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Fax Transmission
National Academy for State Health Policy

50 Monument Square, Suite 502 
Portland. ME 04101 

207/874-6524 
Fax: 207/874-6527

To: Yvette Joseph Fox

Fax#: 303-759-3674

From: Neva Kaye

Subject: Conference Call

Date: 1/12/00

Pages: w (including this cover sheet)

COMMENTS:
Yvette-

Thanks again for agreeing to help us plan the ULP workshop on Native American Health issues. 
I’m sending this fax because I have tried to reach you several times over the past few weeks via 
telephone with no success. 1 know how busy you are (and of course the holidays make everyone 
especially busy), so I thought this might be the best approach to get this information to you.

I’ve been calling to schedule a conference call (about an hour) to develop a draft agenda for 
AHRQ's (fonnerly AHCPR’s) ULP workshop on Native American health issues. This call has 
now been scheduled for Thursday, January 13, 2000 at 4 pm eastern because the other 
members of our small planning committee could make that time (Yvette Roubideaux, Charlene 
Avery, Ralph Forquera, and Elmer Brewster). I hope this time wrorks for you as well. Obviously 
I would prefer that you participate in the discussion, but if that is not possible T do not want to 
loose your input. So please let me know of a better time and I will speak to you separately. If 
you can make this call the call-in number is 800-451-7724 and the conference ID number is 
V579. If you have any trouble getting on the call please call A1 Cardona at 207-874-6524.

The purpose of this call is to develop a draft agenda for a 2.5 day workshop that focuses on 
Native American health issues that would be of value to I/T/U providers and state agencies such 
as public health, Medicaid, and CHIP. I have attached to this fax a copy of the summary of the 
expert meeting that many of you attended last July to begin the planning process for AHRQ's 
work on Native American issues. As mentioned in a previous letter AHRQ has decided to hold 
two meetings on the issues identified in the expert meeting. One will focus on Tribal colleges 
and the other more directly on health care issues. This conference call is to plan the health 
care issues workshop, tentatively scheduled for June 12-14 in Albuquerque NM.

I have also attached an agenda for a 2.5 day workshop on managed care, medicine and public 
health 10 give you an idea of the amount and type of programming these workshops generally
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include. The goal of this call is to gather enough information that we will be able to draft a 
similar agenda for the Native American workshop. So please be prepared with ideas for the 
overall flow of the workshop, specific sessions you would like to see, and speakers that you 
would recommend, bearing in mind that ULP workshops are generally research-based.

Finally, please have your calender handy as we will want to schedule a second conference call to 
discuss the diaft agenda.

Thanks-I look forward to working with you.
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Native American Expert Meeting 
July 16, 1999

This Expert Meeting was designed to identify the health service delivery7 system issues affecting 
Native Americans (both on- and off-reservation) in preparation for one or more workshops 
sponsored by the Agency for Health Care Policy and Research, User Liaison Program. It was 
held in Washington, D.C., July 16, 1999.

Meeting Participants

Expert meeting participants included representatives of I/T/U: providers, tribal colleges, state 
Medicaid agencies, the National Indian Council on Aging, The White House Office on the 
President's Initiative for One America, the U.S. Indian Health Service, DHHS Office of Minority 
Health, HCFA, and private providers, as well as the Agency for Health Care Policy and Research 
and the National Academy for State Health Policy.

Target Workshop Audience

At the meeting, several potential audiences were identified:
• Tribal leaders
♦ State officials
• I/T/U providers
* Tribal college representatives

Since AHCPR is considering holding more than one ULP workshop on Native American issues, 
it will decide which of these audiences will be most appropriate for each.

Issues Identified for Potential Workshop(s)

Meeting changing skills-set needs!developing systems: More tribes are transitioning from IHS- 
operated systems to their own health care systems. To be successful, these tribes will need to

The Indian health system is made up of three types of providers referred to collectively as I/T/U 
providers. These are: the U.S. Indian Health Service (IHS, the “1”), tribes (the “T”) which operate their own 
facilities under contract or compact with IHS, and urban Indian programs (the “U”) not affiliated with any one tribe. 
All receive block-grant funding from IHS. They typically provide primary and acute services, contracting out for 
specialty care.

