care. Our performance-based budget demonstrates our continued
commitment to assuring sound investments in programs within these three areas that
will make a measurable difference in the health care.

The Agency’s mission is to improve the quality, safety, efficiency, and effectiveness "“‘
of health care for all Americans. In support of this mission, the Agency is committed

to improving patient safety by developing successful partnerships and generating the knowledge and
tools required for long term improvement. Building on past successes, AHRQ continues to use health
information technology (HIT) as a strategy to improve patient safety. We continue to see
technologies developed by AHRQ put into practice, providing us with new opportunities to evaluate
effective implementation efforts. For example, an insurance company is funding efforts to have
software, developed through AHRQ research, installed in hospital ICUs. We look forward to
expanding our HIT efforts to the primary care setting through our Ambulatory Patient Safety program.

Providing another tool to support patient safety improvement, AHRQ successfully partnered with
other organizations to provide hospitals and health systems with a method to perform ongoing
evaluations of the safety culture in their facilities. This tool allows health care facilities to continually
monitor improvements and make changes to reduce adverse events and prevent patient harm in their
organization by assuring that employees are empowered to identify potential harms to patients, and
participate in developing effective solutions. This tool has been adopted by organizations like the
Veterans Administration, the Department of Defense, the Premier Hospital System and Catholic
Health Initiatives. The Palo Alto Medical Foundation in San Francisco administered the Hospital
Survey on Patient Safety Culture to 1,180 staff members and received responses from 73 percent of
the employees. Palo Alto is using the survey to establish a baseline measurement of employee
perceptions to see how their combined efforts for improvement are working. Results of the survey
helped establish priorities. For example, 76 percent of employees had never completed an incident
report, an area that Palo Alto will make an immediate priority.

AHRQ continues to improve patient care through the Effective Health Care Program. As authorized
by MMA, the Effective Health Care Program has begun a series of state-of-the-science reviews of
existing scientific information on effectiveness and comparative effectiveness of health care
interventions, including prescription drugs. In October 2006, AHRQ released its fifth comparative
effectiveness review, Comparative Effectiveness of Management Strategies for Renal Artery Stenosis
(RAS). While many RAS patients are treated with drugs, this report found that an increasing numbers
of patients with narrowed kidney arteries are undergoing vessel-widening angioplasty and placement
of a tubular stent. Medicare data show that angioplasty more than doubled from 7,660 in 1996 to
18,520 in 2000. The average charge of RAS angioplasty done in the hospital was $27,800 in 2004,
according to data from AHRQ's Healthcare Cost and Utilization Project. However, this review
concluded that a shortage of direct comparisons between drug therapy and angioplasty has left
important questions unanswered, including which therapy is more likely to improve kidney function.

We are seeing results of efforts to improve quality of care. AHRQ released the fourth annual reports
focusing on quality of and disparities in health care in America. Overall, the review of 40 core quality
measures found a 3.1 percent increase in the quality of care — the same rate of improvement as the
previous 2 years. However, the use of proven prevention strategies lags significantly behind other
gains in health care. Except for vaccinations for children, adolescents, and the elderly, which
improved by almost 6 percent, the improvement rate for other preventive measures — screenings,
advice, and prenatal care — was less than 2 percent. As in previous years, the federal disparities
report found access to care varied widely between racial, ethnic and economic groups.

With our continued investment in successful programs that develop useful knowledge and tools, | am
confident that we will have more accomplishments to celebrate. The end result of our research will
be measurable improvements in health care in America, gauged in terms of improved quality of life
and patient outcomes, lives saved, and value gained for what we spend.

Carolyn M. Clancy, M.D.
Director, Agency for Healthcare Research and Quality
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Performance Budget Overview

A. Statement of AHRQ Mission

The U.S. health care system is considered by many to be the finest in the world. Americans are
living longer, healthier lives, thanks to significant advances in biomedical and health services
research. The translation of research findings into clinical practice has raised awareness of the
importance of appropriate preventive services—such as timely screenings for cancer, heart
disease, and other serious conditions—and the crucial role that maintaining a healthy lifestyle
plays in maintaining health and enhancing quality of life.

However, our health care system faces many challenges including improving the quality and
safety of health care, ensuring access to care, increasing value

for health care, reducing disparities, increasing the use of health To Improve the
information technology, and finding new avenues for translating Quality, Safety,
research into practice. We have made progress in meeting these Efficiency and

challenges, but we can and must do better. Failure to improve .
health care delivery substantially is likely to impede realizing the Effectiveness of
full benefits of current breakthroughs in molecular medicine that Healthcare for all
can lead to personalized treatments. Americans

As one of 12 agencies within the Department of Health and Human Services, the Agency for
Healthcare Research and Quality (AHRQ) supports health services research initiatives that seek
to improve the quality of health care in America. AHRQ’s mission is to improve the quality,
safety, efficiency, effectiveness, and cost-effectiveness of health care for all Americans. The
Agency works to fulfill this mission by conducting and supporting health services research, both
within AHRQ as well as in leading academic institutions, hospitals, physicians’ offices, health
care systems, and many other settings across the country. The Agency has a broad research
portfolio that touches on nearly every aspect of health care. AHRQ-supported researchers are
working to answer questions about:

* Clinical practice.

» Outcomes of care and effectiveness.

* Evidence-based medicine.

 Primary care and care for priority populations.

 Health care quality.

* Patient safety/medical errors.

 Organization and delivery of care and use of health care resources.
* Health care costs and financing.

* Health care system and public health preparedness.

* Health information technology.

The ultimate goal is research translation—that is, making sure that findings from AHRQ research
are widely disseminated and ready to be used in everyday health care decisionmaking. AHRQ
research findings are used by providers, patients, policymakers, payers, health care
administrators, and others to improve health care quality, accessibility, and outcomes of care.

1 — Performance Budget Overview



B. Discussion of Strategic Plan and Goals

The Agency'’s internal structure and activities are organized under a series of portfolios that
contribute to AHRQ's overarching strategic goals and those of the Department (see figure
below). The strategic goals and research portfolios reflect the priorities of DHHS, AHRQ, and
those of the health care system.

AHRQ STRATEGIC GOAL AREAS

the risk of harm from health
care services by using
ORGANIZATIONAL EXCELLENCE
- Develop efficient and

responsive business

evidence based research to
processes.

promote the delivery of the

best possible care.
consumers, and patients to

use evidence based

EFFICIENCY — Transform
information to make

research into practice to
achieve wider access of

effective health care
health care outcomes by

SAFETY/QUALITY — Reduce
services and reduce
unnecessary health care
EFFECTIVENESS — Improve
encouraging providers,
informed treatment
choices/decisions.

HHS STRATEGIC GOALS

1. Reduce major threats to the Health and
Well-being of Americans

2. Enhance the Ability of the Nation’s Public
Health System to Effectively Respond to
Bioterrorism and Other Public Health
Challenges

3. Increase the Percentage of the Nation’s
Children and Adults who have Access to
Regular Health Care and Expand Consumer
Choices

4. Enhance the Capacity and Productivity of
the Nation’s Health Science Research X X
Enterprise

5. Improve the Quality of Health Care
Services

6. Improve the Economic and Social Well-
being of Individuals, Families, and
Communities, especially Those Most in
Need

7. Improve the Stability and Health
Development of Our Nation’s Children and
Youth

8. Achieve Excellence in Management
Practices

AHRQ PORTFOLIOS OF WORK

System Capacity and Bioterrorism

Data Development

Care Management

Cost, Organization and Socio-Economics

Health Information Technology

Long-Term Care

Pharmaceutical Outcomes

Prevention

Training

XXX XXX [ XXX [ X
XXX XXX [ XXX [ X
XXX XXX XXX [ X

Quality/Safety of Patient Care

Organizational Support X
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In particular, AHRQ is striving to transform the healthcare system (Secretary’s 500-Day Plan)
through our investments in patient safety and health information technology (health IT).
Investments in patient safety and health IT are allowing AHRQ to research, test and develop
health IT that ultimately will increase the quality and safety of health care for all Americans
(AHRQ’s mission and HHS Strategic Goal #5 and HHS Strategic Goal #4.4). In addition,
AHRQ'’s $15,000,000 investment in our Effective Healthcare Program will help to Modernize
Medicare and Medicaid (Secretary’s 500-Day Plan) by providing policy makers, clinicians and
patients with better information for making coverage and treatment decisions (HHS Strategic
Goal #3). Initial reports from this program will focus on effectiveness information relevant to
Medicare beneficiaries. AHRQ continues our $55,300,000 investment in the Medical
Expenditure Panel Survey (MEPS). MEPS is the only national source of data on how
Americans use and pay for medical care. The data collected from MEPS supports all of AHRQ
and many of HHS’ strategic goal areas (HHS Strategic Goals #3,4,5, and 6) as the survey
collects detailed information from families on access, use, expense, insurance coverage and
quality of care.

C. Overview of AHRQ Performance

The AHRQ strategic plan goals of Safety/Quality, Effectiveness, Efficiency, and Organizational
Excellence guide the overall management of the Agency. Supporting these strategic goals are
the Agency's portfolios of work. Each portfolio of work has developed a roadmap to success as
identified through well-established long-term outcomes measures, performance goals, and
annual targets. Through the extensive use of program logic modeling, Agency staff continues to
successfully focus on achieving the higher-level outcomes for the portfolios and work, and
ultimately identifying successful steps in improving the health care for Americans.

AHRQ continues its commitment to the President's Management Agenda. Work that is
performed by the Organizational Excellence portfolio continues to focus on and support this
agenda by establishing performance goals of "Getting to Green" on the Strategic Management
of Human Capital Initiative; Improve Financial Management by maintaining a low risk improper
payment risk status; Information Technology & E-Government through expanding E-
Government and increasing IT Organizational Capability, improving IT Security/Privacy, and
establishing Enterprise Architecture; and more closely integrating Budget and Performance
through the use planning systems and software for facilitating the integration of these activities.

AHRQ has taken a proactive position when addressing program performance and management
issues. Recognizing the value of the Performance Assessment Rating Tool instrument, each
portfolio of work has benefited from full internal PART reviews and presentations to Executive
Management members. AHRQ continues to benefit from the official PARTing of the Data
Development and Collection Portfolio, the Quality/Safety of Patient Care Portfolio, and the
Pharmaceutical Outcomes Portfolio. Finally, the Agency continues to develop strong measures
of efficiency for each PARTed program.

D. Overview of AHRQ Budget

AHRQ’s FY 2008 Request of $329,564,000 is an increase of $10,872,000 or 3.4 percent from
the FY 2007 Continuing Resolution (CR) level. At this level AHRQ will support ongoing efforts
to improve the quality, safety, outcomes, access to and cost and utilization of health care
services. This budget also provides $15,000,000 to accelerate the movement toward
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personalized health care and help bring “next generation” effectiveness of care for individual

patients.

AHRQ’s FY 2008 Request is arrayed below by AHRQ'’s budget activities: Research on Health
Care Costs, Quality and Outcomes (HCQO), the Medical Expenditure Panel Survey (MEPS),
and Program Support (PS). Details of the FY 2008 Request, by budget activity and a

discussion by strategic plan goal begin on page 30.

FY 2007
Continuing
Resolution (CR)

FY 2008
Request

Change from
Prior Year

HCQO $260,692,000 $271,564,000 +$10,872,000
Patient Safety (PS) Research $84,000,000 $93,934,000 +$9,934,000
( PS Health Information Technology) ($49,886,000) ($44,820,000) (-$5,066,000)
(General PS Funds) ($34,114,000) ($49,114,000) (+$15,000,000)
Non-Patient Safety Research $176,692,000 $177,630,000 +$938,000
(Effective Health Care Program) ($15,000,000) ($15,000,000) ($0)
MEPS $55,300,000 $55,300,000 $0
Program Support $2,700,000 $2,700,000 $0

TOTAL AHRQ BUDGET

$318,692,000

$329,564,000

+$10,872,000

The FY 2008 Request for the HCQO budget activity totals $271,564,000, an increase of
$10,872,000 from the FY 2007 Continuing Resolution level. It is within HCQO that AHRQ
supports our patient safety and health information technology programs. MEPS continues to
provide the only national source for annual data on how Americans use and pay for medical
care. The FY 2008 Request will allow AHRQ to continue this successful and highly effective
program. Finally, Program Support is maintained at the FY 2007 Continuing Resolution level to
cover mandatory costs related to the overall direction of the Agency.

HCQO: Patient Safety Research

AHRQ'’s patient safety program is aimed at identifying risks and hazards that lead to medical
errors and finding ways to prevent patient injury associated with delivery of health care. AHRQ
supports research that provides information on the scope and impact of medical errors,
identifies the root causes of threats to patient safety, examines effective ways to make system-
level changes to help prevent errors, and evaluates the effectiveness of health information
technology as a critical component of efforts to reduce errors and increase efficiency.
Dissemination and translation of these research findings and methods to reduce errors is also
critical to improving the safety and quality of health care. To make changes at the system level,
there also must be an environment, or culture, within health care settings that encourages
health professionals to share information about medical errors and ways to prevent them.

The FY 2008 Request provides $93,934,000, an increase of $9,934,000 for the patient safety
program. Of this total, $44,820,000 is dedicated to research related to Health Information
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Technology (health IT) — a decrease of $5,066,000 from the FY 2007 Continuing Resolution
level. In FY 2008, the patient safety health IT program will continue grants and contracts
related to the Ambulatory Patient Safety Program launched in FY 2007. The decrease in this
program comes from non-competing grants that end in FY 2007. These funds were not re-
invested into new patient safety health IT grants in FY 2008. General patient safety research is
funded at $49,114,000, an increase of $15,000,000 from the FY 2007 Continuing Resolution
level. The entire increase is dedicated to the Personalized Health Care Initiative. The
remaining funds for general patient safety research focus on AHRQ's patient safety research
portfolio, including funds dedicated to the Ambulatory Patient Safety Program and the Patient
Safety and Quality Improvement Act of 2005.

HCQO: Patient Safety Research: Personalized Health Care Initiative

Within the patient safety program a total of a $15,000,000 is devoted to the Personalized Health
Care Initiative. The Personalized Health Care Initiative will accelerate the movement toward
personalized health care and help bring “next generation” effectiveness of care for individual
patients. This initiative is essential to our drive for health care transparency (by identifying and
consistently measuring effective, high quality care).

Improving the quality and effectiveness of health care — providing the right care to the right
patient at the right time, and getting it right the first time — remains a challenge in the United
States. Today, the opportunities to expand high quality, cost-effective care are growing
exponentially as a result of our ongoing investments in genomics, molecular biology, and basic
biomedical research. The additional diagnostic and treatment options research yields will soon
make it possible to provide highly effective individualized care in an unprecedented fashion. But
we will also face growing challenges in making clinical use of this new knowledge. In a
consumer- and value-oriented health care system, increased options need to be accompanied
by the information necessary to evaluate those choices and make more informed decisions.
The transition of patient care from a paper-based system to an electronic system has important
implications. Adoption of health information technology means that information about new
interventions can be deployed more rapidly and disseminated more broadly than ever before.
Fortunately, health IT also provides us with the vehicle for transforming our health services
research enterprise so that we can evaluate the effectiveness of these interventions in real-time
by providing answers to questions such as: How the breakthrough compares with existing and
other new interventions? Which classes of patients benefit most from each intervention? What
is the most effective and efficient approach to delivery?

Today, only a few networks around the country have the data systems that will allow doctors,
nurses, researchers and others to answer these important questions. However, the questions
they can ask are often limited to the most common drugs and diagnoses. Many emerging
breakthrough treatments will apply to a small number of patients, for example, a new treatment
that cures 10 percent of patients with non small-cell lung cancer would be effective for
approximately 14,700 patients across the nation from the 147,000 affected. Even the largest
systems with sophisticated health IT would be likely to include only a small percentage of these
individuals, limiting capacity to detect adverse events and identifying individuals who meet the
criteria for the new treatment but do not respond to the treatment effectively. A larger network,
such as the one proposed here, offers the opportunity to capture a larger percentage of those
who respond effectively, increasing the ability for doctors to provide the right treatment to the
right patient. By leveraging the role of the federal government as a convener, in addition to its
roles as the largest purchaser of health care and a major supporter of scientific advances, we
will create a virtual network that will allow the data to remain within those systems while
achieving the dramatic improvements in care seen from strongly centralized efforts to research
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and development. The results of our efforts will be health information that can be easily shared,
searched, measured and analyzed to determine what treatments and drugs are most effective
and at what cost regardless of the size of the network. In addition, this network will be designed
to be relevant for multiple types of studies and surveillance efforts, thus offering sustainable or
re-usable infrastructure. This initiative will:

. provide incentive and infrastructure to support and promote collaboration of research
networks and data sources to sustain both health practice improvement, increase value
of services provided, and practical research while delivering health care.

o improve the utility of administrative data sources for population-based research and
quality assessment by linking clinical information from data repositories to administrative
data.

