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System Level # of Studies in Examples of Comparisons in the IHS Portfolio

the IHS
Portfolio

Individual Patient 5 Compares the use of an electronic asthma medication tracker to
standard primary care (no tracker) for children with asthma and
their parents and caregivers

Family & Social 6 Compares the use of advance planning tools for access to

Supports community-based and in-home services for the frail elderly and
their caregivers to an electronic educational intervention of
available services and programs.

Provider/Team 14 Compares nursing home staff team-based training and palliative
care delivery using an adapted National Quality Forum (NQF)
protocol to a standard nursing home palliative care protocol.

Organization and/or 17 Compares elements of Patient-centered medical home (e.g.,

Practice Setting addition of a primary care physician in the context of regularly
scheduled dialysis sessions and health promoters to help support
patients and their caregivers) to traditional team-based specialty
care for end stage renal disease patients

Local Community 6 Compares an Emergency Department-to-home community health

Environment worker that links patients with community-based social-support
(e.g. home-delivered meals) and medical follow-up, to care
transition programs using written & verbal discharge instructions
alone.
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legic Framework

Evidence-Based Improve Practice Improve Out(_:omes that
Interventions -Effective* Matter to Patients

» Technology (Inter-operative electronic *Patient-Centered* - Patient Experience
health records, telemedicine, patient- « Timely* - Self-Efficacy
accessible medical records) -Efficient” « Functional Status
*Personnel (Multidisciplinary teams, peer *Equitable* - -
navigators, (communit;) hear%h worker%e)) .Cgordinated * Health-Related Quality of Life
-Incentives (Free or subsidized self-care to «Accessible - Symptoms
patients, shared savings) « Mortality

*Organizational Structures and Policies: « Utilization
. (Standing orders, Accountable Care Orgs)

pcori\\

*Adopted from: Institute of Medicine. Crossing the Quality Chasm: A New Health 4 ;
P 9 y Patient-Centered Outcomes Research Institute

System for the 21st Century. Washington, DC: The National Academies Press, 2001.