AHCPR User Liaison Program - Native American Expert Meeting Page 1 of 4
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determine goals,2 * negotiate with states and other health systems (see below) and develop new 
skills among their workforce. Managed care is also calling for new sets of personnel skills, 
regardless of whether one operates as an health plan or as a network provider. In addition to 
health care professionals, some tribes" have acute needs for health care administrators, 
computcr/information systems professionals, and accounting/billing systems personnel. 
Moreover, little kealth-systcm-related policy/programmatic experience is currently available 
among the tribes; meeting participants noted that policies are developed “after the fact”, coming 
in second to day-to-day decision-making.

Possible case studies to highlight: This transition has been going successfully in 
Washington.

The Kaiser Family Foundation is developing state-specific training on the changing 
reimbursement climate for tribal health administrators. It will be piloted in Wisconsin, 
Minnesota and Michigan.

Coordinating with other systems: This includes both health care systems outside the tribal 
environment (such as specialty and long-term care providers) and slate governments. Recent 
changes in the Medicaid system (for which many Native Americans qualify) have resulted in 
changes ixi the government-to-government relationships between states and tribes recognized as 
sovereign nations. State agencies are required by HCFA to consult with tribes during 
development of Medicaid managed care programs requiring waivers and of CHIP programs, but 
participants from all sides are sometimes frustrated by the process.4

Possible case studies to highlight: Washington, Oregon and California have consultation

2
These goals could include:

- improving health outcomes (both overall and for particular diagnoses)
- improving access to primary and specialty care
- preserving the viability of the L/T/U system
- creating a health care system where none exists, due to the isolation and poverty of a region.

{The Kaiser/HCFA State Symposia Series “Transitioning to Managed Care " Medicaid Managed Care and Native 
Americans, by N. Kaye and J. Rawlings-Sekunda, National Academy for State Health Policy, December 1998).

' The variation among tribes with regards to technical know-how and availability' of staff resources is 
significant.

The Kaiser/HCF A State Symposia Series "Transitioning to Managed Care ” - Medicaid Managed Care 
and Native Americans reports, “Concerns about the consultation process have been expressed by both Medicaid 
staff and Native Americans, Medicaid officials arc concerned about determining who has decision-making 
authority’, turnover in tribal leadership, low turnout at meetings, and differing concerns of large and small tribes as 
well as of urban Native Americans. Native Americans are concerned about coming into the process too late to have 
an impact? turnover in Medicaid staff as political administrations change, lack of resources for smaller tribes or 
urban Indian programs to participate, the need for ongoing education (both in Medicaid managed care for Native 
American leadership and in the Indian health system for State employees), and maintaining government-to- 
govemment relationships rather than having one tribe or group speak on everyone's behalf." (Kaye and Rawlings- 
Sekunda, 1998).

AHCPR User Liaison Program - Native American Expert Meeting Page 2 of 4
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processes considered effective. Washington State developed the Centennial Accord 
between the Federally Recognized Indian Tribes in Washington State and the State of 
Washington to formalize the govemment-to-govemment relationship between the State 
and each of 27 federally recognized sovereign tribal governments. In California, the 
American Indian Managed Care Task Force is staffed by IHS but tribally controlled.

Cultivating health care education-. A great deal of discussion centered on tribal 
colleges/universities (in 11 states) and colleges/universities serving Native Americans in areas 
where tribal colleges/universities do not exist. These institutions can play several critical roles:
• Educating health care and administrativc/information systems professionals
• Providing ongoing training to providers (c.g., workshops on state-of-the-art diabetes 

prevention and management strategies)
• Educating the surrounding communities on health promotion* 5

Training needs will vary widely among regions and tribes, and training capacities will van' 
among tribal collcges/universities (e.g., only approximately six of the 31 currently operating are 
accredited to deliver four-year programs). Approximately 10 tribal colleges/universities 
currently have health care programs.

