
Preconference II

March 9th 2009

Case Studies in P4P



Bridges To Excellence, Proprietary & Confidential Page 2

Agenda
8:00 a.m. BTE: Evidence to-date on Program Effectiveness:

Francois de Brantes - Chief Executive Officer, Bridges to Excellence, Newtown, CT

8:30 a.m. Balancing the National and the Regional: Aetna and Wellpoint
Elysa P. Ferrara - Director, National Provider Quality Performance Programs, Aetna, Hartford, CT 

Catherine MacLean, MD, PhD - Medical Director, WellPoint Thousand Oaks, CA

9:15 a.m. Baking it in: CDPHP and BCBS North Carolina
Bruce Nash, MD, MBA - Senior Vice President/Chief Medical Officer, Capital District Physicians’ 
Health Plan (CDPHP), Albany, NY 

Larry Fox - Director, Network Quality, Blue Cross and Blue Shield of NC, Durham, NC

10:00 a.m. Break

10:15 a.m. Employers Catalyzing Change: CBGH and CHT
Donna Marshall - Executive Director, Colorado Business Group on Health, Denver, CO 

Laura Linn - Project Director, Center for Health Transformation (CHT), Atlanta, GA

11:00 a.m. Aligning Forces for Change: Cincinnati AF4Q and NYC TCNY
Craig Brammer - Senior Research Associate, University of Cincinnati Department of Public Health 
Sciences, Director, Cincinnati Aligning Forces for Quality, Cincinnati, OH 

Sarah Shih - Director of Healthcare Quality Information, Primary Care Information Project, Health 
Care Access and Improvement, NYC Department of Health and Mental Hygiene, New York, NY

11:45 a.m. Questions & Answers

12:00 p.m. Pre-conference Adjournment 



Francois de Brantes

CEO, Bridges To Excellence

Evidence to-date
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Money matters (AJMC, Spring 2009)

Payers have a Pareto-shaped 
distribution of patients across 
practices.  Most practices will 
have very small rewards 
potential, some will have high 
rewards potential.

The amount of rewards at 
stake is directly correlated to 
the likelihood that a physician 
will participate in the effort. 
The larger the amount, the 
greater the likelihood.
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Reengineered practices perform better 
(AJMC, October 2008)

Recognized PCPs have lower cost of care than no-recognized peers
The episode count per patient was lower (good thing)
The resource use was higher for E&M, but lower where it counts – hospitalizations
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So where do we go from here?

Balance the local, regional and national
Keep measures consistent and don’t confuse 
physicians

Understand that if you go it alone, you’re likely to 
only be successful with the practices who are in 
the high rewards tail of your practice distribution

Focus on intermediate outcomes as much as 
possible

Increasingly tie quality performance to reductions 
in avoidable hospitalizations
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Balancing the National and the Regional

Catherine McLean, MD, PhD – Medical Director, 
Wellpoint

Elysa Ferrara – Director of Provider Quality and 
Performance Programs, Aetna



National and Local Programs 
in Quality Assessment

Catherine MacLean, MD, PhD
Staff VP, Provider Performance

WellPoint
IHA Conference

March 8, 2009



The case for national consistency

Targeted efforts by many stakeholders more likely to 
drive change
Common measures across assessors would increase 
relevance to providers
Administrative efficiencies
• Employers
• Plans
• Providers



The case for locally targeted programs

Medicine is practiced locally
Regional variation in 
• Health
• Community resources
• Utilization of services
• Quality

National priorities may not align with local priorities



Utilization varies by region 
Lumbar fusion, Medicare enrollees 2002-2003

Rates varied by a factor of more than 20, from 0.2 per 1000 enrollees to 4.6. 

Rates of lumbar fusion were highest in the hospital referral regions of: Idaho Falls, ID (4.6); Missoula, MT (3.0); 
Mason City, IA (3.0); Bradenton, FL (2.9); and Casper, WY (2.7).

Regions with rates substantially lower than the national average of 1.0 procedure per 1000 enrollees included: 
Bangor, ME (0.2); Covington, KY (0.3); Terre Haute, IN (0.3); Grand Forks, ND (0.3); and Newark, NJ (0.4).

Weinstein JN, et al. Spine 2006;31:2707-2714



Utilization varies by region and procedure 
Lumbar discectomy and laminectomy, Medicare enrollees 2002-2003

In 79 hospital referral regions, rates of lumbar discectomy and laminectomy were at least 30% higher
than the US average of 2.1 per 1000 Medicare enrollees. In 55 hospital referral regions, rates were more than 25% 
lower than the national average.

Weinstein JN, et al. Spine 2006;31:2707-2714



Performance Varies by State

HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA)

Breast Cancer Screening Rates by State for One National Plan
HEDIS®  2008
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Variance Depends on Measure 

HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA)

Performance for one national health plan

Comprehensive Diabetes Care - LDL-C<100 mg/dL
HEDIS® 2008
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Sources of inconsistency of performance 
measurement

• Provider
Group
Individual

Health Plan
• Within

Lines of business
Commercial

HMO
PPO

Medicare
Medicaid

Programs
• Across

Measures
Measure specifications
• Attribution 
• Time period
• Diagnostic, procedure and pharmacy codes

Units of analysis



Sources of inconsistency of performance 
measurement

Thresholds
• Relative
• Absolute

Statistical methods
• Previously no standard
• NCQA PHQ standards

n=30
or

90% CI
or

Reliability = 0.7

Reporting
• Individual measures
• Composite scores



THE RESULT



▲ ▲ ▲

●
■

● ●

PLAN ■

■ ■

PLAN ●PLAN ▲

Dr. A Dr. B Dr. C

Employer

Measure 1
2
3

5a
5b

4b
4a

●

1
2
3

▲ ▲●● ■■

■ ■ ■ ■ ■ ■

▲ ▲ ●● ● ●

NR

NRNRQuality Ratings

●
●
● ●

●
●
●

●

●
●

●



National measurement programs

NCQA HEDIS measurement and accreditation

NCQA Provider Recognition Programs

BTE Provider Recognition Programs

CMS Hospital Compare

TJC measurement and accreditation 

Health plan programs



Nationally consistent measurement

STS registry

ACC NCDR

ABIM PIMs

AAFP METRICS

AAP eQIPP



Regional performance measurement programs

IHA HMO collaborative – CA

California Physician Performance Initiative (CPPI)

THNC RHIO – NY

Quality Health First of Indiana



Characteristics of national and regional 
programs

National Programs

Same measures across nation

All-payer data, generally for 
small portion of a practice

Promoted by national 
organizations
• Providers may not be aware or 

interested

Regional Programs

Same  measures within region

All-payer data, generally for 
large portion of a practice

Developed by local 
organizations
• Providers enlisted and engaged

Different measures across different programs



Aligning national and regional programs

Define a set of measures that are relevant nationally 
and locally

Define standards for data collection, measure 
specifications. aggregation, statistical methods and 
reporting

Develop mechanisms to facilitate collection and use of 
data for all patients in a practice
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Questions?
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Baking it in to plan-based Regional 
Initiatives

Larry Fox – Director, Network Quality, BCBS NC

Bruce Nash, MD, MBA – SVP & CMO, Capital 
District Physicians’ Health Plan



An independent licensee of the Blue Cross and Blue Shield Association

Presented to: National Pay for Performance Summit
By: Larry M. Fox
March 9, 2009

Blue Cross Blue Shield of North 
Carolina/State Health Plan Bridges to 

Excellence Pilot

Confidential and Proprietary
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About BCBSNC

• Headquarters in Chapel Hill, NC with close to 5,000 employees
• Services all 100 counties in NC
• Founded in 1933
• Current membership exceeds 3.7 million
• Recognized for several national awards as a top employer

– 2007 and 2008: Top 100 Best Companies by Working Mother 
magazine

– 2006-2008: National Business Group on Health Best 
Employer for Healthy Lifestyles

– 2008: 25 Noteworthy Companies by Diversity, Inc.

