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Drivers of Changing Healthcare 

Environment

• Care Variability
– Outcomes
– Cost

• Financial Crisis
• Disparities in care and access
• Social Responsibility
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Quality Agencies

• AQA‐ Ambulatory Quality Alliance
• HQA‐Hospital Quality Alliance
• PCPI‐Physicians Consortium for Performance 
Improvement

• QASC‐Quality Alliance Steering Committee
• AHRQ‐Agency for Healthcare Research 
Quality

• RHIO‐Regional Health Information 
Organization

• NPP‐National Priorities Partnership
• NQF‐National Quality Forum
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Quality Glossary

• Performance Measures- Identifiable metrics 
that are surrogates for quality performance

• Cost of Care- Actual dollars spent
• Efficiency Care- Cost of care at a prespecified 

quality
• Value of Care- Efficiency factoring in the 

patient’s perception of care
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Quality Glossary 

• Effective Care- Measure of care that has 
accepted quality metrics that are being met 
(performance measures) 

• ETG- Episodes of Care/ MEG-Medical 
Episode Grouper

• Tracking care of prescribed period with regards to cost 
and/or quality
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Quality Aspects of Reform

• “Stand for Quality Document” (QASC)
1. Measure
2. Improve
3. Report

“STAND FOR QUALITY in Health Care”, www.standforquality.org

http://www.standforquality.org/
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Six Key Functions of the
Quality Enterprise

1. Set National Priorities
2. Endorse and Maintain National Standards
3. Develop Measures to Fill Gap in Priority areas
4. Effective Consultative Processes So 

Stakeholders Can Inform Policies on Use of 
Measures

5. Collect, analyze and make performance 
information available and abundant

6. Supporting a sustainable information 
structure for quality improvement

“STAND FOR QUALITY in Health Care”, www.standforquality.org

http://www.standforquality.org/
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Elements of Health Reform
1. Expanding Access
2. Value‐Based Purchasing
3. Health IT
4. Developing and applying comparative 

effectiveness
5. Payment Reform
6. Patient Education & Engagement
7. Reorganization to promote efficiency and 

coordination
8. Tort Reform
9. Public Reporting
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1) Expanding Access

• Massachusetts Experience
• Expanded without significant other 
elements

• Expensive
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2) Value‐Based Purchasing



Source: Health Strategies Group and The Benfield Group, Employer Market Intelligence, Summer 2005.

More Employers Focusing 
on Total Value

Total Costs of 
Disease

(total value)
=

Productivity 
Loss Costs
(indirect 

costs)

+
Medical Care 

Costs
(direct costs)

Quantity QualityInjury Disability Illness

Presenteeism
(reduction in work 
performance due to 

illness)

Absenteeism
(days lost)

Spectrum of Employers’ Recognition/Measurement of Total Costs
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3) Health IT

1. RHIO
2. Registries
3. Data Aggregation
4. Point of Care Decision Support
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Web Based 
Quality Pages 
at 39 
Cardiovascular 
Clinics or 
Hospitals in 
Illinois
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Compliance

Either prescribing or documenting exception

EMR Only
N=17,037

EMR+QI Tool
N=24,425

ASA 13,867 81.4% 24,425 100%

Beta 
Blocker

12,935 75.9% 24,425 100%

ACE/ARB 11,776 69.1% 24,425 100%

Statin 12,137 72.3% 24,425 100%



SA
IN

T 
V
IN

C
EN

T

4) Comparative Effectiveness



Effective Care: “Proven effectiveness, 
no significant trade-offs”
Beta blocker use among patients post 
heart attack varies from 5% - 92%, 
when it should be ~100%
Preference-Sensitive Care: 
“Involves trade-offs, (at least) two 
valid alternative treatments are 
available” 
In Southern California, a patient is 
6 times more likely to have back 
surgery for a herniated disk than in 
New York City

Supply Sensitive Care: “If they 
build it you will come”
Per-capita spending per 
Medicare enrollee in Miami, FL is 
almost 2.5 times as great as in 
Minneapolis, MN

Unwarranted Variations: cannot be explained on the 
basis of illness, scientific evidence or well‐informed 

patient preferences



http://z.about.com/d/politicalhumor/1/0/v/t/2/healthcare-procedures.jpg


63%
12%

25%

Proportion of Health Care Costs Attributed to 
the three Categories of Care

Preference 
Sensitive Care

Supply Sensitive Care

Effective Care

Unwarranted Variations

Permission from Davis Wennberg, M.D.