Possible case study to highlight: Dine College (in Arizona) has several research and 
health training programs including satellite programs on reservations; Marian Hanson 
would be a contact.

Meeting long-term and chronic health care needs: I/T/U providers oflen focus on primary and 
acute care, contracting out for specialty' care.6 Also, Native American providers of 
comprehensive long-term care sendees are practically nonexistent. More attention needs to be 
paid to both chronic disease management and to the ongoing needs of frail elders. For example, 
Type II Diabetes is patient manageable, yet many providers are not trained on how to teach their 
patients the management techniques. Meeting participants also wanted to look at best practices 
in community involvement, particularly in wellness promotion and caregiving.

Possible case studies to highlight: Under the Arizona Long Term Care System (ALTCS), 
six tribal program contractors and one urban Indian clinic receive capitated payments for 
case management services.

New Mexico developed contracts with eight Northern Pueblos to hire case managers and 
direct case management activities through the Home and Community Based Waiver.

In California, some tribal providers are following the International Diabetes Protocols.

' The Indian Health Care Improvement Act, scheduled for reauthorization next year, may include a new
section on community health education, with the tribal colleges/universitics as the focus.

6 The amount budgeted for tliis contracted care is limited by an annual cap, which has resulted in extremely 
poor access to specialty care in many areas. (Kaye and Rawlings-Sekunda, 199S)

AHCPR User Liaison Program - Native American Expert Meeting Page 3 of 4
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In Gallup, New Mexico, a reading program was developed specifically for doctor/clinic 
waiting rooms.

Finding resources: This discussion centered on identifying successful fundraising strategies and 
partnerships with non-governmental entities, such as foundations, private insurers, 
pharmaceutical companies, and universities. Also mentioned was developing people with skills 
in third-party reimbursement in order to increase revenue generation.

Developing the knowledge base'. Little or no research exists on the impact of managed care on 
1/TAJ providers and Native American health, or on whether CHIP programs are increasing access 
and health status of Native American children. Tribal colleges/universities lack the resources for 
in-depth clinical research, but may be able to participate in statistical, population-based research 
if funded.7

Developing provider skills: In addition to ongoing training opportunities, this discussion focused 
on telemedicine and Institutional Review Boards. Tribal colleges/universities and I/T/U . 
providers have increasing information technology needs.

7 DHHS Office of Minority Health is ■working with tribal colleges/univcrsities to increase their ability to 
compete for research dollars.

AHCPR User Liaison Program - Native American Expert Meetinj Page 4 of 4
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US- Department of Health and Human Services
Agency for Healthcare Research and Quality
(Jo rmerly the Agency for Health Care Policy and Research.)
Office of Health Care Information 
The. User Liaison Program

Presents

Managed Care, Medicine and Public Health: Building 
Collaborations That Work_______________________
A Workshop for State and Local Health Officials

Hilton Jacksonville & Towers 
Jacksonville, Florida 
April 12-14, 2000

Narrative Workshop Agenda

Session 1: Welcome, Introductions and Overview of the Workshop

Date and Time: Wednesday, April 12, 9:00 - 9:30 a.m.

Presenters: Steve Seitz
Senior Program Analyst, User Liaison Program
Office of Health Care Information
Agency for Healthcare Research and Quality (AHRQ)
[formerly Agency for Health Care Policy and Research]
U.S, Department of Health and Human Services 
Rockville, MD

Irish Riley, M.S.
Executive Director
National Academy for State Health Policy 
Portland, ME

Content: This session will provide an opportunity for participants to introduce
themselves and briefly share with other attendees their particular interests and 
responsibilities as they relate to public health, medicine and managed care. 
This session will also provide participants with a brief overview of the 
structure of this workshop and highlight topics to be addressed in each session.