. take advantage of existing partnerships and administrative data sources by adding

specific clinical information available through electronic health records, prescription data
(multiple sources), and laboratory data (from laboratories) is a more efficient and
practical approach to expanding research capacity than creating a new data
infrastructure.

. Build new and linking existing practical practice-based research networks and their de-
identified patient data will make possible the generation of evidence — new knowledge —
during the course of health care delivery at a lower cost and shorter timeline.

For more information about this initiative, please see page 45.

HCQO: Patient Safety Research: Patient Safety and Quality Improvement Act of 2005

The Patient Safety and Quality Improvement Act of 2005 amended the Public Health Service
Act to encourage a culture of safety in health care organizations. It provides legal protection of
information voluntarily reported to patient safety organizations (PSOs). To encourage health
care providers to work with the PSOs, the Act provides Federal confidentiality and privilege
protections. The Act prohibits the use of these analyses in civil, administrative, or disciplinary
proceedings and limits their use in criminal proceedings. AHRQ is developing plans to help
implement the Act as a science partner to the PSOs and health care providers. The Agency’s
goals are to help advance the methodologies that identify the most important causes of threats
to patient safety, identify best practices for addressing those threats, and share the lessons
learned as widely as possible. FY 2008 funding for this program will total $6,500,000.

HCQO: Patient Safety Research - Mechanism Discussion

Research grant support for the patient safety program totals $34,053,000 (78 grants) at the
FY 2008 Request. This is a decrease of $6,786,000 (22 grants) from the FY 2007 Continuing
Resolution level of $40,839,000. In terms of new research grants, the FY 2008 Request funds
15 new grants for a total of $5,941,000. All of the new patient safety grants at the FY 2008
Request will build on the proposals developed for the FY 2007 Ambulatory Patient Safety
program. Areas of focus will include medication management tools such as e-prescribing,
improved information tools at the point of care and for clinicians and consumers and
improvements in chronic illness care and prevention. A total of $3,393,000 will be funded with
patient safety Health Information Technology (health IT) funds and $2,548,000 will be funded
with general patient safety funds.

The FY 2008 Request continues the Ambulatory Patient Safety Program, comprised of
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$29,388,000 in patient safety health IT funds and $5,814,000 in general patient safety funds.
This program continues AHRQ’s overall patient safety vision to reduce the risk of harm from
health care services by promoting the delivery of appropriate care that achieves the best quality
outcome. The Ambulatory Patient Safety Initiative will both complement and contribute to the
overall goals and objectives of the President’s Health Information Technology (health IT)
Initiative, the American Health Information Community (AHIC) and those of the Office of the
National Coordinator for Health Information Technology (ONC).

Support for patient safety research contracts totals $59,881,000 at the FY 2008 Request, an
increase of $16,720,000 from the FY 2007 Continuing Resolution level. This increase funds the
Personalized Health Care Initiative at $15,000,000. The Request also reflects an increase of
$1,720,000 for several research contracts, including contracts and IAAs related to the Patient
Safety and Quality Improvement Act of 2005 and the Ambulatory PS Program. No other new
patient safety contracts are proposed at the FY 2008 Request.

HCQO: Non-Patient Safety Research

AHRQ’s non-patient safety program has a broad research agenda that touches on nearly every
aspect of health care. AHRQ-supported researchers are working to answer questions about:
care management; cost, organization and socio-economics; data development; long-term care;
pharmaceutical outcomes; prevention; training; quality of care; and system capacity and
bioterrorism. The FY 2008 Request provides support of $177,630,000, an increase of $938,000
from the FY 2007 Continuing Resolution level.

HCQO: Non-Patient Safety Research: Mechanism Discussion

At the Request AHRQ will support 131 non-patient safety grants for a total of $32,692,000. This
is a decrease of $6,626,000 (65 grants) from the FY 2007 Continuing Resolution level of
$39,318,000. The Request will provide
$3,706,000 to support 42 new grants. The 10 Research Portfolios
new grants will continue research in our
three strategic plan goal areas and 10
research portfolios of work. The FY 2008
Request also provides approximately
$9,000,000 in continuation support for new
grants funded at the FY 2007 Continuing
Resolution level.

System Capacity and Bioterrorism

Data Development

Care Management

Cost, Organization and Socio-Economics
Health Information Technology
Long-Term Care

Pharmaceutical Outcomes

Prevention

Support for non-patient safety contracts Training .

totals $84,838,000, an increase of Quality/Safety of Patient Care
$3,983,000 from the FY 2007 Continuing

Resolution level. Of this increase, $3,730,000 will support contracts related the Value-driven
Healthcare Initiative, formerly known as the AQA Alliance pilot projects. The remaining
$253,000 reflects an increase in non-patient safety continuation costs for several contracts.
This Value-driven Healthcare initiative is joint effort with the Center for Medicare and Medicaid
Services (CMS) and, ultimately, the private sector. The overarching goal of the Value-driven
Healthcare Initiative (+$3,730,000) is to enhance person and population-centered care by
improving the quality of healthcare services and reducing healthcare costs. The initiative will
seek to combine public and private information to measure and report on physician and hospital
practice in a meaningful and transparent way for consumers and purchasers of health care.

In addition, the FY 2008 Request provides an increase of $3,581,000 for research management
costs. These funds provide for mandatory increases within AHRQ’s budget, including pay
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raises, seven additional Full-Time Equivalent Employees, rent increases and funds for the
Unified Financial Management System (UFMS) and the HHS Consolidated Acquisition System
(HCAS). For more information on the UFMS and HCAS please see pages 126 and 127.

HCQO: Non-Patient Safety Research: Effective Health Care Program

AHRQ's Effective Health Care Program provides current, unbiased evidence about the
comparative effectiveness of different health care interventions. The object is to help
consumers, health care providers, and

others make informed choices among Effectiveness of Noninvasive Diagnostic Tests
treatment alternatives, including for Breast Abnormalities

dru9_3- The program Was_created Und_er_ ¢ Major Finding: Four common noninvasive tests for
Section 1013 of the Medicare Prescription breast cancer are not accurate enough to routinely

Drug, Improvement, and Modernization replace biopsies for women who received abnormal
Act of 2003 to conduct research regarding findings from a mammogram or physical exam
"the outcomes, comparative clinical

» May miss about 4 to 9 percent of cases among

effectiveness, and appropriateness of women testing negative who have average risk
health care items and services." The for the disease

program was launched in 2005 with a _ _

$15,000,000 budget. It focuses initially on Common noninvasive tests:

issue_s of special importgnce to Med!ca_re Magnetic resonance imaging

but will be expanded to include Medicaid Ultrasonography

and the State Children’s Health Insurance Position emission tomography scanning
Program (SCHIP). The FY 2008 Request Scintimammography

continues .OU-I’ $15’OOO’OOO Investment to Comparative Effectiveness Review No. 2, Effectiveness of
support this Important program. Noninvasive Diagnostic Tests for Breast Abnormalities,

February, 2006.

Medical Expenditure Panel Survey
(MEPS):

The FY 2008 Request for the Medical Expenditure Panel Survey (MEPS) totals $55,300,000,
maintaining the same level of support as the FY 2007 Continuing Resolution level. In FY 2007
the MEPS received an additional $1,940,000 in technical support provided within the HCQO
budget activity for the MEPS program. This support is not continued in FY 2008.

Program Support (PS):

The FY 2008 Request for Program Support totals $2,700,000, the same level of support as the
FY 2007 Continuing Resolution level. Program support funds are used to support the overall
direction of the Agency.
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Discretionary All-Purpose Table
Agency for Healthcare Research and Quality

(dollars in thousands)

FY 2007 FY 2008
FY 2006 President’'s CR President’s
PROGRAM Enacted /1 Budget 1/ Level 1/ Budget

RESEARCH ON HEALTH COSTS,

QUALITY AND OUTCOMES
Budget Authority..........ccccoeeeeeeein .. $0 $0 $0 $0
PHS Evaluation..........c.covvevviiiieiiennn. 260,692 260,692 260,692 271,564

Subtotal, HCQO..........cooe i, 260,692 260,692 260,692 271,564
FTES i e 270 277 270 277
MEDICAL EXPENDITURES PANEL

SURVEY
Budget Authority............c.coviii i, 0 0 0 0
PHS Evaluation..........c.ccovovviiiiiiiennn. 55,300 55,300 55,300 55,300

Subtotal, MEPS..................o 55,300 55,300 55,300 55,300
PROGRAM SUPPORT
Budget Authority..........cccoo i, 0 0 0 0
PHS Evaluation............ccovvviiiiiiieennn. 2,700 2,700 2,700 2,700

Subtotal, PROGRAM SUPPORT........ 2,700 2,700 2,700 2,700
FTES. . i 22 22 22 22
SUBTOTAL
Budget Authority............ocooevienienld 0 0 0 0
PHS Evaluation...........cccoeevviiinennnn. 318,692 318,692 318,692 329,564
TOTAL OPERATIONAL LEVEL........ 318,692 318,692 318,692 329,564
[ I 292 299 292 299

1/ FY 2006 and FY 2007 have been made comparable to reflect a $3,000 transfer to DHHS/OS in
FY 2008 related to taps and assessments.

Mechanism Tables - Total AHRQ
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AGENCY FOR HEALTHCARE RESEARCH AND QUALITY
Mechanism Table Summary
(Dollars in Thousands)

FY 2007
FY 2006 Continuing FY 2008
Actual Resolution Budget Request
RESEARCH GRANTS No. Dollars No. Dollars No. Dollars
Non-Competing.......oovvvveiiienieiinenns 195 67,383 125 32,216 152 56,598
New & Competing: 158 22,530 171 47,441 57 9,647
Supplemental..........cccoooiiiiiiiiiiin. _ 182 _ 500 _ 500
TOTAL, RESEARCH GRANTS........ 353 90,095 296 80,157 209 66,745
CONTRACTS and IAAS.......cccveiens 116,339 124,016 144,719
MEPS .. 55,300 55,300 55,300
TOTAL CONTRACTS/IAAS......cccceeee 171,639 179,316 200,019
RESEARCH MANAGEMENT .............., 56,940 59,219 62,800
TOTAL, AHRQ......ceviiiiiiiiiiciiics 318,674 318,692 329,564

Mechanism Tables — Non-Patient Safety
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AGENCY FOR HEALTHCARE RESEARCH AND QUALITY
Non-Patient Safety Mechanism Summary
(Dollars in Thousands)

FY 2007
FY 2006 Continuing FY 2008
Actuals Resolution Budget Request
RESEARCH GRANTS No. Dollars No. Dollars No. Dollars
Non-Competing.......cccoovvvvieviinncnnnns 84 25,624 87 19,191 89 28,486
New & Competing........cooovvvvevninnnn. 138 17,408 109 19,627 42 3,706
Supplemental......c.cccccoevvveiiiiiiiiiieneee, . 182 . 500 _ 500
TOTAL, RESEARCH GRANTS........ 222 43,214 196 39,318 131 32,692
CONTRACTS and IAAS.......cccvieenes 79,220 80,855 84,838
MEPS .. 55,300 55,300 55,300
TOTAL CONTRACTS/IAAS......ccoeveee 134,520 136,155 140,138
RESEARCH MANAGEMENT .............., 56,940 59,219 62,800
TOTAL oo 234,674 234,692 235,630

Mechanism Tables - Patient Safety
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AGENCY FOR HEALTHCARE RESEARCH AND QUALITY
Patient Safety Mechanism Table
(Dollars in Thousands)

FY 2007
FY 2006 Continuing FY 2008
Actual Resolution Budget Request
RESEARCH GRANTS No. Dollars No. Dollars No. Dollars
Non-Competing.......coooeveiieiiiiiiinnnns 111 41,759 38 13,025 63 28,112
New & Competing.......c.ccovevvivineennn. 20 5,122 62 27,814 15 5,941
Supplemental.........cccocccciiiiiiiiiiiieee, _ 0 _ 0
TOTAL, RESEARCH GRANTS........ 131 46,881 100 40,839 78 34,053
CONTRACTS and IAAS..........ceecennenes 37,119 43,161 59,881
MEPS ..o 0 0
TOTAL CONTRACTS/IAAS......ccccc...... 37,119 43,161 59,881
RESEARCH MANAGEMENT ............... 0 0
TOTAL oo 84,000 84,000 93,934

Appropriation Language
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Agency for Healthcare Research and Quality

Healthcare Research and Quality

For carrying out titles Il and 1X of the Public Health Service Act, and part A of Title Xl of the
Social Security Act, amounts received from Freedom of Information Act fees, reimbursable and
interagency agreements, and the sale of data shall be credited to this appropriation and shall
remain available until expended. Provided, That the amount made available pursuant to section
927(c) of the Public Health Service Act shall not exceed $329,564,000.
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Amounts Available for Obligation

DEPARTMENT OF HEALTH AND HUMAN SERVICES
AGENCY FOR HEALTHCARE RESEARCH AND QUALITY

Amounts Available for Obligation 1/

2007
2006 Continuing 2008
Actual Resolution Estimate
Appropriation:
ANNUAL .. $0 $0 $0
Reduction pursuant to Section 122 of
P.L.108-447 ..o $0 $0 $0
Subtotal, adjusted appropriation.............. $0 $0 $0
Offsetting Collections from:
Federal funds pursuant to
Title IX of P.L. 102-410,
(Section 927(c) PHS Act)
HCQO ..ttt $260,692,000 $260,692,000 $271,564,000
MEPS . ..o $55,300,000 $55,300,000 $55,300,000
Program SUPPOIt........ccccveevieeeiiieeiiee e, $2,700,000 $2,700,000 $2,700,000
Subtotal, adjusted appropriation............ $318,692,000 $318,692,000 $329,564,000
Unobligated Balance Lapsing..................... ($14,000)
Total obligations..........cccooceviiiiiiiecnne $318,678,000 $318,692,000 $329,564,000

1/ Excludes the following amounts for reimbursements:
FY 2006: $27,441,000 ($7,608,000 for NRSAs and $19,833,000 for other reimbursements).
FY 2007: $27,441,000 ($7,608,000 for NRSAs and $19,833,000 for other reimbursements).
FY 2008: $27,441,000 ($7,608,000 for NRSAs and $19,833,000 for other reimbursements).
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Summary of Changes

SUMMARY OF CHANGES
2007 Continuing ReSOIULION. .. ...cviii i e e e, $0
(OBHIGAtIONS).....e ittt et e e e e e ($318,692,000)
2008 ESHIMALE ...t tee et ettt et et e e e e e e et e et e e e et e $0
(OBIIGALIONS) ... et et et e e et e e e e e e e e ($329,564,000)
NEE CNANGE ..t ettt e e e et et e $0
(OBHIGALIONS). ... e vttt et e e e e e (% 10,872,000)
2007 Current
Budget Base Change from Base
Budget Budget

(FTE) Authority (FTE) Authority

Increases:
A. Built-in:

1. Within grade increases............. -- - - -
(--) (38,625,000) () (+622,000)

2. Annulization of 2007 pay raise... -- - - -
(--) (38,625,000) (--) (+258,000)

3. January 2008 Pay Raise 3.0%...... -- -- --
(38,625,000) () (+898,000)

4. Two More Days of Pay............ - - -
(38,625,000) () (+297,000)

5. Rental payments to GSA.......... - - -
(4,190,000) () (+94,000)

6. Inflation Costs on Other Objects..........cccvvviiviieinnennnn. - -
(=) (+365,000)

Subtotal, BUilt-iN.......ooieiiie e e, --

(--) (+2,534,000)
B. Program:
Research of Health Costs, Quality,
& Outcomes increase Personalized -- -- -- --
Health Care Initiative............... (292)  (260,695,000)  (+7) (+16,407,000)

Subtotal, Program..........cccoii i -- --
(+7) (+16,047,000)

TOtAl INCFEASES. ... e ettt e e -- -
(+7) (+18,581,000)
(Continue on the following page)
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Summary of Changes Continued

2007 Current

Budget Base Change from Base
Budget Budget
(FTE) Authority (FTE) Authority
Decreases:
A. Built-in:
1. Absorption of the built-in increases................ccooceeven. - --
(=) (-2,534,000)
Subtotal, BUilt-in..........c.ooi i - -
(--) (-2,534,000)
B. Program:
1. Research of Health Costs, Quality, & Outcomes decrease
in the Health Information Technology Initiative............ -- -
(=) (-5,165,000)
Subtotal, Program.......c.ooiiieis e e -- -
(--) (-5,165,000)
TOAl DECIEASES. ... vttt et et e e e e e - -
(-2) (-7.709,000)
Net change, Budget Authority............coooeiiiii i -- --
Net change, Obligations..............cccovviiii i, (7 ($10,872,000)
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Budget Authority by Activity

AGENCY FOR HEALTHCARE RESEARCH AND QUALITY

Budget Authority by Activity 1/
(Dollars in thousands)

