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Introduction

Healthcare quality and efficiency play an important role for both the overall economy and healthcare consumers.
Affordable healthcare is crucial to the financial stability of many workers and retirees making quality and efficiency of
programs particularly relevant during periods of economic challenges. Moreover, quality and efficiency
measurement occupy a prominent position in ongoing healthcare system reform and pay-for-value efforts. This is
particularly true, given the fundamental state of the United States healthcare system, such as the decentralized
nature of the healthcare system, often poorly-aligned payment structures and the complexity of roles assumed by
service providers.

In light of the current overlap of political, economic, and other environmental factors, the healthcare industry is
changing rapidly. As a result, the Society of Actuaries Health Section and Solucia Consulting have co-sponsored this
effort to review and inventory the wide range of quality and efficiency measures currently available. Since the
original report was published, additional material has become available. But, there is still a need for a two- to four-
page summary that offers a unique short overview of a wide range of organizations. So, the inventory has been
updated.

The research objective is to survey internet-based resources, and to review and inventory the range of quality and
efficiency measures available. The goal was to outline key areas of quality and efficiency measurement and identify
future opportunities for actuaries. This Inventory of Programs and Organizations contains the results of that
research, and accompanies the project report - Measurement of Healthcare Quality and Efficiency. Resources for
Healthcare Professionals.

Ready access to web-based quality and performance data has supported an explosion of activity in the use of
financial and quality information to improve care. A multitude of organizations have become actively involved in
developing ways of determining healthcare quality or quality improvement. Exhibit 1 illustrates the range of

organizations focusing on healthcare quality.

Exhibit 1. Organizations Focusing on Healthcare Quality &
This Inventory was updated in the fall of 2013. All web links have  Efficiency

been updated. Seventeen new programs are included and
discontinued initiatives have been dropped. Many entries have

also been updated in full. For some long-standing programs, the
previous entries (2008 and 2010) have only been lightly updated. B e e Public- Private
Revised entries include the phrases “Updated in 2013” at the
front of the entry.

The material comes directly from websites. It was lightly edited

for readability. The authors of this report have not checked or Consortia; Special

verified the statements on the websites. The statements in the Interest Groups; Commercial
Industry Associations

All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much ot the
content was extracted in 2013. But, some of the continuing programs come from earlier editions (2008 or 2010). It has not been independently
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Inventory do not reflect the opinions of the authors. Links are provided for all materials to enable the reader to
update information of interest.

The list of organizations in this inventory is by no means exhaustive. The search focused upon canvassing a wide
range of organizations active in the field of healthcare quality and then to document a cross section covering the
variety of approaches.

Inclusion in the inventory was driven by the primary focus of the measure or activity at a detailed level — does the
program help to review specific providers (like each individual hospital). Thus the authors were particularly
interested in identifying initiatives and products that measured physician quality, physician efficiency, hospital
quality and hospital efficiency. We did not list every state and every insurance carrier; instead the authors pulled
examples from states that illustrate particularly interesting approaches or innovations and illustrative programs from
various insurance carrier or Blue organizations.

The depth of websites varied widely.

e Some websites offering a comprehensive outline of measures, products or services with downloadable
documentation such as technical specifications, white papers and peer reviewed papers.

e Many websites require registration for at least some of their material

e Other websites offered primarily marketing or publicity materials which were short on both descriptive and
technical detail.

e Some websites restricted access to members such as health plans or employer sites. In

e A few cases where there was a dearth of information, Internet searches were performed find public
presentations. This secondary material was only used to add web links, the entry itself comes entirely from
web material from the organization.

The range and focus of materials identified in the research was highly diverse and several different ways of
categorizing information were developed to bring a degree of clarity to the information.

Organization

The data has been organized as follows:

Summary Background and descriptive information of the organization or measure.
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Methodology | Particular procedure or set of procedures used by the organization or product in data collection
and/or analysis, technical specifications, methodological constraints, target population and so on
that might assist the reader form an opinion about validity and relevance to their particular areas
of interest.

Results Any evidence that the organization or product had achieved its objectives, undertaken any formal
or informal evaluations as regards results.

Publications / | Key links to substantive material
links

e Links to searchable data bases

e The main summary page (which includes many sublinks)

e Peer reviewed materials, white papers and other analyses.

In general, this excludes marketing materials other than summary product brochures.

Websites are increasingly including videos and/or webcasts. These links are not included.

Two further classifications were used based upon the focus or the intent of the program or measure.

PQ = measures that focus upon physician quality

PE = measures that focus upon physician efficiency

HQ = measures that focus upon hospital quality

HE = measures that focus upon hospital efficiency

Risk = risk adjustment and/or risk assessment measures

Other = primiarily for organizations that serve as clearinghouse for information

The following categories are defined in the Appendix.

Accreditation, Certification

Analytics, Decision Support, Healthcare Data Technology

Incentives, Rewards Programs (many new entries fall into this category, for example Accountable Care
Organizations(

Performance Ratings, Reports, Scorecards, Benchmarking (report actual performance)

Standards Setting, Industry Organizations

Summary for Public, Consumer, Infomediaries

N oo

Value based payment / Payment reform

|
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Index

Organization Quality Products or Measures Category PQ PE HQ HE
1. 3M Health Information 3M ClinTrac Quality Manager Proprietary/Analytics/Decision
Systems Software Support/Healthcare Data PQ 14
Technology
2. 3M Health Information 3M APR-DRG Proprietary/ Analytics/Decision
Systems 3M outpatient grouping software Support/Healthcare Data HQ HE 15
Technology
3. 3M Health Information Clinical Risk Grouping (CRG) Proprietary /Analytics/Decision
Systems Support/Healthcare Data Risk 18
Technology
4.  ABIM Foundation Choosing Wisely Standards Setting, Industry
Organizations PEPQ 20
5. Active Health Management Care Engine System Proprietary/Analytics/Decision
Care Considerations Support/Healthcare Data PE 22
Performance Measures Technology
6. Aetna Accountable Care Solutions Performance
Ratings/Reports/Scorecards/Data
bases/Benchmarking PQ PE 25
Value based payment / Payment
reform
7. Aetna Aexcel Network Performance
Institutes of Excellence™ (IOE) Ratings/Reports/Scorecards/Data HQ HE PQ PE 28
Institutes of Quality® (10Q) bases/Benchmarking
8. AHRQ - Agency for CAHPS. Consumer Assessment of Performance
Healthcare Research and Healthcare Providers and Systems Ratings/Reports/Scorecards/Data
Quality Family of Surveys bases/Benchmarking PQHQ 31
National CAHPS Benchmarking
Database
9. AHRQ-Agency for Evidence-Based Practice Centers Standards Setting, Industry
Healthcare Research and (EPC) Organizations Other 34
Quality
10. AHRQ - Agency for Innovations Exchange Standards Setting, Industry
Healthcare Research and Organizations HQHE 36
. PQ PE
Quality
11. AHRQ - Agency for National Healthcare Quality Report ~ Performance
Healthcare Research and (NHQR) Ratings/Reports/Scorecards/Data HQ 39
Quality bases/Benchmarking
12. AHRQ - Agency for Quality Indicators Standards Setting, Industry
Healthcare Research and Organizations HQ 41
Quality
13. American Medical Physician Consortium for Performance
Association (AMA) Performance Improvement (PCPI) Ratings/Reports/Scorecards/Data PQ 43

All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the

bases/Benchmarking
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14. American Medical Group Accountable Care Collaborative Standards Setting, Industry
Association (affiliate) Organizations PE PQHE HQ 45
15. American Medical Group Council of Accountable Physician Performance
Association (affiliate) Practices (CAPP) Ratings/Reports/Scorecards/Data PQ 47
bases/Benchmarking
16. Anthem (examples from State-specific networks Incentive/Reward Programs
one state) Enhanced Personal Health Care HQ HE PQ PE 49
Program
17. AQA Alliance Physician Practice Measures Standards Setting, Industry
Organizations PQ 52
18. Archimedes Healthcare Archimedes Risk assessment .
Risk 53
Models
19. Arkansas (State government  Arkansas Health Care Payment Incentive/Reward Programs PQ PE 55
and other organizations) Improvement Initiative
20. ASC Quality Collaboration ASC Quality Measures Standards Setting, Industry
(Ambulatory Surgical Organizations HQ 58
Centers)
21. BlueCross Blue Shield Hospitals: Performance
Association (BCBSA) Blue Distinction Ratings/Reports/Scorecards/Data HQ HE 60
Centers of Medical Excellence bases/Benchmarking
22. Blue Cross of Massachusetts  Alternative Quality Contract Contract Model;
Incentive/Reward Programs PQ PE HQHE 62
23. BlueCross Blue Shield of Value Partnership Initiatives Performance
Michigan Ratings/Reports/Scorecards/Data PQHQ 66
bases/Benchmarking
24. Brookings Dartmouth ACO Accountable Care Organization Value based payment / Payment
Learning Network Learning Network reform Other 69
25. Brookings Institution — Quality Alliance Steering Standards Setting, Industry
Engelberg Center for Health  Committee Organizations Other 71
Reform High-Value Health Care Project
(HVHC)
26. Californian Association of Standards of Excellence (SOE) Performance
Physician Groups (CAPG) Program Ratings/Reports/Scorecards/Data PQ 73
bases/Benchmarking
27. California Healthcare Various including California State focus; Performance
Foundation Hospital Assessment and Reporting  Ratings/Reports/Scorecards/Data HQ 75
Taskforce — CHART bases/Benchmarking
CalHospitalCompare
28. Cave Consulting Group Cave Grouper: Marketbasket Performance
System Ratings/Reports/Scorecards/Data PE 78
bases/Benchmarking
29. CIGNA Collaborative Accountable Care Performance
Ratings/Reports/Scorecards/Data
bases/Benchmarking PQ PE HQ HE 80
Value based payment / Payment
reform
30. CIGNA Quality initiatives Performance HQ HE 82

All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the
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bases/Benchmarking

31. CMS Medicare & Medicaid Bundled Payments for Care Incentive/Reward Programs
Improvement PQ PE HQ HE 85
32. CMS Medicare & Medicaid Comprehensive Primary Care Performance
Initiative Ratings/Reports/Scorecards/Data PQ PE HQ HE 88
bases/Benchmarking
33. CMS Medicare & Medicaid Dual Eligible - State Performance
Demonstrations Ratings/Reports/Scorecards/Data PQ PE HQ HE 91
Financial Alignment Initiative bases/Benchmarking
34. CMS Medicare & Medicaid (FQHC) Advanced Primary Care Performance
Practice Ratings/Reports/Scorecards/Data PQ PE 94
bases/Benchmarking
35. CMS Medicare & Medicaid Hospital Compare Performance
Ratings/Reports/Scorecards/Data HQ 96
bases/Benchmarking
36. CMS Medicare & Medicaid Measures Management System Standards Setting, Industry
(MMS) Organizations PQ PE HQ 98
37. CMS Medicare & Medicaid - Medicare Hospital Value-Based Standards Setting, Industry
Purchasing (VBP) Organizations, Incentives, HQ HE 100
Rewards Programs
38. CMS Medicare & Medicaid Medicare Quality Improvement Incentive/Reward Programs
Organization (QIO) Program. HQ 102
39. CMS Medicare & Medicaid Patient Protection and Affordable Value based payment / Payment
Care Act (2010) — provisions on reform Other 104
measurement
40. CMS Medicare & Medicaid Physician Group Practice Incentive/Reward Programs
Demonstration project PQ 107
41. CMS Medicare & Medicaid Pioneer ACO Incentive/Reward Programs
PQ PE HQHE 110
42. CMS Medicare & Medicaid Physician Quality Reporting System  Incentive/Reward Programs
(PQRS) PQ 113
43. CMS Medicare & Medicaid Shared Savings ACO Performance
Ratings/Reports/Scorecards/Data
bases/Benchmarking PQ PE HQ HE 116
Incentive/Reward Programs
44. The Commonwealth Fund WhyNotthe Best.org Performance
Ratings/Reports/Scorecards/Data HQ 120
bases/Benchmarking
45. The Commonwealth Fund Multiple papers Performance
Commission on a High National Scorecard on U.S. Health Ratings/Reports/Scorecards/Data Other 122
Performance Health System  System Performance bases/Benchmarking
46. Dartmouth Atlas Project Dartmouth Atlas Project Performance
Ratings/Reports/Scorecards/Data HQ HE 125

bases/Benchmarking
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47. Deloitte Center for Health Episode and Payment Reform Value based payment / Payment
Solutions Papers; Comparative Effectiveness reform Other 128
48. Dr Foster Intelligence. Dr Foster Intelligence Good International
United Kingdom Hospital Guide HQ 131
49. The Fraser Institute. Hospital Report Card International, Performance
Canada. ratings, Reports, Scorecards, HQ 134
Databases, Benchmarking
50. Geisinger Health System Proven Care Model Performance
Ratings/Reports/Scorecards/Data PQ PE HQ HE 136
bases/Benchmarking
51. HCP~ Bridges to Excellence Physician Incentive and Reward Incentive/Reward Programs
Program Endorsement PQ 139
52. HCP~ Bridges to Excellence Prometheus Payment System Value based payment / Payment
reform PQ 142
53. HealthGrades Hospital Quality in America Performance
Ratings/Reports/Scorecards/Data HQ 146
bases/Benchmarking
54. Healthlnsight Rankings for Hospitals, Home State focus; Performance
Health, and Nursing Homes Ratings/Reports/Scorecards/Data HQ 149
bases/Benchmarking
> Healthnet Silver Network Performance
Decision Power Ratings/Reports/Scorecards/Data PQ PE HQ 151
bases/Benchmarking
56. HealthPartners Partners in Excellence Program Performance
(PIE) Ratings/Reports/Scorecards/Data
Total Cost of Care and Resource bases/Benchmarking PQ PE HQHE 153
Use (TCOC)
57. The Health System The Hospital Report Series (through  International
Performance Research 2008) HQ 155
Network (HSPRN) Canada
58. The Hearst Corporation Map of Medicine International, Standards Setting,
Healthguides Industry Organizations; Summary PQ 156
for Public, Consumer
59. The Hearst Corporation MCG (formerly Milliman Care Proprietary/Analytics/Decision
Guidelines) Support/Healthcare Data PQ PE HQ HE 159
Technology
60. Highmark QualityBLUE Value based payment / Payment
reform HQ 162
61. Hospital in Pursuit Of Guides and reports Performance
Excellence (HPOE) Ratings/Reports/Scorecards/Data
bases/Benchmarking
HQ HE 165
Value based payment / Payment
reform
62. IMS Health IMS MDsource 360° Proprietary/Analytics/Decision
Support/Healthcare Data PQ PE 168
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Technology

63. Institute for Healthcare The Improvement Map Accreditation/Certification
Improvement (IHI) HQ 170
64. Integrated Healthcare Bundled Payment Project Value based payment / Payment
Association (IHA) reform HQ 173
65. Integrated Healthcare Definition of Financial Value based payment / Payment
Association (IHA) Responsibililty (DOFR) reform HQ 175
66. Integrated Healthcare California Pay for Performance Incentive/Reward Programs
Association (IHA) Collaboration PQ PE 177
67. The Johns Hopkins Adjusted Clinical Groups Proprietary/Analytics/Decision
University Aggregated Diagnosis Groups Support/Healthcare Data PQ PE 180
Technology
68. The Joint Commission Improving America’s Hospitals: The  Performance
(JHACO) Joint Commission's Annual Report Ratings/Reports/Scorecards/Data HQ 183
on Quality and Safety bases/Benchmarking
Top Performers
69. The Joint Commission ORYX Initiative Accreditation/Certification HQ 185
(JHACO)
70. Leapfrog Group Top Hospitals Survey Performance
Top Hospitals Ratings/Reports/Scorecards/Data HQ 187
bases/Benchmarking
71. Maine Health Management  Pathways To Excellence Performance
Coalition Get Better Maine Ratings/Reports/Scorecards/Data PQHQ 191
bases/Benchmarking
72. Massachusetts Group Clinical Performance Improvement Incentive/Reward Programs
Insurance Commission (GIC)  (CPI) Initiative PQ PE 194
73. Massachusetts Health Care Myhealthcareoptions Summary for Public; Consumer;
Quality and Cost Council Infomediary PQHQ 196
(HCQCC)
74. Massachusetts Health Quality Insight State focus; Performance
Quality Partners (MHQP) Others including Consumer Reports  Ratings/Reports/Scorecards/Data PQ 198
and Choosing Wisely bases/Benchmarking
75. MEDai, Inc. P|.np0|nt.CompI|anc§® Risk assessment HE HQ 200
Risk Navigator Solutions
76. Milliman Health Cost Guidelines Suite Proprietary/Analytics/Decision
MedInsight Support/Healthcare Data PE HE 202
MedInsight Waste Calculator Technology
77. Milliman Hospital Performance Index Proprietary/Analytics/Decision
Support/Healthcare Data HE 205
Technology
78. Milliman Milliman Advanced Risk Adjusters Proprietary/Analytics/Decision Risk 207
(MARA) Support/Risk Adjustment
79. Minnesota Health Action Multiple programs Standards Setting, Industry
Group (previously Buyers Organizations PQ PE HQ HE 209
Health Care Action Group)
80. Minnesota Hospital Quality Minnesota Hospital Quality Report  State focus; Performance HQ 211
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Partnership