Confidential and Proprietary
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Blue Cross Blue Shield (BCBSNC)/NC State 
Health Plan (SHP) – Bridges to Excellence Pilot

BTE Background (www.bridgestoexcellence.com)
• A not-for-profit organization - Board includes GE, Ford, IBM, National 

Business Coalition on Health, The Leapfrog Group, HealthPartners, Partners 
Community HC

• Program partners include NCQA, Medstat, WebMD, HealthGrades, National 
Business Coalition on Health

• Founded 6 years ago to create significant advances in healthcare quality by:
– Providing tools, information and support to consumers of healthcare 

services
– Conducting research on existing healthcare provider reimbursement 

models, and
– Developing reimbursement models to recognize healthcare providers 

who demonstrate they have implemented comprehensive solutions to 
manage patients and deliver safe, timely, effective, equitable and 
patient-centered care based on adherence to quality guidelines and 
outcomes achievement.

Confidential and Proprietary
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BTE Implementation Models

• Three models of implementation (in general 
categories):
– Implementation directly by employer (generally one 

that self-funds their health care for employees)
– Implementation by the employer’s health plan 

administrator on behalf of a specific employer (or group 
of employers – collaborative model)

– Implementation by health plan for their members 
(crosses many different employers)

Confidential and Proprietary
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BCBSNC/SHP – Bridges to Excellence Pilot

BCBSNC/SHP BTE Pilot Objectives
• To initiate a physician reward program to encourage 

the delivery of evidence-based practices and the 
adoption of clinical healthcare information systems 
that achieve measurably better member health 
outcomes, leads to long-term medical cost savings 
and improves overall affordability.

Confidential and Proprietary
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BCBSNC/SHP – Bridges to Excellence Pilot

BCBSNC/SHP Pilot Description
• Financial rewards, in addition to normal fee reimbursements are 

being paid to selected BTE Pilot physicians in return for achieving 
one or more of three NCQA certifications.  

• Rewards paid for BCBSNC attributed underwritten and ASO 
members in addition to attributed SHP employees

• Three-year pilot with three components:
– Physician Office Link (POL) – using NCQA metrics, physician office 

sites earn financial rewards for implementation of information systems, 
member education and specific processes for care management to 
reduce errors and increase quality

– Diabetes Care Link (DCL) - earn financial rewards by achieving NCQA 
recognition for high performance in diabetes care

– Cardiac Care Link (CCL) - earn financial rewards by achieving NCQA 
recognition for high performance in cardiac care

(continued)

Confidential and Proprietary
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BCBSNC/SHP – Bridges to Excellence Pilot
BTE Performance Dimensions

POL (Physician Office Link)*

Clinical 
Information 
Systems

Patient Education 
and Support

Care Management

Patient Registries Educational Resources Disease Management

Electronic Rx and Test 
ordering systems

Referrals for Risk Factors 
and Chronic Conditions

Reductions in ACSC 
Admits

Electronic Health Records Quality Measurement and 
Improvement

Care Coordination of 
High-Risk Conditions

*Corresponds with NCQA’s Physician Practice     
Connections

Confidential and Proprietary
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BCBSNC/SHP – Bridges to Excellence Pilot

POL – PMPY Rewards  (All BCBSNC Members Seen 
in 12 mo.)
Year Basic

Caps/Yr:
$15k/MD

$90k/Location

Intermediate
Caps/Yr:
$20k/MD

$120k/Location

Advanced
Caps/Yr:
$25k/MD

$150k/Locatio 
n

1 $20 $30 $50
2 $15 $30 $50

3 $10 $30 $50

Confidential and Proprietary
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BCBSNC/SHP – Bridges to Excellence Pilot
CCL (Cardiac Care Link)* – Performance and Reward

CCL Measures Year PMPY Reward
(Cardiac/Stroke 
Members)

Basic
Caps/Year:
$15k/MD
$90k/Location

• Blood Pressure Tested and 75% 
<145/90 or <140/95

• LDL Controlled (<100mg/dl) 
• Also, Lipid Panel, Aspirin Use, 

Smoking Cessation Advice

1
2
3

$70
$60
$50

Advanced
Caps/Year:
$25k/MD
$150k/Location

Basic, Plus:
• Blood Pressure Tested and 75% 

<140/90

1
2
3

$120
$120
$120

*Corresponds to NCQA’s Heart Stroke Recognition Program

Confidential and Proprietary
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BCBSNC/SHP – Bridges to Excellence Pilot
DCL (Diabetes Care Link)* – Performance and 

Rewards
DCL Measures PMPY 

Reward
(Diabetic 
Members)

Caps/Year:
$15k/MD
$90k/Location

Tested and Controlled:  
HbA1Cs
LDLs
Blood Pressure

Exams for Eye, Foot and Urine

$70

*Corresponds to NCQA’s Diabetes Physician Recognition Program

Confidential and Proprietary
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BCBSNC/SHP – Bridges to Excellence Pilot

Pilot Description
• Rewards based on BCBSNC/SHP members with a claim 

for an office visit in preceding year
• First reward payout – April ’07 with bi-annual payouts 

concluding April ‘09
• NCQA fees reimbursed for successful practices
• Recognition in provider directories, websites

Confidential and Proprietary
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BCBSNC/SHP – Bridges to Excellence Pilot

Pilot Description
• Invited all Primary Care Physicians (PCPs), 

Endocrinologists and Cardiologists with identified 
BCBSNC members

• From applicants, select a geographically dispersed 
representation of practices representing BCBSNC/SHP 
attribution of ~45,000 members

• On-site assistance provided for Pilot practices with 
NCQA trained BCBSNC staff

• Practices offered resources of e-Prescribing project

(continued)
Confidential and Proprietary
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BCBSNC/SHP – Bridges to Excellence Pilot
Physician Selection
• Widely publicized solicitation to apply via letter and website
• Screening criteria for eligibility:

• Complete online application submitted by deadline
• One practice location per large health system/medical group
• A positive record regarding Special Investigations, Credentialing, 

etc.
• Medical Director review
• Geographic coverage within the state
• Budget constraints

Confidential and Proprietary
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What was Involved – Cont.
• 6000 letters mailed to eligible network physicians to 

recruit them to the program
• 572 applications loaded into database, matched with 

attribution numbers, and reviewed for inclusion in 
program

• 250+ invited into program – close follow-up to get 
agreements signed for participation