2006 2007 Continuing 2008
Actual Resolution Estimate
FTE Amount FTE Amount FTE Amount
1. Research on Health Costs,
Quality, & Outcomes BA................ 0 0 0 0 0
PHS Evaluation............cccccvvveeeennnns [270] [260,678]  [270] [260,692]  [277] [271,564]
Total Operational Level................. 270 260,678 270 260,692 277 271,564
2. Medical Expenditures Panel
Surveys BA ..., 0 0 0
PHS Evaluation.............ccccceeeeen. - 55,300 - 55,300 --- 55,300]
Total Operational Level................. 55,300 55,300 55,300
3. Program Support BA.........ccccceeeee. 0 0 0
PHS Evaluation............ccccveeeeeennne [22] 2,696 [22] 2,700 [22] 2,700]
Total Operational Level................. 22 2,696 22 2,700 22 2,700
Total, Budget Authority.................. 0 0 0 0 0
Total PHS Evaluation.................... [292] [318,674] [292] [318,692] [299] [329,564]
Total Operations ............cccvvveeeennne, 292 318,674 292 318,692 299 329,564

1/ Excludes the following amounts for reimbursements:
FY 2006: $27,441,000 ($7,608,000 for NRSAs and $19,833,000 for other reimbursements).
FY 2007: $27,441,000 ($7,608,000 for NRSAs and $19,833,000 for other reimbursements).
FY 2008: $27,441,000 ($7,608,000 for NRSAs and $19,833,000 for other reimbursements).
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Budget Authority by Object

Increase
2007 2008 or
Continuing Resolution Estimate Decrease
Full-time equivalent employment..................ccoe.... 292 299 +7
Full-time equivalent of
overtime and holiday hours 1 1
Average SES salary........cccoccvoveeiiiiiiiieiniiiiee s 186,500 192,281 +5,781
Average GS grade...........occovoiviieiiiiiiniieieceee 12.7 12.7 ---
Average GS Salary........cccovvevieenieeiiie e 80,123 82,607 +2,484
Personnel compensation:
Full-time permanent...........ccccocvvvvieenneenine e 0 0 0
(21,030,000) (22,730,000) (+1,700,000)
Other than full-time permanent..................cc.co..... 0 0 0
(7,565,000) (8,176,000) (+611,000)
Other personnel compensation................ccceeeeene, 0 0 0
(890,000) (962,000) (+72,000)
Military Personnel..........cccccovieiiiieiiieiiiieeiinns 0 0 0
(1,350,000) (1,459,000) (+109,000)
Civilian Personnel Benefits...........cccccvevvvviivenennne. 0 0 0
(6,985,000) (7,550,000) (+565,000)
Military Personnel Benefits............ccocceeniiiinieninnns 0 0 0
(805,000) (870,000) (+65,000)
Benefits to Former Personnel............cccccocevieinene 0 0 0
Q) ()] Q)
Subtotal Pay COSES.......cccovvveiiiieiieeiiceciee e 0 0 0
(38,625,000) (41,747,000) (+3,122,000)
Travel and transportation of persons....................... 0 0 0
(819,000) (837,000) (+18,000)
Transportation of things...........cccco i, 0 0 0
(87,000) (89,000) (+2,000)
Rent, communications, and utilities:
Rental payments t0 GSA.........cccoeiiiieieeiieeee 0 0 0
(4,283,000) (4,377,000) (+94,000)
Rental payments to others.............ccccoveeviieennen. 0 0 0
(199,000) (203,000) (+4,000)
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Budget Authority by Object Continued

Communications, utilities, and
miscellaneous charges..........ccccccveevvvieeeeeesieneene.

Printing and rep

Other Contract

Other services

roduction.......cccceeevevveeeeeeniiieen,

ual Services:

Purchases of Goods & Services

from Other Government Agencies

Research and Development

Contracts........

Subtotal Other

Contractual Services................

Supplies and materials...........cccoveeeiiiennnnen.

Equipment........

Grants, subsidies, and contributions........

Subtotal Non-Pay Costs

Total budget authority by object class

Total obligations by object class.....................

(11,215,000)

0
(28,668,000)

0
(153,151,000)

0
(193,034,000)

0
(552,000)

0
(1,662,000)

0
(77,658,000)

0
(280,067,000)

0
(318,692,000)

2007 2008
Continuing Resolution Estimate
0 0
(699,000) (714,000)
0 0
(1,074,000) (1,098,000)
0 0

(11,472,000)

0
(28,668,000)

0
(171,351,000)

0
(211,491,000)

0
(564,000)

0
(1,699,000)

0
(66,745,000)

0
(287,817,000)

0
(329,564,000)

Increase
or

Decrease

0

(+15,000)

0

(+24,000)

0

(+257,000)

0

(-0)

0

(+18,200,000)

0
(+18,457,000)

0
(+12,000)

0
(+37,000)

0
(-10,913,000)

0
(+7,750,000)

0
(10,872,000)

20 — Budget Exhibits




Salaries and Expenses

AGENCY FOR HEALTHCARE RESEARCH AND QUALITY
Salaries and Expenses
Total Appropriation

FY 2007
Continuing FY 2008 Increase or
Object Class Resoultion Estimate Decrease
Personnel compensation:
Full-time permanent (11.1).......cccceeeivieenne $21,030,000 | $22,730,000 ] +%$1,700,000
Other than full-time permanent (11.3)....... $7,565,000 $8,176,000 +$611,000
Other personnel compensation (11.5)....... $890,000 $962,000 +$72,000
Military Personnel (11.7)........cccccevveennns $1,350,000 $1,459,000 +$109,000
Civilian Personnel Benefits (12.1)............. $6,985,000 $7,550,000 +$565,000
Military Personnel Benefits (12.2)........... $805,000 $870,000 +$65,000
Benefits to Former Employees (13.1)...... $0 $0 $0
Subtotal Pay COStS .........c................ $38,625,000 | $41,747,000 | +$3,122,000
Travel (21.0)....cccceeeiiiiiie, $819,000 $837,000 +$18,000
Transportation of Things (22.0)................ $87,000 $89,000 +$2,000
Rental payments to others (23.2).............. $199,000 $203,000 +$4,000
Communications, utilities, and
miscellaneous charges (23.3).............. $699,000 $714,000 +$15,000
Printing and reproduction.............cccccoe... $1,074,000 $1,098,000 +$24,000
Other Contractual Services:
Other Services (25.2).....ccccccevveeeceeecireeenne. $10,239,000 | $10,475,000 +$236,000
Operations and maintenance
of equipment (25.7)......ccovvvieeeeiiiiiiieeeenn, $976,000 $997,000 $21,000
Subtotal Other Contractual Services $11,215,000 | $11,472,000 +$257,000
Supplies and materials (26.0)................ $552,000 $564,000 +$12,000
Subtotal Non-Pay Costs ................... $14,645,000 | $14,977,000 +$332,000
Total Salaries and Expenses.................. $53,270,000 | $56,724,000 +$3,454,000
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Significant Items

FY 2008 HOUSE REPORT NO. 109-515

Detection of Medical Errors

1. HOUSE (Rept. 109-515) p. 140
The Committee also encourages AHRQ to look favorably on proposals that would
proactively detect medical errors and preemptively control injury via compact medical
devices that acquire, analyze and filter data from multiple, disparate, wireless and wired
sources.

Action Taken or to be Taken:

In response to the Committee’s encouragement, AHRQ has funded several proposals to
proactively detect medical errors. AHRQ's health information technology portfolio now
funds over 100 projects, many of which use electronic medical records and
computerized physician order entry systems to monitor the safety of care as well as
proactively guide patients and providers to better and safer care. In one project funded
by AHRQ at Duke University, the hospital based medication error monitoring system has
been so successful the institution is extending the project into its outpatient clinics.

Integrated Medication Delivery Systems

2. HOUSE (Rept. 109-515) p. 140
Within the total for research on health costs, quality, and outcomes, the Committee
provides $84,000,000 for the patient safety program, which is the same as the fiscal year
2006 funding level and the budget request. This amount includes $50,000,000 for
grants to support the health information technology (health IT) initiative. The Committee
urges AHRQ to play a key role in the initiative being developed in the Office of the
National Coordinator for Health Information Technology. The Committee is aware of
several pilot projects being funded that demonstrate the reduction in patient harm from
the use of integrated medication delivery systems and urges AHRQ to continue making
such systems a component of its health IT grants.

Action Taken or to be Taken:

In response to the Committee’s urging, AHRQ has actively sought to provide funding for
integrated medication delivery systems which reduce patient harm and improve the
quality of healthcare. In addition to our current projects, AHRQ just published a funding
opportunity announcement for demonstrations of technologies to improve the safety and
quality of medication management and to deliver evidence based medicine at the point
of care.

AHRQ has also been an active partner and collaborator with the Office of the National
Coordinator for Health Information Technology (ONC). In addition to co-funding
nationwide projects on privacy and security of healthcare information with ONC, AHRQ
directly participates in all activities of the American Health Information Community
(AHIC) and supports the recommendations of AHIC through its projects and
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demonstrations. AHRQ has additionally engaged with ONC to provide support and
guidance as that office has further developed its mission and goals.

Treatment of Mental lllness in the Geriatric Population

3.

HOUSE (Rept. 109-515) p. 141

The Committee is concerned about the prevalence of undiagnosed and untreated mental
illness among older Americans. Affective disorders, including depression, anxiety,
dementia, and substance abuse and dependence, are often misdiagnosed or not
recognized at all by primary and specialty care physicians in their elderly patients.
Research has shown that the treatment of mental illness can improve health outcomes
for those with other chronic diseases. While effective treatments for these conditions
are available, there is an urgent need to translate advancements from biomedical and
behavioral research to clinical practice. The Committee urges AHRQ to support
evidence-based research projects focused on the diagnosis and treatment of mental
illnesses in the geriatric population, and to disseminate evidence-based reports to
physicians and other health care professionals.

Action Taken or to be Taken:

AHRQ recognizes that mental health conditions have a substantial burden on the
elderly, and we are actively engaged in developing and disseminating evidence-based
information to assist with the identification and management of such conditions.
Regarding screening, the US Preventive Services Task Force, an independent panel of
experts in primary care and prevention that is supported by AHRQ, has released
recommendations on screening for dementia, screening for alcohol misuse, and
screening for depression. AHRQ'’s Put Prevention Into Practice Program works to
facilitate incorporation of these recommendations into clinical practice. AHRQ'’s
Evidence-based Practice Centers Program (EPC) has released reports on
Pharmacotherapy for Alcohol Dependence, Post-myocardial infarction depression, and
Pharmacologic Treatment of Dementia.

In addition, through our new Effective Health Care (EHC) Program, we are currently
conducting reports on Evidence for Off-Label Use of Atypical Anti-psychotic Medications
and on Comparative Effectiveness of Pharmacotherapeutics for Depression. Both
reports are due to be released shortly. As part of the EHC Program, the John M.
Eisenberg Clinical Decisions and Communications Science Center was created to
translate knowledge about effective health care into understandable, actionable
language for all decisionmakers. An important function of the Center is to present the
often complex scientific information in a format that stakeholders and the public can
easily understand. In 2006, AHRQ awarded a cooperative agreement to establish a
Center for Education and Research on Therapeutics (CERT) that specializes on mental
health located at Rutgers University.

AHRQ has worked closely with HHS sister Agencies, in response to the 2003 Report of
the President’s New Freedom Commission on Mental Health, on mental health
transformation and spearheaded the collaborative development of an Evidence-based
Practice Report slated for 2007 funding. Participating Federal agencies are SAMHSA,
HRSA, IHS, and others. The focus of the EPC Report will be Integrating Mental Health
and Primary Care and will include a focus on treatment of the elderly. Other plans for
2007 funding include supporting a collaboration with CMS, NIMH, and the VA focused
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on the development of a nursing home evidence-based electronic resident assessment
protocol (e-RAP) for depression. This interactive decision support tool presents a true
opportunity to test IT solutions in nursing homes as electronic RAPs could ultimately be
mandated by CMS in 16,000 nursing homes. AHRQ also supports a breadth of research
to develop new knowledge about effective care for mental health in the elderly.*

* Recent/On-going Grants on Mental Health Related Projects

A program of collaborative care for Alzheimer Disease (2001-2006);Different
Approaches to Information Dissemination (2002-2006);Expert system diagnosis of
depression and dementia (1998-1999);Pilot — Provide AHRQ guidelines to African
Americans with diabetes and depression (2000-2005); Accelerating TRIP in a Practice-
Based Research Network (2002-2006); "Depression Care Using Computerized Decision
Support”( 1996-2002);“Patient Centered Depression Care for African Americans”
(2003-2008)

Use of Simulation-based Medical Education For Patient Care

4.

HOUSE (Rept. 109-515) p. 141/142

The Committee is aware that simulation-based medical education can ensure clinical
competence and reinforce best practices by allowing medical students and experienced
clinicians to practice procedures in a realistic setting. The enhanced clinical skill
development provided by simulation-based medical training benefits patients and
healthcare consumers in the form of improved health outcomes, patient safety, and
quality; reduced medical errors and deaths; and increased healthcare cost savings. The
Committee encourages AHRQ to support research, convene workshops, and perform
outreach to medical, nursing, and allied health schools to improve the utilization and
development of simulation technologies in medical education and demonstrate the value
of simulation-based medical training. AHRQ is encouraged to collaborate with the
Department of Defense, the Telemedicine and Advanced Technology Research Center
(TATRC), the Department of Veterans Affairs, and the National Institutes of Health in the
further deployment of medical simulation research, tools, and training to improve patient
care.

Action Taken or to be Taken:

AHRQ recently awarded more than $5 million for 19 new grants under its “Improving
Patient Safety through Simulation Research” request for applications. Medical
simulation involves scenarios in which real-life medical situations are re-created so that
health care providers can practice new procedures and techniques before performing
them on patients and potentially placing them at risk. Medical simulation is deemed a
valuable approach to reducing medical error and improving patient safety. The
simulation projects focus on a range of interventions that can contribute to a safer health
care environment. Several projects focus on teamwork in high-risk settings such as
emergency departments, labor and delivery units, and intensive care units. Other
projects focus on effective communication among members of the health care team,
disclosure of medical errors to patients and their families, the effects of implementing
health information technology, patient handoffs, transitions of care within hospitals, and
improving clinician diagnostic skills for patients with life-threatening diagnoses. These
19 projects will have an immediate and long-term impact by accelerating the
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implementation of new simulation tools to improve patient safety and reduce or eliminate
patient harm. The projects funded by AHRQ will inform providers, health educators,
payers, policy makers, patients, and the public about the effective use of simulation in
preventing medical errors and improving patient safety. In reviewing these projects in
preparation for funding selections, AHRQ's review panel included staff from TATRC and
VA reviewers were excluded because of conflicts of interest (i.e., applications from
principal investigators with VA affiliation). As the work gets underway with the portfolios,
we anticipate collaboration/coordination with the DOD, VA, NIH, and TATRC.
Additionally, when the projects are completed, there will be widespread dissemination of
findings to government and non-government health care organizations.

Research on Outcomes of Dialysis Methods

5.

HOUSE (Rept. 109-515) p. 142

The Committee is concerned about end stage renal disease (ESRD) and the difference
in prevalence of treatment modalities, especially the significant difference between
peritoneal dialysis and hemodialysis. The Committee urges AHRQ to conduct a
comprehensive meta-analysis of the best available research studies comparing short
and long term outcomes of dialysis methods, especially those affecting the quality of life
of ESRD patients, and the costs associated with the treatment of these patients.

Action Taken or to be Taken:

AHRQ agrees that ESRD is an important clinical condition with significant impact on
quality of live. AHRQ will explore the feasibility of doing a meta-analysis comparing
short and long term dialysis methods and the availability of research evidence on
which to base a meta-analysis.
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FY 2008 SENATE REPORT NO. 109-287

Duchenne and Becker Muscular Dystrophy

1.

2.

SENATE (Rept. 109-287), p. 183

The Committee is pleased that AHRQ is working with the Centers for Disease Control
and Prevention [CDC] to establish evidence-driven standards of care for DBMD patients,
and encourages both agencies to complete this work by February 1, 2007.

Action Taken or to be Taken:

Duchenne muscular dystrophy is part of a group of genetic, degenerative diseases
primarily affecting voluntary muscles. As DMD eventually affects all voluntary muscles,
including the heart and breathing muscles, the care of individuals with the disease often
requires the close collaboration of a clinical team with various specialties and patient
families. The national advocacy organizations have provided an invaluable service to
both the patient and the provider communities in raising the awareness of the diseases
and patient needs, and in the calls to support more research. In response to these
efforts, AHRQ provided input to CDC to help them plan a conference on this issue. This
conference involves a wide range of stakeholders and will discuss the evidence
regarding best practices for the diagnosis, treatment, and ongoing management of DMD.
We look forward to continuing to consult with CDC to help their efforts to clarify what we
know and what we still need to know to improve the care of DMD.