Ratings/Reports/Scorecards/Data
bases/Benchmarking

10

81. National Academy for State Multiple papers Standards Setting, Industry
Health Policy (NASHP) Medicaid Incentive/Reward Organizations
Programs (by State) PQ PE HQ HE 213
82. National Cardiovascular CathPCI™ Registry Performance
Data Registry (NCDR) ACTION Registw -GWTG™ Ratings/Reports/SCorecards/D
CARE Registry™ atabases/Benchmarking PQ 217
IMPACT Registry™
IC3
83. National Committee for HEDIS - Healthcare Effectiveness Accreditation/Certification
Quality Assurance (NCQA) Data and Information Set PQ 221
84. National Committee for Patient Centered Medical Home Value based payment / Payment
Quality Assurance (NCQA) reform PQ 223
85. National Committee for Physician and Hospital Quality Accreditation/Certification
Quality Assurance (NCQA) (PHQ) certification PQHQ 225
86. National Committee for Other Recognition Programs (for Performance
Quality Assurance (NCQA) physician) Ratings/Reports/Scorecards/Data
Diabetes Recognition Program bases/Benchmarking
Heart/Stroke Recognition PQ 227
Program
Physician Practice Connections
Patient-Centered Specialty
Practice
87. National Committee for Relative Resource Use (RRU) Accreditation/Certification
Quality Assurance (NCQA) Other 230
88. National Institute of Health Evidence-based clinical guidelines, International
and Clinical Excellence NICE,  Technical guidelines PQ 232
UK
89. NQF — National Quality NQF Endorsed Standards Standards Setting, Industry
Forum Measure Applications Partnership Organizations PQ HQ 235
Quality Positioning System (QPS)
90. New York State Department  Cardiac Surgery Reporting System State focus; Performance
of Health (CSRS) Ratings/Reports/Scorecards/Data PQHQ 238
bases/Benchmarking
91. New York State Department  New York State Hospital Quality State focus; Performance
of Health Ratings Ratings/Reports/Scorecards/Data HQ 242
bases/Benchmarking
92. New Zealand Ministry of Various District Reports International
Health HQ HE 244
93. Optumlnsight Hospital Benchmarks Proprietary/Analytics/Decision
Hospital Insights Support/Healthcare Data HE 246
Technology
94. Optumlnsight Symmetry EBM Connect Proprietary/Analytics/Decision
Support/Healthcare Data PQ 248
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http://www.ncdr.com/webncdr/ncdrdocuments/ACTION_v2%200_Program_Summary.pdf
http://www.impact.ncdr.com/Pages/Homepage.aspx

Technology

11

95. Optumlnsight Symmetry Episode Risk Groups Proprietary/Analytics/Decision
Symmetry Pharmacy Risk Groups Support/Healthcare Data Risk 250
Technology
96. Optumlnsight Symmetry Episode Treatment Proprietary/Analytics/Decision
Groups Support/Healthcare Data
Symmetry Procedure Episode Technology PE 253
Groups
97. Optumlnsight Symmetry® Provider Cost & Quality ~ Proprietary/Analytics/Decision
Connect (PCQ Connect) Support/Healthcare Data HQ HE PQ PE 257
Benchmark Solutions Technology
98. Oregon Health Authority Coordinated Care Organizations Performance
Oregon Health Plan (Medicaid) Ratings/Reports/Scorecards/Data
bases/Benchmarking /Analytics/ HQHE PQ PE 259
Incentive/Reward Programs
99. Organization for Economic Health Care Quality Indicator International
Cooperation and (HCQl) Project Other 262
Development (OECD)
100. Pacific Business Group on California Healthcare Performance Performance
Health Information System Ratings/Reports/Scorecards/Data
California Cooperative Formerly California Physician bases/Benchmarking PQ 265
Healthcare Reporting Performance Initiative (CPPI)
Initiative
101. Patient Centered Medical American Academy of Family Physicians  Standards Setting, Industry
Home (supporting American Academy of Pediatrics Organizations
organization) American College of Physicians
Ce.nter for Medical Home Improvemgnt Other 268
Primary Care Development Corporation
Patient-Centered Primary Care
Collaborative
TransforMED
102. Patient Centered Primary Multiple papers Standards Setting, Industry
Care Collaborative (PCPCC) Medical Home material Organizations
Pilots Value based payment / Payment Other 271
reform
103. Premier Healthcare Hospital Quality Incentive Standards Setting, Industry
Demonstration (HQID) Organizations HQ 273
104. Premier Healthcare QUEST: High Performing Hospitals Standards Setting, Industry
Organizations HQ 276
105. Puget Sound Health Alliance Community CheckUp State focus; Performance
Ratings/Reports/Scorecards/Data PQ PE HQ HE 279
bases/Benchmarking
106. RAND Corporation Multiple papers Standards Setting, Industry
Rand Health Organizations Various 281
107. Resolution Health Physician Quality Profiler Proprietary/Analytics/Decision
Personal Health Scan™ Support/Healthcare Data PQ 284

Technology

|
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108. Robert Wood Johnson Multiple papers Incentive/Reward Programs
Foundation Reward!ng Cost .and Value., Payment Reform, PQHQ 286
Results Demonstration Quality Reporting
Projects
109. Robert Wood Johnson Aligning Forces for Quality Standards Setting, Industry
Foundation Learning from Effective Ambulatory  Organizations Other 289
Practices (LEAP)
110. Truven Health Analytics 100 Top Hospitals Performance
(previously Thomson Ratings/Reports/Scorecards/Data HQ 292
Reuters Healthcare) bases/Benchmarking
111. Truven Health Analytics CareDiscoveryTM Proprietary/Analytics/Decision
(previously Thomson CareDiscovery® Quality Measures Support/Healthcare Data PE 296
Reuters Healthcare) Micromedex® 360 Care Insights Technology
Suite
112. Truven Health Analytics Medical Episode Groups Proprietary/Analytics/Decision
(previously Thomson Support/Healthcare Data PE 300
Reuters Healthcare) Technology
113. 120. Truven Health Physician Performance Assessment  Proprietary/Analytics/Decision
Analytics (previously Support/Healthcare Data
Thomson Reuters Technology PQ PE 302
Healthcare)
114. UnitedHealthcare Premium Physician Designation Performance
Program Ratings/Reports/Scorecards/Data PQ 304
Primary Care Physician (PCP) bases/Benchmarking
Incentive Program
115. UnitedHealthcare Quality Index Profile (Medical State focus; Performance
(UHCWest) Groups) Ratings/Reports/Scorecards/Data
bases/Benchmarking; PQ PE HQ HE 307
Incentive/Reward Programs
116. U.S. News & World Report America’s Best Hospitals Performance
Ratings/Reports/Scorecards/Data HQ HE 310
bases/Benchmarking
117. Verisk HealthCare DxCG Intelligence Proprietary/Analytics/Decision
Support/HeaIthcare Data PE PQ HQ HE 313
Technology
118. Vermont Health Care Blueprint for Health Standards Setting, Industry
Reform Organizations
Value based payment / Payment Other 315
reform
119. Virginia Mason Hospital & Virginia Mason Production System Performance
Medical Center (VMPS) Ratings/Reports/Scorecards/Data HE 318
bases/Benchmarking
120. Wakely Consulting Group Wakely Risk Assessment Model Risk assessment / predictive
modeling Risk 321
121. WebMD WebMD Quality Care Proprietary/Analytics/Decision
Select Quality Care - Consumer Support/Healthcare Data
PE PQ HQ HE 324

Select Quality Care - Professional

Technology

Summary for Public; Consumer;
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Infomediary

122. Wisconsin Collaborative for Performance and Progress Report

State focus; Performance
Healthcare Quality (WCHQ)

Ratings/Reports/Scorecards/Data

PQHQ 327
bases/Benchmarking
123. Zynx Health ZynxEvidence and ZynxOrder
Proprietary/Analytics/Decision
Support/Healthcare Data PQ 329
Technology
APPENDIX - Definitions of Secondary Classification Categories 334
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Organization 3M Health Information Systems
Category Proprietary/Analytics/Decision Support/Healthcare Data Technology
Source www.3Mhis.com

3M ClinTrac Quality Manager Software
Measure http://solutions.3m.com/wps/portal/3M/en US/3M Health Information Systems/HIS/Products/ClinT
rac_Quality Manager/

Summary

3M Health Information Systems delivers comprehensive software and consulting services to help organizations worldwide
improve documentation, quality, and financial performance across the healthcare continuum. 3M offers integrated solutions for
transcription, speech recognition, clinical documentation improvement, documentation management, computer-assisted
coding, quality, and revenue cycle management.

3M ClinTrac Quality Manager Software - Ability to precisely design reviews and studies, monitor their progress and document
the results. Integrates key quality, clinical and case management data to support performance improvement.

Methodology

Capability to trigger specific review screens during chart abstracting based on any number of parameters such as diagnosis code,
patient type, and others. Supports comprehensive root cause analysis processes via in-depth analysis, peer review processes,
assessment and documentation of patient care issues or sentinel events. Ability to design quality reviews by patient, non-
patient, provider or facility and ability to assist in the implementation and documentation of regulatory corrections

Results

Enables compliance with The Joint Commission, Centers for Medicare and Medicaid Services, and state-mandated quality
reviews.
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Organization 3M Health Information Systems
Category Proprletary/AnaIytlcs/DeC|5|on Support/Healthcare Data Technology
Benchmarking
Source http://www.3m.com/
3M APR-DRG
http://solutions.3m.com/wps/portal/3M/en US/Health-Information-Systems/HIS/Products-
and-Services/Products-List-A-Z/APR-DRG-Software/
Measure . .
3M outpatient grouping software
http://solutions.3m.com/wps/portal/3M/en US/Health-Information-Systems/HIS/Products-
and-Services/Products-List-A-Z/Outpatient-Groupers/
Summary

3M Health Information Systems delivers comprehensive software and consulting services to help organizations worldwide
improve documentation, quality, and financial performance across the healthcare continuum. 3M offers integrated solutions for
transcription, speech recognition, clinical documentation improvement, documentation management, computer-assisted
coding, quality, and revenue cycle management.

3M™ APR DRG Software - Flexible health benchmarking database. Focus is on risk adjustment methodologies and selected
hospital norms to meet quality and performance improvement goals. Uses 3M APR DRG Classification System to classify patients
according to severity of illness and risk of mortality. Compares the severity-adjusted patient population to severity-adjusted
normative group averages to assess outcomes and quality. Claims to provide the most-requested health services industry
benchmarking functions to help organizations meet quality and performance improvement goals; and to meet potential
regulatory and reimbursement changes.

Methodology
The 3M™ APR DRGs offer:

e Updated clinical logic that reflects recent changes in healthcare practice

e The addition of relative weights allowing for comparisons across the 3M APR DRG classifications
e The ability to calculate a severity-adjusted casemix index

e |dentification of secondary diagnoses that impact severity of illness, risk of mortality, or both.

Internal or external comparative profiles, expected values, and relative variance can be created for:

e Mortality rates
e Length of stay
e Charges

e Trend analysis
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http://solutions.3m.com/wps/portal/3M/en_US/Health-Information-Systems/HIS/Products-and-Services/Products-List-A-Z/APR-DRG-Software/
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3M outpatient grouping software

3M outpatient grouping software simplifies the analysis and reporting of ambulatory visits. It identifies key
procedures and determines which items are covered within an outpatient prospective payment system (OPPS). 3M
classification and grouping functionality is available as integrated components within other 3M products and as
embedded solutions for business partners.

The Ambulatory Patient Group (APG) classification system is used as the basis for prospective payment by some state
agencies and third-party payers for reimbursing hospitals for outpatient care. 3M’s proprietary software, 3M™
Enhanced APG (EAPG) Grouping Software incorporates significant changes to bring APGs current with clinical, coding
and billing practices. It also describes a broader, non-Medicare population.

3M™ APC Grouper Plus Software handles the complex OPPS regulations by grouping diagnosis and procedure codes,
applying prescribed edits, calculating reimbursement, and interfacing with in-house billing or other hospital
information systems.

3M™ Patient-focused Episodes Software

The 3M Patient-focused Episodes (PFE) Software gives a patient-centric view into your organization's costs and
outcomes. 3M PFE Software considers all of a patient's conditions and treatments, both acute and chronic, during
the specified period and then assigns episodes of treatment to that patient. And with more than 500 definable
episodes across inpatient and outpatient care settings, the 3M PFE Software accounts for the wide variety of patient
conditions and populations you serve.

Results

Provides accurate performance data to reflect the clinical complexity of patient population. Severity-adjusted
benchmarking tool improves performance by:

e Delivering enhanced quality of care

e Reducing costs and LOS

e  Comparing actual outcomes to expected outcomes

e Generates LOS reports with a Potential Savings column which calculates the cost savings of eliminating the last day of a
patient stay which is a more accurate approach than using the average cost per day of a patient stay, as hospital charges are
typically front-loaded.

Publications / links

Fact sheet: 3M APR DRG Classification System/3M APR DRG Software
http://multimedia.3m.com/mws/mediawebserver?mwsld=SSSSSuH8gc7nZxtUN8meNx 9evUgel7zHvTSevTSeSSSSSS
--&fn=aprdrg fs.pdf
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Fact sheet: Vanderbilt Medical Center
http://multimedia.3m.com/mws/mediawebserver?mwsld=SSSSSufSevTsZxtUN8txP8 BevUqevTSevTSevTSeSSSSSS--
&fn=aprdrg vanderbilt cs.pdf

Fact sheet: 3M Enhanced Ambulatory Patient Group System
http://multimedia.3m.com/mws/mediawebserver?mwsld=SSSSSuH8gc7nZxtUN8mvPY levUqgel7zHvTSevTSeSSSSSS
--&fn=apgs enhanced fs.pdf

Fact sheet: 3M APC Grouper Plus Software (for mainframes)
http://multimedia.3m.com/mws/mediawebserver?mwsld=66666UF6EVsSyXTtI8Ty58TyEVtQEVs6EVS6EVS6E666666--
&fn=apc gplus fs.pdf

Fact sheet: 3M™ Core Grouping Software (includes APC groupers for PC)
http://multimedia.3m.com/mws/mediawebserver?mwsld=66666UF6EVsSyXTtIxMVOXT EVtQEVs6EVs6EVsS6E666666
--&fn=core grouping fact.pdf

3M™ Patient-focused Episodes
Softwarehttp://multimedia.3m.com/mws/mediawebserver?mwsld=66666UgxGCuNyXTtoxMaoxM EVtQEcuZgVs6EV
s6E666666--&fn=patient focused episodes fs.pdf
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http://multimedia.3m.com/mws/mediawebserver?mwsId=SSSSSufSevTsZxtUN8txP8_BevUqevTSevTSevTSeSSSSSS--&fn=aprdrg_vanderbilt_cs.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=SSSSSuH8gc7nZxtUN8mvPY_1evUqe17zHvTSevTSeSSSSSS--&fn=apgs_enhanced_fs.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=SSSSSuH8gc7nZxtUN8mvPY_1evUqe17zHvTSevTSeSSSSSS--&fn=apgs_enhanced_fs.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=66666UF6EVsSyXTtl8Ty58TyEVtQEVs6EVs6EVs6E666666--&fn=apc_gplus_fs.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=66666UF6EVsSyXTtl8Ty58TyEVtQEVs6EVs6EVs6E666666--&fn=apc_gplus_fs.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=66666UF6EVsSyXTtlxMVOXT_EVtQEVs6EVs6EVs6E666666--&fn=core_grouping_fact.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=66666UF6EVsSyXTtlxMVOXT_EVtQEVs6EVs6EVs6E666666--&fn=core_grouping_fact.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=66666UgxGCuNyXTtoxMaoxM_EVtQEcuZgVs6EVs6E666666--&fn=patient_focused_episodes_fs.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=66666UgxGCuNyXTtoxMaoxM_EVtQEcuZgVs6EVs6E666666--&fn=patient_focused_episodes_fs.pdf
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Organization 3M Health Information Systems
Category Proprietary/Analytics/Decision Support/Healthcare Data Technology
Source www.3Mhis.com

Clinical Risk Grouping (CRG)
http://solutions.3m.com/wps/portal/3M/en US/3M Health Information Systems/HIS/Products/CR

G/

Measure

Summary

3M Health Information Systems delivers comprehensive software and consulting services to help organizations worldwide
improve documentation, quality, and financial performance across the healthcare continuum. 3M offers integrated solutions for
transcription, speech recognition, clinical documentation improvement, documentation management, computer-assisted
coding, quality, and revenue cycle management.

Clinically precise tool for longitudinal disease management

e Provider profiling, quality measurement, and outcomes improvement

e Aligns payment incentives with clinical goals

e Essential basis for effective chronic disease risk adjustment using diagnosis and procedure codes
. Classify patients into severity-adjusted clinically homogeneous groups

The CRG classification system can be used prospectively and retrospectively for both inpatient and ambulatory encounters. Uses
demographic data, diagnostic codes and procedural codes to assign each individual to a single mutually exclusive risk group that
relates the historical clinical and demographic characteristics of the individual to the amount and type of health care resources
that individual will consume in the future.