• Reward payments sent to practices, congratulatory 
letters to each physician, and letters to practices 
reminding them of ability to have BCBSNC reimburse 
for NCQA application fees once recognized by NCQA

• Participation of key stakeholders  – SHP, NCMS, 
NCAFP, Network Mgmt, NCMGM

Confidential and Proprietary
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BCBSNC/SHP – Bridges to Excellence Pilot

2/1
Jan 1, 2006 May 31, 2006

3/1 4/1 5/1

7/1
Jun 1, 2006 Sep 30, 2006

8/1 9/1

11/1
Oct 1, 2006 Jan 31, 2007

12/1 1/1

Major Milestones  - Year One

1-5-06

Practices Apply

3/1
Feb 1, 2007 Apr 30, 2007

4/1

Selection Achieving 1st Year NCQA Certification

Announce

Achieving 1st Year NCQA Certification

NCQA Review/Approval First Rewards Paid

Confidential and Proprietary
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1

55 Practices
37 Counties

1 1

1

1

1

1

1

1

1

1

1

1
1

1

1
1

1

1
12

1 1
1 1

2
2

2

2

2

3

34

6 1

1
1

NC  Practices Accepted In Pilot

Confidential and Proprietary



42

Key Accomplishments (as of 2/1/09)
• Paid out total rewards of over $3,000,000 to providers in 

recognition of their efforts
• Increased # of PPC (POL) physician recognitions in 

BCBSNC/SHP Pilot from 0 to 100
– Total NC recognized providers 7/1/06 = 0
– Total NC recognized providers 1/1/09 = 189

• Increased # of HSRP (CCL) physician recognitions in 
BCBSNC/SHP Pilot from 10 to 94 

– Total NC recognized providers 7/1/06 = 53
– Total NC recognized providers 1/1/09 = 450

• Increased # of DPRP (DCL) physician recognitions in 
BCBSNC/SHP Pilot 19 to 67 

– Total NC recognized providers 7/1/06 = 81
– Total NC recognized providers 1/1/09 = 525

Confidential and Proprietary
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What was involved:
• BCBSNC Quality Management Consultants (QMC’s) 

trained by NCQA to provide support to practices
• Countless hours spent by QMC’s helping practices 

with the NCQA abstraction tools, reviewing charts as 
examples for practices, demonstrating quality 
improvement practices, sharing learnings from other 
practices, etc.

• Monthly (or more often) meetings with NCQA and 
QMC’s about details of the program, leveraging more 
support from NCQA for practices, getting questions 
answered on behalf of practices

Confidential and Proprietary
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Key Challenges
• Some practices were not aware of what they had 

agreed to do… required more handholding through the 
process; some decided not to continue with the 
program – less than 10% ultimately did not get 
recognized

• Practice physician turnover resulted in confusion: 
Contracts specified that if MD was not on application 
there would be no rewards paid in pilot for that MD or 
for any new physicians added to the practice (needed 
to assure more accurate estimate of BCBSNC and SHP 
liability for rewards)

• Calculation of reward caps added complexity to process

Confidential and Proprietary
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Key Challenges – Cont.
• NCQA review process in some instances exceeded 

the “outer limits” estimate of 60 days we were 
provided particularly in the early stages of the project; 
delayed feed of data compressed time frame for 
getting checks processed 

• Errors in NCQA recognition data created issues: 
some were caught prior to checks being issued, 
others were caught later and required issue of 
additional checks

• Transition of BCBSNC staff increased complexity of 
information transfer/continuity with project

Confidential and Proprietary
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BCBSNC internal program evaluation:
• Clinical results for disease specific program indicate 

that NCQA recognized docs perform better on 
BP<130/80 in diabetes – newest NCQA/HEDIS quality 
measure – otherwise NC physician performance very 
good; no demonstrated cost savings

• Episode of care costs for physicians recognized in 
Physician Practice Connection are lower than those for 
non-recognized physicians, whether we include only 
episodes for diabetes, CAD, HTN, and asthma OR all 
episodes that physician is responsible for

• Savings provide a basis for possible additional Primary 
Care recognition programs

Confidential and Proprietary
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What’s Next?
• Last payment for Pilot program to be sent in 
April 2009

• BCBSNC internal evaluation of pilot is 
currently being completed with some high 
level preliminary findings available

• Roll-out of a more comprehensive program in 
4Q 2009

– Clinical Quality
– Administrative Efficiency
– Patient Experience with Care

Confidential and Proprietary
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An independent licensee of the Blue Cross and Blue Shield Association. ® Marks of the Blue Cross and Blue Shield Association. SM Mark of Blue Cross and Blue Shield of North Carolina

THANK YOU!

Confidential and Proprietary
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Bruce Nash, MD, MBA
Senior VP / Chief Medical Officer

Capital District Physicians’ Health Plan, Inc.

March 9, 2009
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CDPHP Pilot

Practice Reform

Payment Reform
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Resources

• TransforMed

• Payment Reform

– DxCG/Verisk: Arlene Ash, PhD ; Randy Ellis PhD (Boston 
University)

– Ingenix: Dogu Celebi, MD, MPH
– Bridges to Excellence: Francois de Brantes, MBA

• Evaluation

– Allan Goroll, MD (Massachusetts General Hospital)
– David Bates, MD (Brigham & Women’s Hospital)
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Payment Reform
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Payment Reform

• Comprehensive payment for comprehensive care
• Align financial incentives
• Create an opportunity to significantly increase primary 

care physician income (35 – 50%)

Goroll AH, Berenson RA, Schoenbaum SC, Gardner LB. Fundamental
reform of payment for adult primary care: comprehensive
payment for comprehensive care. J Gen Intern Med 2007;

22:410-5.
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Payment Reform – CDPHP Pilot

70% Risk-Adjusted 
Comprehensive 

Payment *

3%
FFS - RBRVS

27% Bonus 
Payment

Targeted at improving base reimbursement approximately $35,000 to 
reflect increased costs of implementing and operating a medical home.
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Pilot Practice Opportunity

• Per physician with average panel size/risk
– $35K – base payment increase to cover Medical Home 

expenses 
– $50K – bonus potential

• Performance will be reported at the individual physician level 
and the practice

• All payments will be made at the practice level



page 1.57

page 1.57

Risk Adjusted Comprehensive Base Payment
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Primary Care Activity Level Model

• DxCG/Verisk  developed a risk-adjustment model (PCAL) for the 
CDPHP Medical Home project.

• A risk-adjusted base capitation payment linked to the expected level 
of activity needed to provide optimal primary care for a physician's 
patient panel.
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Risk Adjusted 
Comprehensive Base Payment

• Two components of the formula
– PCAL = Primary Care Activity Level
– CF = Conversion Factor

• PMPM = PCAL x CF



page 1.60

page 1.60

CDPHP Panel Attribution

• We will be using the Ingenix “imputation” logic for CDPHP 
patient attribution.

• Patients who have not been seen within the past 24 months will 
not be included.