Page 1 Agenda
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Session 2: Managed Care, Medicine, and Public Health: Why Collaborate?

Date and Time: Wednesday, April 12,9:30 - 11:00 a.m.

Presenter: Roz Lasker, M.D.
Director
Division of Public Health
The New York Academy of Medicine
New York, NY

Content: Public health, medicine, and managed care are distinctly different disciplines 
and have different cultures that are continually evolving. Changes in health 
problems — such as the increase in certain chronic illnesses and problems 
with a social component, c.g., violence and substance abuse — have prompted 
a shi ft in how health care is delivered. No one sector can handle these 
problems alone. Collaboration among public health, managed care, and * 
medicine can help each partner achieve individual goals. But to achieve a 
successful collaboration each partner must understand the others. What 
motivates each partner? What resources and skills does each bring to the 
table? How does each benefit? How willing is each to compromise if 
necessary? This session will draw on research from over 400 collaborations to 
assist attendees in understanding how change is accomplished. The session 
will also address the various roles that State and local governments can play iri 
the collaborative process.

Session 3: Getting to Collaboration: Why Is It Tough?

Date and Time: Wednesday, April 12, 11:15- 12:30 p.m.

Presenter: Anne Barry, J.D., M.P.H.
Deputy Commissioner
Minnesota Department of Finance
St. Paul, MN

Content: Creating and sustaining a successful collaboration is not easy. Issues such as 
differing goals and motivations, misunderstanding due to lack of a common 
language, and financing restrictions can all get in the way of creating a 
successful collaboration. This session will identify key barriers that impede 
collaboration and propose strategics to overcome those barriers. It will also 
discuss the importance of leadership, and what is needed to make that 
leadership effective.

AH CPU
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Session 4:

Date and Time: 

Presenters:

Content:

Session 5:

Page 3
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Building Collaborations That Work: The New York City Childhood 
Asthma Initiative

Wednesday, April 12, 1:45 - 4:15 p.m. (includes break)

Andrew K. Goodman, M.D., M.P.H.
Associate Commissioner 
Community Health Works 
New York City Department of Health 
New York, NY

Louise Cohen, M.P.H.
Director, New York City Childhood Asthma Initiative
Community Health Works
New York City Department of Health
New York, NY

Judith Cashman, R.N., M.P.A, C.P.H.Q.
Vice President for Clinical and Provider Sendees 
Neighborhood Health Providers 
New York, NY

Theodore Outwater
Integrated Pest Management Project Coordinator
Center for Occupational and Environmental Health
Hunter College School of Health Sciences, City University of New York
New York, NY

Asthma is a significant problem for many children, particularly in urban, low- 
income neighborhoods. The New York City Childhood Asthma Initiative was 
formed to reduce illness and death from childhood asthma in the city through 
multi-level interventions. This session will focus on collaborative efforts 
initiated by the local public health department to implement these 
interventions, including collaborations writh MCOs serving Medicaid 
beneficiaries, and with the local housing authority, university, and tenant 
organizations of a targeted area. This session will provide a step-by-step 
description of how these collaborations were developed and the lessons 
learned through these and other efforts during the course of the Initiative. This 
session will also discuss the barriers encountered and lessons learned in 
forming a broad-based community collaboration.

Crafting Policies That Support the Public’s Health in a Changing 
Environment

Agenda
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Date and Time: Thursday, April 13, 9:00 - 10:30 a.m.

Presenters: Robert Fulton, M.Ed.
Director
St. Paul-Ramsey County Department of Public Health 
St. Paul, MN

Carol Berg, R.N., M.P.H.
Community and Public Health Manager 
UCare Minnesota 
Minneapolis, MN

Donna Zimmerman, M.P.H.
Director of Government Programs
HealthPartners
Bloomington, MN

Content: Minnesota law requires managed care contractors to develop plans for
collaboration with local public health departments. This session will discuss 
how a local public health department has collaborated with MCOs on such 
issues as violence prevention, immunization, and tobacco prevention. It will 
provide a description of the policies and the voluntary efforts fiat have 
brought local public health and managed care together, and strategies for other 
public health departments seeking to initiate similar efforts. It will also look 
at the barriers to collaboration, how these have been handled, and the lessons 
learned by the collaboration participants.