3M Clinical Risk Grouping Software can:

e Determine and track chronic disease prevalence and progress over time

¢ Analyze clinical efficacy of treatment patterns

e Determine costs associated with medical services and assess the level of risk for particular groups of individuals
e Track quality of care

e Profile utilization patterns and the appropriateness of capitation rates

e Address both chronic and multiple medical conditions and the level of severity

Methodology

Population based. Uses administrative claims data, diagnosis codes and procedure codes. 3M™ Clinical Risk Groups are a
categorical clinical model that uses standard claims data to assign each patient to a single mutually exclusive risk category. Each
3M CRG is clinically meaningful and can predict prospective and retrospective healthcare utilization and costs.
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Results

3M CRGs quantify the total resources used in relation to a specific individual in the future, or in the past, over an extended

period of time. 3M CRGs help to:

e Provide increased incentives for health plans to treat those patients at high risk

e  Promote financial and clinical efficiency in healthcare delivery

e Provide a methodology to group patients for retrospective analysis such as benchmarking, rate setting, epidemiological
analysis and population risk profiling, especially for chronic care where patients may have multiple hospital and doctor visits
over a long span of time

e Minimize financial incentives for adverse patient selection

Publications / links

FAQs: Using 3M CRGs for vulnerable populations
http://multimedia.3m.com/mws/mediawebserver?mwsld=66666UgxGCuNyXTtoxfVMxMXEVtQEcuZgVs6EVs6E666666--
&fn=crg vulnerable populations fag.p

Data Sheet: Using 3M CRGs with incomplete data
http://multimedia.3m.com/mws/mediawebserver?mwsld=66666UgxGCuNyXTtoxfVMxMyEVtQEcuZgVs6EVs6E666666--
&fn=crgs incomplete data_ds.pdf

Data Sheet: Applying the 3M Clinical Risk Groups to pharmaceutical data
http://multimedia.3m.com/mws/mediawebserver?mwsld=5SSSSufSevTsZxtU5xmvlY 9evUqevTSevTSevTSeSSSSSS--
&fn=crg pharma data sheet.pdf

FAQs: 3M Clinical Risk Groups (CRGs)
http://multimedia.3m.com/mws/mediawebserver?mwsld=SSSSSufSevTsZxtU5x2eNx SevUqevTSevTSevTSeSSSSSS--
&fn=crg fags with pagination.pdf

Fact sheet: 3M Clinical Risk Grouping Software
http://multimedia.3m.com/mws/mediawebserver?mwsld=66666UF6EVsSyXTtIxfco8TYEVtQEVS6EVS6EVS6E666666--
&fn=crgs for payers fs.pdf

White paper: 3M CRGs: Measuring Risk, Managing Care
http://multimedia.3m.com/mws/mediawebserver?mwsld=66666UF6EVsSyXTtOxf oXMXEVtQEVsS6EVS6EVS6E666666--
&fn=crg_white paper.pdf
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http://multimedia.3m.com/mws/mediawebserver?mwsId=SSSSSufSevTsZxtU5xmvlY_9evUqevTSevTSevTSeSSSSSS--&fn=crg_pharma_data_sheet.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=SSSSSufSevTsZxtU5x2eNx_SevUqevTSevTSevTSeSSSSSS--&fn=crg_faqs_with_pagination.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=SSSSSufSevTsZxtU5x2eNx_SevUqevTSevTSevTSeSSSSSS--&fn=crg_faqs_with_pagination.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=66666UF6EVsSyXTtlxfco8TyEVtQEVs6EVs6EVs6E666666--&fn=crgs_for_payers_fs.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=66666UF6EVsSyXTtlxfco8TyEVtQEVs6EVs6EVs6E666666--&fn=crgs_for_payers_fs.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=66666UF6EVsSyXTtOxf_oXMXEVtQEVs6EVs6EVs6E666666--&fn=crg_white_paper.pdf
http://multimedia.3m.com/mws/mediawebserver?mwsId=66666UF6EVsSyXTtOxf_oXMXEVtQEVs6EVs6EVs6E666666--&fn=crg_white_paper.pdf
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.. ABIM Foundation
Organization

Category Standards Setting, Industry Organizations

Source http://www.abimfoundation.org/
Choosing Wisely

Measure http://www.choosingwisely.org/

UPDATED IN 2013
Summary

Choosing Wisely® aims to promote conversations between physicians and patients by helping patients choose care
that is:

e Supported by evidence

e Not duplicative of other tests or procedures already received
o Free from harm

e Truly necessary

In response to this challenge, national organizations representing medical specialists have been asked to “choose
wisely” by identifying five tests or procedures commonly used in their field, whose necessity should be questioned
and discussed. The resulting lists of “Five Things Physicians and Patients Should Question” will spark discussion about
the need—or lack thereof—for many frequently ordered tests or treatments.

This concept was originally conceived and piloted by the National Physicians Alliance, which, through an ABIM
Foundation Putting the Charter into Practice grant, created a set of three lists of specific steps physicians in internal
medicine, family medicine and pediatrics could take in their practices to promote the more effective use of health
care resources. These lists were first published in Archives of Internal Medicine.

Recognizing that patients need better information about what care they truly need to have these conversations with
their physicians, Consumer Reports is developing patient-friendly materials and is working with consumer groups to
disseminate them widely.

Methodology

United States specialty societies representing more than 500,000 physicians developed lists of Five Things Physicians
and Patients Should Question in recognition of the importance of physician and patient conversations to improve
care and eliminate unnecessary tests and procedures.
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These lists represent specific, evidence-based recommendations physicians and patients should discuss to help make
wise decisions about the most appropriate care based on their individual situation. Each list provides information on
when tests and procedures may be appropriate, as well as the methodology used in its creation.

Choosing Wisely recommendations should not be used to establish coverage decisions or exclusions. Rather, they are
meant to spur conversation about what is appropriate and necessary treatment. As each patient situation is unique,

physicians and patients should use the recommendations as guidelines to determine an appropriate treatment plan
together.

Results

In response to the National Physicians Alliance “Top 5” lists, research published in Archives of Internal Medicine
found a cost savings of more than $5 billion could be realized if the recommendations were put into practice.

Lists

http://www.choosingwisely.org/doctor-patient-lists/

Download a pdf of all specialty society lists
http://www.choosingwisely.org/wp-content/uploads/2013/02/Choosing-Wisely-Master-List.pdf
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Active Health Management

Organization
g Company acquired by Aetna in May 2005

Category Proprietary/Analytics/Decision Support/Healthcare Data Technology

http://www.activehealth.com/

Source

Care Engine System
Measure Care Considerations
Performance Measures

Summary

ActiveHealth Management is a leading provider of health management services, including disease management,
clinical decision support and personal health records. Solutions, powered by CareEngine System, help to improve
care for 18 million people nationwide and help health plans and employers lower costs.

1. CareEngine System gathers and absorbs any and all available data (e.g. member claims, pharmacy, lab
data, patient-derived, physician-derived, HRA/PHR, EMR) and analyzes this information against up-to-
date evidence-based medical standards. Identifies specific opportunities to improve the care of
individual members.

2. Once an issue is identified, the CareEngine System generates a clinical alert, called a Care Consideration,
which describes the opportunity to improve care. Care Considerations usually suggest the addition of a
treatment, the stopping of a treatment, or a procedure that hasn't been conducted. Care Considerations
may be sent to physicians or patients. A distinguishing feature of the CareEngine is its ability to review
data and issue care considerations in real time (less than a few seconds) thus being embeddable in PHRs,
DM software, EMRs etc

3. Performance Measures - A quantitative assessment

e of quality of care across networks and physicians compared to evidence-based standards
e toimprove the standard of healthcare and supports pay-for-performance tiered network
e focused upon coordination of individual care management

Methodology

Using CareEngine technology, organization constantly analyzes an entire population, to identify specific, evidence-based
opportunities to improve care for individual members. The Clinical Development Center’s team of full-time, board-certified
physicians, pharmacists and registered nurses develop and maintain evidence-based rules, algorithms and matrices. Evidence-
based sources are reviewed daily to develop, test, and implement clinical rules arising from their literature review. Rules are
designed to reflect the evidence-based medical literature as closely as possible and to also incorporate exclusionary logic to
maximize specificity and thereby decrease the incidence of “false positive” alerts. All programs and clinical guidelines are
formally reviewed annually.
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Performance measures are nearing completion of a major overhaul and encompass measures at both the population and
physician level. To the extent reasonable, the performance measures mirror the Care Considerations. Some adjustments must be
made for the fact that performance measures are issued on a static basis periodically (12 monthly) whilst Care Considerations
can be issued almost in a continuous stream as new data becomes available.

In November 2008, American Well™ and ActiveHealth Management announced a strategic collaboration to offer an innovative
real-time technology that combines ActiveHealth’s CareEngine analytics, with American Well’s Online Care System. A web based
physician alert/online care system. When CareEngine identifies a medical issue (or gap in care) for a patient, the physician will
receive an alert when they are actively consulting with the patient in an Online Care session. The physician can consider such
information as well as the corresponding literature reference while offering guidance to the patient or suggesting a course of
treatment. Alert is issued when opportunities for better care or potential medical errors are identified. American Well’s Online
Care enables live communication between physicians and patients. By leveraging CareEngine, physicians providing Online Care
are made aware of individualized, specific opportunities to enhance or improve care. In addition, patients who receive a
CareEngine alert through their health plan portal, PHR or other online platform will have the opportunity to address
the issue immediately by connecting to an Online Care session with an appropriate physician. The CareEngine
continuously gathers the medical, pharmacy and laboratory claims data for members and compares it against the
latest findings in evidence-based literature.

Refer also entry to American Well.
Results

Clinical alerts based on evidence-based medical guidelines have been found to be effective - were followed at a greater rate (a
12.7% increase- Am J Managed Care 2008 below) when they were sent to both patients and their physicians, compared to when
they were sent to physicians alone.

Publications / links

Overview http://www.activehealth.com/solutions

Clinical Analytics

CareEngine® and Clinical Decision Support http://www.activehealth.com/node/27

Population Health Analytics & Reporting http://www.activehealth.com/node/28

Clinical Quality Measures http://www.activehealth.com/node/29

Savings Estimator calculator http://activehealth.com/impact-lifestyle-risk-factors-generate-
savings

Javitt, et al. "Using a Claims Data-based, Sentinel System to Improve Compliance with Clinical Guidelines: Results of a
Randomized Prospective Study," American Journal of Managed Care Feb. 2005; 11:93-102
http://s3.amazonaws.com/aetnaeb-cms-staging/QualChoiceStudy AJMC.pdf
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Juster, I. "Technology-Driven Interactive Care Management Identifies and Resolves More Clinical Issues than a
Claims-Based Alerting System," Disease Management June 2005; 8:188-197

Rosenberg SN, Shnaiden TL, Wegh AA, Juster IA. Supporting The Patient's Role In Guideline Compliance: A Controlled
Study. American Journal of Managed Care. 14(11):737-44, 2008 Nov.

Javitt JC, Rebitzer JB, Reisman L. Information Technology and Medical Missteps: Evidence From a Randomized Trial.
Journal of Health Economics. 27(3):585-602, 2008 May.
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Organization AETNA
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source http://www.aetnaacs.com

Accountable Care Solutions
Measure

UPDATED IN 2013

Summary

Accountable Care Solutions from Aetna enhances the health care experience for patients, improves quality of care
and reduces costs by:

e Empowering providers to effectively manage all patient populations and improve clinical outcomes through
an optimal infrastructure for value-based care and patient engagement

e Offering incentive alignment that allows providers to jointly share in the rewards of a successful transition
from reactive, encounter-based care to proactive, value-based care

e Establishing scalable clinical business models to support market share growth and efficient, high-quality care
delivery to patient populations

Methodology
Measuring and Reporting Success - analytics and outcomes reporting

We offer analytics and reporting tools that measure your progress toward achieving your established clinical and
financial goals and — help you meet reporting requirements for state and federal initiatives.

Our technology:

e Delivers reports to detect trends and opportunities, reduce costs, increase efficiencies and successfully
manage risk

e Tracks quality of care across networks and physicians compared to evidence-based medical standards

e Helps you identify barriers to compliance with quality metrics

Advanced analytics and reporting for value-based health care - to choose from more than 120 analytics templates
across several categories, Executive Summary Provider Analysis, Program Evaluation, Population Management,
Financial Analysis, Benchmarking

Customize to meet your unique reporting and analysis needs, including:

All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the
content was extracted in 2013. But, some of the continuing programs come from earlier editions (2008 or 2010). It has not been independently
validated and the authors and the Society of Actuaries make no warranty as to its accuracy.

© 2013 Society of Actuaries, All Rights Reserved


http://www.aetnaacs.com/

26

e Interactive data analysis and self-serve ad hoc reporting — You can build reports and analysis on the fly. Users
can drill into the data down to the lowest level of detail.

e Custom Dashboards and Reporting — We work with you to define specific requirements and create custom
reports with selected quality and financial performance measures.

e Required reporting for federal initiatives such as:
Clinical Analytics for Population Health Management
Transform health information into targeted analysis and insight

Accountable care is evidence-based and data-driven. Its about the big picture — identifying population health trends
and treating high-risk patients before their care becomes costly. That’s what our analytics solutions are designed to
deliver. As clinical and claims data flow into the system, our software analyzes it against the current evidence base
and delivers it to you as actionable information. This information helps you:

e View population health trends and patterns
e Identify individual health risks and high-risk populations
e Find opportunities to improve care at the population and individual level

The resulting intelligence is presented to the care team in a format that meets the needs of each care team member.
This intelligence helps the care team:

e Target the right preventative medicine priorities

e Identify gaps in care, medical errors and quality issues

e Devise care plans and tailor outreach and communications

e Personalize care for each patient’s specific needs and characteristics

Tools to assist clinical decision-making
The power of our solution lies in its ability to:

e Continuously aggregate and analyze information about your population
e Apply accepted evidence-based medical standards
e Deliver the information to care team members when and where they need it

Whether it’s a reminder in a physician’s Electronic Medical Record or an alert in the care manager’s population
health dashboard, our solution delivers up-to-date information to meet the needs of each member of the care team
as they manage individual patients and the population as a whole.

Results
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A study for Medicare Advantage Patients showed

e 45% Reduction in hospital admissions
e 50% Fewer patient hospital days
e S600 Annual savings per patient

Publications / links

Building a Medicare ACO
http://s3.amazonaws.com/aetnaeb-cms-staging/ACS/Medicare-Shared-Savings-022013.pdf

Partnering for Success in the Medicare Shared Savings Program
http://s3.amazonaws.com/aetnaeb-cms-staging/ACS/ACS%20Shared%20Savings%20Program%20Fact%20Sheet%20FINAL.pdf

Payer-Provider Collaboration In Accountable Care Reduced Use And Improved Quality In Maine Medicare Advantage Plan doi:
10.1377/hlthaff.2011.1141 Health Aff September 2012 vol. 31 no. 9 2074-2083

“Accountable Care Payers 2013: Partners in a Changing Paradigm,” June, 2013. © 2013 KLAS Enterprises, LLC.
http://www.klasresearch.com/Login.aspx?ReturnUrl=%2fmyklas%2f#/krms/41/0
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Organization AETNA
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source www.aetna.com

Aexcel Performance Network
http://www.aetna.com/plans-services-health-insurance/detail/medical-insurance/aexcel-
performance-network-plans.html

Institutes of Excellence™ (IOE)

Institutes of Quality® (10Q)
http://www.aetna.com/healthcare-professionals/quality-measurement/institutes.html

Measure

UPDATED IN 2013

Summary

Founded in 1853 in Hartford, Connecticut, Aetna is one of the nation's leading providers of health care, dental,
pharmacy, group life, and disability insurance, and employee benefits.

Aetna seeks out and recognizes clinical quality and efficiency among health care providers. We promote quality care
at all levels. And we work with health care providers to measure and improve care quality and safety. Two programs
recognize certain hospital and sugeons.

Methodology

Aexcel-designated specialists

When you need healthcare, finding the right doctor is critical. It can also be a challenge. Aetna’s physician
performance network makes the search easier. Members get access to specialists who have met certain industry-
accepted practices for clinical performance and Aetna measures of cost-efficiency. These are health care specialists
who:

e Are part of Aetna’s network
e Meet industry-accepted practices for clinical performance
e Meet Aetna’s efficiency standards

Our clinical performance criteria are based on nationally-recognized standards, consistent with leading associations
such as:

e National Quality Forum
e National Committee for Quality Assurance
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e American Board of Medical Specialties

e American Osteopathic Association

e American Heart Association

e American College of Obstetricians and Gynecologists
e Society of Thoracic Surgeons

e Centers for Medicare & Medicaid Services

Members can choose specialists from 12 categories, usually without a referral. They may even lower out-of-pocket
costs by choosing an Aexcel specialist. Physicians have a dedicated Aexcel page on NaviNet, the secure physician
website, which provides them with access to reference materials and a detailed description of our methodology.

Aexcel information we offer you is intended to be only a guide for when you choose a specialist within the Aexcel
specialist categories. There are many ways to evaluate doctor practices and you should consult with your existing
doctor before making a decision. Please note that all ratings have a risk of error and, therefore, should not be the
sole basis for selecting a doctor.

One of the clinical criteria for Aexcel designation is e-Prescribing. The Allscripts ePrescribe Platinum Edition is one of
the e-Prescribing options available to Aetna participating doctors and it is free of charge through our agreement with
CVS Caremark.

Institutes of Excellence™ (IOE)

A designation for health care facilities that offer highly specialized clinical services to members with complex or rare
conditions; a member's clinical care in these cases is coordinated nationally by Aetna (for example, transplant care).

Aetna's National Medical Excellence Program coordinates care and provides access to covered transplant treatment
through the national Institutes of Excellence™ network. Hospitals that have met extensive quality, as well as cost-
effectiveness criteria have been selected by Aetna to participate in our Institutes of Excellence™ Transplant Network
for solid organ transplants and bone marrow transplants. These facilities have been contracted on a transplant-
specific basis and are considered participating only for the transplant type listed in our network directory.

