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Questions Involving
Reimbursement

Effects of Reimbursement on Use of Chemotherapy

B A physician’s decision to —
administer chemotherapy to D
cancer patients not affected
Py higher reimbursement,
nowever,

B More genereusly reimbursed
providers prescribed more
costly: chemotherapy.
[egimens

Research funded threugh AHR®’s Centerr ol Excellence en Markets and VManaged
Care (Seurce: M. Jacolsoen, et al. March/Apnl Health Afiairs, 2006)



THE WALL STREET JOURNAL.

B 60% of Americans believe
there are fair ways to
measure and compare
medical care

H 38% would support pay
pased on guality ratings
while 47% are unsure and
15% are opposed

WS J/Harmis Interactive poll
conducted 2/6— 2/8

Uncertainty and Doubt

The San Diego

= Union-Tribune.

“A review of 10 pay-for-
perfoermance programs by
PricewaternouseCoopers found
tremendous variation among how
health care previders were
evaluated andl hew honuses were
paid, creating| an administrative
nightmare for previders
participating In multiple programs.”

Eebruary: 24, 2008


http://online.wsj.com/home

[E5/\ Growing National Commitment

Hospital Quality
Alllance
AQA

Quality Alliance
Steering Committee

CMS-Premier P4P

Demonstration
Project Many: groups working
Leapfiiog Group toward same goal,

llaborativel
Andimuch muech COREBONEVEY

more!



1 AHRQ

Advancing
Excellence in

Health Care

THEi.EAPFROGGROUP

£ Informing Chaices. Rewarding Excellence.

CompanyfOrganization

E-mail Address *

Contact Leapfrog Group

Which category best describes your organization? Choo

Wisit Leapfrog Website

Ca

ntac

t

Decision-support tool that
guides users through the
process of selecting pay-
for-performance programs

Matches user preferences
with programs listed in the
_Leapirog Group’s
Compendium, an online
clearinghouse of Incentive
and reward programs

Based on Pay. for
Periormance: A Decision
Guide for Purchasers, by
AHRQ



2007 Healthcare Quality and
Disparities Reports Coming Soon

B New efficiency
chapter

B More disablility data
added

B More on health ' ol
iteracy




Care Managers




Medicare Hospital Value-Based
Purchasing (VBP) Plan

B An 11/07 report to Congress by CMS proposes a
framework for linking Medicare hospital payments to
performance measures

B The proposal is intended to make a portion of hospital
payment contingent on actual perfermance on specific
measures rather than en a hospital’s reporting data for
these measures

B Under the plan, the value-based purchasing program
would be phased in over three years, ultimately.
ieplacing Medicarne's Reporiing Hospital Quality: Data
for Annual Payment Update (RIHQDARPU) pregram

Avalue-hased purchasing pregram whichwoeuld begin in 2009 1s
autherized inthe Deficit Reduction Act 6ff 2005. Congressional action Is
reguired for it to he enacied!



Electronic Health Record
Demonstration Project

B CMS will provide Medicare incentive payments
In 12 communities nationwide to physicians who
use certified Electronic Health records (EHRS) to
Improve patient care

B Financial incentives willl be provided to as many
as 1,200 small- and medium-size primary care
physician practices over a 5-year period

B Jotal payments over the five years, may be up to
$58,000 per physician or $290,00 per practice

Application period is open through May

Rt /MWaLecms. s, aoeVv/DeEmoPlelecisEValRpis/downloads/2
008 Electronic, Health Records [Demoenstration.pdr



http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/2008_Electronic_Health_Records_Demonstration.pdf
http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/2008_Electronic_Health_Records_Demonstration.pdf

Health Care Efficiency
Measures

B Report by RAND
Corporation under

Identifying, Categorizing, and
Evalugingg Ha.'-zaltrfI Care ; AHRQ contract

Efficiency Measures B Due out this spring

B Prepublication draft
avallable at the back
off the room




Financial Incentives
for Consumers

B AHRQ commissioned:

— Consumer Financial Incentives:

B Reviews the application of P"w'mrs
Incentives for five types of

consumer decisions
1) Selecting a high-value provider

2) Selecting a high-value health plan
3) Deciding among treatment options it

43 Seeking preventive care

5) Decreasing or eliminating high-rsk
RENaVIer
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Questions Are the Answer
Get More Involved With Your Health Care ™%

B AHRO’s campaign with the Ad Councilluses a Seres of
T\, radio andl print public senvice anneuncemMents

H \Web site features a “Question Builder™ for patients to
enhance thelr medicall appointments

— WML anreLgoeV/guestionsaretiieaniwser






Health Care Partners
Medical Group

B HealthCare Partners
Medical Group (HCP)
In southern California
IS a leader in P4P