Mental lliness

SENATE (Rept. 109-287), p. 183

The Committee is seriously concerned about the prevalence of undiagnosed and
untreated mental illness among older Americans. Affective disorders, including
depression, anxiety, dementia, and substance abuse and dependence, are often
misdiagnosed or not recognized at all by primary and specialty care physicians in their
elderly patients. While effective treatments for these conditions are available, there is an
urgent need to translate advancements from biomedical and behavioral research to
clinical practice. The Committee urges AHRQ to support evidence-based research
projects focused on the diagnosis and treatment of mental illnesses in the geriatric
population, and to disseminate evidence-based reports to physicians and other health
care professionals.

Action Taken or to be Taken:

AHRQ recognizes that mental health conditions have a substantial burden on the
elderly, and we are actively engaged in developing and disseminating evidence-based
information to assist with the identification and management of such conditions.
Regarding screening, the US Preventive Services Task Force, an independent panel of
experts in primary care and prevention that is supported by AHRQ, has released
recommendations on screening for dementia, screening for alcohol misuse, and
screening for depression. AHRQ's Put Prevention Into Practice Program works to
facilitate incorporation of these recommendations into clinical practice. AHRQ’s
Evidence-based Practice Centers Program has released reports on Pharmacotherapy
for Alcohol Dependence, Post-myocardial infarction depression, and Pharmacologic
Treatment of Dementia. In addition, through our new Effective Health Care (EHC)
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Program, we are currently conducting reports on Evidence for Off-Label Use of Atypical
Anti-psychotic Medications and on Comparative Effectiveness of Pharmacotherapeutics
for Depression. Both reports are due to be released shortly. As part of the EHC
Program, the John M. Eisenberg Clinical Decisions and Communications Science
Center was created to translate knowledge about effective health care into
understandable, actionable language for all decisionmakers. An important function of the
Center is to present the often complex scientific information in a format that stakeholders
and the public can easily understand. In 2006, AHRQ awarded a cooperative agreement
to establish a Center for Education and Research on Therapeutics (CERT) that
specializes on mental health located at Rutgers University. AHRQ also supports a
breadth of research to develop new knowledge about effective care for mental health in
the elderly.*

* Recent/On-going Grants on Mental Health Related Projects

A program of collaborative care for Alzheimer Disease (2001-2006);Different
Approaches to Information Dissemination (2002-2006);Expert system diagnosis of
depression and dementia (1998-1999);Pilot — Provide AHRQ guidelines to African
Americans with diabetes and depression (2000-2005); Accelerating TRIP in a Practice-
Based Research Network (2002-2006); "Depression Care Using Computerized Decision
Support”( 1996-2002);“Patient Centered Depression Care for African Americans”
(2003-2008)

Nurse Managed Health Centers

3.

SENATE (Rept. 109-297), p. 183

The Committee encourages AHRQ to include nurse managed health centers and
advanced practice nurses in research and demonstration projects conducted by the
agency.

Action Taken or to be Taken:

AHRQ has provided infrastructure support for two primary care research networks
composed entirely of advanced practice nurses (APNs). The Midwest Nursing Center
Consortium Research Network (MNCCRN) is comprised of 23 community nursing
centers located in 9 midwestern states that provide primary care to underserved
populations, in both rural and urban settings. The Advanced Practice Registered Nurse
Network (APRN), based at Yale University, has 56 current members who conduct and
facilitate practice-based research relevant to advanced practice nursing practice, with an
emphasis on developing culturally competent, evidence-based practice models.
MNCCRN has published papers based on AHRQ-supported research detailing how to
measure quality in nurse-managed centers using HEDIS measures. Infrastructure
support from AHRQ has allowed APRN to expand its capacity to use electronic
communications and data collection as well as to translate research findings into its
members’ practices. The network has published papers on practice patterns of
advanced practice nurses in New England and on privacy/confidentiality issues in
primary care advanced practice nursing practices.

27 — Budget Exhibits



Authorizing Legislation 1/

2007 2008 FY 2008
Amount 2006 Amount Budget
Authorized Appropriation Authorized Request
Research on Health Costs,
Quality, and Outcomes:
Secs. 301 & 926(a) PHSA..... SSAN $0 SSAN $0
Research on Health Costs,
Quality, and Outcomes:
Part A of Title Xl of the
Social Security Act (SSA)
Section 1142(i) 2/ 3/
Budget Authority.................
Medicare Trust Funds 4/ 3/
Subtotal BA & MTF.............
Expired 5/ Expired 5/
Program Support:
Section 301 PHSA................. Indefinite $0 Indefinite $0
Evaluation Funds:
Section 927 (c) PHSA ............ Indefinite $318,692,000 Indefinite $329,564,000

Total appropriations......

Total appropriation against
definite authorizations.........

SSAN = Such Sums As Necessary

$318,692,000

$329,564,000

1/ Section 487(d) (3) (B) PHSA makes one percent of the funds appropriated to NIH and ADAMHA
for National Research Service Awards available to AHRQ. Because these reimbursable funds
are not included in AHRQ's appropriation language, they have been excluded from this table.

2/ Pursuant to Section 1142 of the Social Security Act, FY 1997 funds for the medical treatment
effectiveness activity are to be appropriated against the total authorization level in the following
manner: 70% of the funds are to be appropriated from Medicare Trust Funds (MTF); 30% of the
funds are to be appropriated from general budget authority.

3/ No specific amounts are authorized for years following FY 1994.

4/ Funds appropriated against Title XI of the Social Security Act authorization are from the Federal

Hospital Insurance Trust Funds (60%) and the Federal Supplementary Medical Insurance

Trust Funds (40%).
5/ Expired September 30, 1994.
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Appropriations History Table

Appropriation History Table
Agency for Healthcare Research and Quality

Budget
Estimates House Senate

to Congress  Allowance Allowance Appropriation

1999
Budget Authority.............. $100,788,000 $100,408,000 $50,000,000 $100,408,000
PHS Evaluation Funds...... 70,647,000 70,647,000 121,055,000 70,647,000
Total...... Ui, $171,435,000 $171,055,000 $171,055,000 $171,055,000

2000
Budget Authority.............. $26,667,000 $104,403,000 $19,504,000 $116,424,000

PHS Evaluation Funds...... _179,588,000 70,647,000 191,751,000 88,576,000

$206,255,000 $175,050,000 $211,255,000 $205,000,000

Rescission

Budget Authority.............. $26,667,000 $104,403,000  $19,504,000 $115,223,000

PHS Evaluation Funds...... 179,588,000 70,647,000 191,751,000 88,576,000
Total...... 2. $206,255,000 $175,050,000 $211,255,000 $203,799,000

2001

Budget Authority.............. $ -0 $123,669,000 $ -O- $104,963,000

PHS Evaluation Funds...... 249,943,000 99,980,000 269,943,000 164,980,000
Total....cooovvvieeennne $249,943,000 $223,649,000 $269,943,000 $269,943,000

Rescission

Budget Authority.............. $ -0 $123,669,000 $ -O- $104,816,000

PHS Evaluation Funds...... 249,943,000 99,980,000 269,943,000 164,980,000
Total....oovvvveeieennnn, $249,943,000 $223,649,000 $269,943,000 $269,796,000

2002

Budget Authority.............. $ -0- $168,445,000 $291,245,000 $2,600,000

PHS Evaluation Funds...... 306,245,000 137,800,000 -0- 296,145,000
Total......covveees $306,245,000 $306,245,000 $291,245,000 $298,745,000

2003

Budget Authority.............. $ -O- $202,645,000 $ -O-

PHS Evaluation Funds...... 250,000,000 106,000,000 303,695,000

Bioterrorism.................... -0- 5,000,000 5,000,000
Total....oovvvveiveennn, $250,000,000 $0 $313,645,000 $308,695,000

2004

Budget Authority.............. $ -0 $ -O- $ -O- $ -0

PHS Evaluation Funds...... 279,000,000 303,695,000 303,695,000 318,695,000
Total......covveees $279,000,000 $303,695,000 $303,695,000 $318,695,000

2005

Budget Authority.............. $ -0- $ -0 $ -0 $ -0

PHS Evaluation Funds...... 303,695,000 303,695,000 318,695,000 318,695,000
Total....ooooviees $303,695,000 $303,695,000 $318,695,000 $318,695,000

2006

Budget Authority.............. $ -0 $318,695,000 $ $

PHS Evaluation Funds...... 318,695,000 -0- 323,695,000 318,692,000
Total......oovvvieeennne $318,695,000 $318,695,000 $323,695,000 $318,692,000

2007

Budget Authority.............. $ -0 $0 $0 $ -0-

PHS Evaluation Funds...... 318,692,000 -0- -0- 318,692,000
Total....oovvvveeieennn, $318,692,000 $0 $0 $318,692,000 3/

2008

Budget Authority.............. $ -0 $ $ $

PHS Evaluation Funds...... 329,564,000
Total....oovvveeieennnn $329,564,000 $ $ $

1/ Excludes $1,795,000 for the Public Health Emergency Fund for Y2K.
2/ Includes proposed $5.0m from the Public Health and Social Services Emergency Fund.
3/ Reflects the Continuing Resolution Level.
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Research on Health Costs, Quality and Outcomes (HCQO)

Authorizing Legislation: Federal funds pursuant to Title IX and Section 927(c) of the Public
Health Service Act.

FY 2007 FY 2008
FY 2006 Continuing FY 2008 Request
Enacted Resoluation Estimate +/- FY 2007
TOTAL
--BA 0 0 0 0
--PHS Eval $ 260,692,000 f $ 260,692,000 § $ 271,564,000 10,872,000
FTEs 270 270 277 7

A. Statement of Budget

AHRQ requests $271,564,000 for Research on Health Costs, Quality and Outcomes (HCQO) at
the FY 2008 Request — an increase of $10,872,000 from the FY 2007 Continuing Resolution
level. These funds are being financed using PHS Evaluation Funds.

B. Program Description

The purpose of the activities funded under the Research on Health Costs, Quality and
Outcomes (HCQO) budget line is to support, conduct and disseminate research to improve the
outcomes, quality, cost, use and accessibility of health care. Accordingly, the Agency has
developed four main strategic goal areas:

o Goal 1: Safety/Quality

e Goal 2: Efficiency

e Goal 3: Effectiveness

o Goal 4: Organizational Excellence

The performance analysis and rationale for the HCQO budget request begins on page 32. A
more detailed performance analysis (tabular format) can be found in Detail of Performance
Analysis on page 64.

Mechanisms of Support

Through the HCQO budget activity, AHRQ provides financial support to public and private
nonprofit entities and individuals through the award of grants, cooperative agreements, and
contracts.

Program Announcements (PAs) are used to invite research grant applications for new or
ongoing activities of a general nature, and Requests for Applications (RFAS) are used to invite
applications for a targeted area of research. Grant applications are reviewed for scientific and
technical merit by a peer review group with appropriate expertise. Funding decisions are based
on the quality of the proposed project, availability of funds, and portfolio needs and performance
goals.
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In addition to large research project grants that have an average duration of 3 to 4 years, AHRQ
also supports one-year small research and conference grants that facilitate the initiation of
studies for preliminary short-term projects, as well as training grants, such as dissertations,
career development awards, and National Research Service Awards (NRSAS).

AHRQ also awards contracts to carry out a wide variety of directed health services research and
administrative activities. The availability of Requests for Proposals (RFPs) for AHRQ contracts
is announced in the Commerce Business Daily (CBD), published by the U.S. Department of
Commerce. Like research project grants, proposals received in response to these RFPs are
peer reviewed for scientific and technical merit by a panel of experts in accordance with the
evaluation criteria specified in the RFP.

5-Year Table Reflecting Dollars and FTEs
Funding for the HCQO program during the last five years has been as follows:

Dollars FTEs
2003 $252,663,000 265
2004 $245,695,000 268
2005 $260,695,000 264
2006 $260,692,000 270
2007 $260,692,000 270
2008 $271,564,000 277
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C. Performance Analysis by Strategic Goal Plan

HCQO: Safety/Quality

SAFETY/QUALITY
Reduce the risk of harm from health care services by promoting the
delivery of appropriate care that achieves the best quality outcome.

Increasing the safety and quality of health care for all Americans is a primary emphasis at
AHRQ. Patient safety was quickly elevated to national importance in November 1999, when the
Institute of Medicine’s report, To Err is Human: Building a Safer Health System, estimated that
between 44,000 and 98,000 Americans die each year as a result of medical errors. Almost
immediately, the Senate Committee on Appropriations began hearings on patient safety issues
that resulted in the Committee directing AHRQ to lead the national effort to combat medical
errors and improve the quality and safety of patient care. One of AHRQ'’s leading long-term
goals is to prevent, mitigate and decrease the number of errors, risks, hazards and quality gaps
associated with health care and their harmful impact on patients.

Consequently, safety and quality are of the highest priorities within AHRQ. Leaders of our
health care system have demonstrated a commitment to improve the quality and safety of care
for all Americans, and with their help, AHRQ has successfully built the foundation for a national
Patient Safety Initiative. The mission of this agency-wide strategic goal is to reduce the risk of
harm from health care services by promoting the delivery of appropriate care that achieves the
best quality outcome.

SAFETY/QUALITY STRATEGIC PLAN GOAL

Performance Goal Results Context
Educate, disseminate, and The patient safety This performance goal of training a team of patient
implement to enhance patient | improvement corps (PSIC) safety experts in every state was designed to fill an
safety and quality: has trained a team in every educational and resource gap brought to our attention
state in the U.S. with the in 2000 and 2001 by individual states. The program
- Through the patient safety exception of Louisiana (i.e., was designed to train state staff and their selected
improvement corps (PSIC), Hurricane Katrina prevented | hospital partners and to include the completion of a
train patient safety experts in the state team from patient safety improvement project using the tools,
every state in the U.S. attending the training methods, techniques, and concepts included in the
program). The PSIC training | PSIC. Based on an external evaluation of the
program was initiated in attendees in years 2003-04 and 2004-05, which was
2003 and was scheduled to provided to us in November, 2005, “There are strong
conclude in 2006. indications that the PSIC program in both years has

contributed to actions in the field to improve patient
safety.....89 percent of state attendees and 92 percent
of hospital attendees would enthusiastically recommend
this PSIC training....” (RAND Draft Report Nov. 2005)

Because of its success, we are extending the PSIC one
additional year and plan to train an additional 80 or
more patient safety experts by the end of 2008.
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SAFETY/QUALITY STRATEGIC PLAN GOAL

Performance Goal

Results

Context

Educate, disseminate, and
implement to enhance patient
safety and quality:

- Through the AHRQ
WebM&M, disseminate
information on expert analysis
of cases with patient safety
breaches

A recent customer
satisfaction survey was
completed and there is over-
whelming agreement (97%)
that the content was good or
excellent; 97% rated the
educational value as good or
excellent; and 98% rated the

The AHRQ WebM&M (Morbidity and Mortality Rounds
on the Web) is the online journal and forum on patient
safety and health care quality which features expert
analysis of medical errors reported anonymously by its
readers, interactive learning modules on patient safety
("Spotlight Cases"), Perspectives on Safety, forums for
online discussion, and CME and CEU credits for
physicians and physicians-in-training as well as nurses.

content as useful. In
addition, usage of the AHRQ
WebM&M has also doubled
over the last year.

The results and investments in patient safety and quality are now being incorporated into
practice. Below are examples of how this work is being used.

In November 2006, AHRQ released 10 Patient Safety Tips for Hospitals. This new tipsheet
provides evidence-based research findings that cover a range of activities including how to
reduce the likelihood of fatigue-related mistakes, ensuring safety in intensive care units
(ICUs), using technology to improve clinical care, and more. Each tip provides a brief
synopsis of key data or findings from AHRQ-supported research to help organizations
recognize the benefit of changing their current practices. AHRQ is also working with
hospitals, nurses, medical residency program directors, and others to disseminate these
findings.

As an example, AHRQ-funded research has found that the rate of serious medical errors at
two Boston hospital ICUs dropped 36 percent when 30-hour-in-a-row work shifts for first-
year residents were eliminated. Based on these findings, hospitals should eliminate the
tradition of shifts of more than 30 consecutive hours by interns working in ICUs, the tipsheet
advises. In 2003, the Accreditation Council for Graduate Medical Education limited resident
duty hours to no more than 80 hours per week.

Also, hospitals could use computer-based order entry systems to reduce catheter-related
urinary tract infections. This evidence is based on AHRQ research that found that systems
that prompted catheter removal after 72 hours decreased the duration of urinary
catheterization and incidence of urinary tract infections.

In October 2006, AHRQ issued a report that concluded that performing a common heart
surgery without bypassing the cardiopulmonary system may cut down on the number of
surgery-related strokes and other short-term complications.