Institutes of Quality® (10Q) facilities

A designation for health care providers who offer clinical services for prevalent health conditions to our Aetna
members, served through integrated clinical management at the regional level (for example, bariatric surgery,
infertility Clinics, cardiac Care, and orthopedic Care

Publications / links
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Overview of the Aexcel program
http://www.aetna.com/plans-services-health-insurance/detail/assets/documents/Member-brochure.pdf

How we chose specialists
http://www.aetna.com/plans-services-health-insurance/detail/assets/documents/Aexcel-Methodology.pdf

Program criteria - Transplants
http://www.aetna.com/healthcare-professionals/documents-forms/Aetna-Institutes-of-Excellence.pdf

Aexcel_Physician_Clinical_Performance_Evaluation.
http://www.aetna.com/plansandproducts/health/medical/Aexcel Physician Clinical Performance Evaluation.pdf

Understanding Aexcel Brochure
http://www.aetna.com/plansandproducts/health/medical/understandingaexcel.pdf
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Organization AHRQ - Agency for Healthcare Research and Quality
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source https://cahps.ahrq.gov/
CAHPS - Consumer Assessment of Healthcare Providers and Systems Family of
Surveys (Ambulatory Care and Facility Care Surveys)
National CAHPS Benchmarking Database (CAHPS Database)
https://cahps.ahrqg.gov/Surveys-Guidance/HP/index.html Hospital Survey
Measure Health plan survey

https://cahps.ahrg.gov/surveys-guidance/hp/index.html

Clinician & Group Survey
https://cahps.ahrg.gov/surveys-guidance/cg/instructions/index.html
Benchmarking Database
https://cahps.ahrg.gov/cahps-database/about/index.html

Lightly updated in 2013

Summary

Initiated in 1995, the Consumer Assessment of Healthcare Providers and Systems (CAHPS) family of surveys is used by many
public and private purchasers to

e Assess the patient-centeredness of care;
e Compare and report on performance; and
e Improve quality of care.

A comprehensive and evolving family of standardized surveys that ask consumers and patients to report on and evaluate their
experiences with ambulatory and facility-level care health care. These surveys cover topics that are important to consumers,
such as the communication skills of providers and the accessibility of services. CAHPS originally stood for the Consumer
Assessment of Health Plans Study and was initially focused on developing measures of health plan performance. This evolved to
cover the full spectrum of health care services. Considered to be the ‘gold standard’ of patient information and experience
regarding quality of hospitals and health plans. The Centers for Medicare & Medicaid Services (CMS) partnered with the Agency
for Healthcare Research and Quality (AHRQ) to develop HCAHPS. In May 2005, the HCAHPS survey was endorsed by the National
Quality Forum (NQF) and in 2007 the Clinician and Group Survey was endorsed by the NQF.

The CAHPS program is funded and administered by the U.S. Agency for Healthcare Research and Quality (AHRQ), which works
closely with a consortium of public and private organizations All CAHPS instruments are in the public domain.

o Health Plan Survey: The industry standard for obtaining consumers’ assessments of their health plans. The CAHPS
Health Plan Survey is used by commercial, Medicaid, State Children’s Health Insurance Program (SCHIP), and Medicare
plans representing more than 120 million enrollees. Results of these surveys are used for public reporting,
accreditation, quality monitoring at the Federal and State levels, and quality improvement at the plan level. The
National Committee for Quality Assurance (NCQA) incorporates CAHPS results into its health plan performance reports
as well as its accreditation process for health plans. A version of the survey is also used by CMS, which surveys Medicare
beneficiaries enrolled in managed care plans as well as in the traditional Medicare program, and reports the scores in a
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public Web site surveys that assess the experiences of health care consumers in various ambulatory settings, including
physician offices, managed behavioral healthcare organizations, dental plans, and tribal clinics.

o Hospital Survey: Patients’ perspectives on the care delivered in health care facilities, such as hospitals, nursing homes,
and dialysis centers. Focuses on the experiences of adult inpatients with hospital care and services. Hospitals
voluntarily report data to the CMS. Other facility based surveys include CAHPS In-Center Hemodialysis Survey and the
CAHPS Nursing Home Surveys for long-term residents, recently discharged short-stay residents, and the families of
residents.

e Clinician & Group Survey: Asks patients to report on and rate the quality of care received in physicians’ offices.
Available in both English and Spanish, it consists of 41 core items, which ensure standardization across survey sponsors,
as well as over 50 supplemental items that sponsors may choose to add to the survey instrument to meet their specific
needs. For patients who are commercially insured, the visit must have occurred in the last 12 months; for patients who
are covered by Medicaid or Medicare, the visit must have occurred in the last 6 months. Covers adult primary and
specialty care and child primary care. A visit-specific version of the Adult Primary Care Questionnaire is currently under
development.

e National CAHPS Benchmarking Database: National repository for data from the CAHPS family of surveys. Created in
1998 as a resource for survey sponsors, researchers, and others interested in using comparative CAHPS survey results
and detailed benchmark data. Contains respondent-level survey data, characteristics of entities surveyed (e.g., health
plans and hospitals), and other information related to survey administration. Database has two major components -
CAHPS Health Plan Survey CAHPS Hospital Survey. A third database component is under development for the CAHPS
Clinician & Group Survey.

Methodology

Standardized survey instrument and data collection methodology for measuring patients' perspectives of hospital care. CAHPS
surveys ask consumers for both overall ratings and reports about specific aspects of care, providers, and systems. Patients also
are asked to report whether, or how often, specific events or behaviors that are indicators of health care quality occurred.
Reports about events and behaviors are more specific, actionable, understandable, and objective than general ratings. CAHPS
questions about specific aspects of care allow users to identify areas of care that are strong and those that need improvement.
CHAPS collects data on communication with staff, cleanliness, pain management, discharge information and attentiveness.

Health Plan Survey - a core set of questions covering enrollment/coverage, access, global ratings, utilization, communication,
plan administration, health status, chronic conditions, demographics,

Hospital Survey — a core set of questions that can be combined with customized, hospital-specific items to produce information
that complements the data hospitals currently collect to support internal customer service and quality-related activities.
Composed of 18 patient rating and patient perspectives on care items that encompass seven key topics: communication with
doctors, communication with nurses, responsiveness of hospital staff, cleanliness and quietness of hospital environment, pain
management, communication about medicines, and discharge information. It also includes four screener questions and five
demographic items, some of which may be used for adjusting the mix of patients across hospitals and for analytical purposes.
The survey is 27 questions in length.

Clinician & Group Survey - consists of four instruments:
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e  Adult Primary Care Questionnaire 1.0 — 18 topic areas including wait time, health improvement, communication,
knowledge of specialist care, cost, doctor thoroughness

e Adult Specialty Care Questionnaire 1.0 — 6 topic areas including care received, shared decision making, cost, procedures

e  Child Primary Care Questionnaire 1.0 — 7 topics including scheduling, health improvement, knowledge of specialist care,
shared decision making

e  Child Primary Care Questionnaire 2.0 (beta) — 9 topic areas including after hours care, chronic conditions,
communication, thoroughness, shared decision making.

Results

Various reports and case studies have been developed over the years. A weblink is available below.

Publications / links
Site relaunched in October 2013

Comparative data https://cahps.ahrg.gov/cahps-database/comparative-data/index.html

Access Comparative Data in CAHPS Database Online Reporting System http://www.cahpsdatabase.ahrg.gov/

Frequently asked questions https://cahps.ahrg.gov/apps/fag.aspx

Reports and Case Studies https://cahps.ahrg.gov/quality-improvement/reports-and-case-studies/index.html
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Organization Agency for Healthcare Research and Quality (AHRQ)
Category Standards Setting, Industry Organizations
Source http://www.ahrg.gov/
Evidence-Based Practice Centers (EPC)
Measure .
http://www.ahrqg.gov/clinic/epc/
Summary

Launched in 1997 - 5-year contracts to institutions in the US and Canada to serve as EPCs. The EPCs review all
relevant scientific literature on clinical, behavioral, economic and organization and financing topics to produce
evidence reports and technology assessments - particularly interested in issues that are common, expensive, and/or
significant for the Medicare and Medicaid populations. EPC reports and assessments emphasize explicit and detailed
documentation of methods, rationale, and assumptions. These scientific syntheses may include meta-analyses and
cost analyses. All EPCs collaborate with other medical and research organizations so that a broad range of experts is
included in the development process. The resulting evidence reports and technology assessments are used by
Federal and State agencies, private sector professional societies, health delivery systems, providers, payers, and
others committed to evidence-based health care.

These reports are used for informing and developing coverage decisions, quality measures, educational materials
and tools, guidelines, and research agendas. Topics are nominated by non-federal partners such as professional
societies, health plans, insurers, employers, and patient groups. Initially 12 EPCs were funded. There are currently 11
centers.

The EPCs review all relevant scientific literature on clinical, behavioral, and organization and financing topics to
produce evidence reports and technology assessments.

e Cancer and Blood Disorders

e Complementary and Alternative Care

e Dietary Supplements

e Ear, Nose, and Throat Conditions

e Heart and Vascular Diseases

e Infectious Diseases

e Kidney and Urological Conditions

e Laboratory Testing

e Lung Conditions

e Mental Health Conditions and Substance Abuse
e Metabolic, Nutritional, and Endocrine Conditions
e Musculoskeletal Disorders
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e Nerve and Brain Conditions

e QObstetric and Gynecologic Conditions
e Oral and Gastrointestinal Disorders

e Pediatric Conditions

Publications / links

EPC Evidence-based Reports  http://www.ahrq.gov/research/findings/evidence-based-reports/index.html
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Organization AHRQ - Agency for Healthcare Research and Quality
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source http://www.ahrg.gov/.

Innovations Exchange
Measure http://www.innovations.ahrq.gov/

UPDATED IN 2013

Summary

The Agency for Healthcare Research and Quality's (AHRQ) mission is to improve the quality, safety, efficiency, and
effectiveness of health care for all Americans. The Innovations Exchange helps you solve problems, improve health
care quality, and reduce disparities.

e Find evidence-based innovations and QualityTools.
e View new innovations and tools published biweekly.

e Learn from experts through events and articles.

Methodology

The AHRQ has collected and reviewed an extensive set of innovations and has organized them in a searchable data
base using multiple, cross-referenced categories

Disease or Clinical Category: Asthma, Cancer, Diabetes, Heart failure, Hospital-acquired infections, Pressure ulcers
Setting of Care: General hospital, Health plan, Physician office, Worksite wellness

Stage of Care: Acute care, Chronic care, Emergency care, Preventive care

Organizational Process: Intake/Admissions, Organizational culture change, Staffing, Team building

Quality Tool Topics: Benchmarking/Comparative data, Disease/Condition-related, Prevention and wellness, Quality
improvement strategies

Patient Care Process: Chronic-disease management, Infection control, Medication reconciliation, Disparity
reduction
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Patient Population: Children, Frail elderly, Rural populations, Uninsured
IOM Domains of Quality: Effectiveness, Efficiency, Equity, Patient-centeredness, Safety, Timeliness

Quality Improvement Goals and Mechanisms:  Avoidable hospitalizations, Cultural competence, Medical home,
Patient satisfaction

To give a sense of the scope of the site, the number of references are recorded below (on August 28, 2013)

I0M Domains of Quality

e Effectiveness (1565)

e Efficiency (343) Authors note: AHRQ Innovations material based on the IOM definition of efficiency
This is different from the business definition used within this report.

e Equity (458)

e Patient-centeredness (1280)

e Safety (596)

o Timeliness (213)

e Not within an IOM domain (18)

Authors note: AHRQ Innovations material on the web is based on the IOM definition of efficiency (within a clinical
context) This is different from the broader business definition used within this report.

Quality Improvement Goals and Mechanisms

e Avoidable hospitalizations (118)

e Confidentiality/HIPAA compliance (24)

e Cultural competence (192)

e Length of stay reduction/management (37)
e Medical home (52)

e Patient satisfaction (80)

e Rapid response teams (17)
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Disease or Clinical Category

Allergy and immunologic
care (77)

Gynecologic/Obstetric
care (144)

Nephrologic care (30)

Respiratory/Pulmonary
care (148)

Cardiovascular care (238)

Hematology/Oncologic
care (230)

Neurologic care (101)

Skin and soft-tissue care
(41)

Dental health care (33)

HIV/AIDS care (96)

Ophthalmologic care (17)

Substance abuse (164)

Diet and nutrition (201)

Infectious disease care
(239)

Otolaryngologic care (15)

Surgical care (40)

Endocrinologic/Metabolic
care (196)

Mental health care (237)

Pediatric care (150)

Urologic care (6)

Gastroenterologic care (31)

Musculoskeletal care
(179)

Results

The various sets of material within the Innovations site provide substantial and timely background on many

initiatives. The summaries for any particular initiative are typically three to five pages. It includes:

e Summary Evidence rating (overview of published articles)

e Date first implemented

e Patient population
e Problem addresses

e Description of the Innovative Activity

e Reference / related articles
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Organization Agency for Healthcare Research and Quality (AHRQ)

Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking

Source http://www.ahrg.gov/research/findings/nhqrdr/nhgrl2/nhgrl2 prov.pdf
Measure National Healthcare Quality Report (NHQR)

Summary

The National Healthcare Quality Report (NHQR) is the first comprehensive national effort to measure the quality of health care in
America. It includes a broad set of performance measures that can serve as baseline views of the quality of health care and
presents data on services for seven clinical conditions. Commenced in 2003. Sought to develop a set of indicators appropriate
for profiling health care quality for the nation, including trends over time. Examine differences at the sub-national level and
variations by socioeconomic status. Developed with technical and substantive input of nine federal agencies and organizational
units within the Department of Health and Human Services & a range of state public partners and private sector organizations.

In 5" year (2007 report), NHQR offers a consensus-based set of health care quality measures across four dimensions of quality —
effectiveness, safety, timeliness, and patient centeredness. Examines effectiveness of care across nine clinical condition areas—
cancer, diabetes, end-stage renal disease, heart disease, HIV/AIDS, maternal and child health, mental health, respiratory
diseases, and nursing home and home health care.

Methodology

NHQR is built on 218 measures categorized across four dimensions of quality—effectiveness, patient safety, timeliness, and
patient centeredness. Measure specifications included in national quality measures, clearinghouse development of condition-
specific and state-specific reports. Group of 41 core report measures that represent the most important and scientifically
credible measures of quality for the Nation, as selected by the HHS Interagency Work Group. Effectiveness of care is presented
under nine clinical condition/care setting areas: cancer; diabetes; end stage renal disease (ESRD); heart disease; HIV and AIDS;
maternal and child health; mental health and substance abuse; respiratory diseases; and nursing home, home health, and
hospice care.

Results

The NHQR was legislatively mandated as an annual report on trends in health care quality. Purpose is to summarize the current
state of health care quality in terms that are understandable and relevant to a broad audience including providers, consumers,
researchers, and policymakers. Report focus is systematic reporting on (i) trends and change over time, (ii) differences at the
sub-national level by state, and (iii) variations by selected socio-demographic characteristics.

Major findings in 2007

e Health care quality continues to improve, but the rate of improvement has slowed.
e Variation in quality of health care across the Nation is decreasing, but not for all measures.
. The safety of health care has improved since 2000, but more needs to be done

Publications / links
|
All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the
content was extracted in 2013. But, some of the continuing programs come from earlier editions (2008 or 2010). It has not been independently
validated and the authors and the Society of Actuaries make no warranty as to its accuracy.

© 2013 Society of Actuaries, All Rights Reserved


http://www.ahrq.gov/research/findings/nhqrdr/nhqr12/nhqr12_prov.pdf

National Healthcare Quality & Disparities Reports  http://www.ahrg.gov/research/findings/nhgrdr/index.html

National Healthcare Quality Report http://www.ahrg.gov/research/findings/nhgrdr/nhar12/nharl2 prov.pdf

-
All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the

content was extracted in 2013. But, some of the continuing programs come from earlier editions (2008 or 2010). It has not been independently
validated and the authors and the Society of Actuaries make no warranty as to its accuracy.

© 2013 Society of Actuaries, All Rights Reserved

40


http://www.ahrq.gov/research/findings/nhqrdr/index.html
http://www.ahrq.gov/research/findings/nhqrdr/nhqr12/nhqr12_prov.pdf

Organization

Agency for Healthcare Research and Quality (AHRQ)

Category Standards Setting, Industry Organizations

Source http://www.ahrg.gov/

Measure Quality Indicators
http://qualityindicators.ahrg.gov/

Summary

41

Recommended performance measures to help hospitals identify a range of areas for improvement in the form of software and

user guides for quality indicators covering four modules. Available free of charge to assist users in applying the quality indicators

to their own data. The Quality Indicators (Qls) are measures of health care quality that use available hospital inpatient

administrative data. This data measures quality associated with processes of care that occurred in an outpatient or an inpatient

setting & highlights potential quality concerns, identifies areas that need further study and investigation, and track changes over

time.

First introduced in 2001. Developed by investigators at Stanford University and the University of California under a contract with

AHRQ.

The four modules of indicators are: Prevention Quality, Inpatient Quality, Patient Safety, and Pediatric Quality.

Prevention Quality Indicators

Inpatient Quality Care
Indicators

Patient Safety Indicators

Pediatric Quality Indicators

14 ambulatory care sensitive conditions in adult populations. Identify hospital admissions

that evidence suggests could have been avoided, at least in part, through high-quality

outpatient care. Are population based and adjusted for age and sex.

reflect quality of care inside hospitals and include:

Inpatient mortality for medical conditions & surgical procedures.