Session 6: Small Group Discussions with the Experts

Date and Time: Thursday, April 13, 10:45 - 12:15 p.m.

Facilitators: Andrew K. Goodman, M.D., M.P.H.
Assistant Commissioner 
Community and Occupational Health 
New York City Department of Health 
New York, NY

ft HC PR
Agenda Page 4
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Louise Cohen
Director, The New York City Childhood Asthma Initiative
Community HealthWorks
New York City Department of Health
New York, NY

Judith Cashman, R.N., M.P.A
Vice President for Clinical and Provider Services
Neighborhood Health Providers
New York, NY

Theodore Outwater
Integrated Pest Management Project Coordinator 
Center for Occupational and Environmental Health 
Hunter College School of Health Sciences 
City University of New York 
New York, NY

Robert Fulton, M.Ed.
Director
St. Paul-Ramsey County Department of Public Health 
St. Paul, MN

Carol Berg, R.N., M.P.H 
Community and Public Health Manager 
UCare Minnesota 
Minneapolis, MN

Donna Zimmerman, M.P.H.
Director of Government Programs
HealthPartners
Bloomington, MN

This session will allow workshop participants to leant more details of the 
inner workings of the two collaborations presented. It will also provide an 
opportunity to leant of other participants7 collaboration experiences and 
brainstorm ideas on how to create and maintain effective collaborations.

4HCP6

Page 5 Agenda
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Session 7: Understanding AHRQ and the User Liaison Program

Date and Time: Thursday, April 13,1:15 - 1:30 p.m.

Presenter: Steve Seitz
User Liaison Program, AHRQ

Content: This session will describe the overall objectives of AHRQ’s User Liaison 
Program and discuss Agency resources available to Stale policymakers.

Session 8: Measuring the Success of Our Collaborations: How Do We Know We’ve 
Made a Difference?

Date and Time: Thursday, April 13,1:30 - 3:00 p.m.

Presenters: Nela Gibbons, L.M.S.W.
Director, Office of Planning
South Carolina Department of Health and Environmental Control
Columbia, SC

Paul Halverson, Dr. P.H.
Director
National Public Health Performance Standards Program
Center for Disease Control and Prevention/US.DHHS
Atlanta, GA

Content: Data is essential in defining goals of a collaboration and in monitoring its 
progress. This session seeks to address a host of data-related questions: How 
can we use measurement to promote collaboration, improve performance and 
accountability, and achieve positive results? How do we conduct the 
measurement process? What challenges must be faced? How do the 
measurements/indicators dovetail and/or differ from those that members of the 
partnership are already using? How can the measurement process and 
outcomes provide incentives for collaborators?

The session will also profile the South Carolina Client Master File System, 
which has developed and utilized integrated databases to improve care in such 
areas as substance abuse, injury/trauma, acute health care, mental health, and 
prenatal care.

Session 9: Finding Resources to Support Collaborative Efforts

AH C P R
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Date and Time: 

Presenters:

Content:

Session 10:

Date and Time: 

Presenters:

Content:

P. 13

Thursday, April 13, 3:15 - 4:30 p.m.

Matthew Myers, J.D.
Executive Vice President and General Counsel 
Campaign for Tobacco Free Kids 
Washington, DC

Kenneth Segel 
Director
Working Together Consortium Healthcare Initiative 
Sponsored by the Jewish Healthcare Foundation 
Pittsburgh, PA

Creating and sustaining collaborations often requires funding. This session 
will examine possible funding sources to develop collaborative efforts to 
improve the public’s health, such as Community Benefit funds or State 
tobacco settlement funds.