Traditionally, coronary artery bypass graft (CABG) surgery has depended heavily on
cardiopulmonary bypass (CPB), particularly as its harmful effects have been reduced.
However, many cardiac surgeons have in the past few years become interested in avoiding
CPB altogether, a procedure known as “off-pump” CABG surgery. The findings of this study,
released in the November issue of the journal Stroke, indicate that off-pump CABG is
associated with lower incidence of stroke, atrial fibrillation, and health care-associated
infection. Specifically, they found that the off-pump procedure could prevent approximately
10 strokes per 1,000 CABGs, a 50-percent reduction in the risk faced by patients
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undergoing the surgery. Approximately 280,000 CABGs are performed in the United States
each year.

¢ AHRQ continues to support of a monthly peer-reviewed, Web-based online journal and
forum on patient safety and health care quality called the AHRQ WebM&M (Morbidity and
Mortality Rounds on the Web). This site features expert analysis of medical errors reported
anonymously by our readers, interactive learning modules on patient safety ("Spotlight
Cases"), Perspectives on Safety, and forums for online discussion. An example of one of
the cases discussed in the December on-line issue is provided below. Following the case
description, a commentary regarding the “near miss” is provided by a physician. To view the
commentary in its entirety as well as the take home points, please visit
http://webmm.ahrg.gov.

Medicine | December 2006
Right Patient, Wrong Sample

The Case

A 54-year-old man was admitted to the hospital for preoperative evaluation and elective knee surgery. On the morning
of surgery, the patient was awakened by the phlebotomist who drew his blood for basic laboratories and type and
cross-matching.

To ensure proper patient identification, the hospital had implemented a policy requiring a registered nurse or
physician to verify the identity of all patients screened for blood transfusion. In practice, after verification of identity,
the nurse or physician was required to initial the patient label on the vial of blood.

As it was the change of nursing shift, the bedside nurse for the patient was not available and there were no physicians
on the floor at the time. With another floor of patients still to see, the phlebotomist carried the labeled vial of blood out
to the nurses’ station, and the label was signed by a random nurse. The sample was sent to the laboratory for
analysis.

Later that morning, a laboratory technician noticed a large and surprising change (compared to the previous day’s
sample) in the hemoglobin value for a different patient on the same floor. She chose to investigate the discrepancy.
Upon review, she realized that the vials of blood for the 54-year-old man had been mislabeled with another patient’s
label by the phlebotomist. The reason the hemoglobins were so discrepant for this other patient was that today’s
value was that of the 54-year-old man, the wrong patient. On closer examination, it was determined that all the blood
samples had been mislabeled, including the vial for type and cross-matching.

Despite the “near miss,” the patient suffered no harm, and another blood specimen was drawn prior to surgery.
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In FY 2006 AHRQ's patient safety program funded 19 grants for approximately $5 million
under its “Improving Patient Safety Through Simulaton Research” request for applications.
The projects focus on assessing and evaluating the roles that simulation can play to
improve the safe delivery of quality health care. The simulation projects focus on a range
of interventions that can contribute to a
safer health care environment, including What is Medical Simulation?
effective communication among members
of the health care team, disclosure of

Medical simulation involves scenarios in which
real-life medical situations are re-created so

medical errors to patients and their that health care providers can practice new
families, the effects of implementing procedures and techniques before performing
health information technology, and them on patients and potentially placing them
patient handoffs and transitions within ;‘Lgﬁ'ﬁ-;jhuizetoﬁrsoje;tse‘r’g” irc;{%rmmp;ﬁ\e/irgers,
hospitals. _Sev_eral PrOJeCt?’ focus on patients, and the,pputzllic e{b%ut t)r/na effecti,ve use
teamwork in high-risk settings such as of simulation in preventing medical errors and
emergency departments, labor and improving patient safety.

delivery units, and intensive care units.
These projects will have an immediate and long-term impact by accelerating the
implementation of new simulation tools to improve patient safety. The projects span a wide
spectrum of settings and populations, in 16 states throughout the United States, including
Children’s Hospital of Philadelphia, Louisiana State University Health Sciences Center in
New Orleans, and Scott and White Hospital in Temple, Texas. For a complete listing of the
19 projects, go to http://www.ahrq.gov/qual/simulproj.htm.

On January 11, 2007 AHRQ released the 2006 National Healthcare Quality Report and its
companion document, the 2006 National Healthcare Disparities Report. These reports
measure quality and disparities in four key areas of health care: effectiveness, patient
safety, timeliness, and patient centeredness.

The NHQR employs a wide range of measures, including health care outcomes such as
hospital-acquired infections and reductions in deaths from certain diseases. It also
measures how well the health care system is using specific treatments that are known to
work most effectively. The NHDR compares these measures by race and ethnicity and by
income. It also measures access to care, using indicators such as health insurance status
and frequency of visits to a physician. Examples of findings in the NHQR and NHDR
include:

» Only about 52 percent of adults reported receiving recommended colorectal cancer
screenings. About 56,000 Americans die from colorectal cancer, and 150,000 new cases
are diagnosed each year. In 2002, the AHRQ-supported U.S Preventive Services Task
Force urged initial screenings at age 50 and earlier for people at high risk.

> Fewer than half of obese adults reported being counseled about diet by a health care
professional. About one-third of American adults are obese, increasing the risks of high
blood pressure, type 2 diabetes, stroke, heart disease and osteoarthritis. The Task
Force recommends “intensive counseling and behavioral interventions” for obese adults.

> Only 49 percent of people with asthma said they were told how to change their

environment, and 28 percent reported receiving an asthma management plan. Asthma
causes about 500,000 hospitalizations annually.
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> Only 48 percent of adults with diabetes received all three recommended screenings —
blood sugar tests, foot exams and eye exams — to prevent disease complications. AHRQ
estimates about $2.5 billion could be saved each year by eliminating hospitalizations
related to diabetes complications.

> Overall, the review of 40 core quality measures found a 3.1 percent increase in the
guality of care — the same rate of improvement as the previous 2 years. Except for
vaccinations for children, adolescents, and the elderly, which improved by almost 6
percent, the improvement rate for other preventive measures — screenings, advice, and
prenatal care — was less than 2 percent. The greatest quality gains occurred in U.S.
hospitals, where quality improved 7.8 percent. Ambulatory care — health services
provided at doctors’ offices, clinics or other settings without an overnight stay — improved
by 3.2 percent. Nursing home and home health care improved by 1 percent.

> As in previous years, the federal disparities report found access to care varied widely
between racial, ethnic and economic groups. Blacks received poorer quality care than
whites for 73 percent of the core measures included in the disparities report. Hispanics
received poorer quality of care than non-Hispanic whites for 77 percent of the measures.
Poor people received lower quality of care than high-income people for 71 percent of the
measures. Those variations were particularly apparent in the area of prevention. Obese
blacks were less likely to be told they were overweight by their doctor or other health
care provider. Colorectal cancer screening rates were significantly lower for blacks and
Asians when compared with whites. Among people 65 and older, blacks, Hispanics and
those in lower income groups were less likely to have ever received a vaccine to prevent
pneumonia.

AHRQ, in partnership with The Council of State Governments, released Asthma Care
Quality Improvement: A Resource Guide for State Action and its companion Workbook, both
of which are designed to help state leaders identify measures of asthma care quality,
assemble data on asthma care, assess areas of care most in need of improvement, learn
what other states have done to improve asthma care, and develop a plan for improving the
guality of care for their states. This new Resource Guide uses data from AHRQ’s National
Healthcare Quality Report and National Healthcare Disparities Report and Web-based State
Snapshots to help inform the nation and states, respectively, about the quality of asthma
care.

In FY 2006, AHRQ partnered with United Health Foundation to distribute more than 400,000
copies of the 2006 Guide to Clinical Preventive Services, a new guide to evidence-based
clinical preventive services recommendations, to clinicians nationwide. The guide contains
53 new or revised recommendations from the AHRQ-sponsored U.S. Preventive Services
Task Force, which is the leading independent panel of private-sector experts in prevention
and primary care and conducts rigorous, impartial assessments of the scientific evidence for
abroad range of preventive services. Its recommendations are considered the gold standard
for clinical preventive services.

Recommendations focus on screenings for obesity, breast cancer, abdominal aortic
aneurysm, and HIV; hormone therapy for the prevention of chronic conditions in
postmenopausal women; and diet and behavioral counseling. The recommendations are
grouped by cancer; cardiovascular problems; infectious diseases; mental and substance
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abuse disorders; metabolic, nutritional, and endocrine disorders; musculoskeletal conditions;
and obstetric and gynecological conditions.

United Health Foundation is working with medical and nursing societies, including the
American College of Physicians, the American Academy of Family Physicians, the American
Academy of Pediatrics, the American Academy of Nurse Practitioners, and the American
Osteopathic Association to provide free copies of the guide to their members. AHRQ will
also distribute the guide on request.

A new Electronic Preventive Services Selector (ePSS) tool for primary care clinicians to use
when recommending preventive services for their patients was released in FY 2006. The
interactive tool is designed for use on a personal digital assistant (PDA) or desktop
computer to allow clinicians to access the latest recommendations from the AHRQ-
sponsored U.S. Preventive Services Task Force. It is designed to serve as an aid to clinical
decision-making at the point of care and contains 110 recommendations for specific
populations covering 59 separate preventive services topics. The ‘real time’ search function
allows a clinician to input a patient’'s age, gender, and selected behavioral risk factors, such
as whether or not they smoke, in the appropriate fields. The software cross-references the
patient characteristics entered with the applicable Task Force recommendations and
generates a report specifically tailored for that patient.

Recent Research Findings on Health IT

+ Adding psychotropic medication dosing and selection guidelines to a computerized order entry system
improved prescribing and reduced falls among elderly inpatients at one hospital. Use of computerized
guidelines increased adherence to recommended daily doses from 19 to 29 percent and reduced
prescribing of nonrecommended drugs from 10.8 percent to 7.6 percent of total orders. Patients whose
doctors used the guidelines also had a lower in-hospital fall rate.

AHRQ researchers have used New York State longitudinal data to demonstrate the utility of a Web-
based management reporting system in long-term care settings. With the reporting system, researchers
developed risk assessment models that predict probabilities of adverse events. Facilities have reported
tremendous time saving, and some facilities have abandoned manual risk assessment tools altogether
in favor of the system. One 300-bed nursing home in New York State steadily reduced the number of
falls among its patients, going from 93 incidences in September 2002 to 53 in February 2003. Another
New York nursing home using the system received a $30,000 reduction in its annual liability insurance
premium.

While computerized physician order entry (CPOE) is expected to reduce medication errors, systems
must be implemented thoughtfully to avoid facilitating certain types of errors. One hospital study found
22 situations in which the CPOE system increased the probability of medication errors. Flaws identified
by the study included selection of the wrong patient because of difficulties in reading computer screens,
inability to view all medications of some patients’ on one screen, delayed entry about the administration
of drugs, and computer downtime for maintenance or repair.

Up to 25 percent of hospitalized patients undergo urinary catheterization and catheter-related urinary
tract infections are very common. Frequently, the catheters are left in place longer than necessary
because of poor documentation. AHRQ researchers developed a computer-based order entry form that
provides routine catheter care instructions and indicates catheter removal after 72 hours by default. This
computer-based order entry decreased the duration of catheterization by about one-third, or 3 days.
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HCQO: Efficiency

EFFICIENCY

Achieve wider access to effective health care services and reduce health

care costs.

American health care should provide services of the highest quality, with the best possible
outcomes, at the lowest possible cost. Striving to reach this ideal is a primary emphasis of
AHRQ’s mission with many of its activities directed at improving efficiency through the design of
systems that assure safe and effective treatment and reduce waste and cost. The driving force
of this agency-wide strategic goal is to promote the best possible medical outcomes for every
patient at the lowest possible cost.

Health care costs in America continue to rise. According to the most recent data from MEPS,
total health care expenses in 2003 were $895 billion compared with $810 billion in 2002 — an
increase of 10.5 percent. Health insurance premiums increased 9.2 percent in 2003. The
average annual total premium for single coverage was $3,481 compared with $3,189 in 2002.
Family coverage averaged $9,249 compared with $8,469 in 2002.

Given the increasing costs of health care, it is vitally important for us to find ways to help
Americans achieve wider access to high-quality health care and become more efficient in
providing that care. The goal is to provide safe and effective health care, with the best possible
outcomes, at the lowest possible cost. AHRQ directs many of its activities toward improving
efficiency through the design of systems that assure safe and effective treatment and reduce
waste and cost. For example:

+ Data from HCUP show that with appropriate primary care for diabetes complications, the
nation could save nearly $2.5 billion in hospital costs, with significant potential savings
obtained in Medicare ($1.3 billion of total costs) and Medicaid ($386 million of total

costs).

+ Women who live in areas with a high number of managed care organizations (MCOSs)
were nearly twice as likely to have recently received a mammogram or Pap smear and
were 58 percent more likely to have had a recent clinical breast exam than women in
areas with low managed care penetration.

EFFICIENCY

Performance Goal

Results

Context

MEPS Use and Demographic
Files will be available 12
months after final data
collection

AHRQ exceeded this
performance goal in FY 2005
by making the files available
11 months after final data
collection. AHRQ will continue
to consistently provide timely
data.

The MEPS is part of AHRQ'’s Efficiency strategic plan
area and the Data Development Portfolio. The first
MEPS data (from 1996) became available in April
1997. This rich data source has become not only
more comprehensive and timely, but MEPS’ new
design has enhanced analytic capacities, allowed for
longitudinal analyses, and developed greater
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EFFICIENCY

Performance Goal Results Context

statistical power and efficiency. During the last few
years, AHRQ has developed a series of Statistical
Briefs using MEPS data. These briefs, released on
the MEPS website, provide timely statistical estimates
on topics of current interest to policymakers, medical
practitioners and the public at large. During 2005 and
2006, topics included diabetes, obesity, expenditures
and insurance coverage. MEPS has also met or
exceeded all of its performance goals in terms of data
products and data release.

Prevention
Our Prevention Portfolio is seeking to support the goal of efficiency by creating the ability to
provide timely knowledge of clinical prevention that can promote wider access to effective health
care services and thus could reduce health care costs. The United States Preventive Services
Task Force (USPSTF) generates evidence-based recommendations on clinical preventive
services based on the benefits and harms
to the patient. These recommendations
can guide others in prioritizing resources
for clinical prevention that could lead to

AHRQ Findings in the News: Effects of
Reimbursement on Use of Chemotherapy

increased access and decreased costs. The New York Times

By “increasing the timeliness and

responsiveness of the USPSTF to ¢ A physician’s decision to administer
emerging needs in clinical prevention”, the chemotherapy to cancer patients not
Prevention Portfolio can support the affected by higher reimbursement,
Agency'’s overall goal of efficiency. however,

Pharmaceutical Outcomes More generously reimbursed providers
Within the pharmaceutical outcomes prescribed more costly chemotherapy
portfolio, trend analysis and baseline regimens

measures have been developed through ’

the use of MEPS and HCUP and in esearh fned Inough ARQ s Conter of Bxcelience on
consultation with the AHRQ research March/April Health Affairs, 2006.)

community. As a result of this planning
and evaluation activity, all relevant AHRQ-
funded activities have been compiled and summarized and ten-year goals for improvement
have been established. Work with partners is planned to support the achievement of these
targets. Work is ongoing for the development of an efficiency goal related to improved
prevention of re-hospitalization for congestive heart failure.
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HCQO: Effectiveness

EFFECTIVENESS
Assure that providers and consumers/patients use beneficial and timely
health care information to make informed decisions/choices.

To assure the effectiveness of health care research and information is to assure that it leads to
the intended and expected desirable outcomes. Supporting activities that improve the
effectiveness of American health care is one of AHRQ's strategic goals. Assuring that providers
and consumers get appropriate and timely health care information and treatment choices are
key activities supporting that goal.

One significant AHRQ investment focuses on how best to define and measure the effectiveness
of health care services. Other areas of work focus on disease prevention and assuring that
health care providers and consumers have the information they need to adopt healthy life styles.
Additional AHRQ efforts include providing reliable information when health care providers and
patients must consider the relative effectiveness of various treatment protocols and the
appropriateness of alternative pharmaceutical choices.

EFFECTIVENESS
Performance Goal Results Context

By 2010, at least 5 Covenant Healthcare used This performance goal refers to the outcome of the
organizations will use HCUP the AHRQ Quality Indicators implementation of one of AHRQ’s Quality Indicators
databases, products or tools to measure the effectiveness (Qls). The Patient Safety Indicators (PSls) are a tool
to improve health care quality | of their Rapid Response to help health system leaders identify potential
for their constituencies by 5%, | Teams. The Failure to adverse events occurring during hospitalization. The
as defined by the AHRQ Rescue rate (an AHRQ PSIs are a set of indicators providing information on
Quality Indicators. Patient Safety Indicator) potential in-hospital complications and adverse events

dropped where teams and following surgeries, procedures, and childbirth.

measures have been in place

for more than 12 months.