Utilization of procedures for which there are questions of overuse, underuse, or misuse
Volume of procedures for which there is evidence that a higher volume of procedures
maybe associated with lower mortality

Reflect the rate of hospitalization in the area for specific procedures

Mortality Rates for Medical Conditions (7 Indicators), Mortality Rates for Surgical
Procedures (8 Indicators), Area-level Utilization Rates (4 Indicators), Volume of
Procedures (6 Indicators)

Reflect quality of care inside hospitals, but focus on potentially avoidable complications and

iatrogenic events. Identify adverse events that patients experience as a result of exposure to

the health care system Hospital-level. Patient Safety Indicators (20 Indicators), Area-level
Patient Safety Indicators (7 Indicators).

Reflect quality of care inside hospitals and identify potentially avoidable hospitalizations

among children. Screen for problems that pediatric patients experience as a result of

exposure to the healthcare system and that may be amenable to prevention by changes at
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the system or provider level. Four factors—differential epidemiology of child healthcare
relative to adult healthcare, dependency, demographics, and development—are considered.
Provider-level Pediatric Quality Indicators (13 Indicators), Area-level Pediatric Quality)
Indicators (5 Indicators)

Methodology

Indicators developed after a comprehensive literature review, analysis of ICD-9-CM codes, review by a clinician panel, risk
adjustment and empirical analyses. Measures developed and regularly updated by a consensus process.

Results

Indicators provide a comprehensive picture of the level and variation of quality within four components of health care quality—
effectiveness, safety, timeliness, and patient centeredness.

The AHRQ Quality Indicators are now being used for applications beyond quality improvement. Some organizations have used
the AHRQ Quality Indicators to produce web based, comparative reports on hospital quality, such as the Texas Heath Care
Information Council and the Niagara Coalition. Other organizations have incorporated selected AHRQ Qls into pay for
performance demonstration projects.

Publications / links

Publications weblink http://www.qualityindicators.ahrg.gov/Resources/Publications.aspx

Toolkit weblink  http://www.qualityindicators.ahrg.gov/Resources/Toolkits.aspx

Webinars and presentations are also available
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Organization American Medical Association (AMA)
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source WWW.ama-assn.org

Physician Consortium for Performance Improvement (PCPI)
Measure www.ama-assn.org/ama/pub/physician-resources/clinical-practice-improvement/clinical-
quality/physician-consortium-performance-improvement.shtml

Lightly updated in 2013

Summary

The AMA convenes the Physician Consortium for Performance Improvement (PCIP) which focuses on clinical quality
improvement and patient safety. This physician-led Consortium is composed of national clinical and methodological experts who
develop tools and programs designed to help physicians improve care for specific, measurable areas of their practice. The PCPI
comprised of over 100 national medical specialty and state medical societies; the Council of Medical Specialty Societies;
American Board of Medical Specialties and its member-boards; experts in methodology and data collection; the Agency for
Healthcare Research and Quality; and Centers for Medicare & Medicaid Services taking the lead in the development, testing, and
maintenance of evidence-based clinical performance measures and measurement resources for physicians. PCPI activities are
carried out through cross-specialty work groups established to develop performance measures for physicians from evidence-
based clinical guidelines for select clinical conditions

Members of the Consortium have created 14 evidence-based performance measurement sets, to assist physicians analyze their
performance and improve the quality of treatment their patients receive. The Consortium supports building quality
improvement tools into electronic health records, which make medical care more efficient and safe, as physicians, nurses,
pharmacists, and other health professionals have constant access to patient data.

Methodology

The Measures are intended to assist physicians in enhancing quality of care. Measures are designed for use by any physician who
manages the care of a patient for a specific condition or for prevention. These performance Measures are not clinical guidelines
and do not establish a standard of medical care.

Currently there are hundreds of PCPlI measures. Descriptions and specifications for PCPI performance measures are available
for over forty clinical topics or conditions. Measures with descriptions and specifications have been developed by an expert
committee, approved by PCIP and published. Format includes a statement of the purpose of the measure, accountability
measures, specification of intended audience and patient population, measure specifications (process and outcomes), data
capture and measure calculation.

Publications / links

Overview http://www.ama-assn.org/resources/doc/cqi/pcpi-overview-flyer.pdf

PCPI Approved Quality Measures http://www.ama-assn.org/apps/listserv/x-check/gmeasure.cgi?submit=PCPI
-
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Measure Testing Protocol for Physician Consortium for Performance Improvement Performance Measures
http://www.ama-assn.org/resources/doc/cqi/pcpi-testing-protocol.pdf

Measure Testing Protocol for Physician Consortium for Performance Improvement Performance Measures
http://www.ama-assn.org/ama/pub/physician-resources/physician-consortium-performance-improvement/knowledge-
center.page?

Position Papers and Resources http://www.ama-assn.org/ama/pub/physician-resources/physician-consortium-
performance-improvement/knowledge-center/position-papers-resources.page?

Proceedings from the National Summit on Overuse http://www.ama-assn.org/resources/doc/cqi/overuse-
proceedings-paper.pdf

Physician Consortium for Performance Improvement (PCPI) Performance Measure Status Report.
http://www.ama-assn.org/amal/pub/upload/mm/370/measures.pdf

Technical Specifications for AMA Physician Consortium for Performance Improvement measures endorsed by the National
Quality Forum
http://www.ama-assn.org/amal/pub/upload/mm/370/nqf hb.pdf

A Framework and Empirical Strategies for Assessing Healthcare Efficiency
http://www.ama-assn.org/amal/pub/upload/mm/370/exec_summ efficiency.pdf

Physician Consortium for Performance Improvement Position Statement. The Linkage of Quality of Care Assessment to Cost of
Care Assessment

http://www.ama-assn.org/amal/pub/upload/mm/370/linkagequalitycost.pdf

Physician Consortium for Performance Improvement Work Group on Efficiency and Cost of Care. A Framework for Measuring
Healthcare Efficiency and Value

http://www.ama-assn.org/amal/pub/upload/mm/370/framewk meas_efficiency.pdf
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Organization American Medical Group Association

Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking

Source WWW.amga.org

Measure Accountable Care Collaborative
http://www.amga.org/AboutAMGA/ACO/index_aco.asp

UPDATED IN 2013
Summary

AMGA believes that our current system of health care delivery does not adequately hold providers accountable for
the care they provide, nor for providing the full spectrum of care. Creating accountability is impossible until we
transform the current volume-based system into one that pays providers based on outcomes (quality) and value
(efficiency). Once a link has been made between compensation and results, provider accountability will grow. To
promote accountability, and build on existing medical practice patterns, Congress has taken an important step in the
creation of Accountable Care Organizations (ACO) in health reform law.

Accountable Care Organizations (ACOs) are one of the key efforts of the recent healthcare reform legislation that
address the two greatest challenges facing US health care: unsustainable escalation of costs that threaten the
affordability of care and care that is fragmented, poorly coordinated with little accountability for the outcomes of
care. It is widely believed that the current volume-based payment system is part of the problem and needs to be
restructured to support paying for value rather than paying for delivering services and procedures. The ACO concept
couples payment and delivery systems reforms that may have the opportunity to bend the cost curve while
improving access and quality.

In 2011, AMGA launched two collaborates focused on practical steps toward creating high-performing organizations
and systems of care termed Accountable Care Organizations: a Development Collaborative and an Implementation
Collaborative. AMGA collaborative offer access to content experts and provide a forum in which peer organizations
can learn from one another as they begin to build and refine business and care processes to develop high-quality,
efficient, and sustainable systems of care that provide high-value care to their patients and communities.

In 2012, AMGA is launching the next phase of its Accountable Care Collaborative: Transforming to a Value-Based
System of Care. Medical groups are invited to join this yearlong shared learning program. Phase Il of the
Collaborative will focus on the fundamental organizational, systems, and culture changes necessary for successful
transformation to a value-based system of care, regardless of the path chosen—CMS’s Shared Savings Program, the
Pioneer ACO Program, commercial ACOs, or other models yet to emerge. Our goal is to create a rich collaborative
experience providing participants with practical solutions and strategies specific to their situation.

Methodology

Readiness Assessment Tool
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The Readiness Assessment Tool will be a guide for a structured assessment regarding organizational capacity and
readiness including:

e Structure and governance components to support a culture of accountability
e Alignment of incentives both internally and with payers

e C(linical integration across providers and settings

e Care coordination and population management

e Technical support systems to account for cost and quality

A Development Collaborative and an Implementation Collaborative start with improving transitions through True
Person-Centered Care. When moving a patient from the hospital to home or from the ER to an assisted living facility,
crossed wires and misaligned perceptions and priorities—between providers and patients, across care facilities and
among members of the health team—can hinder quality and efficiency during this crucial stage in health delivery.
ACOs can create more aligned, effective patient transitions by:

e Getting patients more engaged in their own care:

e Elevating family caregivers to essential members of the care team
e Appreciating each facility’s cultures, strengths, and limitations

e Defining accountability during transitions

e Building professional competency in care coordination

e Implementing strategies to improve cross-setting communication

Aligning financial incentives to promote cross-setting collaboration

Publications / links

Research guide
http://www.amga.org/research/research/ACO/index aco.asp

ACO Report FINAL
http://www.amga.org/AboutAMGA/ACO/Articles/AMGA%20AC0%20June%202012%20Report FINAL.pdf

Readiness Assessment Tool
http://www.amga.org/research/research/ACO/assessTool.pdf
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Organization American Medical Group Association (affiliate)
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source WWW.amga.org
Council of Accountable Physician Practices (CAPP)
Measure
http://www.amga-capp.org
Summary

A research project that seeks to demonstrate that accountable physician practices deliver effective, efficient health care that
improves clinical outcomes, enhances quality of life, and satisfies patients.

Methodology
1. Group Practice Performance Study - test the feasibility of linking three data sources:
1. Datafrom CAPP multispecialty group practices identifying physicians within their groups
Medicare claims data from Dartmouth’s Medicare fee-for-service claims database; and
3. National Survey of Physician Organizations (NSPO) - NSPO1 and NSPO2 data on organizational attributes and care

management processes at these organizations.

Data will be analyzed to provide insight into differences in performance across these organizations and the association between
better performance and the presence of specific organizational attributes and specific care management processes.

2. Degree of Integration and Care Management Processes - Collect best practices in
1. Use of IT and the EMR in the care of chronic conditions,
2. Capabilities to provide feedback and guidance on the overall performance of a practice and its physicians,

3. Capabilities to provide patient-centered care.

The study will summarize the current capabilities across the CAPP groups and examine the relationship between the degree of
integration and use of care management processes.

Results

Aim is more efficient care through:

Shared costs

e Better coordinated care
e Shared information and communications system = use of electronic medical records and implement best practices
o Multispecialty medical groups also practice preventive medicine
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There are case studies for various categories:
e Prevention
e Team-based Care
e Health Information Technology
e Evidence-based Treatment
e Day And Night Access
e Value
And, for these ACO Types:
e Integrated Delivery System (IDS)
e  Multispecialty Medical Group
e Independent Physician Association (IPA)
e  Physician-hospital Organization (PHO)
e  Hospital
e Health Plan

Publications / links

Current projects http://www.amga-capp.org/projects/projects-2013.aspx

Case studies http://www.accountablecarefacts.org/case studies/

Partners in Health: How Physicians and Hospitals Can Be Accountable Together, eds. Francis J. Crosson and Laura A.
Tollen; Jossey-Bass, 2010

Many Large Medical Groups Will Need To Acquire New Skills And Tools To Be Ready For Payment Reform Health Aff
September 2012 31:91984-1992;
http://content.healthaffairs.org/cgi/content/full/31/9/1984?ijkey=Bg3D.HCkM60II&keytype=ref&siteid=healthaff.

Health Care Reform Requires Accountable Care Systems. Stephen M. Shortell, PhD, MBA, MPH; Lawrence P. Casalino, MD, PhD
JAMA. 2008;300(1):95-97.

Reforming the Delivery System. Report to Congress. MedPac. June 2008.
http://www.medpac.gov/documents/Jun08 EntireReport.pdf

Does Affiliation of Physician Groups with One Another Produce Higher Quality Primary Care? Mark W. Friedberg,
Kathryn L. Coltin, Steven D. Pearson, Ken P. Kleinman, Jie Zheng, Janice A. Singer and Eric C. Schneider . J of General Internal
Medicine, Volume 22, Number 10 / October, 2007 pp 1385-1392
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Organization Anthem (example from one state)
Category Incentive/Reward Programs
Source www.anthem.com

Examples of various state-specific programs

Networks

Enhanced Personal Health Care Program

Measure Access to employer and provider portals for specific states

www.anthem.com/ca/home-providers.html

http://www.anthem.com/ca/home-employers.html

Updated in 2013
Summary (example from one state)

Overview from authors: Anthem works in multiple states and some material is available only to members or local providers So,
their material is hard to summarize.

e There are multiple Anthem programs related to measurement across each of the states.

e Many states offer multiple networks to their members at different price points. This is based on both quality and
efficiency metrics.

e Patient centered medical home programs are available in Colorado and other states.

e Hospital quality incentive programs are offered in some states

e Some states offer links to state-wide data bases. quality or performance in particular states.

e Various programs offered through the Blue Cross Blue Shield Association are available in most of their states. This
includes the Blue Distinction, Center of Medical Excellence, Blue Precision Physician Performance Recognition Program,
and eQuality Improvement Program. These are discussed in separate entries.

Highlights of public material from one of the larger states (California) is below.

Methodology
HMO Pick-a-Network
The entire HMO portfoliol of plans can be sold using any of our three HMO networks:
Traditional HMO Network — with more than 35,000 California physicians and specialists, and more than 370 hospitals

Select HMO Network — our high-performance network, which has demonstrated its commitment to cost efficiency,
with locations in 23 counties
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And now, introducing .... Select Plus HMO Network — our new statewide provider network that offers more access than
the Select HMO Network at a lower cost than the traditional HMO

Enhanced Personal Health Care Program

This Program empowers primary care physicians (PCPs) to engage in those comprehensive primary care functions that move us
toward a coordinated, evidence-based care model that has the greatest impact on achieving the triple aim of improved quality,
patient experience and affordability.

We believe the doctor-patient relationship is the most important in health care. Every patient should have a relationship with a
primary care physician who knows and understands their individual health care needs, can provide comprehensive “whole

patient” health care services, and will serve as their champion, helping them navigate the complex health care system to ensure
they get the care they need when and where they need it. This is the key to improving quality and outcomes and, subsequently,

lowering costs.

The Program is based on a simple principle — that primary care physicians and their practice team, provided with the right tools,
information, and resources, are best equipped to optimize the health of their patients and improve the affordability of health

care.
e Make a significant investment in primary care

e  Provide primary care physicians with tools, resources and meaningful information that promote (1) access, (2) shared
decision making, (3) proactive health management, (4) coordinated care delivery, (5) adherence to evidence based
guidelines and (6) care planning.

e  Redesign the current payment model to move from volume based to value based payment, aligning financial incentives
and providing financial support for activities and resources that focus on care coordination, individual patient care
planning, patient outreach and quality improvement.

e Improve the patient experience by creating better access to a primary care physician and making them active
participants in their health care.

Results

The networks outlines above are offered a different price points in the market. In some parts of the state, the differences
between the various HMO and PPO networks are very larger. Many of these network options have been offered for years.

Publications / links

Medical plans and networks (one of many networks descriptions for specific types of buyers — this is small group)
http://www.anthem.com/wps/portal/ca/employer?content _path=employer/f3/s2/t0/pw_al116798.htm&label=Large%20Group
%20Plans%20%2851%200r%20more%20Employees%29&rootLevel=2
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Patient-Centered Primary Care Program

http://www.anthem.com/wps/portal/ca/provider?content path=provider/f0/s0/t0/pw e191020.htm&label=Patient-
Centered%20Primary%20Care%20Program&rootLevel=3

Solutions for the future http://www.anthem.com/agent/va/f4/s0/t0/pw_a034764.pdf
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Organization

AQA Alliance

Category Standards Setting, Industry Organizations
Source http://www.aqaalliance.org/
Measure Physician Practice Measures

UPDATED in 2013

Summary

The AQA is a major contributor to achieving the National Quality Strategy through a multi-stakeholder approach
which embraces patient-centered team-based care. The AQA alliance, founded in 2004, is a broad-based national
coalition working together on a strategy to measure, report on and improve physician performance.

Methodology

There are two main workgroups.

AQA Measures and Improvement Workgroup has evolved from a focus on measures to a focus on
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improvement efforts with demonstrated success. The workgroup will look at measurement in the context of

facilitating and leveraging improvement.

Reporting Workgroup focuses on promoting best practices to report meaningful information to consumers,
individual clinicians, and other stakeholders to inform decision-making and improve outcomes.

One report is a survey of private and governmental agencies engaged in reporting on physician performance to

physicians and consumers. The report presents results of the survey and recommendations and policy considerations
to guide future workgroup efforts.