HCP Is one of the first
major medical groups
In the nation to make
prices available toithe
public




Disparities In
Medicare Health Plans

Performance on four primary outcome
measures Is lower for blacks than whites

80.2 o White Rate

12.2 (2.2 71.6 Black Rate

62.9
60.2
53.4 21 2

Performance, %

IHemoeglohin LDL-C Bleod Pressurer  LLDL-C Control
A Control Control Control (Corenany Event)
(Diabetes) (Diabetes) (Hypertension) JAMA

October 25, 2006
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% VVVVVV Quality of Hospital Care for Heart Attack and
- gl Heart Failure: Poor Counties, Rich Counties

O ***** (Highest Quality Care)
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(Lowest Quality Care)

Hospitals in Poor
Counties

Hospitals in Rich
Counties

Source: Gannett News Service, Rating Hospital Heart Care, 2006.




PM/PR/P4P: Poor Glucose Control
by Race/ethnicity in One System

B Poor glucose control is
strongly associated with 23.3%
diabetic complications 21.9%

— Eyes kldneys

[HEN
)

admissions
PAP'programs reward
Practices witn lower
than /OJ/J PO0r vrllll@;

o1

JE_ JHFJTL ?lf:‘

Percent with Poor Glyce
H
o

Black Hispanic




“Poor Glucose Control” by

Insurance
At baseline:
m 25% of our Medicaid
pts were in poor 29.2

control.
25.0

e . . £920
uninsured pts were in =

DOOI" control. -

About 40% of our
patients are

% with Poor

(12
2

UniRsuUred or CeVer
Py Viedicaid

Medicare Commercial Medicaid Uninsured




Using Performance Incentives to
Reduce Health Care Disparities

B Collect race and ethnicity data — the
Information Is necessary and there are no
moral, legal or technical barriers for doeing it

B Emphasize conditions of higher prevalence in
minority populations — look at where we know
there is vanability in care needs and high
prevalence; focus there first

B [nstitute “disparity” guidelines or measures —
nationally’ prominent disparity: guidelines would
nelp reduce disparities

B Reward improvement — Only fecusing on
apsolute measures might lead towidening
disparities

Pay for Periermance;, Public Reperting, and Racial Disparities;in Health Care;, Medical
Care Research and Review, Vol. 64, No. 5 suppl, 283S-304S, (2007)



Getting to Value-Driven
Health Care

“The mantra of competition based
on value Is that there 1S no such
thing as a national health care
market. \WWhat we have IS a network
oI local markets.™

Michael O. Leavitt, Secretany
US Dept. of iHealthrand Human; Services



AHRQ

Advancing
Excellence in
Health Care

Puget Sound Health Alliance Minnesota Healthcare Alliance for Health New York
Value Exchange Quality Alliance

Utah Partnership for .
Value-driven Health Care Wisconsin Healthcare Greater Detroit Area

Health C il :
Value Exchange SR LOUNC Maine Chartered

Oregon Health |
Care Quality Niagara Health
Corporation Quality Coalition

Value Exchange

Massachusetts
Chartered
Value Exchange

Pittsburgh Regional
Health Initiative

Healthy Memphis
Common Table

Louisiana Health
Care Quality Forum




AHRQ Learning Network
for Value Initiative

B Encourage sharing of B |dentify interventions or

experiences and tactics that yield the best
lessons learned outcomes

B [dentify and share B Translate interventions
promising practices that Into adaptable change
Improve health care Strategies
value B Create a user-friendly,

B |dentify gaps where Web-based knowledge
Innovation| Isineeded [EPeSItonY

B Provide face-to-face H Goal:lhave alll Community.
and virtuall epportunities lCeadersihecome or jein
for peer-to-peer sharng Chantereal Value
off EXperience EXChanges

Measurement Data aggregation Report Cards Provider Incentives Consumer Incentives



Epr National Framework for Quality and Cost

Advancing

Transparency for High-Value Care

Establish effective
public policies, payment
policies, and consumer
incentives to reward or
foster better
performance

Consumer
Outcomes

High Quality
Equitable
Cost-Effective
Patient-Centered

o
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Implementation Components
of the National Framework

AHRQ

Consumer
Outcomes

Federal/State High Quality
Government Equitable
Health Plans Cost-Effective
Employers Patient-Centered

Regional >
Collaboratives 30\(\00?
RHOIs/HIEs

CMS

States

Health Data

Stewards




B Moving the ball right now:

Getting to Best Possible Care

Public Reporting — AND
transparency

Payment Reforms

Common Measures for public
and private sectors

Enhanced support for local
collaboratives

B Specific Policy Opportunities:

PAP: absolute perfermance — &/or Improvement?
Rewarding the ‘leading edge” and bringing ethers along

Support ior unbiased censumer infermation — and for;
efiective use of HIT

Insist oni clear synthesis of results fiomi public and
private demoenstrations



Scope of the Opportunity
In Health Care

B Major challenges in 21st —<
Century health care include
evaluating all of the -y '
Innovations and
determining which:

— Represent added value

— Offer minimal enhancements | §"
QVEr existing cheices S A

— Eall torreach thelr petential

— Work for some patients anad
Aot fer ethers




Comparative Effectiveness:
Effective Health Care Program

B To iImprove the guality, effectiveness,
and efficiency of health care delivered
through Medicare, Medicaid, and S-
CHIP programs.

— [Foceus IS en what Is knewn now: ensurng
programs benefit from past Investments in

[esearnch and what researnchigaps ane
critical te fill

— Focus Is on clinical effectiveness




Implications For Our Work at
AHRQ

B AHRQ Mission — “to improve the guality,
safety, effectiveness and efficiency of
healthcare.”

B |Improving the use ofi evidence in healthcare

H \What we have learned:
— Understana policy and practice context
— Invelve stakeholders early:
—  Broaden approach te evidence
— [link evidence gaps te future research
— Transiate findings for difierent audiences



Challenges in Addressing
Multiple Conditions

Interactions
between illnesses

Multiple Interactions between




Paying more for quality
Paying less for poor care
Paying less for marginal care FESEEs

Differential reimbursement to
oroviders

B \/alue-based Insurance
design




B “\alue-Based
Insurance Design”

— Requires a finely
tuned payment
system

Requires

CONSUMmMEers; Lo
KEEP U with thelr
[niermation | *




From Research to High-Value
Health Care

B [ncreased overlap between researchers/ product
developers and health care leaders > ‘embed’ findings
In clinical strategies, electronic and personal health
records

Distributed leadership

B Clear path for feedback from care delivery to research
enterprise at multiple points

B [rom stand-alene” registres to those that are used
poth locally'and regionally: /- natienally.

B [ransparency in preduction andiuse: of CE Infermation




Aligning Payment Incentives:
The Conundrum

B Financial incentives do
Influence behavior

— Though are only one factor

H All payment systems have
financial incentives, intentionally
or unintentionally

B The current incentives are
PENVEerse, but there are many.
other ways torde It wrong

B \We have some, but not enough,
evidence on how: te Improve
them

B Need tolearm as we go

Tihe National Academies N
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AHRQ

Advancing

Excellence in
< Challenges

B [earning from all of
the local data that

IS being collected |

Value-Driven Health Care Home

Value-Driven Health
Care Home

B Moving P4P from a [pemses

Communities

tactical to a i oo
Strategic enterprise |

MNews Room

B Determining hew e
close the gap

nittp:/wWwaw: s eeVv/valtediimen/index: itmi



AHRQ
Advancing

Excellence in
Health Care

The NEW ENGLAND
JOURNALoMEDICINE

Thomas H. Lee, M.D.

n May 8, 2007, one of the
best-known quality measures

in health care was put to rest.
The percentage of patients with
acute myocardia! infarction who
receive a prescription for beta-
blockers within 7 days of hospital
discharge has been used to eval-
uate U.S. managed care plans
since 1996. This measure will no
longer be reported by the Na-
tional Committee for Quality As-
surance (NCQA) because it Is
simply no longer needed — a
development that offers encour-
agement and important lessons.
The data in the graph show

Eulogy for a Quality Measure

why the NCQA Committee on
Performance Measurement voted
unanimously to retire the beta-
blocker measure. A decade ago,
only two thirds of U.S. patients
who survived acute myocardial
infarction received beta-blockers:
today, nearly all do. As the curve
representing the 10th percentile
crept above 90%, the NCQA found
little variation among health plans.
At least when it comes to this
intervention, the U.S. health care
system has become reliable.
This story is hardly one of over-
night success: the NCQA’s action
came 25 years and 6 weeks after

the publication of the Beta-Block-
er Heart Attack Trial (BHAT).!
This randomized trial sponsored
by the National Heart, Lung,
and Blood Institute was stopped
9 months early because, after a
2year follow-up period, mortality
in the group of patients receiving
propranolo! was 7.2%, as com-
pared with 9.8% in the placebo
group. Subsequent data suggest
that the relative reduction in mor-
tality might be as high as 40%
and that these benefits apply even
to patients with relative contra-
indications to treatment with
beta-blockers, such as chronic ob-

N ENGL ] MED 357,12 WWW.NEJM.ORG SEPTEMEBER 20, 2007


http://content.nejm.org/

Questions?
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