• We will not be using HMO assignment.
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Bonus Payment Model
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Bonus Model Components

• Satisfaction / Access

• Effectiveness (Quality)

• Efficiency (Cost)
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Challenge of Bonus 
Measure Design

To identify those metrics upon which to base a bonus 
payment which are strongly correlated to lesser costs and 

the maintenance or improvement of quality
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Bonus Program  

• $50K potential per physician with average patient panel.

• A minimum performance of satisfaction/access is a threshold 
requirement for any bonus eligibility.

• Effectiveness (BTE) will determine available bonus.

• Risk adjusted efficiency measurement (Ingenix) will determine 
distribution.

• Measurement and payment will be at the practice level, however, 
data for individual physician performance will also be reported.
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Effectiveness

• To ensure that the quality of health care delivery is at least 
maintained or preferably enhanced under this payment model.

• Measures of:
– Population Health
– Acute Disease Management
– Chronic Disease Management

• Bridges to Excellence tool set
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Clinical areas of measurement

• Population health
• Hypertension
• Diabetes
• CHF
• CAD
• Asthma
• COPD
• Back Pain
• IVD/Stroke

Some measures are 
cross-cutting: 

• BP
• LDL
• Use of diuretics
• Smoking cessation

Some measures are 
cross-cutting:

• BP
• LDL
• Use of diuretics
• Smoking cessation
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Example
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Available Bonus

• On an Effectiveness scale of 100, a physician needs to score a 
minimum of 50 in order to qualify for a bonus.

• Assuming average size physician panel, every point over 50 will 
qualify for a bonus of $1,250 per point. Physician with a score >=90 
will receive the maximum bonus amount.

Example: For a physician with effectiveness score of 71:
(Effectiveness score – 50) x $1,250 = Available Bonus Amount 

(71-50) x $1,250 = $26,250
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Efficiency

• To ensure that bonus payments are associated with aggregate 
cost savings to allow for a sustainable payment model

• Claims based measurement
• Ingenix tools
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Efficiency will be measured 
along three dimensions

A. Utilization Based

B. Population Based

C. Episode Based
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A. Utilization-Based

1. Hospitalization rates (inpatient admissions per 1000 patients)

• Hospitalization rates will be calculated only for 
Ambulatory Care Sensitive Conditions.
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A. Utilization-Based (continued)

Ambulatory Care Sensitive Conditions
Epileptic convulsions 
Severe ear, nose, and throat infections
Chronic obstructive pulmonary disease
Bacterial pneumonia
Asthma
Congestive heart failure
Hypertension
Angina 
Cellulitis
Diabetes "A"
Hypoglycemia
Gastroenteritis
Kidney/urinary infection
Dehydration - volume depletion 
Iron deficiency anemia 
Pelvic inflammatory disease 
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A. Utilization-Based (continued)

2. Emergency Room Rates (ER visit rate per 1000 members)

Exclusions: 
• ER visits with an eventual admission 
• Trauma
• Random events 

• Acute 
• High intensity/severe (cancer, etc.)
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B. Population-Based 

Population-based efficiency will be measured in three 
categories ($PMPM costs by type of service.)

1. Specialty care and outpatient
Includes all specialties 
Includes all non - radiology, non - lab outpatient costs 
Excludes inpatient, surgical centers, and ER costs

2. Radiology
All professional and facility radiology costs 
Excludes inpatient radiology costs

3. Pharmacy
Pharmacy costs associated with pharmacy benefit
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C. Episode-Based   

All medical costs associated with a given medical condition, adjusted 
for differences in case-mix

Selection criteria:
• Clinical significance 

• High prevalence
• High incidence

• Economic significance
• Sensitive/amenable to primary care, i.e., actionable
• Demonstrated variations in cost/utilization of care
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C. Episode-Based  (continued)

Episodes for selected medical conditions (cost per episode)
• Diabetes, asthma, CAD, CHF, sinusitis, GERD,  

hypertension, and low back pain

The same three types of services as population-based measures:
1. Specialty care and outpatient 
2. Pharmacy
3. Radiology
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Summary of Efficiency Metrics

A. Utilization-based
• Inpatient hospital admissions (selected)
• Emergency room encounters (selected)

B. Population-based
• Specialty care and outpatient 
• Pharmacy
• Radiology

C. Episode-based 
• Specialty care and  outpatient 
• Pharmacy
• Radiology



page 1.78

page 1.78

Efficiency Example 
Ingenix Index

A. Utilization Index
• Inpatient hospital admissions (selected) 1.50
• Emergency room encounters (selected) 0.90

B. Population-Based
• Specialty care and other outpatient hospital 1.20
• Pharmacy 0.90
• Radiology 1.35

C. Episode-Based 
• Specialty care and other outpatient hospital 1.35
• Pharmacy 0.85
• Radiology 0.95
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Efficiency Example 
Weightings

A. Utilization Weight Index
• Inpatient hospital admissions (selected) 5% 1.50
• Emergency room encounters (selected) 5% 0.90

B. Population-Based
• Specialty care and other outpatient hospital 35% 1.20
• Pharmacy 15% 0.90
• Radiology 10% 1.35

C. Episode-Based 
• Specialty care and other outpatient hospital 15% 1.35
• Pharmacy 10% 0.85
• Radiology 5% 0.95
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Efficiency Example 
Composite

• Population-Based Weight Index Composite
• Specialty care and other outpatient hospital 35%        1.20 0.420
• Pharmacy 15%        0.90 0.135
• Radiology 10%        1.35 0.135

• Episode-Based 
• Specialty care and other outpatient hospital 15%        1.35 0.202
• Pharmacy 10%        0.85 0.085
• Radiology 5%        0.95 0.048

• Utilization
• Inpatient hospital admissions (selected) 5%        1.50 0.075
• Emergency room encounters (selected) 5%        0.90 0.045

Composite Total 1.145
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Ranking

• Each physician’s Composite Efficiency Score will be ranked 
relative to the peer group

• Ranking determines the payout of the available bonus
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Bonus Distribution – Efficiency

• Each practice’s Composite Efficiency Score will be ranked relative to 
their peer group of primary care physicians in the Capital District

– If a practice is below the 60th percentile (Efficiency Threshold), the 
practice will not be eligible for any bonus. 

– If a practice ranked between 60th and 90th percentile, each additional 
percentile point is worth 2.5% of the available bonus.

– If a practice is above 90th, the practice will receive 100% of the 
available bonus. 
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Bonus Distribution Summary 
(for average panel size)

• Create the Bonus Opportunity
– Effectiveness Score

• 0 – 50 = No opportunity
• 51 – 90 = $1,250 per point above 50
• > 90 = $50,000 opportunity

• Distribute the Bonus Opportunity
– Efficiency Ranking

• 0 – 60th = No distribution
• 61st to 90th = 2.5% per percentile above 60th

• > 90th = $50,000
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Illustration of 
Bonus Program Scenarios

Practice Average 
Effectiveness 

Score 

Available 
Bonus 

amount per 
MD 

Average 
Efficiency 
ranking 

Bonus Per 
physician 

Total Practice 
Bonus

A
(10 MDs)

92 $50,000 45th $0 $0

B
(5 MDs)

45 $0 92nd $0 $0

C
(4 MDs)

94 $50,000 85th (85-60) x 2.5% = 
62.5% 

of $50,000 or 
$31,250

$125,000
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Pilot Hypothesis

Is the aggregate savings associated with better health 
outcomes and lower utilization sufficient to fund the 
enhanced compensation to a primary care physician 

as well as provide a surplus to the plan?
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Cumulative Member Spend
Cumulative Spend By MembersCumulative Spend By Members

Note:  Data does not include LabCorp or pharma spend
Sources:  2006 CDPHP Medical Claims, ChapterHouse Analysis
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Total Payments Made - $4.5MTotal Payments Made - $4.5M

While Only Accounting for 6% of Total Spend, $4.5M 
Was Spent on Doctor X’s Patients
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Pilot Economics

In our payment model, < 2% of total health care 
expense for a primary care physician’s practice 
would need to be saved to support an increased 
payment opportunity of $85,000 per physician. 
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Questions?