Publications / links

Survey on Physician Reports

http://www.agaalliance.org/Files/CommentsAQAReportingWGDraftPaper.pdf

http://www.aqaalliance.org/Files/AQAReport 022412 final.pdf

Measurement and Improvement Workgroup (includes summaries of monthly calls)

http://www.aqaalliance.org/measuresimprov.htm

Principles for Reporting to Clinicians and Hospitals

http://www.agaalliance.org/files/ProviderPrinciplesMay06.pdf

AQA Compendium of Approved Performance Measures. 2008

www.aqaalliance.org/files/CompendiumofApprovedMeasures.doc
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Organization Archimedes Healthcare Models

Category Risk assessment

Source http://archimedesmodel.com/

Measure /

Initiative http://www.ncbi.nlm.nih.gov/books/NBK22837/

UPDATED IN 2013

Summary

The Archimedes Model, is a clinically realistic, validated mathematical model that simulates human physiology,
diseases, interventions, and care delivery. Through innovations such as IndiGO, Archimedes empowers consumers to
become better engaged in their healthcare—leading to improved adherence, better outcomes, and reduced costs.

The practice of medicine has become extraordinarily complex. Managing that complexity requires good information
about the effects of different courses of action on health, logistic, and economic outcomes. The preferred method of
obtaining that information is through empirical clinical research. Unfortunately, in medicine the ability to conduct
clinical research is severely limited. A typical clinical trial comparing just two options requires thousands of patients,
costs tens or hundreds of millions of dollars, takes 3 to 15 years, and is likely to be outdated before it is completed.

In other fields, mathematical models have been used to help make decisions and design systems. However, the
variability of human biology and behavior, the size and complexity of health care systems, and the wide variety of
important questions to be addressed all place special demands on health care models. We have designed a new type
of model, called Archimedes.

Methodology

The mathematical foundations of the Archimedes model are described elsewhere (Schlessinger and Eddy, 2002). The
most difficult part of the model is the representation of physiology. Features correspond roughly to anatomic and
biological variables. Examples in the current Archimedes model are systolic and diastolic blood pressures, patency of
a coronary artery, cardiac output, visual acuity, and amount of protein in the urine. Features can represent real
physical phenomena (e.g., the number of milligrams of glucose in a deciliter of plasma), behavioral phenomena (e.g.,
ability to read an eye chart), or conceptual phenomena (e.g., the “resistance” of liver cells to the effects of insulin).

In general, several dozen features and 10 to 30 equations are necessary to calculate the occurrence of any particular
outcome (e.g., the rate of heart attacks in a specified population). The model currently includes the features
pertinent to coronary artery disease, congestive heart failure, diabetes, and asthma. Features relating to other
diseases are being added continually.
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The level of detail of the model is determined by the intended users. We build the physiology part of the model to
the level of detail clinicians tell us they consider necessary for their decisions. As a result, the physiology model
corresponds roughly to the level of biological detail found in patient charts, general medical textbooks, and the
designs of clinical trials. Care processes, logistics, resources, and costs are modelled at an equally high level of detail,
as determined by administrators. For example, there are 37 different types of outpatient primary care visits.

Archimedes is a person-by-person, object-by-object simulation. It covers a broad spectrum, spanning features from
biological details to the care processes, logistics, resources, and costs of health care systems. It includes many
diseases simultaneously and interactively in a single integrated physiology, enabling it to address comorbidities,
syndromes, and treatments with multiple effects. Our goal is to provide a trial-validated method that can be used to
address problems that cannot be feasibly addressed through empirical studies, because of high cost, long follow-up
times, large sample size, unwillingness of providers or patients to participate, large number of options, or the rapid
pace of technological change. In the way that a flight simulator provides valuable experience, shortens the time
needed in real planes, and simulates experiences that are too dangerous or rare to attempt for real (like severe wind
shear), the Archimedes diabetes model should be a useful tool for sharpening our understanding of diseases and
their management

Results

Archimedes is based on deep review of the clinical literature. Presentations by the organization indicate major
changes in behavior by physicians and patients as a result of using these models.

Publications / links

http://www.ncbi.nlm.nih.gov/books/NBK22837

http://care.diabetesjournals.org/content/31/8/1670.full.pdf+html
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Organization Arkansas (State and other organizations)

Category Incentive/Reward Programs

Source http://www.paymentinitiative.org/aboutUs/Pages/default.aspx
Measure / Arkansas Health Care Payment Improvement Initiative
Initiative http://www.paymentinitiative.org/aboutUs/Pages/default.aspx

UPDATED IN 2013

Summary

In 2011, Arkansas Medicaid, the Arkansas Department of Human Services, Arkansas Blue Cross and Blue Shield, and
QualChoice of Arkansas partnered to transform our state’s health care and payment system. The collaboration is
called the Arkansas Health Care Payment Improvement Initiative.Together, Medicaid and private insurance
companies represent a large enough portion of the market that initiative leaders felt there would be a big enough
incentive for providers to shift to a higher-quality and more cost-efficient system of care.

Working closely with hundreds of physicians, hospital executives, patients, families and advocates, the payers
worked for nearly a year to design and build the new payment system. The result is a bold initiative tailored to the
needs of Arkansas patients and providers. Though some aspects of this initiative have been or are being tried
elsewhere in the country, Arkansas is the first to use this approach statewide and with both public and private
payers.

The initiative is part of a larger effort to improve the state’s overall health care system by improving access to care,
increasing the number of people who are insured and improving the quality of care patients receive. For more
information about the larger effort, please visit Arkansas Center for Health Improvement.

Methodology

Public and private insurers in Arkansas and across the country are facing a financial crisis as health care costs rise to
an unsustainable level. The Department of Human Services, Arkansas Medicaid, Arkansas Blue Cross and Blue Shield
and QualChioce of Arkansas are jointly working on an initiative to address this issue in a way that works for providers
and patients. The Arkansas Health Care Payment Improvement Initiative is designed to reward physicians, hospitals
and other providers who give patients high-quality care at an appropriate cost. The collaborating partners developed
and refined the episode model over nine months with significant contributions and comment from hundreds of
physicians, health care professionals, patients and other stakeholders.

How it Works
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Patients experiencing one of the medical episodes will schedule office visits and be seen by their physician or mental
health provider just as they are today. Providers will file claims as usual and be reimbursed as they are today. The
change comes as providers are now able to input some basic information related to the care they provide into a
Provider Portal. Medicaid and the private insurers use the information from the portal along with claims data to
determine which provider has the most responsibility for a given episode. That provider will be designated the
“Principal Accountable Provider (PAP).” At the end of the set time period, each PAP’s average cost per episode will
be calculated and compared to “acceptable” and “commendable” levels of costs. If the average cost is above the
acceptable level, the provider will pay a portion of the “excess” costs. If the average cost is acceptable but not
commendable, there will be no payment changes. If the provider offers high-quality care below the commendable
level, then he or she will be eligible to share in the savings with the payer. If you want more details on the state's
overall health care transformation effort, you can read our State Innovation Plan.

An episode is the collection of care provided to treat a particular condition for a given length of time. During the first
phase of the payment initiative, Medicaid and the private insurers initially introduced five episodes of care: upper
respiratory infections (URI), total hip and knee replacements, congestive heart failure (CHF), attention
deficit/hyperactivity disorder (ADHD), and perinatal. Providers share in the savings or excess costs of an episode
depending on their performance for each episode. For some episodes, providers will submit a small amount of
information not currently available through the billing system through the Provider Portal. For each episode, all
treating providers will continue to file claims as they have previously and will be reimbursed according to each
payer’s established fee schedule. The payer will identify the Principal Accountable Providers (PAP) for each episode
through claims data.

Results

These first episodes were introduced July 1 of 2012, with a preparatory period of three to six months that will give
providers time to learn about the new model and to adjust their practices, if necessary. During the preparatory
period, providers will receive detailed reports on quality, cost, and utilization for their historical episodes

The rules for each episode vary, but in most cases, the episode length is at 12 months. Providers will receive their
first full performance report reflecting settlement for risk and gain sharing payments several months later.

The program is also being extended to additional episodes.

There are multiple workgroups plus additional supports is available though a Provider Portal. Using the portal,
providers are able to access reports that show the overall quality of care they delivered during a set time period --
typically one year -- and at what average cost. Medicaid and the private insurers use the information from the portal
along with claims data to determine which provider has the most responsibility for a given episode.

Publications / links
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Main link http://www.paymentinitiative.org/aboutUs/Pages/default.aspx

Overview http://www.paymentinitiative.org/referenceMaterials/Documents/AP11%20overview.pdf

Episodes of Care http://www.paymentinitiative.org/episodesOfCare/Pages/default.aspx

How it works http://www.paymentinitiative.org/howltWorks/Pages/default.aspx

State Innovation Plan

http://www.paymentinitiative.org/referenceMaterials/Documents/SIM%20111.%20%20State%20Ilnnovation%20Plan%
202012%2009%2021%20%20FINAL%20-%20T0%20SUBMIT.pdf
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Organization ASC Quality Collaboration (Ambulatory Surgical Centers)
Category Standards Setting, Industry Organizations
Source http://www.ascquality.org/

Measure ASC Quality Measures

UPDATED IN 2013
Summary

The ASC Quality Collaboration (ASC QC) is a cooperative effort of organizations and companies interested in ensuring
that ASC quality data is measured and reported in a meaningful way. In 2006, leaders from the ambulatory surgery
center (ASC) industry joined with accrediting bodies and associations representing physicians and nurses to form the
ASC Quality Collaboration. The ASC Quality Collaboration was formed to develop, support and promote specific
measures for quality appropriate to ASCs. This leadership group envisioned a set of quality measures that could
become the standard across outpatient surgery settings with potential for use in discussions on pay-for-
performance, responding to state data collection initiatives, collaborating with payors and others in providing
consumer information, and benchmarking for quality improvement in individual ASCs.

Methodology

The Ambulatory Surgery Center measures are focused around patient safety. The measures are outcome and process focused.
They include public interest concerns such as medication administration and correct site surgery and address areas of potential
operative and post operative complications such as hospital transfers/admissions and patient burns.

The NQF has endorsed various facility-level ASC measures submitted by the ASC Quality Collaboration including:
e Patient Burn
e Prophylactic Intravenous Antibiotic Timing
e  Patient Fall within the ASC
e  Wrong Site, Wrong Side, Wrong Patient, Wrong Procedure, Wrong Implant
e Hospital Transfer/Admission Methodology
e Appropriate Surgical Site Hair Removal

Measures were developed through consultation with a wide range of stakeholders. This includes ASC clinical and administrative
leaders, health policy researchers, CMS and other key federal and state governmental agency representatives. Existing measures
including those in use, required, or under development by industry organizations were reviewed. After review of commonalities
between the current measure sources as well as use of these measures across organizations, nine initial measures were
identified for standardization of definitions and measurement criteria.
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Results

These measures are endorsed by the National Quality Forum

The ASC QC strongly supports public reporting of quality data. Our commitment to public reporting is reflected in our
online publication of a free quarterly report of ASC quality data, made possible entirely through the voluntary efforts
of our participants.

Publications / links

ASC Quality Measures: Implementation Guide. Version 1.7
http://ascquality.org/documents/ASCQualityCollaborationImplementationGuide.1.7.pdf

Summary
http://www.ascquality.org/documents/Summary6ASCmeasuresendorsedbyNQF.xls
http://ascquality.org/documents/SummaryASCQCNQFEndorsedMeasures2012.pdf

Quarterly report on results
http://www.ascquality.org/qualityreport.cfm
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Organization BlueCross Blue Shield Association (BCBSA)
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source www.bcbs.com
http://www.bcbs.com/innovations/bluedistinction/
Hospital programs
Blue Distinction
Measure

Centers of Medical Excellence

UPDATED IN 2013
Summary

The Blue Cross and Blue Shield Association (BCBSA) is a national federation of 39 independent, community-based
and locally operated Blue Cross and Blue Shield companies. Collectively, the Blue Cross and Blue Shield System
provides healthcare coverage for 102 million people or one-in-three Americans. Blue Cross and Blue Shield
companies offer a variety of insurance products to all segments of the population, including large employer groups,
small businesses and individuals.

Programs include Blue Distinction, Center of Medical Excellence, and other quality improvement programs.

Methodology

When choosing a medical facility, performance counts. Many specialty care providers in the Anthem network have
earned one (or more) of the quality awards below. Each award is only presented to facilities that pass a rigorous
review of their processes and performance. Over and over, they’ve proven their expertise at delivering quality care.
That could mean fewer complications, fewer readmissions and higher survival rates. Look for these awards as you
weigh your health care options.

Blue Distinction

Hospitals or other centers of care that meet tough standards for quality care may earn the title Blue Distinction
Center for Specialty Care. We’ve worked with expert doctors to come up with these standards. Blue Distinction
designation is awarded by the Blue Cross and Blue Shield companies to medical facilities that have demonstrated
expertise in delivering quality healthcare. Based on rigorous, evidence-based, objective selection criteria. Goal is to
help consumers find quality specialty care on a consistent basis, while enabling and encouraging healthcare
professionals to improve the overall quality and delivery of care nationwide. This includes:

e (Cardiac Care
e Transplant
e Knee and Hip Replacement
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e Complex and Rare Cancer
e Bariatric Surgery
e Spine Surgery

Center of Medical Excellence

Center of Medical Excellence are programs in our transplant network who offer a high quality of care. They must also
show that they are well-run and meet certain standards. Various standards are listed on the website.

Blue Distinction Centers for Transplants® consist of a national network of transplant centers that offer
comprehensive services through a coordinated, streamlined referral management. All of the Blue Distinction Centers
for Transplants meet specific program selection criteria that consider not only provider qualifications and program
process, but patient outcomes as well. This examines the following transplant types:

e heart

e |ung (single or bilateral)

e combination heart/lung

e liver (deceased and living donor)

e simultaneous pancreas kidney (SPK)

e pancreas (PAK/PTA)

e bone marrow/stem cell (autologous & allogeneic)

Publications / links

Center of Medical Excellence and Blue Distinction Centers
http://www.anthem.com/centersofmedicalexcellence/

Blue Distinction Selection Criteria
http://www.bcbs.com/why-bcbs/blue-distinction/blue-distinction-overview.html
http://www.bcbs.com/why-bcbs/blue-distinction/BD_selectioncriteriaoverview.pdf
http://www.bcbs.com/why-bcbs/blue-distinction/

Blue Distinction Fact Sheet
http://www.bcbs.com/why-bcbs/blue-distinction/BD_selectioncriteriaoverview.pdf

Hospital Measurement and Improvement Program
http://www.bcbsla.com/Docs/bluenews april 2009.pdf
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... Blue Cross of Massachusetts
Organization

Contract Model; Incentive/Reward Programs

Category

Source http://www.bluecrossma.com
Alternative Quality Contract

Measure

http://www.bluecrossma.com/visitor/about-us/affordability-quality/agc.html

UPDATED IN 2013
Summary

In 2009, Blue Cross Blue Shield of Massachusetts introduced a payment reform model called the Alternative Quality
Contract (AQC). The AQC employs a population-based global budget coupled with significant financial incentives
based upon performance on a broad set of quality measures. The twin goals of the AQC are to significantly reduce
health care spending growth while improving quality and health outcomes. The AQC is one of the largest commercial
payment reform initiatives in the United States and includes over three-quarters of Blue Cross Blue Shield of
Massachusetts’ overall network of contracted primary care providers and specialists who care for about 665,000
HMO members as of October 2012.

At Blue Cross Blue Cross Blue Shield of Massachusetts, we believe the most promising way to slow rising health care
costs is to enable the delivery system to improve the quality, safety and effectiveness of care. To address both cost
and quality, we need a health care system in which financial and clinical goals are aligned. A key component is to
change the way insurers reimburse doctors and hospitals for their services.

The goal of AQC is to reduce the medical expense trend of participating organizations by half over a five years
contract term. One big advantage of this system is that because the growth rates for global budgets are set in a five-
year contract, premium increases are much more predictable for businesses.)

Methodology

BCBSMA has developed and implemented a model: the Alternative Quality Contract (AQC). The new contract model
combines a per-patient global budget with significant performance incentives based on quality measures. The AQC
places the focus on what matters most to all of health care’s stakeholders—quality, value, and patient outcomes.

Alternative Quality Contract combines a fixed per-patient payment (adjusted annually for health status and inflation)
with substantial performance incentive payments (tied to the latest nationally accepted measures of quality,
effectiveness, and patient experience). The goal of this restructured model is to enable the delivery system to give
the patient the best result from the most appropriate treatment (e.g. based on the best medical evidence), by the
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right kind of provider (e.g. specialist, family doctor, nurse), at the right time (when intervention is most appropriate),
and in the most appropriate setting (e.g. hospital, physician office, independent laboratory, home).

A team of physicians, finance experts, and measurement scientists worked to develop a contract model that would
give hospitals and physicians meaningful incentives to improve the quality of care while conserving health care
resources.

In particular, the AQC incorporates significant financial incentives that encourage physicians and hospitals to meet
high standards on a broad set of quality and outcome measures. Starting budgets for organizations in the AQC are
based specifically on each organization’s historical rate of spending for its patient population and adjusted for
changes in that population throughout the contract term.

AQC contracts are generally five-year agreements in contrast to national and historical norms for one-year fixed
payment arrangements. The five-year AQC time period enables physicians and hospitals to plan for use of health care
services over the life of the contract. Finally, the AQC put in place several features to mitigate financial risk for the
groups, including a requirement that all groups carry reinsurance for high cost cases (i.e., covers 70 to 90 percent of
cost if medical expenditures exceed a threshold, such as $100,000), flexibility in the AQC model with respect to the
degree of financial risk sharing assumed by the provider organization and a “unit cost corridor” that adjusts AQC
budgets if BCBSMA negotiates significantly higher (or lower) fees with network providers than originally projected.
Another distinguishing feature of the AQC is the ongoing data and information support provided by BCBSMA to the
AQC groups. The broad set of data and reports provided — some daily, others monthly, quarterly, biannually and
annually —is designed to support physicians’ success at managing to both the quality and efficiency incentives of the
AQC model.