Hospital Utilization and Local Capacity: 
Effective Care (Hip Fracture) vs Supply‐
Sensitive Services (Medical Conditions)
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5) Payment Reform
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Provider risk: is there evidence 
that it influence behavior?



Total NHE
Private 

Employers
State & Local 
Governments

Households
Federal 
Budget

Total Payment Reforms ‐$1,010 ‐$170 ‐$10 ‐$82 ‐$749

Enhanced Payment for Primary Care ‐$71 ‐$28 ‐$2 ‐$11 ‐$30

Encouraged adoption of Medical Home model ‐$175 ‐$25 ‐$13 ‐$36 ‐$101

Bundled payment for acute care episodes ‐$301 ‐$75 ‐$4 ‐$11 ‐$211
Correcting proce signals

          High‐cost area updates ‐$223 ‐$64 ‐$3 ‐$29 ‐$127

          Prescription drugs ‐$76 $22 $12 $5 ‐$115

          Medicare Advantage ‐$165 $0 $0 $0 ‐$165

Net Impact of Path Recommendations on 
National Health Expenditures Compared with 
Current Projection, 2010‐2020 (in billions)

Data: Estimates by The Lewin Group for the Commonwealth Fund
Source: The Lewin Group, The Path to a High Performance U.S. Health System: Technical Documentation
(Washington, D.C.: The Lewin Group, 2009)
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Incentives

1. Adoption of EHR (1st generation)
• Direct rewards for IT provides transition 

incentives to improve adoption of EHR
2. P4P‐ 2nd generation

*James C. Robinson, Ph.D., et al., “Financial Incentives, Quality Improvement Programs, and the Adoption of 
Clinical Information Technology.” Medical Care Volume 47, number 4, April 2009
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Incentive con’t

• Quality Commitment
– Leadership
– Culture
– Market Position

• Engagement in quality improvement 
stimulates demand for CIT

James C. Robinson, Ph.D., et al., “Financial Incentives, Quality Improvement Programs, and the Adoption of Clinical Information 
Technology.” Medical Care Volume 47, number 4, April 2009
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Incentive Programs

• Pay is not a motivator
• Rewards punish
• Rewards rupture relationships
• Rewards ignore reasons
• Rewards discourage risk‐taking
• Rewards undermine interest/motivation

Kohn, A. (1993) Why Incentive Plans Cannot Work. Harvard Business Review September-October. 1993.
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Pitfalls

• General
‐Failure of incentive programs generally not 
due to the program but to the inadequacy of 
the psychological assumptions

‐Rewards typically secure temporary 
compliance; when the rewards run out 
people revert
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Pitfalls (con’t)

• General (con’t)
‐ Several studies from the 1980’s revealed 
positive effect on quantity of performance or 
speed but not quality

Kohn, A. (1993) Why Incentive Plans Cannot Work. Harvard Business Review September-October. 1993.
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Provider Engagement

• Incentives in the amount of 5 to 10% of 
income may be sufficient.

• Physician involvement in program design 
can help secure buy‐in (e.g., 
selection/modification of measures).

• Conventional forms of communicating with 
providers appear inadequate (very low 
physician survey scores regarding 
understanding of programs). 

Young, G,. Meterko, M,. Beckman, H,. Baker, E,. White, B,. Sautter, K,. Greene, R,. Curtin, K,. Bokhour, B,. Berlowitz, 
D,. Burgess, J,. (2007) Effects of Paying Physicians Based on their Relative Performance for Quality. Journal of Internal 
Medicine, 2007:22:872-876
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Provider Engagement

• Physicians appear comfortable with 
the concept of P4P/Q.