Mortality rates dropped as

well.

Data Development
The effectiveness strategic plan goal includes two large data development portfolio programs:
CAHPS® and the Healthcare Cost and Utilization Project (HCUP).

The Consumer Assessment of Healthcare Providers and Systems (CAHPS®) program is a multi-
year initiative of AHRQ. Originally, CAHPS referred to the AHRQ’s Consumer Assessment of
Health Plans Study; however, that name was changed in 2005 to reflect the evolution of the
program from its initial focus on enrollees’ experiences with health plans, including federal
employees and Medicare beneficiaries enrolled in Massachusetts plans, to a broader focus on
experiences with various aspects of the health care system. AHRQ first launched the program in
October 1995 in response to concerns about the lack of good information about the quality of
health plans from the enrollees' perspective.

Over time, the program has expanded beyond its original focus on health plans to address a
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range of health care services and meet the various needs of health care consumers,
purchasers, health plans, providers, and policymakers. The first stage of this program is
referred to as CAHPS |. The second, current stage, is referred to as CAHPS II.

The CAHPS Hospital Survey is a standardized survey of the experiences of adult inpatients with
hospital care and services. In January 2006, the CAHPS Hospital Survey was approved, and
national implementation plans are proceeding. A short “dry run” of the survey implementation
will be conducted with participating hospitals to give hospitals and vendors first-hand experience
in collecting and transmitting the survey data (without public reporting of results). National
implementation of the CAHPS Hospital Survey is scheduled for Fall 2006. Hospitals across the
country will begin using this survey and voluntarily reporting data to the Centers for Medicare &
Medicaid Services (CMS). CMS plans to initiate public reporting of those results in late 2007.

The CAHPS Consortium is refining and expanding the family of ambulatory care surveys to be
more attuned to the needs of sponsors and variations in health care markets. The content and
structure of the Health Plan Survey is being streamlined to focus the core questionnaire more
on essential health plan functions, such as customer service, denial of service, and complaints
and appeals. A new survey, CAHPS Clinician and Group Survey will be finalized by the Spring
of 2006 and asks patients about their recent experiences with physicians and other staff. The
CAHPS People with Mobility Impairments Survey asks adults with mobility impairments about
their experiences with health care and services. The CAHPS American Indian Survey is being
developed in collaboration with the Choctaw Nation Health Service and asks adult American
Indians about their experiences with Choctaw Nation health care facilities.

Most Medicare patients get access to needed care

The CAHPS Health Plan Survey 3.0 results for 2004 and 2005 in the commercial, Medicaid,
State Children’s Health Insurance Program, and Medicare Managed Care sections show that

83 percent of Medicare enrollees in 2005 responded to questions about access to needed
care as “not a problem.” In contrast, questions related to getting care quickly received the
least positive responses — only 58 percent of Medicare enrollees responded “not a problem”
to these questions.

HCUP is a family of health care databases and related software tools and products developed
through a Federal-State-Industry partnership. HCUP databases bring together the data
collection efforts of State data organizations, hospital associations, private data organizations,
and the Federal government to create a national information resource of patient-level health
care data. HCUP includes the largest collection of longitudinal hospital care data in the United
States, with all-payer, encounter-level information beginning in 1988. These databases enable
research on a broad range of health policy issues, including cost and quality of health services,
medical practice patterns, access to health care programs, and outcomes of treatments at the
national, State, and local market levels.

Information from HCUP provides insight into a wide array of conditions and issues. Here are
just a few of the news reports in 2006 based on HCUP data:

+ The National Hospital Bill. In 2004, the national hospital bill totaled almost $800 billion for
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nearly 39 million hospital stays. Sixty percent of the national bill for hospital care was billed
to two government payers, Medicare ($363 billion) and Medicaid ($112 billion), while $252
billion was billed to private insurance.

Elderly Hospital Stays. From 1997 to 2004, elderly individuals represented approximately 12
percent of the U.S. population each year; however, this age group accounted for a
substantially larger portion of hospital stays annually—about 35 percent.

Uninsured Hospitalizations. One out of five uninsured hospital stays was for the treatment of
conditions related to pregnancy, childbirth, and newborn infants. Injury accounted for 11
percent of all uninsured hospital stays, which was higher than for privately insured stays (6.8
percent). Nearly 11 percent of uninsured hospital stays were for mental health and
substance abuse disorders—almost three times the rate for privately insured stays.

Obesity Surgery. From 1998 to 2004, the total number of bariatric surgeries increased nine-
fold, from 13,386 to 121,055. Women accounted for 82.0 percent of all bariatric surgeries in
2004.

Influenza. The elderly were more likely than any other age group to be hospitalized for
influenza —27.9 hospital stays per 100,000 population for ages 65 and above—compared
with 8.1 stays per 100,000 for those younger than 18, 1.7 stays for 18—44 year olds, and 4.4
stays per 100,000 for 45—64 year olds. The in-hospital death rate for patients 85 years and
older with influenza was more than twice the in-hospital death rate for influenza patients
between 65 and 84 years of age (7.9 percent versus 3.3 percent).

C-Section Deliveries and Vaginal Birth after C-Section. Over a quarter of childbirths are
delivered via C-section—a 38 percent increase from 1997, when about a fifth of deliveries
were performed via C-section. Since 1997, the rate of vaginal births after C-section (VBAC)
has decreased from 35.3 VBACs per 100 women who had a previous C-section to 13.7 in
2003—a decline of more than 60 percent.

Preventable Hospitalizations among Minorities. Many preventable hospitalizations are
higher among minorities. Hospitalization rates for hypertension and for diabetes without
complications were 5 times higher for blacks than for non-Hispanic whites. Hospitalization
rates for pediatric asthma, adult asthma, perforated appendix, dehydration, and low birth
weight were also highest among blacks. Hispanics had the highest rates of admission for
elderly asthma, pediatric gastroenteritis, and urinary tract infection.

Alcohol Abuse. There were nearly 210,000 hospitalizations for alcohol abuse disorders,
amounting to about $2 billion in aggregate charges annually. Alcohol abuse was a
concomitant condition for an additional 1.1 million hospital stays; thus, over 3 percent of all
hospital stays included some mention of alcohol abuse.

Pressure Sores. In 2003, there were 455,000 hospital stays during which pressure sores
were noted— a 63 percent increase from 11 years earlier.

Prevention

Americans die prematurely every year as a result of diseases that often are preventable, such
as heart disease, diabetes, some cancers, and HIV/AIDS. To address these issues, AHRQ
convenes the U.S. Preventive Services Task Force (USPSTF), an independent panel of experts
in primary health care and prevention. The mission of the task force is to conduct
comprehensive assessments of a wide range of preventive services to include screening tests,
counseling activities, immunizations, and preventive therapies. A recent recommendations
concerned use of estrogen:

The USPSTF issued a new recommendation against the routine use of estrogen to prevent
chronic conditions such as heart disease, stroke and osteoporosis in postmenopausal
women who have undergone a hysterectomy. The Task Force noted that, although
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estrogen can have positive effects such as reducing the risk for fractures, hormone therapy
should not be used routinely because it appears to increase women'’s risk for potentially life-
threatening clots that block blood vessels (venous thromboembolism), stroke, dementia and
mild cognitive impairment. The Task Force noted that while the use of estrogen reduces the
risk for fracture, drugs such as bisphosphonates and calcitonin are available and effective in
helping prevent fractures in women diagnosed with osteoporosis. The Task Force concluded
that for most women, the harmful effects of estrogen therapy outweigh any benefits for
fracture and other chronic conditions.

The recommendations of the U.S. Preventive Services Task Force are now available on a hand
held personal digital assistant (PDA) or desktop computer. A new Electronic Preventive
Services Selector (ePSS) tool for primary care clinicians to use when recommending preventive
services for their patients was released in FY 2006. The interactive tool is designed for use on a
personal digital assistant (PDA) or desktop computer to allow clinicians to access the latest
recommendations from the AHRQ-sponsored U.S. Preventive Services Task Force. It is
designed to serve as an aid to clinical decision-making at the point of care and contains 110
recommendations for specific populations covering 59 separate preventive services topics. The
‘real time’ search function allows a clinician to input a patient’s age, gender, and selected
behavioral risk factors, such as whether or not they smoke, in the appropriate fields. The
software cross-references the patient characteristics entered with the applicable Task Force
recommendations and generates a report specifically tailored for that patient.

Pharmaceutical Outcomes

In 2005, the Effective Health Care Program focused initially on issues of special importance to
Medicare. Section 1013 of the MMA authorizes the Secretary of Health and Human Services to
regularly consider priority areas for research under this Section. In 2006, the priority list will be
updated to include Medicaid and the State Children’s Health Insurance Program (SCHIP). A
Listening Session was held in early 2006 to solicit input on research priorities for the Effective
Health Care Program that included an open forum in which participants gave oral comments on
suggested topics for study and the structure of the priority lists (e.g., disease/condition, type of
intervention, effected population, etc.). A link online was available until March 15, 2006, which
allowed people to make suggestions for additional priority conditions, which will be considered
for inclusion in the priority conditions list in 2006-2007. People can continue to make
nominations for priority conditions at any time through the Web site at
http://effectivehealthcare.ahrg.gov/topicNomination/nominationForm.cfm.

During 2006, three projects within
the DEcIDE network will develop

Research Finding: ACE inhibitors and Pregnancy

methodological tools for analyzing Infants born to Medicaid mothers who took angiotensin
pharmaceutical data that result from converting enzyme inhibitors (ACE inhibitors or ACEI)
implementation of Part D (the during the first trimester of pregnancy had an increased
prescription drug benefit program) risk of major congenital malformations compared with
of the MMA. The major goals of infants without maternal exposure to these drugs.
these projects are to develop: 1) an These findings come from a new study jointly funded by

evidence-based approach to AHRQ and the Food and Drug Administration. This new
standardizing drug prescription study, which is publishet_j _in the June 8 issue of the New
statistics and outcome measures of England Journal of Medicine is the first one to show an
the safety of drugs: 2) algorithms for adverse impact of ACE inhibitors on the fetus when

. . taken solely during the first trimester of pregnancy.
identifying usage patterns; and 3) a y J preg Y

data system and empirical
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framework for identifying and capturing adverse drug events.

D. Rationale of HCQO Budget Request

FY 2007 Continuing FY 2008 Change from
Resolution Request Prior Year
HCQO $260,692,000 $271,564,000 +$10,872,000
Patient Safety Research $84,000,000 $93,934,000 +$9,934,000
(PS - Health Information Technology) ($49,886,000) ($44,820,000) (-$5,066,000)
(General Patient Safety Funds) ($34,114,000) ($49,114,000) (+$15,000,000)
Non-Patient Safety Research $176,692,000 $177,630,000 +$938,000
(Effective Health Care Program) ($15,000,000) ($15,000,000) ($0)

The FY 2008 Request for the HCQO budget activity totals $271,564,000, an increase of
$10,872,000 from the FY 2007 Continuing Resolution level. It is within HCQO that AHRQ
supports the patient safety and health information technology programs, a total of $93,934,000
at the Request.

HCQO: Patient Safety Research

AHRQ'’s patient safety program is aimed at identifying risks and hazards that lead to medical
errors and finding ways to prevent patient injury associated with delivery of health care. The

FY 2008 Request provides $93,934,000 for patient safety research, an increase of $9,934,000
from the FY 2007 Continuing Resolution level. Within patient safety, research related to Health
Information Technology (health IT) is funded at $44,820,000, a reduction of $5,066,000 from the
prior year. The decrease in this program comes from non-competing grants that end in FY
2007. These funds were not re-invested into new patient safety health IT grants in FY 2008.
General patient safety research is funded at $49,114,000, an increase of $15,000,000 from the
FY 2007 Continuing Resolution level. The entire increase is dedicated to the Personalized
Health Care Initiative. The remaining funds for general patient safety research focus on
AHRQ'’s patient safety research portfolio, including funds dedicated to the Ambulatory Patient
Safety Program and the Patient Safety and Quality Improvement Act of 2005.

Patient Safety Research and Training Grants

Research grant support for the patient safety program totals $34,053,000 (78 grants) at the
FY 2008 Request. This is a decrease of $6,786,000 (22 grants) from the FY 2007 Continuing
Resolution level of $40,839,000. In terms of new research grants, the FY 2008 Request funds
15 new grants for a total of $5,941,000. All of the new patient safety grants in the FY 2008
Request will build on the proposals developed for the FY 2007 Ambulatory Patient Safety
program. Areas of focus will include medication management tools such as e-prescribing,
improved information tools at the point of care and for clinicians and consumers and
improvements in chronic illness care and prevention. A total of $3,393,000 will be funded with
patient safety health IT funds and $2,548,000 will be funded with general patient safety funds.
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The FY 2008 Request continues the Ambulatory Patient Safety Program, comprised of
$29,388,000 in patient safety Health Information Technology funds and $5,814,000 in general
patient safety funds. This program continues AHRQ’s overall patient safety vision to reduce the
risk of harm from health care services by promoting the delivery of appropriate care that
achieves the best quality outcome. The Ambulatory Patient Safety program both complements
and contributes to the overall goals and objectives of the President’s Health Information
Technology Initiative, the American Health Information Community (AHIC) and those of the
Office of the National Coordinator for Health Information Technology (ONC).

Patient Safety Research Contracts and 1AAs

Support for patient safety research contracts totals $59,881,000 at the FY 2008 Request, an
increase of $16,720,000 from the FY 2007 Continuing Resolution level. Of this increase,
$15,000,000 is allocated for the Personalized Health Care Initiative. The Request also reflects
an increase of $1,720,000 for several research contracts, including contracts and IAAs related
to the Patient Safety and Quality Improvement Act of 2005 and the Ambulatory PS Program.
No other new patient safety contracts are proposed at the FY 2008 Request level.

Personalized Health Care Initiative

Improving the quality and effectiveness of health care — providing the right care to the right
patient at the right time, and getting it right the first time — remains a challenge in the United
States. At the same time, the cost of providing that care continues to grow. Currently it is
estimated that per capita health spending in the United States is the highest in the world. Today,
the opportunities to deliver high quality, cost-effective care are growing exponentially as a result
of our ongoing investments in genomics, molecular biology, and basic biomedical research.
The additional diagnostic and treatment options research yields will soon make it possible to
provide highly effective individualized care in an unprecedented fashion. But we will also face
growing challenges in making clinical use of this new knowledge. In a consumer- and value-
oriented health care system, increased options need to be accompanied by the information
necessary to evaluate those choices and make more informed decisions. The transition of
patient care from a paper-based system to an electronic system has important implications.
Adoption of health information technology means that information about new interventions can
be deployed more rapidly and disseminated more broadly than ever before. Fortunately, health
IT also provides us with the vehicle for transforming our health services research enterprise so
that we can evaluate the effectiveness of these interventions in real-time by providing answers
to questions such as: How the breakthrough compares with existing and other new
interventions? Which classes of patients benefit most from each intervention? What is the
most effective and efficient approach to delivery?

Today, only a few networks around the country have the data systems that will allow doctors,
nurses, researchers and others to answer these important questions. However, the questions
they can ask are often limited to the most common drugs and diagnoses. Many emerging
breakthrough treatments will apply to a small number of patients, for example, a new treatment
that cures 10 percent of patients with non small-cell lung cancer would be effective for
approximately 14,700 patients across the nation from the 147,000 affected. Even the largest
systems with sophisticated health IT would be likely to include only a small percentage of these
individuals, limiting capacity to detect adverse events and identifying individuals who meet the
criteria for the new treatment but do not respond to the treatment effectively. A larger network,
such as the one proposed here, offers the opportunity to capture a larger percentage of those
who respond effectively, increasing the ability for doctors to provide the right treatment to the
right patient.) By leveraging the role of the federal government as a convener, in addition to its
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roles as the largest purchaser of health care and a major supporter of scientific advances, we
will create a virtual network, with a public-private governance, that will allow the data to remain
within those systems while achieving the dramatic improvements in care seen from strongly
centralized efforts to research and development (e.g., the vast majority of pediatric oncology
patients are referred to a small number of regional research and treatment centers. Over the
past 20 years survival rates have increased for children with cancer at a much more rapid rate
than for adults, a fact attributed in part to the fragmentation between the research and care
delivery enterprise for adults.) The results of our efforts will be health information that can be
easily shared, searched, measured and analyzed to determine what treatments and drugs are
most effective and at what cost regardless of the size of the network. In addition, this network
will be designed to be relevant for multiple types of studies and surveillance efforts, thus offering
sustainable or re-usable infrastructure.

In its Personalized Health Care Initiative, the Department of Health and Human Services will
accelerate the movement toward personalized health care and help bring “next generation”
effectiveness of care for individual patients. This initiative is essential to our drive for health
care transparency (by identifying and consistently measuring effective, high quality care). The
initiative undertakes pioneering work in the utilization of health IT for linking clinical care with
research progress and, ultimately, genomic data. The long-term result will be greater medical
effectiveness, greater cost effectiveness, other advances into clinical practice, and improved
guality and safety for patients.