Bridges To Excellence, Proprietary & Confidential Page 91

BREAK
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Catalyzing Change

Laura Linn – Project Director, Center for Health 
Transformation

Donna Marshall – Executive Director, CO 
Business Group on Health
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EMPLOYERS CATALYZING EMPLOYERS CATALYZING 
CHANGECHANGE

Laura Linn RN, MN
Project Director 

Center for Health Transformation
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Founded in 2003 by Speaker of the House Newt 
Gingrich, the Center for Health Transformation is a 
collaboration of leaders dedicated to the creation 
of a 21st Century Intelligent Health System that 

saves lives and saves money. 

Mission 
The Center for Health Transformation’s mission is 

to grow a movement that will accelerate the 
adoption of transformational health solutions and 

policies that create better health and more choices 
at lower cost. 
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We accomplish this by:

• Acting as a catalyst to accelerate transformational 
change 

• Identifying better solutions that provide more choices, 
better health and lower cost

• Sharing those solutions with the widest array of opinion 
leaders and decision makers to accelerate their adoption 
by the system

• Helping create, advance and improve the public policies 
that will accelerate the transformation

• Training and building a collaboration of leaders
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Individual-Centered – Incentive - Psychology-
Empowerment - Information

Prevention - Early Detection-
Self Management – Best Practices

IT- Quality - Expert
Systems

21st Century Model of Health and 
Healthcare Transformation 

www.healthtransformation.net
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A 21st Century Intelligent Health System 
Requires Transforming 4 Boxes:

Financing to Enable
300,000,000-Payor 
Insurance System  

Effective, Efficient and 
Productive Health
Delivery System

Individual Rights, 
Responsibilities 
and Expectation

of Behavior

4. 3.

2. 1.
Maximize Cultural and 

Societal Patterns 
for a 

Healthy Community



Center for HealthCenter for Health
TransformationTransformation

Copyright © 2009 The Center for Health Transformation

www.healthtransformation.net

98

Vision and Mission of ProjectVision and Mission of Project

The purpose of the Georgia Project is 
to:

Create a model to replicate in other states
Involve Georgia members in creating 
solutions and policies
Generate/monitor projects to test solutions
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Healthy Georgia Diabetes & Obesity 
Project kick-off at Governor’s Mansion 
in September of 2005

Georgia Governor 
Sonny Perdue

Dr. David Satcher CHT Founder,
Newt Gingrich



Center for HealthCenter for Health
TransformationTransformation

Copyright © 2009 The Center for Health Transformation

www.healthtransformation.net

Georgia Diabetes & Obesity ProjectGeorgia Diabetes & Obesity Project
BTE major initiative 
of the Project

Led by UPS, 
BellSouth [AT&T], 
and Southern 
Company
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Participating EmployersParticipating Employers
Atlanta Gas Light 
AT&T 
ChoicePoint
Cingular 
Georgia Ports Authority 
GE 
Gulfstream Aerospace 
IBM 
International Paper 
Marriott International 
State of Georgia 
Southern Company

Savannah Business Group:
- Atlantic Wood Industries
- Bradley Dixie Companies 
- Chatham Steel Corporation
- City of Savannah
- Colonial Group 
- Critz, Inc.
- Fuji Vegetable Oil
- Georgia Emergency 

Associates 
- Interstate Paper 
- J C Bamford Excavators Ltd 
- The Landings Club 

Synovus
UPS 
WellStar Health System *
Xerox * Participating as Provider and Employer
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Participating Health PlansParticipating Health Plans

Aetna 
Blue Cross Blue Shield of Georgia 
CIGNA 
Humana 
Kaiser Permanente 
United Healthcare 
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COLUMBUS

SAVANNAH

AUGUSTA
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Times SquareTimes Square

CHT’s Georgia Project 
Leads to Increase In 

Physicians Recognized 
for Providing Best 

Standards of Care for 
Diabetes
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Rewards paid to dateRewards paid to date

4,000 physicians 
eligible for 
incentives
Almost 200 

physicians 
recognized  to date
11% of patients 

are receiving care 
from a recognized 
physician 

Date 

Paid

# of Docs 
rewarded

Total 
Reward Amt

4Q07 44 $74,420

1Q08 34 $99,735

2Q08 14 $28,365

3Q08 28 $32,269

4Q08 42 $86,000
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Employer Working Group Employer Working Group 
EstablishedEstablished
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Employee Screening Project [n = Employee Screening Project [n = 
1004]1004]
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Community Based DPRP ProjectCommunity Based DPRP Project
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• Of 81 physician providers, 61 
participated in the process.  

• Of these, 59 (83%) had chart reviews 
submitted to NCQA 

• 47 (66.2%) were accorded recognition. 
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Employers Solutions LabEmployers Solutions Lab
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2009 Goals2009 Goals
Launch Community Project on Heart 
Health - Heart/Stroke Module
Continue to Expand the Employer 
Solutions Lab
Focus the Employer Group on Quality

Leapfrog
BTE
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2009 Goals2009 Goals
Employer Opportunities

Internal
• Wellness
• Prevention

External
• Community Wellness
• Hospital Quality
• Physician Quality
• Transparency
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Lessons LearnedLessons Learned
Focus on the Community
Distribute incentives close to the 
behavior
Small physician practices are a 
challenge
Once you build the collaboration change 
accelerates
Engage the hospital as both provider 
and employer 115
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For More InformationFor More Information

Laura Linn RN, MN
Project Director
llinn@gingrichgroup.com
404-201-7904



Colorado’s 
Bridges to Excellence Program

EMPLOYERS CATALYZING CHANGE

Donna Marshall, MBA

Executive Director

Colorado Business Group on Health

March, 2009



Colorado Business Group on Health

Member organization

Established in 1996
Mission: The mission of the Colorado Business
Group on Health is to advance the purchaser role to accelerate cost 
effective, high quality healthcare.

Vision: Purchasers—united, motivated, and focused on health care value 
and quality.