The Alternative Quality Contract includes several key components that are dependent on each other to create the
necessary alignment of incentives:

e Financial structure

e Performance measures

e Sustained partnership (five-year contract)

e Integration across continuum of care

e Savings opportunities.

o The Alternative Quality Contract also has several means of mitigating risk:

e Risk Adjustment using Diagnostic Cost Groups (DxCG)

e Partial risk sharing (between 50% and 100%)

e Mandated reinsurance for high-cost cases (where a patient’s medical expenses exceed $100,000)

e A “unit cost corridor” which increases or decreases the global budget if BCBS negotiates higher (or lower)
fees with providers than originally projected
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Children's Hospital Boston and its two physician groups, Children's Physicians' Organization and the Pediatric
Physician Organization at Children's (PPOC), are the latest provider groups to join the AQC. The agreement with
Children's and their physician groups is especially important since they are the first pediatric-only hospital and
physician groups to sign the contract. This agreement provides further evidence that this innovative payment model
can work for a variety of different types of hospitals and physicians, no matter what their size or specialty.

Results

The AQC was designed to address the twin goals of improving the quality and outcomes of patient care while
significantly slowing the rate of growth in health care spending. In year one, significant progress was made toward
achieving both goals. The AQC’s success is attributable to four primary factors: 1) the quality measures contained the
contract are nationally accepted as clinical appropriate so there is wide support for improving performance on these
indicators; 2) real dollars are at stake for improvement; 3) performance data is made available regularly which
enables provider organizations to track progress and take action to better manage their patients health; and 4) the
participating provider groups have strong support from their leadership to implement new systems and act on the
data.

According to Harvard Medical School researchers, the Alternative Quality Contract is improving the quality of patient
care while simultaneously slowing the growth in health care spending. The Harvard study analyzed the effect of the
AQC on total medical spending over two years. They found that, compared to nonparticipating groups, savings were
1.9 percent in the first year and 3.3 percent in the second year. Savings were achieved through lower prices from
shifting procedures, imaging, and tests to providers with lower fees, and through reduced utilization among some
groups. The authors also analyzed the effect of the AQC on quality of care, finding that improvements in chronic care
management, adult preventive care, and pediatric care were larger in the second year than in the first year.

Publications / links

Main summary site (including videos) http://www.bluecrossma.com/visitor/about-us/affordability-quality/agc.html

Alternative Quality Contract White Paper http://www.bluecrossma.com/visitor/pdf/aqc-results-white-paper.pdf

Summary of Harvard's Alternative Quality Contract study http://www.bluecrossma.com/visitor/pdf/hms-bcbsma-agc.pdf

The ‘Alternative Quality Contract,” Based On A Global Budget, Lowered Medical Spending And Improved Quality Health Aff
August 2012 31:81885-1894; published ahead of print July 11, 2012

http://content.healthaffairs.org/content/31/8/1885.full

http://healthaffairs.org/blog/2013/06/22/health-affairs-article-on-alternative-quality-contract-named-academyhealth-article-of-

the-year/
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*Blue Cross Blue Shield of Massachusetts The Alternative QUALITY Contract -May 2010 (earlier)
http://www.bluecrossma.com/visitor/pdf/alternative-quality-contract.pdf

Blue Cross Blue Shield of Massachusetts Announces First-Year Results of Alternative Quality Contract

http://www.bluecrossma.com/visitor/newsroom/press-releases/2011/newsRelease01212011.html
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Organization Blue Cross Blue Shield of Michigan
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source http://www.bcbsm.com/

Value Partnership Initiatives
http://www.bcbs.com/news/bluetvradio/pathway-to-covering-america/blue-cross-blue-
Measure shield-of.html

http://www.bcbsm.com/provider/value partnerships/index.shtml
http://www.valuepartnerships.com/

UPDATED IN 2013
Summary

A nonprofit health care organization founded in 1939. The largest health insurer in Michigan: 4.4 million members in
Michigan and 1.2 million more members in other states. The largest network of doctors and hospitals in Michigan:
156 hospitals, nearly 30,000 doctors.

Blue Cross Blue Shield of Michigan's Value Partnerships program is a collection of clinically oriented initiatives that
are significantly improving the quality of patient care throughout the state of Michigan. Through Value Partnerships,
Blue Cross Blue Shield of Michigan works collaboratively with physicians, Physician Organizations, and with the
majority of the acute-care hospitals in the state to improve the health care provided to all Michigan residents.

Methodology

This innovative, quality-based approach to transforming health care is:

e Enhancing clinical quality

e Decreasing complications

e Managing costs

e Eliminating errors

e Improving health outcomes

Hospital Pay-for-Performance

The Blue Cross Blue Shield of Michigan P4P program rewards hospitals for improvement and achievement in both
quality and efficiency. Through this program a hospital earns, on average, an additional 5 percent on all inpatient and
outpatient payments. Blue Cross Blue Shield of Michigan also offers a P4P program for small rural hospitals with
measures unique to small and critical access hospitals. The structure and measures of both P4P programs are
developed in collaboration with hospitals via a Blue Cross Blue Shield of Michigan-Hospital P4P Workgroup.

Sixty percent of each hospital’s P4P score is based on quality, including participation in selected collaborative quality
initiatives. The remaining 40 percent is based on efficiency. Hospitals must also meet a patient-safety prequalifying
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condition to be eligible to participate in the program. The following table summarizes the program structure and
weights.

Physician Group Incentive Program

PGIP is an innovative program that is catalyzing Michigan physicians to create high performing health care systems
across the state. This program supports and facilitates practice transformation using a wide variety of initiatives to
reward Physician Organizations for improved performance in health care delivery. PGIP is comprised of 34 initiatives
aimed at capability building, improving quality of care delivery, and appropriate utilization of services.

PGIP models of care

Patient-Centered Medical Home Program: The number of designated PCMH physicians grew has grown from 1,200 in
2009 to more than 3,200 physicians in 995 practices in 2012.

Provider-Delivered Care Management: PDCM is a promising new model for care management delivered in the
context of the doctor-patient relationship, which extends care management into the clinical setting. Through this
program, multi-disciplinary teams composed of RNs, diabetes educators, pharmacists and other health care
professionals, led by primary care physicians, work with patients to ensure that patients are empowered to self-
manage their health, and that all gaps in care are addressed.

Organized Systems of Care: OSC a community of caregivers that has a shared commitment to a defined patient
population. OSCs are designed to take Blue Cross Blue Shield of Michigan's PCMH Program to the next level,
expanding it to include hospitals and specialists. Together, through the formation and development of OSCs, primary
care physicians, specialists and hospitals will work to coordinate services across the health care continuum for a
defined patient population.

Collaborative Quality Initiatives

CQls address some of the most common, costly areas of surgical and medical care by facilitating collaboration
between Michigan providers and hospitals. Participating hospitals and providers collect, share and analyze data
through the use of clinical registries, then design and implement changes to improve outcomes associated with
complex, technical areas of care. CQl registries permit a more robust analysis of the link between processes and
outcomes than can be achieved by examining one group or institution alone. As of 2012, Blue Cross Blue Shield of
Michigan is providing funding and leadership for 12 hospital-based CQls.
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Results

$27 million saved - in 18 months, through the appropriate use of high- and low-tech radiology services.

66% reduced - reduced radiation exposure per procedure for patients undergoing cardiac CT angiography—with no
reduction in image quality.

$85.9 million saved - statewide over two years by reducing adverse events through the Michigan Surgical Quality
Collaborative.

$102 million saved - statewide over three years by improving quality and reducing complications through the
angioplasty initiative.
Publications / links

Main website
http://www.valuepartnerships.com/

2012 partners in health care report
http://www.bcbsm.com/content/dam/public/Providers/Documents/help/R007532 2012PartnersReport 01WEB.pdf

Physician Group Incentive Program Overview
http://www.bcbsm.com/content/dam/public/Providers/Documents/physician-group-incentive-program-basics.pdf

Assessment and Measurement of Patient-Centered Medical Home Implementation: The BCBSM Experience
Alexander, Paustian, Wise, Green, Fetters, Mason, El Reda,
http://annfammed.org/content/11/Suppl 1/S74.full.pdf+html

Partial and Incremental PCMH Practice Transformation: Implications for Quality and Costs
http://onlinelibrary.wiley.com/doi/10.1111/1475-6773.12085/abstract
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Organization Brookings-Dartmouth ACO Learning Network

Category Value based payment / Payment reform

Source http://www.acolearningnetwork.org/

Measure Accountable Care Organization (ACO) Learning Network

UPDATED IN 2013
Summary

The Accountable Care Organization (ACO) Learning Network, focuses on practical steps toward implementing more
accountable health care and building greater value into the care delivery process through the use of ACOs. The Network
offers practical guidance and a forum for interested and engaged parties to learn from one another throughout the process of
planning and implementation. The program is working to align feasible short-term delivery system policy reforms — including
the “medical home” model, patient shared decision-making, and bundled payments — with the long-term goal of developing a
high-quality, efficient, and sustainable system.

Methodology

ACOs have received significant attention in the current health reform debate as an especially promising model for
reshaping care delivery. ACOs are provider organizations participating in a payment and performance measurement
framework that encourages integration and accountability at the local level. This model presents a path for reform
that builds on current provider referral patterns and offers shared savings payments to providers willing to be held
accountable for quality and costs. The ACO framework offers a basic method of decoupling volume and intensity
from revenue and profit and is thus the first step to achieving a sustainable health care delivery system.

Overview of the Learning Network

The ACO Learning Network is a member-driven network that provides participating organizations the tools necessary to
successfully implement accountable care. The Learning Network is sponsored by The Brookings Institution with support from The
Dartmouth Institute for Health Policy and Clinical Practice. Brookings and Dartmouth have been working together since 2007 to
foster the adoption of ACOs and other accountable care processes and payment strategies that will improve care quality and
control health care costs.

The number of accountable care arrangements in the United States continues to grow at accelerating pace. In
addition to more than 250 Medicare ACO programs and 200 private-sector ACO initiatives, countless other
healthcare delivery and payment innovations are developing in all parts of the country. These organizations are
looking for strategic advice on implementation strategies and concrete insights and action steps to move their
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organizations forward in the face of a constantly evolving health care environment. The ACO Learning Network
fosters the critical exchange of ideas among members and provides key thought leadership in the development of
accountable care implementation and policy.

As the accountable care landscape continues to grow and evolve, creating a rich diversity of accountable care
providers—public and private sector, big and small, new and old, hospital systems and small IPAs, integrated health
systems and small physician practices, those looking to learn and those looking to lead—so we are making an effort
to adapt the content and structure of the Learning Network to better meet member needs. This includes segmenting
some of our work to ensure that ACOs of all sizes, organization type, and experience receive the information and
tools necessary to effectively implement their accountable care strategy. At the same time, we continue to value the
important contributions made by related stakeholders such as pharmaceutical and other biotechnology
manufacturers, consulting firms, IT developers, and vendors and want to ensure that they can share their insights
and take part in practical accountable care solutions. We will also remain a leader in identifying and responding to
policy changes that affect all of our members. Overall, these refined goals will lead to a more productive and
valuable experience.

Publications / links
The website lists many articles and press releases related to these topics.

Details are only available to members. Including an ACO Toolkit

All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the
content was extracted in 2013. But, some of the continuing programs come from earlier editions (2008 or 2010). It has not been independently
validated and the authors and the Society of Actuaries make no warranty as to its accuracy.

© 2013 Society of Actuaries, All Rights Reserved



71

Brookings Institution — Engelberg Center for Health Reform / Quality Alliance

Organization . .
g Steering Committee

Category Standards Setting, Industry Organizations

Source http://www.healthqualityalliance.org/

Quality Alliance Steering Committee

M
easure High-Value Health Care Project (HVHC)

Summary

The Quality Alliance Steering Committee (QASC) is a collaborative effort aimed at implementing measures to improve
the quality and efficiency of health care across the United States. The QASC is comprised of existing and emerging
sector-specific quality alliances, as well as leaders among physicians, nurses, hospitals, health insurers, consumers,
accrediting agencies and the public sector. Together, all of these stakeholders are working to ensure that quality
measures are constructed and reported in a clear, consistent, and person-focused way to inform both consumer and
employer decision-making, as well as the efforts of practitioners to improve care that is delivered.

This program is supported by the Brookings Institution, a nonprofit public policy organization based in Washington,
DC.

Methodology

The Quality Alliance Steering Committee, a collaborative effort among a variety of key stakeholders, is working to
make consistent and useful information about the quality and cost of health care widely available. The High-Value
Health Care Project is a QASC initiative developed to support this goal.

Quality Alliance Steering Committee (QASC) was formed to advance high-quality, cost-effective, patient-centered
health care by providing a national framework for implementing quality and cost measures to improve care around
the country. QASC participants reflect a very broad range of health care stakeholders including provider groups,
consumer groups, business alliances, payer groups, regional collaborations to improve quality and government
agencies. QASC was established in 2006 by two established quality alliances —the AQA Alliance and the Hospital
Quality Alliance, along with other stakeholders, to help develop an overall framework for the effective use of
standard quality and cost measures in physician offices and hospitals nationwide.

High-Value Health Care Project (HVHC) - Major gaps exist between the health care that people should receive and
the care they actually receive. Research also shows that health care quality and costs and patient outcomes differ
significantly depending on where patients live, which doctors and hospitals provide their health care, and their
racial/ethnic status. Consistent information is needed so that better decisions can be made. Such information about
the performance of doctors, hospitals and other health care providers, and health care results can help individuals,
providers, and payers better evaluate and choose where to get care, how to improve it, and how to pay for it.
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Selected Publications / links

Archive http://www.healthqualityalliance.org/archive

How registries can help performance measurement improve care
http://www.healthqualityalliance.org/userfiles/Final%20Registries%20paper%20062110%281%29.pdf

Measuring costs of care: a promising strategy for episode-based measurement
http://www.healthqualityalliance.org/userfiles/COC%20draft%20080410.pdf

Fostering Accountable Health Care: Moving Forward In Medicare. Elliott S. Fisher, Mark B. McClellan, John Bertko, Steven M.
Lieberman, Julie J. Lee, Julie L. Lewis and Jonathan S. Skinner Health Affairs, 28, no. 2 (2009): w219-w231

Reforming Provider Payment Moving Toward Accountability for Quality and Value. Statement of Mark B. McClellan, MD, PhD

Director, Engelberg Center for Health Care Reform. The Brookings Institution. Senate Finance Committee Roundtable on Health
Care April 21, 2009

http://www.brookings.edu/~/media/Files/rc/testimonies/2009/0421 providerpayment mcclellan/20090421 sfc.pdf
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Organization Californian Association of Physician Groups (CAPG)
Category State focus; Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source WWW.capg.or

Standards of Excellence (SOE) Program

Measure .
http://www.capg.org/index.aspx?page=84

UPDATED IN 2013
Summary

CAPG is a professional association representing physician groups practicing in the managed care model and
comprised of more than 150 of California's leading physician groups. These groups employ and/or contract with
physicians who in turn provide health care services to approximately 13 million Californians. More than fifty percent
of California's health care is delivered by physicians employed by or contracted with CAPG members.

Standards of Excellence SOE reviews group capabilities for six domains:
Methodology

The Standards of Excellence survey is a blue print for how to assess the tools and processes CAPG members have in
place to meet the escalating expectations of healthcare purchasers and patients. The survey helps set the bar for
healthcare consumers to evaluate a physician group’s technical quality, responsive patient experience, and
affordability.

The goals are:

e Documented the impressive breadth and depth of care management, HIT, accountability, and patient care
infrastructure necessary for the coordinated care model to establish a national blueprint for excellent, accountable care

e Stimulated internal group prioritization of development targets

e Channeled dialogue with purchasers, plans, and policy entities to practices and processes of established value, including
significant impact upon state and federal interpretations of reform directives

e Strengthened our culture of transparency, measurement, and reporting, complementing the efforts of P4P
e Annually raised the bar for the claim of Excellence.
Domains 1-4 include: Care Management, HIT, Accountability/Transparency, and Patient Centered Care

Domain 5: Advanced Primary Care is new, hoping to stimulate accelerated progress comparable to what we
experienced with Management, HIT, Accountability, and Patient Centered Care. This domain seeks information
regarding what groups are doing to strengthen their primary care base, foster practice redesign in anticipation of the
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coming workforce constriction, and improve professional satisfaction of this most crucial foundation element for our
systems.

However, in this first year, the domain will NOT be scored, nor will any individual group results be published. We will
use composite results to guide our environmental awareness and priorities for 2013 and beyond, including CAPG's
support of the new California Advanced Primary Care Institute (CAPCI).

Domain 6, Administrative and Financial Capability, remains optional. We believe this has been useful for groups in

III

self assessment, and certainly helpful for organizations contemplating “next level” expansions and formal ACO

endeavors. This domain is not scored, and reports are not published.

Results

Participation remained voluntary in 2012. 73 CAPG groups delivering coordinated, comprehensive care to 10.8 million
Californians (90% of our HMO covered lives) participated in 2012. These same groups care for an additional estimated 4 million
people with PPO, traditional Medicare, and Medi-Cal.

Thirty organizations achieved “Elite” status by surpassing thresholds in each of 4 scoring domains...up from 25 in 2011 and 20 in
2009.