AHRQ proposes the creation of a sustainable clinical effectiveness research enterprise, with
broad participation and support from the public and private sectors. The goal is to meet the
common need for better information that can be developed in time frames that our traditional
approach to research cannot match. We have started to see the potential for real-time research
through a network we developed as a component of our Effective Health Care Program (MMA
Section 1013). That network, consisting of organizations with large databases of electronic
clinical information, has enabled us to assess the effectiveness of interventions in dramatically
shorter time frames, without threat to individual privacy. By building upon that capacity, and
expanding it as electronic health records become a reality, we can ensure that the information
that is essential for consumer and value-based decision-making can be linked to the
deployment of new interventions and innovations. This proposal is designed to create and
sustain a partnership between public and private payers and delivery systems to support
evidence generation as a byproduct of health care delivery. It expands on the work currently
being undertaken in the Healthcare Transparency and builds on the base of the existing
Effective Health Care program by establishing a federation of nationally representative care
delivery research networks and data sources that incorporates cutting-edge genomic science.
Over time, as the federation grows and as cutting-edge genomic medicine and innovative
technologies become available, data available will become more robust allowing us to

e Determine with increasing precision which treatments work best for which patients;

e Accelerate the uptake of effective (or transformative) medical innovation into health care
practice, including making appropriate use of innovation that results from our progress in
genomic and molecular medicine;

e Support the development of new, more effective methodologies, which can be used to
accelerate the development of new breakthroughs across the research enterprise.

This initiative expands the infrastructure necessary to ensure that we have a health care system
that provides good quality health care at affordable prices by accelerated integration of cutting
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edge innovations in medicine, including genomics, into the clinical practice. It is focused on
three areas (1) developing a Network of Networks, (2) Integrating Administrative and Clinical
Data and (3) Developing Quality Standards. In FY 2008, the program will concentrate on:

1. Building Data Capacity and Infrastructure: Build upon the existing data systems and the
methodologies developed by AHRQ's rapid cycle research networks (such as DeCIDE,
ACTION, PBRNSs) and the relationships established by the Eisenberg Clinical Decisions
and Communications Sciences Center by expanding formal on-going partnerships with
medical and professional societies, provider groups, states, and industry to create
incentives to allow data access and sharing using a federated approach to build a
“Network of Networks”. This approach creates a federation of public and private data
sources that will allow population-based research questions from outside a specific
health care organization using agreed upon terms, descriptions, and concepts. In
particular, this approach facilitates collaboration across health care organizations to
address the impact of new innovations that affect a small population (for which no single
care delivery system would have sufficient sample size). Moreover, this approach --
supporting a collaboration of research networks — will also support and sustain both
practice improvement and practical research. Building new and linking existing practical
practice-based research networks will make possible the generation of evidence — new
knowledge — during the course of health care delivery at a lower cost and shorter time
line. This approach will also accelerate implementation of a roadmap for clinical
decision support that incorporates recent advances from biomedical science in a rapid
time frame, dramatically shortening the current time between discovery and delivery.
The close linkage between care delivery and knowledge generation will make it possible
to accelerate delivery of innovations (only) to those likely to benefit, and clarify
alternative options for individuals likely to experience harms or no benefits. In addition to
building the infrastructure, issues related to the identification of legal, human subjects,
privacy, and proprietary issues and the overall process for the network functioning will be
addressed.

2. Integration of administrative data and clinical information: For the foreseeable future,
administrative data will continue to be an important input to policy relevant analyses,
guality assessment and transparency. Administrative data are available for virtually all
US patients and have been used for a wide-range of purposes at the local, state and
national levels, including quality reporting and improvement, public health planning and
surveillance, policy analysis and financial strategic planning. Because they are widely
available (almost all states have all-payer data programs) and relatively easy to access
and use, administrative data are being turned to more frequently to address more urgent
guestions and produce more actionable results, such as use in public reporting,
transparency, and payment incentives. Recent AHRQ studies show the cost-benefit of
adding specific clinical data to administrative data to support transparency efforts and
quality improvement. These studies will provide the framework for expanding data
beyond what is currently available by enriching it with clinical electronic data and
extending availability of data to new sites of care. We will do this by building on, and
continuing to support, the partnerships of the AHIC, emerging regional health information
exchanges (RHIEs), the NHIN, quality care alliances (AQA and HQA), and AHRQ's
Healthcare Cost and Utilization Project (HCUP). Taking advantage of existing
partnerships and administrative data sources, such as HCUP, by adding specific clinical
information available through electronic health records, prescription data, and laboratory
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data is a more efficient and practical approach to expanding research and transparency
reporting capacity than creating a new data infrastructure.

3. Accelerating the development of Quality Measures: This component of the program
utilizes an evidence-based process to develop measure sets that consumers, payers
and purchasers can use to evaluate the cost and quality of healthcare services
available. Initial measure development would focus on issues that are essential to
improving value but not yet part of the quality measurement enterprise - efficiency,
coordination of care, care for individuals with multiple chronic illnesses - utilizing
currently existing HHS data. As the Network of Networks matures, additional measure
development will make use of clinical data systems developed as a result of
breakthroughs made in health care information exchange and the capacity of the
proposed Partnership for Effective Healthcare Component. All measures will be based
upon the most recent published evidence and user input, and will be risk adjusted,
empirically tested, and validated. These evidence-based measures will receive
organizational endorsement. In addition, support for users will also be provided in the
form of technical assistance, access to technical specifications, user documentation,
implementation tools (includes the development and testing of software), maintenance
(and refinement) of the measures, tools and documentation, development of science-
based reporting templates, and, when appropriate, recommendations for the
development of composite measures. We will work closely with the AHIC work group
on quality and other major stakeholders and users. In FY 2008 we will focus on
developing and maintaining measures for immediate need, such as those outlined in
Secretary Leavitt's Health Care Transparency initiative. In addition, we will begin to
develop the standards required to ensure innovations in the emerging field of genomics
can be incorporated into a single digital network. This will result in producing measures
that are “plug and play” ready -- which is they can be easily incorporated by a variety of
stakeholders into new or existing electronic health records.

As a result of this investment, the Department of Health and Human Services will accelerate
the movement toward personalized health care and help bring “next generation” effectiveness of
care for individual patients. This initiative is essential to our drive for health care transparency
(by identifying and consistently measuring effective, high quality care). The initiative undertakes
pioneering work in the utilization of health IT for linking clinical care with research progress.

The long-term result will be greater medical effectiveness, greater cost effectiveness, other
advances into clinical practice, which will ultimately improve quality and safety for patients.

Patient Safety and Quality Improvement Act of 2005

In addition, the FY 2008 Request provides funds to continue AHRQ'’s work on the Patient Safety
and Quality Improvement Act of 2005 (PSQIA) - Public Law No. 109-41. The Act is intended to
improve quality of patient care by encouraging health care providers to voluntarily report patient
safety information, medical errors, and “near misses” to Patient Safety Organizations (PSOs).
Federal legal privilege and confidentiality protections apply to information that is assembled and
reported to a PSO or developed by a PSO for the conduct of patient safety activities. Within a
protected framework, the Act encourages health care providers to contract with PSOs to:

» Collect and analyze data on patient safety events (a term that encompasses “near
misses,” “close calls,” and “no-harm” events as well as all types of medical and other
health care adverse events); and

48 — Budget Exhibits



» Develop and disseminate information to improve patient safety and to provide feedback
and assistance to effectively minimize patient risk.

The Act allows PSOs to analyze information reported from providers and disseminate
information back to providers in efforts to improve quality and patient safety. Providers will work
with PSOs to determine the causes of these errors, identify what changes need to be made to
prevent these errors, and then implement changes.

The Act authorizes the Secretary to: (1) establish a process for the certification and oversight of
Patient Safety Organizations; (2) establish common definitions and formats for reporting to and
among a network of Patient Safety Databases (NPSD); and (3) provide technical assistance to
PSOs.

The Act requires the Secretary of Health and Human Services to facilitate the creation of a
network of databases to analyze health care errors. It stipulates that the NPSD shall be an
interactive evidence-based management resource for providers, patient safety organizations,
and other entities. The network of databases shall have the capacity to accept, aggregate
across the network, and analyze non-identifiable data voluntarily reported by PSOs, providers,
and other entities. The Act also authorizes the Secretary (AHRQ) to provide common formats
for reporting to and among the network of patient safety databases, including common and
consistent definitions and a standardized computer interface, pursuant to aggregation of patient
safety data nationwide.

Based on rigorous, detailed review of all patient safety reporting systems in existence, AHRQ
shall develop a uniform database, establish national standards for the collection and
maintenance of patient safety data, and provide technical assistance to PSOs. Information
reported to and among the network of patient safety databases shall be used to analyze
national and regional statistics, including trends and patterns of patient safety events.
Information from these analyses will be made publicly available and included in annual reports
by the Secretary to Congress on the quality of health care.

In FY 2008, AHRQ will allocate $6,500,000 in contract funds within the patient safety budget for
the implementation of this Act.

HCQO: Non-Patient Safety Research

AHRQ’s non-patient safety program has a broad research agenda that touches on nearly every
aspect of health care. AHRQ-supported researchers are working to answer questions about:
care management; cost, organization and socio-economics; data development; long-term care;
pharmaceutical outcomes; prevention; training; quality of care; and system capacity and
bioterrorism. The FY 2008 Request provides support of $177,630,000, a slight increase of
$938,000 from the FY 2007 Continuing Resolution level.

Non-Patient Safety Research and Training Grants

At the Request AHRQ will support 131 grants for a total of $32,692,000. This is a decrease of
$6,626,000 (65 grants) from the FY 2007 Continuing Resolution level of $39,318,000. At the
Request, AHRQ will provide $3,706,000 to support 42 new grants. These funds will continue
research in our three strategic plan goal areas, with specific emphasis two portfolios of work:
care management and prevention. New grant funding will include one-year awards such as
small, conference, and dissertation research grants and multi-year larger grants such as large
research grants, research career awards, Primary Care Practice Based Research Networks
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(PBRNSs), Building Research Infrastructure and Capacity (BRIC), and Minority Research
Infrastructure Support Program (M-RISP). Finally, the FY 2008 Request also provides
approximately $9,000,000 in continuation support for new grants funded in the FY 2007
Continuing Resolution.

Non-Patient Safety Research Contracts and IAAS

Support for non-patient safety contracts totals $84,838,000, an increase of $3,983,000 from the
FY 2007 Continuing Resolution level. Of this increase $3,730,000 will support contracts related
the Value-driven Healthcare Initiative — a project funded with CMS and the private sector. The
remaining $253,000 reflects an increase in non-patient safety continuation costs for several
contracts.

Value-driven Healthcare Initiative

The overarching goal of the Value-driven Healthcare Initiative (+$3,730,000), formerly known as
the AQA Alliance pilot projects, is to enhance person and population-centered care by
improving the quality of healthcare services and reducing healthcare costs. Major HHS goals
and objectives reflect the President’s Executive Order and are to 1) promote the establishment
of health information technology standards for exchanging price and quality healthcare data; 2)
promote the establishment of transparent, nationally endorsed, consensus-derived quality
measures; 3) promote the establishment of transparent, nationally endorsed, consensus-derived
measures of price/cost; and 4) promote the use of provider and consumer incentives for quality
and efficiency.

This Initiative’s design is based on three fundamental principles. The first is that at its core,
healthcare is local--provided in uniquely constituted cultural and market-based environments.
As such, improving the value of that healthcare requires a critical mass of community
stakeholders (including purchasers, health plans, providers, and consumers) investing their time
and resources toward shared cost and quality improvement goals. We refer to these community
entities as local multi-stakeholder collaboratives.

The second principle is that broad access to accurate, meaningful information will improve the
value of healthcare services by 1) stimulating provider improvement, 2) engaging consumers in
provider selection and treatment choices, and 3) enabling purchasers to align consumer and
provider incentives. Generating such information will require operational and behavioral
changes among virtually all stakeholders.

The third principle is that establishing a nation-wide learning network will foster market-based
healthcare reform. Learning networks are an evidence-based approach to rapid dissemination
and adoption of best practices. They are comprised of individuals or groups focused on
common broad goals. To be most effective and demonstrate impact learning networks must 1)
Provide face to face opportunities for peer to peer sharing of experiences; 2) Conduct
guantitative trending on standard measures used by all participants to identify
interventions/tactics that yield the best outcomes; 3) Translate interventions into adaptable
change strategies; 4) Provide a user-friendly web-based knowledge repository and
communication system; and 5) Identify knowledge gaps where innovation is needed.

The collaboratives will seek to combine public and private information to measure and report on
physician and hospital practice in a meaningful and transparent way for consumers and
purchasers of health care. They will not only measure care quality, but will identify those high
quality providers who are able to deliver efficient care to patients, avoiding unnecessary
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complications and costs. The collaborative sites also will test the most effective methods to
provide consumers with meaningful information that they can use to make choices about which
physicians and physician groups will best meet their needs.

Based on the above, AHRQ plans to establish a nation-wide learning network of community-
based multi-stakeholder collaboratives along with a curriculum for helping to inform these.
Specific deliverables will include tools, decision guides, and other content-based materials as
well as facilitated meetings (both face to face and virtual).

Effective Health Care Program

The FY 2008 Non-patient safety research contract request also continues support for the
Effective Health Care Program. This program provides current, unbiased evidence about the
comparative effectiveness of different health care interventions. The object is to help
consumers, health care providers, and others make informed choices among treatment
alternatives, including drugs. The AHRQ Effective Health Care Program has three approaches
to research on the comparative effectiveness of different treatments and clinical practices:

¢ Review and synthesize knowledge. The Evidence-based Practice Centers systematically
review published and unpublished scientific evidence. A list of comparative
effectiveness reviews currently in progress is provided in the text box below.

¢ Promote and generate knowledge. The DEcIDE Research Network studies new
scientific evidence and analytic tools in an accelerated and practical format.

¢ Compile the findings and translate knowledge. The John M. Eisenberg Clinical Decisions
and Communications Science Center compiles the research results into a variety of
useful formats for stakeholders.

The program was created under Section 1013 of the Medicare Prescription Drug, Improvement,
and Modernization Act of 2003 to conduct research regarding "the outcomes, comparative
clinical effectiveness, and appropriateness of health care items and services." The program was
launched in 2005 with a $15 million budget. It focuses initially on issues of special importance to
Medicare but will be expanded to include Medicaid and the State Children’s Health Insurance
Program (SCHIP). The FY 2008 Request continues our $15,000,000 investment to support this
important program.

Priority Condition(s) Topics
Arthritis and non-traumatic Comparative Effectiveness of Drug Therapies for Rheumatoid or Psoriatic
joint disorders Arthritis
Arthritis and non-traumatic Comparison of Therapies for Low Bone Density

joint disorders

Cancer Comparison of Therapies for Clinically Localized Prostate Cancer

Depression and other mood

: Comparative Effectiveness of Pharmacotherapeutics for Depression
disorders

Depression and other mood
disorders Evidence for Off-Label Use of Atypical Anti-Psychotic Medications

Diabetes mellitus

Comparative Effectiveness and Safety of Newer vs. Older Diabetes
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Medications for the Management of Adults with Type 2 Diabetes

Ischemic heart disease and
Stroke and hypertension Comparative Effectiveness of Combinations of Lipid-modifying Agents

Ischemic heart disease Comparative Effectiveness Review of Percutaneous Coronary
Interventions and Coronary Artery Bypass Graft Surgery

Stroke and hypertension What are the Comparative Long-term Benefits and Harms of ACE-
Inhibitors versus ARBs for Treating Hypertension?

Research Management Costs

The FY 2008 Request provides an increase of $3,581,000 for research management costs.
These funds provide for mandatory increases within AHRQ's budget, including pay raises,
seven additional Full-Time Equivalent Employees, rent increases and funds for the Unified
Financial Management System (UFMS) and the HHS Consolidated Acquisition System (HCAS).
For more information on the UFMS and HCAS please see pages 126 and 127.
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Medical Expenditure Panel Survey (MEPS)

Authorizing Legislation: Federal funds pursuant to Title IX and Section 927(c) of the Public Health Service
Act.

FY 2007 FY 2008
FY 2006 Continuing FY 2008 Request
Enacted Resoluation Estimate +/- FY 2007
TOTAL
--BA 0 0 o] $ -
--PHS Eval $ 55,300,000 § $ 55,300,000 § $ 55,300,000 | $ -
FTEs NA NA NA

A. Statement of Budget

A total of $55,300,000 is provided for Medical Expenditure Panel Survey (MEPS). These funds
will be used to support the contracts and IAAs used to conduct the MEPS.