‐‐Strong preference for incentives linked 
to quality vs. utilization or productivity

Young, G,. Meterko, M,. Beckman, H,. Baker, E,. White, B,. Sautter, K,. Greene, R,. Curtin, K,. Bokhour, B,. Berlowitz, D,. Burgess, J,. 
(2007) Effects of Paying Physicians Based on their Relative Performance for Quality. Journal of Internal Medicine, 2007:22:872-876
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Factors Determining Physician “Buy‐in” 

of P4P/Q Programs
• Awareness and Understanding
• Financial Salience
• Clinical Relevance
• Control
• Cooperation 
• Unintended Consequences
• Impact on Quality

Young, G,. Meterko, M,. Beckman, H,. Baker, E,. White, B,. Sautter, K,. Greene, R,. Curtin, K,. Bokhour, B,. 
Berlowitz, D,. Burgess, J,. (2007) Effects of Paying Physicians Based on their Relative Performance for Quality. 
Journal of Internal Medicine, 2007:22:872-876
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6) Patient Education





Randomized Trial of the Stable Angina 
Shared Decision Making (SDM) Video, 

Ontario, Canada
Revascularization Decision 

% Choosing Revascularization

Morgan MW, et al., JGIM. 2000; 15:685-93.

75%

58%

Controls FIMDM Stable Angina
Video

-24% *

* p = 0.01



National Health Care Priority Areas Identified 
By The National Priorities Partnership

Priority Area Goal

Patient and Family 
Engagement

Engage patients and their families in managing their health 
and making decisions about their care

Population Health Improve the health of the population

Safety Improve the safety and reliability of America’s health care 
system

Palliative Care Guarantee appropriate and compassionate care for patients 
with life‐limiting illnesses

Care Coordination Ensure that patients receive well‐coordinated care across 
all health care organizations, settings, and levels of care

Overuse Eliminate overuse while ensuring the delivery of 
appropriate care

National Quality Forum, “NGF National Priorities Partnership: Priorities and Goals,” July 2008,
http://www.qualityforum.org/about/NPP/assets/NPP_Goals_07_03_08.pdf (accessed 22 August 2008).
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7) Reorganization to Promote Efficiency 

and Coordination

1. Patient Centered Medical Home
2. ETG;MEG‐ Episode base care
3. Efficiency measures‐ resource 

utilization



SA
IN

T 
V
IN

C
EN

T “Encouraging New Organizational Models”

Janet Corrigan
President and Chief Executive Officer

National Quality Forum
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8) Tort Reform

•Total Healthcare expenditures $2.24 
Trillion

•Malpractice spend $30.4 Billion 
(1.3%)

•$250 Billion Defensive Medicine
•Malpractice reforms could save $70‐
126 Billion (5‐9%)

Searcy, Dionne; Goldstein, Jacob; "Tangible and Unseen Health-Care Costs." Wall Street Journal [] 3 September 2009: 



SA
IN

T 
V
IN

C
EN

T

9) Public Reporting
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Public Reporting

1. Physician Reports
2. Consumer Reports
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AQA Principles for Public Reports

1. Content
• Greatest opportunities consistent with the 6 goals 

of IOM
• Individual or group level
• Standard Measures
• Composite Assessments

2. Portray performance difference
3. Transparent Methodology
4. Design for Usability
5. Timely
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PHC4 Open Heart Report



Public Reporting
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Promote Quality Improvement

• A well‐designed public reporting 
program should be aimed at raising the 
performance of all providers and thereby 
increase access to high‐quality 
cardiovascular care for everyone.
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“What Can We Do”

• Organized Medicine Response
• Individual Practitioner Response
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The Venn of ACC

Quality

AdvocacyEducation

Science
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Quality
• Registries
• Comparative Effectiveness Research
• Appropriate Use Criteria
• PCMH
• Performance Measures
Advocacy
• Payment Reform/Value‐Based Purchasing
• Tort Reform
• CardioSmart
Education
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Practice Response
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Cardiovascular Practice 
Recognition Program (CVRP)
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Goals of CVRP

• Establish relevant goals and targets for 
cardiovascular specialists and their practices to 
achieve

• Provide a road map to guide performance 
improvement and practice transformation 
strategies

• Bring consistency to market by standardizing 
the methodology for how cardiovascular 
practices are assessed and recognized
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““ Many of life’s failures are people who Many of life’s failures are people who 
did not realize how close they were to did not realize how close they were to 
success when they gave up”success when they gave up”

Thomas A. EdisonThomas A. Edison
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