One of over 70 coalitions in the U.S.; a  proud member of the 
National Business Coalition on Health 



Colorado Business Group on Health

Associations:
• Colorado Education 

Association
• Denver Metro Chamber of 

Commerce
• Rocky Mountain Healthcare 

Coalition
• South Metro Chamber of 

Commerce

Affiliates: 
• 21 Affiliates

Info@CBGHealth.org

www.coloradoHEALTHonline.org

Purchasers:
• Boards of Education Self Funded Trusts
• Boulder Valley School District
• City of Colorado Springs
• Colorado College
• Colorado Public Employees’ 

Retirement Association
• Colorado Springs School District #11
• Colorado Springs Utilities
• Poudre School District
• State of Colorado
• TIAA-Cref
• University of Colorado

mailto:Info@CBGHealth.org


Influencing Gridlock in Colorado
• Purchasers — Not Buying Right: Value Based Purchasing/ Influencing 

the Marketplace/ Using BTE

• Plans — Not Letting Provider Value Show Through to Consumers: 

CBGH Asks Plans to use BTE as a Standard

• Providers — Not Seeing Business Case for Reengineering: Leapfrog, 

Health Matters, BTE

• Consumers/Patients — Not Yet Into Value Purchasing: Give them real 

data



Colorado’s Bridges to Excellence Program

CBGH is one of four coalitions selected to 
receive technical assistance from NBCH in 
2005

Diabetic care link program implemented 
January 2006

Eight employers, 2 health plans in the 
Colorado Springs, 50k lives



Starting the Colorado’s BTE Program

How did we start this program?

Setting the stage with employer participants. 
The Diabetes Workgroup studied:
• prevalence, 
• cost data, 
• RAND study on lack of guideline adherence, 
• benefit design (Pitney Bowes model), 
• systems redesign (Asheville model), and
• employee incentives.



Sharing Best Practices



Starting the Colorado’s BTE Program

What did employers expect from this program?

The employer participants wanted:
• better informed employees, 
• reduced direct costs, 
• improved rates of absenteeism and better 

productivity.
So, what are employers doing? 

• benefit design (Pitney Bowes model), 
• systems redesign (Asheville model),
• employee incentives, and
• change physician behavior through BTE



Pay rewards to 
recognized MDs

Changing Physician Behavior

Actively steer 
patients to 
recognized MDs

Display 
Recognition 
Status

1. Colorado 
Employers

2. Colorado Health 
Plans 

3. Health Matters 
Quality Report

Help practices with 
data collection

Data collection 
support (CBGH)

Registry support by 
CBGH and the El 
Paso Co Medical 
Society

Use for network 
entry, or tiering

Has been 
contemplated in 
Colorado



Starting the Colorado’s BTE Program

Setting the stage with physician participants:

Endorsement by the El Paso County Medical 
Society and Mountain View Medical, the second 
largest physician’s group in the area

Articles in the Colorado Medical Society magazine

Lots of meetings…



Original Participants in Colorado Springs, 2006

• City of Colorado Springs

• Colorado College

• Colorado Springs School District #11
• Colorado Springs Utilities
• El Paso County
• Intel
• Memorial Health System

• Penrose-St. Francis Hospital



Colorado’s Bridges to Excellence Program

Five health plans signed contracts: 

• Anthem (2007: have since dropped the 
program) 

• CIGNA (2007) 

• Great West (2006) 

• Rocky Mountain Health Plans (2006; has now 
added cardiac rewards in 2008)

• United (2007)



Questions/Issues to Grow Program in 2008

What resources do potential project     
members need in order to expand the 
program?
What resources do potential project 

members need “to sell” the program to 
internal stakeholders

• ROI calculators? or, 
• Speakers? or,
• Other presentations?
Who is “in”?
What factors should we consider for 

implementation this year?



Expansion of the program in 2008? Yes!

Employers voted to expand their diabetes program 
to include cardiovascular BTE in 2008, and expand 
geographically to the front range region 
Employers:
• City of Colorado Springs
• Colorado Public Employees’ Retirement Association
• Colorado Springs School District #11
• Colorado Springs Utilities
• Memorial Health System
• Penrose-St. Francis Hospital
• State of Colorado
• University of Colorado (2009)



Publications: Keep Information Flowing

BTE Newsletters: latest issue, Sept. 2008



Have Physicians Been Recognized?



Financial Rewards for Recognized Physicians

In 2006, $0 in rewards were earned.

In 2007, $14,700 was paid.

In the first half of 2008, over $21,000 was paid.

In the second half of 2008, over $18,000 will be paid.



How Many Patients See Recognized Physicians?
Recognized 
Physicians,  
Duplicated 

Count

Total Patients for 
these Physicians

Total Patients 
Possible

Percent of 
Patients Seeing 

Recognized 
Physicians

Participant

1 14 25 236 10.6%
2 15 30 275 10.9%
3 15 48 287 16.7%
4 16 29 175 16.6%
5 14 39 244 16.0%
6 10 10 54 18.5%
7 16 49 357 13.7%
8 3 3 21 14.3%
9 7 11 59 18.6%

TOTALS 110 244 1708 14.3%

From January 2007 through December 2008/  Unduplicated count of physicians = 87



BTE lessons learned

Incentives work and can lead to practice    
reengineering, but practices need help

Better quality and recognition can occur, but 
you need to focus on the right measures

Self-assessment of performance leads to 
focused quality improvement

Employers and plans need to band together 
to create enough critical mass to impact 
physician behavior



Summary - BTE is a Win-Win Collaboration
For Employers: Better outcomes, lower cost
For Providers: Better outcomes, $ rewards 
opportunity, recognition among peers
For Health Plans: More transparency, better 
provider value
For Consumers: Better outcomes, better 
educated, lower out-of-pocket expense
For Society: A beginning to transform the way 
healthcare is purchased, delivered and 
consumed.  A beginning towards building a 21st

century healthcare system



The Institute of Medicine-- 1999 

The Committee’s Conclusion

“The American health care 
delivery system is in need of 
fundamental change.  The 

current care systems cannot 
do the job.  Trying harder will 
not work.  Changing systems 

of care will. “



For more information:

Donna Marshall
Colorado Business Group on Health
303-922-0939
Donna.Marshall@cbghealth.org
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Questions?
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Aligning Local Forces for Change

Sarah Shih – Director of Healthcare Quality 
Information, Primary Care Information Project, 
NYC DOH MH

Craig Brammer – Senior Research Associate, 
University of Cincinnati Department of Public 
Health Sciences; Director, Cincinnati Aligning 
Forces for Quality
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NYC Health eHearts 
Pilot Recognition and Rewards 

Sarah Shih, MPH 
Director of Healthcare Quality Information 

Primary Care Information Project 
March 9, 2009

Rewarding and recognizing providers for delivering 
excellent heart health
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HEALTH 
INFORMATION 

SYSTEMS
oriented toward 

prevention

PAYMENT
that rewards disease 

prevention and effective 
chronic disease 

management

CARE
MANAGEMENT
so practice workflows 

support prevention and

PATIENT 
EMPOWERMENT

to prevent disease 
and disability

Health Care 
that Maximizes Health

• In order to restructure health care 
need 3 synergistic changes

– Efforts to implement each separately have 
failed to improve care substantially or 
achieve scale

– In NYC, we are creating a local model 
that brings all three together

– A large EHR-enabled network ($20M)
– On-site practice redesign TA ($4M) 
– P4P pilot based on outcomes ($6M)

Remaining Priority Gaps:
*Panel Management              

*Patient engagement
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NYC Primary Care Information 
Project

