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Mutu outcome klinik pada
sistem pelayanan kesehatan

lwan Dwiprahasto
Bag. Farmakologi/CE&BU FK UGM



PLASTIC SURGERY

If you can't set a good example, then at least serve as a horrible warning.
POSTED AT
@ SheChive.com













From the perspective of a GoC Program

viemantau Inpu

Melakukan penyesuaian, perbaikan, better
mplementation
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Mengapa harus peduli terhnadap
outcome?

Providing high-quality care is
the RIGHT THING TO DO




Need for Quality: Americans Receive Only Half of
Recommended Care

« Patients fail to receive needed services 46% of the time
« Patients receive services they do not need 11% of the time

T Hypertension
T stroke
T Depression
T coronary artery disease
T Asthma
I High cholesterol
Y Headache
N Diabetes

Pneumonia
Alcohol dependence N=6,700
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Percentage of Recommended Care Received

RAND Corporation. The First National Report Card on Quality of Health Care in America. 2006.
Available at: www.rand.org.



Pengukuran Outcome secara Proaktif

lal untuk menyediakan “quality ¢

measure — intervene — measure — adjust

Hospitalization Adherence to quality

Patient survival rates benchmarks
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SBP=systolic blood pressure DBP=diastolic blood pressure

ALLHAT Research Group. JAMA. 2002;288:2981-2997.

Copyright ©2002, American Medical Association. www.hypertensiononline.org
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Time to event, yrs
No. at Risk

Chlorthalidone 15255 14477 13820 13102 11362 6340 2956 209
Amlodipine 9048 8576 8218 7843 6824 3870 1878 215
Lisinopril 9054 8535 8123 7711 6662 3832 1770 195

ALLHAT Research Group. JAMA. 2002;288:2981-2997.
Copyright ©2002, American Medical Association.
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A Death from Any Cause B Combined Cardiovascular End Point
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Months Months
No. at Risk No. at Risk
Valsartan 4909 4464 4272 4007 2648 1437 357 Valsartan 4909 3921 3667 3391 2188 1204 290
Valsartan and captopril 4885 4414 4265 3994 2648 1435 382 Valsartan and captopril 48385 3887 3646 3391 2221 1185 313
Captopril 4909 4428 4241 4013 2635 1432 364 Captopril 4909 3896 3610 3355 2155 1148 295

Figure 1. Kaplan—Meier Estimates of the Rate of Death from Any Cause (Panel A) and the Rate of Death from Cardiovascular Causes, Reinfare-
tion, or Hospitalization for Heart Failure (Panel B), According to Treatment Group.

For the rate of death from any cause, P=0.98 for the comparison between the valsartan group and the captopril group and P=0.73 for the
comparison between thevalsartan-and-captopril group and the captopril group; for the rate of death from cardiovascular causes, reinfarction,
or hospitalization for heart failure, P=0.20 for the comparison between the valsartan group and the captopril group and P=0.37 for the com-
parison between the valsartan-and-captopril group and the captopril group.




A Overall Survival

56 Sorafenib (US$ 1800/vial)
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Placebo
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Months since Randomization

No. at Risk

Sorafenib 299 290 270 249 234 213 200 172 140 111 89 68 48
Placebo 303 295 272 243 217 189 174 143 108 83 69 47 31
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N Outcomes?

» Transplantasi
« Hemodialisis
* Peritoneal Dialysis (CAPD atau APD)

Continuous Ambulatory Peritoneal Dialysis (CAPD),
Ambulatory Peritoneal Dialysis (APD)




Which Outcomes?
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American Heart Association. Available at:
http://www.americanheart.org/presenter.jhtml?identifier=3012906.
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National Kidney Foundation. KDOQI Clinical Practice Guidelines for Peritoneal Dialysis Adequacy: 2006
Update. Am J Kidney Dis. 2006;48(suppl):S91-S97.




National Kidney Foundation. KDOQI Clinical Practice Guidelines for Hemodialysis Dialysis Adequacy:
2006 Update. Am J Kidney Dis. 2006;48(suppl):S2-S90.
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Bass EB et al. Am J Kidney Dis. 2004;44.:695-705.
Goodkin DA et al. Am J Kidney Dis. 2004;44(suppl 2):S16-S21.
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ecommenaeda Drugs

N CKD Post-Mi
Kurang dari separuh pasien CKD menerima obat yang
direkomendasikan untuk post Ml
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Beta-Blockers Statins ACE-Inhibitors/ARBs

Patients (%)

O_

MI = myocardial infarction, ACE = angiotensin converting enzyme, ARB = angiotensin-1l receptor blocker

Winkelmayer WC et al. Clin J Am Soc Nephrol. 2006;1:796-801.




Meskipun risiko kematian kardiovaskuler 10 kali lebih besar
dibandingkan dengan Populasi lain

304 Consecutive Patients With Creatinine Clearances £75 mL/min But
Not On Dialysis (Mean 30.3 £ 18 mL/min)

Tonelli M et al. J Am Soc Nephrol. 2001;12:1729-1733.






Domain | evel pengukuran
|

 Struktur  Rumah sakit e Cancer registries

« Proses atau dokter « Data set

« Appropriateness administrasi
e Outcome * Medical record
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Outcome baik

The big
black box
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Assuring Quality




Structured Outcome Data Collection
Organized Into Categories
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Pay for Performance (P4P)

American Medical Association. Physician Pay For Performance Initiatives. A whitepaper. Available
at: http://www.ama-assn.org/ama/pub/category/14416.html.



Wwhy Payers Want P4P

Improved Clinical Outcomes _ 8.27

Alignment With Other Initiatives _ 1.22
Market differentiation/Positive Image _ 6.68
Reducing Medical Errors/ _ 6.59
Improved Patient Safety '
et roeorae | 616
Collection and Reporting '
Improved Medical Loss Ratio, Lower Costs _ 5.93

Employer Pressures — 5.23

9=most important, 1=least important

Med-Vantage, Inc., Provider Pay for Performance Incentive Programs: 2004 National Survey Results. 2005.



Providers Can Gain From P4P

Opportunity to improve patient care

More money for delivering quality c

GIOUpPS can negotiate nigner annual price

I
INCreases 1or meeting quality targets

practice recognition

yers cannot reward every provider with higher paymen
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