Meeting Future Public Health Needs

Friday, April 14, 9:00 - 10:30 a.m.

Joseph Betancourt, M.D., M.P.H.
Associate Director
Center for Multi-Cultural and Minority Health 
Cornell Internal Medicine Associates 
New York. NY

Chris Atchison, M.P.A.
Director
Center for Public Health Practice 
University of Iowra
Former Director, Department of Public Health 
Des Moines, IA

The aging population and racial/cthnic disparities in health status will be 
among the demographic changes that have an impact on the future of public 
health. For example,while there are approximately 40 million people over 
age 65 in 2000, there wall be about 70 million by 2030.1 Also, minority 
Americans disproportionately suffer from poor health outcomes as a result of 
limited health care coverage and other barriers to care.2 The Federal 
Government expects each State to eliminate these disparities by 2010. This

A H C P ft

Page 7 .Agenda



JAN-11-00 TUE 13:02 NASHP FAX NO. 2078746527 P. 14

session will consider the impact of these trends and challenges on public 
health entities, and how collaborations can be instrumental in bringing about 
positive results.

Session 11: Summary and Wrap Up

Date and Time: Friday, April 14, 10:30 -11:15 a.m.

Presenters: Steve Seitz
User Liaison Program, AHRQ

Content: This session will conduct a final examination of the “take-home messages”
presented throughout the workshop. It will also provide workshop 
participants an opportunity to provide feedback to AHRQ about the types of 
research needed to achieve their goals. Finally, participants will be asked to 
complete an overall workshop evaluation form.

Endnotes:

1. Profile of older Americans: 1997. Washington(DC): AARP. 1996 Dec. 
www.research.aarp.org/generaLprofiies97.litml.

2. Scott Collins K, Hall A. Ncuhaus C- U.S. minority health: a chartbook. New York (NY): The Commonwealth 
Fund; 1999 Jun.

Agenda Page 8
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Agency for Healthcare Research and Quality:
Reauthorization

Background
On December 6, 1999, President 

Clinton signed the Healthcare 
Research and Quality Act of 1999, 
reauthorizing the Agency for Health 
Care Policy and Research (AHCPR) 
until the end of fiscal year 2005.
The authorizing legislation 
establishes Federal agencies and 
programs and outlines their roles and 
responsibilities. Reauthorization — 
the process of renewing an agency’s 
original legislation — gives Congress 
an opportunity to make changes to 
the original roles and responsibilities 
it outlined. AHCPR has been 
operating without an authorization 
since 1995, but it has received 
operating funds through the 
congressional appropriations process.

Significant Changes
One of the most visible changes 

resulting from the Act is that 
AHCPR will now be known as the 
Agency for Healthcare Research and 
Quality (AHRQ). The new law also 
changes the title of the Administrator 
of AHCPR to the Director of 
AHRQ. The new name is 
significant because it:
• Reaffirms that AHRQ is a

scientific research agency.
• Corrects the misperception that

the Agency determines Federal
health care policies and

regulations by removing “policy” 
from the Agency name.

• Adds the word “quality” to the 
Agency’s name, thus establishing 
AHRQ as the lead Federal agency 
on quality of care research, with 
new responsibility to coordinate 
all Federal quality improvement 
efforts and health services 
research. The Agency has been 
fulfilling this function since 1998 
through its leadership role in the 
Federal Quality Interagency 
Coordination (QuIC) Task Force.

This legislation eliminates a 
requirement that the Agency support 
the development of clinical practice 
guidelines. The Agency ended its 
clinical guidelines program in 1996. 
It now supports the development of 
evidence reports through its 12 
Evidence-based Practice Centers and 
the dissemination of evidence-based 
guidelines through the Agency’s 
National Guideline Clearinghouse.