• Public Health perspective
– Public funding—Public benefit expected

• Largest Community EHR project in Nation
– Diverse primary care practice settings
– Rapid implementation cycles
– High levels of utilization of full-featured EHR

• What have we learned?
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How Can We Get Value From HIT? 
(and avoid wasting a lot of money for no public benefit)

1. Ensure that EHRs are implemented where they will 
do the most good

2. Ensure that EHRs focus on prevention
3. Facilitate EHR adoption
4. Ensure exchange of vital information
5. Support distributed data networks
6. Design incentives to protect health and reduce 

disparities
7. Foster a new workforce for prevention in primary 

care
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Ensure that EHRs are implemented 
where they will do the most good

• Must include outpatient and primary care, solo and small 
practices, safety-net providers

6-10 physicians
1-2 physicians

> 11 physicians

3-5 physicians

Delivery of ambulatory 
care in the US1

Adoption of HIT in Physician 
Practices, by size2

Number of physicians in a practice

1 2-5 6-15 16-30 > 30

P
er

ce
nt

ag
e
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Proportion of Medicare Beneficiaries Receiving 
Recommended Preventive Services, by Practice Size

0 10 20 30 40 50 60 70 80 90 100

Eye Examinations for
Diabetics

Hemoglobin A1c
Monitoring

Mammograms

Colon Cancer
Screening

Influenza Vaccination

Pneumococcal
Vaccination

Proportion of Medicare Beneficiaries Receiving Preventive Care, %

Solo/2-person (1-2)

Small group (3-10)

Medium/large group (11+)

* P<.05    ** P<.01    *** P<.001

**
**

**
***

***

*

Pham HH, Schrag D, Hargraves JL, Bach PB. Delivery of Preventive Services to Older Adults by 
Primary Care Physicians. JAMA. 2005; 294:473-481.

Small Practices: 
Most Room For Improvement
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* Model controls for practice size, years in practice, hours a week in direct patient care, salary status, physician type (primary care vs. specialist), 
certification status in specialty, and use of EMR.

0 10 20 30 40 50 60 70 80 90 100

Access to any
practice-level data

(n=1,757)

Access to any quality-
of-care data (n=1,757)

Quality-of-care data
internally generated 

(n=1,705)

Involved in redesign
efforts (n=1,744)

Proportion of Physicians, % *

Solo (1)e
Small (2-9)
Midsize (10-49)
Large (50 or more)

Audet AMJ, Doty MM, Shamasdin J, Schoenbaum SC. Measure, Learn, And Improve: Physicians’ Involvement In Quality Improvement. Health 
Affairs. 2005; 24: 843-853.

Fewest Quality Improvement Tools
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8 Key Features of the TCNY Build

AUTOMATIC VISUAL ALERTS 
Highlights abnormal vitals

CDSS
Automatically displays preventive 

service alerts that are suppressed when 
addressed

QUICK ORDERS
One-click ordering of recommended 

preventive services 

2

3

4

5

COMPREHENSIVE ORDER SETS
Displays best practice 

recommendations (e.g., for meds, labs, 
patient education)

ENHANCED REGISTRY
Identifies patients by structured data        

(e.g., diagnoses, drugs, labs, 
demographics)

eMedNY
With patient consent, displays 90-day 

history of all Rxs filled by Medicaid 
patients

CIR and School Health
Sends information to City Immunization 
Registry and generates school health 

forms

6

1

7

8

MEASURE REPORTS
Side-by-side provider comparisons of 

performance on quality measures
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New EHR Functionality
• The following slides display the interfaces 

available for providers at the point of care
– Clinical Decision Support System (CDSS)
– Quality Reporting Tool
– Numerator/Denominator
– Patient Lists 
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Point of Care Alerts on Patient’s status with 
measure compliance

CDSS Quality Reporting Tool Numerator/ Denominator Patient Lists
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Will be able to select any 
of the TCNY Measures

Will be able to refine the results by 
Facility, PCP, PCG, Insurance, and/or 
Race/Ethnicity

Reflects current percent by each 
Cross Tab selected

CDSS Quality Reporting Tool Numerator/ Denominator Patient Lists
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Select desired row of interest

CDSS Quality Reporting Tool Numerator/ Denominator Patient Lists
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By selecting a particular row you can get a 
breakdown of patients in the numerator (green) vs. 
those not (black)

CDSS Quality Reporting Tool Numerator/ Denominator Patient Lists



154154

By 2010, more than half all high volume Medicaid providers in 
NYC will use a prevention-oriented EHR. 

• Extend prevention-oriented EHRs to 2,100 providers of primary 
care, touching more than one million patients, including 570,000 
Medicaid patients

• Provide participating practices with clinical quality scorecards

• Design and implement a quality improvement collaborative

• Pilot a recognition and “Pay-for-Prevention” incentive program for 
high-performing providers 

2010 Goals
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• Signed Agreements
- 200 small practices: 400+ MDs
- 22 CHCs: 400 MDs
- 4 Hospitals: 500+ MDs
- 1 Correctional Facility: 70+ 

MDs

• Live on EHR
– 148 practices
– 211 sites
– 1002 providers

PCIP Progress to Date (Dec ’08)

One new practice goes live on 
EHR ~every day

Total Cost to Govt ~20k/MD
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Operational Challenges

• Providers have competing practice 
priorities and limited resources 

• Early adopters faced biggest hurdles
• Data required for quality measures 

reporting not uniformly recorded
• Lack of engagement of providers in QI 

activities and quality measures
• Health plans reluctant to commit funds to 

untested clinical quality incentive program
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How do we engage providers?

Patents from 2008 and how they 
might look..
Number 6. Method and 
apparatus for providing 
incentives to physicians 
(7,389,245)

The New York Times Magazine - Endpaper
December 14, 2008 
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Health eHearts
Program Overview
• Grant from Robin Hood Fund 

• $3-6M

• Automated reporting from EHR systems in NYC

• Participants will receive quality improvement 
assistance and quarterly reports on quality

• Rewards to be paid out at the end of 2009

• Providers to be recognized through press release and 
end of pilot gala
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Program Goals
• Prevention as a top priority

• Focus on an area with maximum potential for 
saving lives (cardiovascular health)

• Reduce disparities 

• Higher rewards for harder to treat patients

• Incentive amounts are large enough to matter

Rewards and recognizes providers for delivering
excellent heart health
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Quality Measures for Rewards
Aspirin Therapy Ages 18 years or older with Ischemic Vascular Disease or ages 40 years 

or older with Diabetes on aspirin or another anti-thrombotic therapy

Blood Pressure 
Control

Patients 18-75 years of age with Hypertension, without Ischemic Vascular 
Disease or Diabetes who have a BP < 140/90

Patients 18-75 years of age with a diagnosis of Diabetes AND 
Hypertension with the most recent BP below 130 systolic and 80 diastolic

Patients 18-75 years of age with a diagnosis of  Ischemic Vascular 
Disease AND Hypertension without Diabetes with a BP below 140 systolic 
and 90 diastolic

Cholesterol 
Control

Male patients >= 35 years of age and female patients >=45 years of age  
without Ischemic Vascular Disease or Diabetes who have a total 
cholesterol < 240 or LDL < 160 measured in the past 5 years

Patients 18-75 years of age with a diagnosis of Ischemic Vascular Disease 
or Diabetes and Lipoid disorder who had a LDL < 100 in the past 12 
months

Smoking 
Cessation

Patients ages 18 years or older identified as current smokers who received 
cessation interventions or counseling
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Health Impact of TCNY Measures
• 500 providers reaching the following targets (80%), over a decade, 

would cut premature deaths*:

*Based on peer-reviewed research and, where available, NYC-specific data.