B. Program Description

The MEPS is the only national source for annual data on how Americans use and pay for
medical care. It supports all of AHRQ's research related strategic goal areas. The survey
collects detailed information from families on access, use, expense, insurance coverage and
quality. Data are disseminated to the public through printed and web-based tabulations, micro
data files and research reports/journal articles.

The data from the MEPS have become a linchpin for the public and private economic models
projecting health care expenditures and utilization. This level of detail enables public and
private sector economic models to develop national and regional estimates of the impact of
changes in financing, coverage, and reimbursement policy, as well as estimates of who benefits
and who bears the cost of a change in policy. No other surveys provide the foundation for
estimating the impact of changes on different economic groups or special populations of
interest, such as the poor, elderly, veterans, the uninsured, or racial/ethnic groups. Government
and non-governmental entities rely upon these data to evaluate health reform policies, the effect
of tax code changes on health expenditures and tax revenue, and proposed changes in
government health programs such as Medicare. In the private sector (e.g., RAND, Heritage
Foundation, Lewin-VHI, and the Urban Institute), these data are used by many private
businesses, foundations and academic institutions to develop economic projections. These
data represent a major resource for the health services research community at large. Since
2000, data on premium costs from the MEPS Insurance Component have been used by the
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Bureau of Economic Analysis to produce estimates of the GDP for the nation. In addition, the
MEPS establishment surveys have been coordinated with the National Compensation Survey
conducted by the Bureau of Labor Statistics through participation in the Inter-Departmental
Work Group on Establishment Health Insurance Surveys.

C. Performance Analysis

The MEPS is part of AHRQ's Efficiency strategic plan goal area and the Data Development
Portfolio. A significant factor that reduces the efficiency of our modern-day health care system is
waste caused by systems that do things that don’t improve care, processes that could be
designed to do things better and systems that fail to do things that would assure more effective
treatment. AHRQ's investments include efforts to develop ways to (1) measure and report on
the efficiency of systems, procedures, and processes, (2) assess the scope, nature, and impact
of waste in health care systems, and (3) design techniques, methods, and technology to
improve treatment outcomes and reduce associated costs.

EFFICIENCY STRATEGIC PLAN GOAL

Performance Goal

Results

Context

MEPS Use and
Demographic Files will
be available 12 months
after final data
collection

AHRQ exceeded this
performance goal in FY
2005 by making the files
available 11 months
after final data
collection. AHRQ will
continue to consistently
provide timely data.

The MEPS is part of AHRQ'’s Efficiency
strategic plan area and the Data
Development Portfolio. The first MEPS data
(from 1996) became available in April 1997.
This rich data source has become not only
more comprehensive and timely, but MEPS’
new design has enhanced analytic
capacities, allowed for longitudinal
analyses, and developed greater statistical
power and efficiency. During the last few
years, AHRQ has developed a series of
Statistical Briefs using MEPS data. These
briefs, released on the MEPS website,
provide timely statistical estimates on topics
of current interest to policymakers, medical
practitioners and the public at large. During
2005 and 2006, topics included diabetes,
obesity, expenditures and insurance
coverage. MEPS has also met or exceeded
all of its performance goals in terms of data
products and data release.

National Survey Provides Essential Information for Measuring Trends in the Concentration of
Medical Expenses. Data from AHRQ'’s 1987, 1996 and 2003 medical expenditure surveys
indicate health care spending is highly concentrated, with a relatively small proportion of the
population accounting for a large share of total health expenditures. When ranked by 1996
health care expenditures, the top 1 percent of the U.S. civilian non-institutionalized population
accounted for 28 percent of the total health care expenditures. Some attenuation in the
magnitude at the upper tail of the expenditure distribution has occurred over time. By 2003, the
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top 1 percent of the population accounted for 24 percent of total health care expenditures, the
top 5 percent accounted for 49 percent, and the top 10 percent accounted for 64 percent of
such expenditures (in 1996 these figures were 28 percent, 56 percent, and 69 percent,
respectively). (See Figure 1 on the following page.)

Advancing

AHRQ Figure 1. Concentration of health care expenditures in
SHeaith Gare. the U.S. civilian noninstitutionalized population

(w1987 ©1996 m 2003 ]

100 4 97 97 97
80 1
60 4

40 -

Percentage of expenditures

Top 1% Top 5% Top 10% Top 50%

Population ranked by expenditures

Source: Center for Financing, Access, and Cost Trends, AHRQ, National Medical Expenditure Survey, 1987, and Household
Component of the Medical Expenditure Panel Survey, 1996 and 2003

State Differences in the Cost of Job-Related Health Insurance, 2004

Nationwide, the average premiums were $3,705 for single coverage, $7,056 for employee-plus-
one coverage, and $10,006 for family coverage. Among the 10 largest States, single premiums
ranged from $3,335 in Georgia to $3,918 in Michigan, employee-plus-one premiums ranged
from $6,450 in Georgia to $7,559 in New Jersey, and family premiums ranged from $9,317 in
Georgia to $11,425 in New Jersey. Contributions towards health insurance premiums made by
employees nationwide averaged $671 for single coverage, $1,667 for employee-plus-one
coverage, and $2,438 for family coverage. Among the 10 largest States, employee contributions
for single coverage ranged from $554 in California to $723 in Florida, for employee-plus-one
coverage from $1,254 in Michigan to $1,996 in Florida, and for family coverage from $1,770 in
Michigan to $2,972 in Florida.

Please see Table 1: Average Annual Health Insurance Premium per Enrolled Employee at

Private-Sector Establishments Offering Health Insurance: US and Ten Largest States, 2004 on
the following page.
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Table 1. Average Annual Health Insurance Premium per Enrolled Employee at Private-
Sector Establishments Offering Health Insurance: US and Ten Largest States, 2004

St Single Employee- Family
Coverage Plus-One Coverage
Coverage
UNITED
STATES $3,705 $7,056 $10,006
California $3,534 $6,733 $9,557*
Texas $3,781 $6,973 $10,110
New York $3,858** $7,424 $10,397
Florida $3,807 $7,354 $10,444
lllinois $3,768 $7,318 $10,357
Pennsylvania $3,671 $7,380 $9,987
Ohio $3,782 $6,844 $9,590*
Michigan $3,918 $7,231 $9,763
New Jersey $3,882 $7,599** $11,425**
Georgia $3,335* $6,450* $9,317*

* Below the national average. ** Above the national average.
Source: Center for Financing Access and Cost Trends, AHRQ, Medical Expenditure Panel Survey — Insurance

Component, 2004, Tables II.C.1, 11.D.1, ILE.1

MEPS Impact
Since its inception in 1996, MEPS has been used in several hundred scientific publications, and
many more unpublished reports.

The MEPS has been used to estimate the impact of the recently passed Medicare
Modernization Act (MMA) by the Employee Benefit Research Institute (the effect of the
MMA on availability of retiree coverage), by the lowa Rural Policy Institute (effect of the
MMA on rural elderly) and by researchers to examine levels of spending and co-
payments (Curtis, et al, Medical Care, 2004)

The MEPS data has been used extensively by the Congressional Budget Office,
Department of Treasury, Joint Taxation Committee and Department of Labor to inform
Congressional inquires related to health care expenditures, insurance coverage and
sources of payment and to analyze potential tax and other implications of Federal Health
Insurance Policies.

MEPS data on health care quality, access and health insurance coverage have been
used extensively in the Department’s two annual reports to Congress, the National
Healthcare Disparities Report and the National Healthcare Quality Report.

The MEPS has been used in Congressional testimony on the impact of health insurance
coverage rate increases on small businesses.
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e The MEPS data have informed studies of the value of health insurance in private
markets and the effect of consumer payment on health care, which directly align with the
Health Care Value Incentives Component of the HHS Priorities for America’s Health
Care and the Secretary’s 500 Day Plan Priority of Transforming the Health Care System.

e The MEPS-IC has been used by a number of States in evaluating their own private
insurance issues including eligibility and enrollment by the State of Connecticut and by
the Maryland Health Care Commission; and community rating by the State of New York.
As part of the Robert Wood Johnson Foundation’s State Coverage Initiative, MEPS data
was cited in 69 reports, representing 27 states.

¢ The MEPS data has been used extensively by the Government Accountability Office to
determine trends in Employee Compensation, with a major focus on the percentage of
employees at establishments that offer health insurance, the percentage of eligible
employees who enroll in the health insurance plans, the average annual premium for
employer-provided health insurance for single workers, and the employees' share of
these premiums.

e MEPS data have been used in DHHS Reports to Congress on expenditures by sources
of payment for individuals afflicted by conditions that include acute respiratory distress
syndrome, arthritis, cancer, chronic obstructive pulmonary disease, depression,
diabetes, and heart disease.

e MEPS data are used to develop estimates provided in the Consumers Checkbook Guide
to Health Plans, of expected out of pocket costs (premiums, deductibles and copays) for
Federal employees and retirees for their health care. The Checkbook is an annual
publication that provides comparative information on the health insurance choices
offered to Federal workers and retirees.

o MEPS data has been extensively used to examine the pharmacological treatment of
many conditions including depression (in both adults and children), back pain, ADHD,
obesity, hypertension and cardiovascular diseases.

¢ MEPS data has been used by CDC and others to evaluate the cost of common
conditions including arthritis, injuries, diabetes, obesity and cancer.

¢ MEPS data has been used to examine quality of care, including the receipt of preventive
care and barriers to that receipt. MEPS data has been used by private sector insurance
firms to estimate the potential return on investment to firms for providing bariatric surgery
benefits to their enrollees.

D. Rationale for the FY 2008 Request

The FY 2008 Request for the Medical Expenditure Panel Surveys (MEPS) totals $55,300,000 in
PHS evaluation funds, maintaining the FY 2007 Continuing Resolution level. The MEPS
Household component of the survey is supported at $35,100,000, the Medical Provider
component totals $12,000,000 and the insurance component is supported at $8,200,000.

Continuation of MEPS Activities

The FY 2008 funding for MEPS will be used to maintain enhancements to the sample size and
content of the MEPS Household and Medical Provider Surveys necessary to satisfy the
congressional mandate to submit an annual report on national trends in health care quality and
to prepare an annual report on health care disparities. The MEPS Household Component
sample size is maintained at 15,000 households in 2008 with full calendar year information.
These sample size specifications for the MEPS permit more focused analyses of the quality of
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care received by special populations due to significant improvements in the precision of survey
estimates. This design, in concert with the survey enhancements initiated in prior years,
significantly enhances AHRQ's capacity to report on the quality of care Americans receive at the
national and regional level, in terms of clinical quality, patient satisfaction, access, and health
status both in managed care and fee-for-service settings.

These funds will also permit the continuation of an oversample in MEPS of Asian and Pacific
Islanders and individuals with incomes <200% of the poverty level. These enhancements, in
concert with the existing MEPS capacity to examine differences in the cost, quality and access
to care for minorities, ethnic groups and low income individuals, will provide critical data for the
National Healthcare Quality Report and the National Healthcare Disparities Report. The MEPS
Computer Assisted Personal Interview System (CAPI) will transition to a windows based system
beginning with the household data collection in 2007. Developmental work was initiated in FY
2005 and will continue through FY 2008. The addition of $1,100,000 from the HCQO budget in
FY 2007 covers a portion of the incremental funding needed to successfully operationalize the
CAPI conversion that will continue through FY 2008.

Funds will also be allocated to the MEPS Insurance Component to maintain improvements in
the availability of data to the States. In FY 2008, data on employer sponsored health insurance
will be collected to support separate estimates for all 50 States and these funds would be used
to enhance the tabulations we provide to the States to support their analysis of private,
employer sponsored health insurance. The IC consists of two sub-components, the household
sample and the list sample. In FY 2007, the addition of $840,000 within the HCQO budget will
facilitate statistical linkages between the MEPS Insurance Component and Household
Component that enhance analytical capacity and permit more comprehensive analyses of
employer sponsored insurance coverage in FY 2008. In prior years, the data obtained, when
linked back to the household respondent, allowed for analysis of individual behavior and choice
made with respect to health care use and spending.

Recent enhancements to the estimation capabilities of the MEPS Household Component have
also been realized and permit the generation of health care utilization, expenditure and health
insurance coverage estimates for some large metropolitan areas and for the ten largest states.
This has resulted in visible improvements in the analytic capacity of the survey without any
additional increments to the sample size.
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Program Support

Authorizing Legislation: Federal funds pursuant to Title IX and Section 927(c) of the Public
Health Service Act.

FY 2007 FY 2008
FY 2006 Continuing FY 2008 Request
Enacted Resoluation Estimate +/- FY 2007
TOTAL
--BA 0 0 0] $ -
--PHS Eval $ 2,700,000 g $ 2,700,000 g $ 2,700,000 1 $ -
FTEs 22 22 22 0

A. Statement of the Budget

A total of $2,700,000 is provided at the level for Program Support, the same level as the FY
2007 Continuing Resolution level. These funds are directly related to AHRQ'’s work on the
President’s Management Agenda.

B. Program Description

This activity supports the overall direction and management of the AHRQ. This includes the
formulation of policies and program objectives; and administrative management and services
activities.

C. Performance Analysis

The Agency for Healthcare Research and Quality (AHRQ) has instituted a systematic approach
to addressing and implementing the President's Management Agenda. The five government-
wide agenda reforms—Strategic Management of Human Capital; Competitive Sourcing;
Improve Financial Performance; Budget and Performance Integration; and Expanding Electronic
Government are teamed with other program reforms with which the Department has been
charged. In a realignment announced in May 2003, the AHRQ Director created a new
organizational entity—an Office of Performance, Accountability, Resources and Technology—to
better manage the Agency’s progress against these reforms as well as other management
initiatives that cross-cut Agency components.
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PROGRAM SUPPORT

Performance Goal

Results

Context

Get to Green on
Budget and
Performance
Integration Initiative
as part of the
Presidential
Management
Agenda

As a result of the
increased emphasis on
strategic planning, the
Agency has shifted from
a focus on output and
process measurement to
a focus on outcome
measures. These
outcome measures are
being developed to
cascade down from our
strategic goal areas of
safety/quality,
effectiveness, efficiency
and organizational
excellence. Portfolios of
work (combinations of
activities that make up
the bulk of our
investments) support the
achievement of our
highest level outcomes

In continuing AHRQ’s commitment to budget
and performance integration, we reorganized
the management structure. This new structure
aligns those who are responsible for budget
formulation, execution and providing services
and guidance in all aspects of financial
management with those who are responsible
for planning, performance measurement and
evaluation. These functions are now within
one office.

Current and future efforts include continuing
the development of a software application that
maps each AHRQ funded activity to the
portfolio structure and associated performance.
This is a work in progress and we look forward
to sharing our success as we continue this
journey.

Finally, AHRQ completed comprehensive
program assessments on five key programs
within the Agency. Over the next few years,
the Agency will perform assessments on the
balance of our programs and focus on fully
integrating financial management of these
programs with their performance.

Strategic Management of Human Capital
In FY 2003, AHRQ conducted eleven streamlined competitive sourcing studies in the functional
areas of accounting, visual information, program/management analysis, information technology,
and program assistance. The performance decision for each of these studies was in favor of
the agency. In FY 2004, AHRQ conducted a streamlined (with MEO) competitive sourcing
study in the functional area of secretarial/program assistance. This study encompassed 20
FTEs and the performance decision made was for the agency, which utilized a Most Efficient
Organization. The Most Efficient Organization is in the process of being staffed and

implemented.

As part of the President’s Management Agenda and the Department’s 20 Management
Objectives, AHRQ submitted a succession plan in the Spring of 2005 which addressed issues
such as infusion of new talent and developing and validating competencies for mission critical
occupational series. Additionally, AHRQ revised its list of mission critical occupations (a total of
six) and has developed competencies/skill levels for three occupational series and completed a
gap analysis and action plan to address deficiencies for one of the series. Efforts continue to
develop competencies and skill levels for the other three occupational series.

AHRQ is also working to implement the HHS Performance Management Program. The Agency
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is scheduled to migrate to this new system by March 31, 2006 and will serve as the
Department’s Beta site with the Office of Personnel Management to identify best practices and
possible deficiencies. AHRQ has laid out a timeline for the implementation including
management and employee briefings, on-line training, as well as technical assistance in the
development of plans.

Improve Financial Performance

Financial accountability is a cornerstone of the “Improved Financial Performance” initiative of
the President’'s Management Agenda. Federal managers continue to experience growing
pressures from their executive leaders, Congress, the public, and their customers to achieve
more under the programs they manage. To that end, this initiative asks agencies to evaluate
their financial management capabilities to ascertain if sufficient internal controls are in place to
safeguard against the misuse of federal funds, and to ensure that these controls provide the
accountability required to make certain funds are spent as intended.

The Federal managers Financial Integrity Act of 1982 (FMFIA) and the Office of Management
and Budget (OMB) Circular A-123 Internal control Systems establish the requirements fo