Overarching Philosophy
The legislation also positions the 

Agency as a “science partner, ” 
working collaboratively with the 
public and private sectors to improve 
the quality and safety of patient care. 
Under the legislation AHRQ will:

• Meet the information needs of its 
customers — patients and 
clinicians, health system leaders, 
and policymakers — so that they 
can make more informed health 
care decisions.

• Build the evidence base for what 
works and doesn’t work in health 
care and develop the information, 
tools, and strategies that decision
makers can use to make good 
decisions and provide high- 
quality health care based on 
evidence.

• Develop scientific knowledge in 
these areas but will not mandate 
guidelines or standards for 
measuring quality.

Research Priorities
The Act affirms the Agency’s 

existing goals and research priorities: 
support improvement in health 
outcomes; strengthen quality 
measurement and improvement; and 
identify strategies to improve access, 
foster appropriate use, and reduce 
unnecessary expenditures. More 
specifically, the legislation directs 
AHRQ to:
• Improve the quality of health care 

by:
1. Coordinating, conducting, 

and supporting research, 
demonstrations, and 
evaluations related to the

AHRQ, a part of the U.S. Public Health Service, is the lead agency charged with supporting research designed to 
improve the quality of health care, reduce its cost, improve patient safety, decrease medical errors, and broaden 
access to essential services. AHRQ sponsors and conducts research that provides evidence-based information on 
health care outcomes/ quality; and cost, use, and access. The information helps health care decisionmakers— 

patients and clinicians, health system leaders, and policymakers—make more informed decisions and improve the 
quality of health care services.
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measurement and 
improvement of health care 
quality.

2. Developing annual reports to 
the Nation on trends in health 
care quality and trends in 
health care disparities.

3. Disseminating scientific 
findings about what works best 
and facilitating public access to 
information on the quality of 
and consumer satisfaction with 
health care.

Promote patient safety and reduce
medical errors by:

1. Developing research and 
building partnerships with 
health care practitioners and 
health care systems to reduce 
medical errors.

2. Establishing the Centers for 
Education and Research on 
Therapeutics (CERTs) as a 
permanent program. This 
initiative helps reduce adverse 
drug events by conducting 
state-of-the-art clinical and 
laboratory research to increase 
awareness of both the uses and 
risks of new drugs and drug 
combinations, biological 
products, and devices as well as 
of mechanisms to improve 
their safe and effective use.
The CERTs initiative was 
originally established as a

short-term demonstration 
program under the Food and 
Drug Modernization Act.

Advance the use of information 
technology for coordinating patient 
care and conducting quality and 
outcomes research by:

1. Promoting the use of 
information systems to develop 
and disseminate individual 
provider- and plan-level 
comparative performance 
measures.

2. Creating effective linkages 
between various sources of 
health information to enhance 
the delivery and coordination 
of evidence-based health care 
services.

3. Promoting the protection of 
individually identifiable 
patient information used in 
health services research and 
health care quality 
improvement.

Expand the Agency’s existing 
commitment to research on the cost 
and use of health care services and 
access to services by:

1. Establishing an Office of 
Priority Populations to ensure 
that the needs of these 
populations are addressed 
throughout the Agency’s 
intramural and extramural 
research portfolio.

2. Supporting research on the 
cost and utilization of and the 
access to health care.

3. Maintaining a Center for 
Primary Care Research and 
supporting the work of the 
U.S. Preventive Services Task 
Force.

Impact
The reauthorization legislation 

shows clear, bipartisan support for 
the role AHCPR played — and 
AHRQ will play — in using 
research to improve the use and 
quality of health care, reduce its cost, 
and enhance access to services. While 
the Healthcare Research and Quality 
Act of 1999 makes significant 
changes to the Agency, it will not 
change its commitment to funding 
the research and developing the tools 
that improve health care quality by 
enhancing its value and outcomes 
and by broadening access to services.

For More Information
For more information, contact 

Karen Migdail at 301-594-6120 or 
visit the AHRQ Web site at 
www.ahrq.gov.
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