Focusing on CVD-related TCNY measures can have a significant impact on the health of New 
Yorkers compared to other targets.

→

Service Estimated # 
Deaths Averted 

Lipid screening, treatment, and control 1,900

Hypertension identification, treatment, and control 1,800

Tobacco use screening and brief counseling 900

Aspirin 400

Pneumococcal immunization 300

Colonoscopy and care of positives 260

Influenza immunization 210

Mammography screening and care of positives 100
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EHR users

NYS-Funded Reporting System

BTE

TCNY-QRS

Aggregator

Summary measures Patient data

Summary measures

Payers

DOHMH

Pseudonimized 
summary measures

Scorecards

Incentives/ 
Recognition

Scorecards

(1) EHR users collect patient data and transmit 
summary measures in a standardized, 
psuedonimized format to the TCNY-QRS (Note: 
An aggregator will be required to standardize 
measures for some EHR users)

(2) NYC DOHMH uses pseudonimized measures 
for population surveillance

(3) BTE uses pseudonimized measures to assess 
performance of participating physicians

(4) EHR users receive scorecard from BTE and 
review results for practice QI. IPRO will provide 
QI and auditing services.  

(5) VOLUNTARY: EHR users authorize BTE to 
pass performance assessment to contracted 
payers

(6) Payers recognize/send incentives to EHR users 
that qualify based on P4P benchmarks

1

2 3

4

5
6
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Who is included in pilot?

CHCs
Institutional-Level 

Small practices

Specialists 
(OB/GYNs, Dentists)

Provider-Level
Pediatricians

System-Level

x
x

Hospitalsx

eCW users
NextGen users 
(Maimo, Callen-Lorde)

Epic users                           
(Institute for 

Family Health)

Adult PCPs             
(Internists, FM, Geriatricians)

GE users          
(Montefiore, NYU, Morris- 
Heights, Charles B. Wang)

tbd

NPs and 
PAs

Non-EHR users 
(claims only)

x
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PRIMARY ADULT CARE PRACTICE  
ELIGIBILITY CRITERIA & EXAMPLE AWARDS

• Electronically submit core quality measures to DOHMH 
• Provide care at a practice with ≥200 patients across denominators of 

core measures
• Provide care at a CHC or small practice
• Verify completion of at least 1 QI meeting for practices with TCNY EHRs

Core Quality 
Measures All Patients

High risk

Uninsured/
Medicaid

With Diabetes Diabetes and 
Uninsured/Medicaid

Aspirin $20 - - -

Blood Pressure 
Control $20 2X 2X 4X

Cholesterol Control $20 2X 2X 4X

Smoking Cessation $20 - - -

Example of incentive payment:  For a patient with diabetes and who is either Medicaid or uninsured, controlling a 
patient’s blood pressure can result in an $80 incentive. 

•Average Provider can earn between $10,000 to $20,000
•Maximum cap for any practice is $100,000
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Pilot Program Process
Enroll ~ 400 providers for pilot program

Providers will have the opportunity to receive a  quality 
incentive OR honorarium

All participants will be invited to a recognition dinner

All providers will send automated reports to the QRS on 
four clinical quality areas in heart health

(the “ABCS”: Aspirin, Blood Pressure Control, Cholesterol 
Control, Smoking Cessation)
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The Vision: Extending Supporting Systems 
Across All Delivery Sites
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Saving Lives After Heart Attacks



Aligning Forces for Quality 
Across Greater Cincinnati
Consistent, Actionable Primary Care 

Performance Measurement Across 
Greater Cincinnati





Cincinnati AF4Q Framework



Improved  
Health and 
Healthcare 
Across 
Greater 
Cincinnati

Engaged 
Consumers

Quality 
Improvement 
Training & TA

Health Information 
Technology

Publicly-Reported 
Quality Measures

Patient-Centered 
Medical Home

Diabetes Footprints Campaign (DCF) Consumer Tool

DFC Toolkit & Website for Employers, Plans & Providers

Partnership Development for DFC

Primary Care Innovation Group

Primary Care QI Leader Training

Regional QI Training Events

Hospital Nurse Leadership Collaborative

Hospital Equity Collaborative

Hospital Race, Ethnicity and Language Collaborative

Data Aggregation for Public Reporting/P4P

Promote Registry Functionality

Technology Infrastructure to Support Medical Home

Data Aggregation Model

Physician Participation

Data Analysis

Data Audit/Validation

Consumer-Friendly Reporting Method/Site

Ongoing Dialogue with Physicians About Results

Facilitate PCMH Process for Pilot Design

Engage Large Employers as Co-Sponsors

Recruit 15-20 Practices

Manage HIT (HB) & Measurement Supports

Assist Practices in  MH Implementation



http://www.diabetesfootprints.org/




Improved Functional 
& Clinical Outcomes

Delivery 
System
Design

Decision
Support 

Clinical 
Information 

Systems

Health System
Resources and 
Policies

Organization of Health Care
Community

Self- 
Management 

Support

Informed,
Activated

Patient

Prepared,
Proactive

Practice Team

Productive
Interactions= +

Patient-Centered 
Medical Home

Practice 
Transformation Payment Reform

The Patient-Centered Medical Home



Contextual Factors Guiding 
Performance Measurement 

in Greater Cincinnati

1. Anti-Claims Bias

2. HealthBridge

3. Bridges to Excellence



Local physician leaders 
have told us that we must have…

a level playing field
measures that matter to physicians
a methodology which is explicit and 
open to scrutiny
an aligned incentive system



National Plans
(BTE Certified)

Cincinnati Performance Measurement Strategy

Analysis

Provider Rewards

Local AF4Q Aims

Public 
(web platform)

Providers 
(physician dashboard)

Physician 
Data

Labs

Plans

Other

Data Submission

EHR Vendor
(future)CINA

Portal

http://www.ancillapartners.com/_images/clients/logos/mncm_logo.gif
http://www.bridgestoexcellence.org/


Physician 
Data

HealthBridge Electronic Health Record
Automatic Data Extraction

http://www.ancillapartners.com/_images/clients/logos/mncm_logo.gif






Direct Data Submission Portal 
and Analytic Functions

Physician 
Data

Portal

http://www.ancillapartners.com/_images/clients/logos/mncm_logo.gif








http://cincinnatiproto.ancillapartners.com/


http://cincinnatiproto.ancillapartners.com/


http://cincinnatiproto.ancillapartners.com/


































Aligning Forces for Quality

Unprecedented collaboration.
Groundbreaking approaches.

All working together to improve health and 
healthcare across Greater Cincinnati.
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