Publications / links

2013 SOE Star Chart http://www.capg.org/modules/showdocument.aspx?documentid=1155
2013 SOE Survey http://www.capg.org/modules/showdocument.aspx?documentid=1054
Primary Care Domain V http://www.capg.org/modules/showdocument.aspx?documentid=1055
Financial and Admin Domain VI http://www.capg.org/modules/showdocument.aspx?documentid=1057
Frequently Asked Questions http://www.capg.org/modules/showdocument.aspx?documentid=1056
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Organization California Healthcare Foundation
Category State focus; Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source www.calhospitalcompare.org/

CalHospitalCompare

Measure California Hospital Assessment and Reporting Taskforce — CHART
http://www.chcf.org/topics/hospitals/index.cfm?itemID=111065&subsection=chart
https://chart.ucsf.edu/#

UPDATED IN 2013

Summary

The California HealthCare Foundation is an independent philanthropy committed to improving the way health care is delivered
and financed in California. By promoting innovations in care and broader access to information, the goal is to ensure that all
Californians can get the care they need, when they need it, at a price they can afford.

The Foundation offers many papers and funds many research projects on healthcare. One major program is the CHART initiative.

California Hospital Assessment and Reporting Taskforce (CHART) was established in 2004 to develop a statewide hospital
performance reporting. The result of this collaboration between the California HealthCare Foundation, the University of
California at San Francisco Philip R. Lee Institute for Health Policy Studies, and the California Hospitals Assessment and Reporting
Taskforce (CHART) was a website - CalHospitalCompare.org. This site includes ratings for clinical care, patient safety, and patient
experience for the 220 hospitals rated on the site account for 82% of hospital admissions in California. Participation is voluntary.

CalHospitalCompare.org is a report card of California hospital performance ratings that consolidates information from a number
of sources into an easy-to-navigate website. Rates quality of care, patient experience, and safety measures for hospitals by local
area. A free service, available in English and Spanish, allows consumers to search for hospitals by location, name, or medical

condition.

Ratings cover the various illnesses:

e heart attack,

e heart failure,

¢ heart bypass surgery,
e hip fracture,

e maternity

®  pneumonia.

Additional measures cover to patients admitted to the Intensive Care Unit, and all surgical patients or all medical patients
(patients admitted to the hospital for an illness that is not treated with surgery).
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Methodology

This Web site is the result of a partnership between two independent organizations dedicated to improving health
care quality: the California HealthCare Foundation (CHCF) and the California Hospitals Assessment and Reporting
Taskforce (CHART), a not-for-profit public benefit corporation. This site includes ratings for clinical care, patient
safety, and patient experience for all acute care hospitals in the state of California with publicly available
information. This represents 332 hospitals, and does not include psychiatric hospitals, rehabilitation facilities, long-
term acute care hospitals and specialty only hospitals. CHART has contracted with Truven Health Analytics to provide
data support and analysis.

How We Rate Quality on This Website

At CalHospitalCompare.org, we rate hospitals on quality measures that affect health care, so you can compare
hospitals. Here are examples of some of the measures that you'll see on this website and why they matter:

e Appropriate timing of antibiotic. Getting an antibiotic within one hour prior to surgery reduces the risk of
wound infections. Hospitals should make sure surgery patients get antibiotics at the right time.

e Hospital-acquired pressure ulcers. Pressure ulcers, also called bedsores, are areas of damaged skin caused by
lying in one position for too long. This measure shows the percentage of patients who acquired pressure
ulcers (stage two or higher) after going into the hospital.

e Aspirin given at arrival to cardiac patients. Aspirin can help keep blood clots from forming and reduces the
risk of death for a patient having a heart attack.

e Bilateral cardiac catheterization. Cardiac catheterization is a procedure that tests if blood vessels to the heart
are narrowed or blocked, which could cause a heart attack. Most people need the test only on the left side of
the heart near the major pumping chamber. The test should be performed on the right side for only a small
number of reasons, such as heart valve disease. This indicator reports the proportion of patients who
received heart catheterization on both sides of the heart.

e Breastfeeding rate. This rate indicates what percentage of newborns were being breastfed exclusively upon
discharge. Although there are many reasons breastfeeding rates vary, it is good practice for hospital staff to
help new mothers begin to breastfeed before they leave the hospital.

e Transition to home. The care that patients get after leaving the hospital is important to their recovery.
Patients were asked whether doctors and nurses talked with them about arranging needed care after leaving
the hospital, and whether they received, in writing, information about which symptoms or health problems
to watch for.

Other information includes, ICU Death Rate, various surgical measures (such as infection prevention, use of
appropriate antibiotic, appropriate discontinuation of antibiotic ) and complication reduction (such as controlled
postoperative blood glucose, and blood-clot prevention .

Risk adjustment for patient characteristics and hospital volume includes using a "margin of error," An estimated
range of hospital performance for each condition is calculated, with the range wider for hospitals with fewer patients
and narrower for hospitals with many patients. The data for the specific condition are then checked to determine
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whether this range includes any of the performance benchmarks (low, middle, or high, where higher means better
performance) and a performance score of superior, above average, average, below average, or poor is assigned. Five
scores were assigned using the low end (L) of the range of each hospital's estimated performance and the high end
(H) of the range and comparing them to the low, middle and high.

In 2011 the CHART board of directors moved to change the source of data collection from participating hospitals to
publically available sources, thus making the role of CHART a data aggregator. In this new format CHART collects,
analyzes, and scores data from various sources and aggregates it into hospital-specific reports. In doing so,
consumers and other users no longer need to use numerous Web sites to obtain performance information when
making decisions about their care.

Results

Information is updated each year. The data base is built for consumer searches.

Publications / links

California Hospital Compare
http://www.calhospitalcompare.org/about-us.aspx#ixzz2juL2gLRF

Link to hospital specific information
http://www.calhospitalcompare.org/?v=2

How we rate quality on this website

http://www.calhospitalcompare.org/resources-and-tools/why-quality-matters/how-we-rate-quality-on-this-website.aspx
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Organization Cave Consulting Group
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source WWW.cavegroup.com

Cave Grouper: Marketbasket System

M r
easure http://www.ahrg.gov/qual/efficiency/hcemch3.htm

UPDATED in 2013
Summary

Cave Consulting Group, Inc. (CCGroup) is a software and consulting company focused on improving the efficiency and
effectiveness/quality in the healthcare delivery system. We recognize the need to address all components of medical
trend (not just service price discounts), if cost-efficiency and effectiveness are to be improved and trend is to be
controlled.

We believe market efficiency and effectiveness will be improved once practitioner and hospital efficiency and
effectiveness are accurately and reliability measured, practitioners are informed of their performance results, and
patients have knowledge of—or are directed to—the most efficient and effective practicing providers. Finally, we
believe market efficiency and effectiveness will be improved once patients with unstable chronic medical conditions
are accurately identified and properly managed.

Methodology
There are a suite of products

e (Cave Grouper™

e CCGrouper EfficiencyCare™
e CCGroup BullsEye™

e CCGroup EffectivenessCare™
e CCGroup MediScreen™

Cave Consulting Group: Cave Grouper Marketbasket System

The Cave Grouper™ groups over 15,000 unique ICD.9 diagnosis codes into 527 meaningful medical conditions. The
527 medical conditions in the Cave Grouper™ account for 100% of all medical conditions and expenditures as
identified by ICD.9 medical condition diagnostic codes (as well as ICD.10). An episode of care is defined as all services
linked together that are used to treat a patient’s medical condition within a specified period of time—including all
ambulatory, outpatient, inpatient, and prescription drug experience (when available). Derivations of the Cave
Grouper™ have been tested over the past 22 years on over 90 million members and 705,000 physicians nationwide.
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The CCGroup EfficiencyCare™ Module takes the output from the Cave Grouper™ and develops specialty-specific
physician (or physician group) efficiency scores. Compare physician efficiency against the efficiency of a peer group
of interest using a standardized set of prevalent medical condition with the intent of minimizing the influence of
patient health status and methodology statistical errors.

This output is then used with CCGroup BullsEye™
Efficiency scores and drill-down detail may be accessed via CCGroup Analytics™ reporting front end.

Automated CCGroup Batch Reports (pdf) may be produced for each physician or physician group.

Publications / links

Case studies http://cavegroup.com/wordpress/marketbasket-system/case-studies/

News (recent findings)
http://cavegroup.com/wordpress/news/

Current Patents

Method, System, and Computer Program Product for Physician Efficiency Measurement and Patient Health Risk
Stratification
http://cavegroup.com/wordpress/news/patents/method-system-and-computer-program-product-for-physician-
efficiency-measurement-and-patient-health-risk-stratification/

Method and System for Producing Statistical Analysis of Medical Care Information

http://cavegroup.com/wordpress/news/patents/method-and-system-for-producing-statistical-analysis-of-medical-
care-information/
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Organization CIGNA

Performance Ratings/Reports/Scorecards/Databases/Benchmarking

Categor
gory Value based payment / Payment reform
Source WWW.cigna.com
Collaborative Accountable Care
Measure http://newsroom.cigna.com/KnowledgeCenter/ACO/

Updated in 2013
Summary

Cigna HealthCare - offering managed medical, pharmacy and dental care services, including integrated indemnity and
group life and health insurance, Cigna HealthCare also offers condition management, behavioral health benefits,
assistance and work/life support programs, and a range of health and wellness coaching services.

As the health care industry tests new approaches to improve health care delivery, one of the most talked about
concepts is the accountable care organization — or ACO. The term ACO means different things to different people.

We call our ACO-like initiatives collaborative accountable care (CAC). Each CAC program is a collaboration between
Cigna and a group of health care professionals that’s responsible and accountable for the population it serves. The
group must have a substantial primary care component, which can take any of the following forms:

e Alarge primary care practice (examples: ProHealth Physicians in Connecticut, Medical Clinic of North Texas in
the Dallas/Ft. Worth Metroplex)

e A multi-specialty group (example: Holston Medical Group in northeastern Tennessee)

e Afully integrated delivery system, including doctors and facilities (example: Piedmont Physicians Group in
Atlanta)

e A Physician Hospital Organization (example: Health Choice in Memphis)

e An Independent Physician Association/Independent Practice Association (example: Renaissance Physician
Organization in Houston)

Regardless of practice type, the common thread is that the medical group must be willing to accept responsibility
and accountability for achieving the “triple aim” of improved health, affordability and patient experience.

The medical group is rewarded through a pay for value structure if it meets targets for improving quality and
lowering medical costs.

A key component to these programs is the care coordinator — typically a registered nurse employed by the medical
group who works with individuals, especially people with chronic conditions, to ensure they get the screenings and
follow-up care they need and have access to educational materials that can help them manage their health. Care
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coordinators work closely with Cigna's case managers and help their patients access Cigna's clinical support
programs, such as chronic condition management (diabetes, heart disease) and lifestyle management programs
(weight, stress, tobacco).

Cigna is now engaged in 75 collaborative accountable care initiatives in 26 states. These programs encompass more
than 760,000 commercial customers and more than 30,000 doctors, including more than 14,000 primary care
physicians and more than 16,500 specialists. Cigna launched its first CAC program in 2008. Our goal is to have 100 of
them reaching one million customers in 2014.

Collaborative accountable care is one component of the company's approach to physician engagement for health
improvement, which also includes the innovative Cigna-HealthSpringSM care model for Medicare customers. Today,
well over one million Cigna and Cigna-HealthSpring customers benefit from 240 engaged physician relationships
across 31 states, with more than 58,000 doctors participating, including more than 20,000 primary care physicians
and nearly 38,000 specialists. Read more.

Results
Jackson Clinic Improves Quality, Lowers Costs (Aug. 2013) — Press release

Data Published in Health Affairs (Nov. 2012) — Press release

Publications / links

Dr. Salmon’s collaborative care insights, FierceHealthPayer, Sept. 13, 2013.
CAC Model: Promising Early Results, Health Affairs, Nov. 2012.

From Volume to Value, published by FierceHealthPayer, Feb. 21, 2012.

|
All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the
content was extracted in 2013. But, some of the continuing programs come from earlier editions (2008 or 2010). It has not been independently
validated and the authors and the Society of Actuaries make no warranty as to its accuracy.

© 2013 Society of Actuaries, All Rights Reserved



82

Organization CIGNA
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source WWW.cigna.com

Quality Initiatives
http://www.cignha.com/healthcare-professionals/resources-for-health-care-
Measure professionals/health-and-wellness-programs/quality-initiatives

Provider Recognition Directory
http://cigna.benefitnation.net/cignams/default.asp

Updated in 2013
Summary

Cigna HealthCare - offering managed medical, pharmacy and dental care services, including integrated indemnity and
group life and health insurance, Cigna HealthCare also offers condition management, behavioral health benefits,
assistance and work/life support programs, and a range of health and wellness coaching services.

CIGNA’s website outlines multiple programs related to quality. This includes several programs related to this study.

e Provider Recognition

e Hospital Centers of Excellence

e Physician Quality and Cost Efficiency Profile
e Cigna Care Designation

Methodology

Provider Excellence Recognition Directory

The Provider Excellence Recognition Directory lets you search for participating physicians who have achieved quality-
related recognition from the National Committee for Quality Assurance (NCQA) for diabetes or heart/stroke care and
for hospitals that meet the Leapfrog Group patient safety standards. The Provider Excellence Recognition Directory
includes three types of recognition programs:

e NCQA Diabetes Physician Recognition Program
e NCQA Heart/Stroke Physician Recognition Program
e Leapfrog Group Patient Safety Standards for Hospitals

The search can find a hospital that has fully implemented one or more patient safety standards defined by The
Leapfrog Group.
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Cigna Care Designation

Cigna Care Designation (CCD) is a benefit plan option available for Cigna plans in 69 service areas across the country
as of January 1, 2013. Developed in response to our customers' requests for more information about physician
quality and cost efficiency, the Cigna Care Designation helps distinguish physicians within our provider network
based on their performance under specific quality and cost efficiency measures in 3 domains of primary care and 19
areas of specialty care.

Under the Cigna Care Designation benefit plan, a subset of participating physicians in specialties receive the Cigna
Care Designation display icon based on specific selection criteria. These specialties include allergy and immunology,
gastroenterology, gynecology, orthopedics and surgery and dermatology. Physicians with the designation have a
Cigna Care Designation icon displayed next to their name in the Cigna directory. Cigna participating providers are
considered in-network whether or not they receive the Cigna Care Designation. However, a lower customer co-
payment or coinsurance level may apply if the customer chooses a Cigna Care Designation physician. To learn more
about Cigna Care Designation please refer to the 2013 Quality and Cost Methodologies Whitepaper found at the
Cigna HCP Portal.

Physician Quality and Cost Efficiency Profile

Customers have online access to quality and cost efficiency displays for 19 physician specialties and 3 primary care
specialties. Employers are asking us to help their employees - our customers- make more informed health care
choices. To continue to support the industry's movement toward consumerism, we have created programs that align
with the Consumer Purchaser Disclosure project, to provide health care quality and price information for consumers.
Cigna was the first national health plan to receive NCQA Physician and Hospital Quality (PHQ) Certification of our
quality and cost display methodology in 2009 and has maintained the certification since that time.

Profiles for participating physicians in 22 specialties are available in most service areas in the form of quality icons
and star (*) designations for cost efficiency. Quality displays are available to consumers via Cigna's public provider
directory and secure directory for Cigna customers. Cost efficiency displays are viewable only by customers via the
online provider directory on our secure customer website.

The quality and cost efficiency displays represents only a partial assessment of a specialist's quality performance and
cost of care. We encourage customers to consider all relevant factors and to speak with their treating physician
when selecting a specialist.

Hospital Centers of Excellence

Our program supports the growing consumer demand for information on hospital outcomes and efficiency for
specific diagnoses and procedures. Through this program, participating hospitals have both a patient outcomes and
cost efficiency score for several procedures/conditions. Based on claims data, we evaluate hospital patient outcomes
(quality) and cost-efficiency information through the Cigna Centers of Excellence (COE) program. Participating
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hospitals meeting specific quality and cost-efficiency criteria are designated as a Center of Excellence by procedure
and condition.

In 2013, we will make the following updates for 31 new procedures, Cluster procedures in a more meaningful way for
consumers, Incorporate industry standard Agency for Healthcare Research and Quality (AHRQ) complications and
mortality measures, add readmissions data to the assessment methodology, consider geographic access in the
methodology.

Because the Centers of Excellence program reflects only a partial assessment of quality and cost efficiency for select
hospitals, it should not be the sole factor used when making decisions. We encourage individuals to consider all
relevant factors, and to speak with their treating physician when selecting a hospital.

Publications / links

Centers of Excellence brochure https://secure.cigna.com/health/provider/medical/pdf coe.pdf

Centers of Excellence/ hospital value tool 2011/2012 methodology
http://www.cigna.com/pdf/COE WhitePaper.pdf

Cigna Care Designation and Physician Quality and Cost-Efficiency Displays 2013
http://www.cigna.com/pdf/2013-cigna-care-designation-methodology.pdf
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Organization Centers for Medicare & Medicaid Services
Performance Ratings/Reports/Scorecards/Databases/Benchmarking /Analytics/ Incentive/Reward
Category
Programs
https: . .
Source ps://www.cms.gov
Measure / Bundlgd Payments for Cgr'e. Improvement _
Initiative http://innovation.cms.gov/initiatives/bundled-payments/index.html

UPDATED IN 2013
Summary

Traditionally, Medicare makes separate payments to providers for each of the individual services they furnish to
beneficiaries for a single illness or course of treatment. This approach can result in fragmented care with minimal
coordination across providers and health care settings. Payment rewards the quantity of services offered by
providers rather than the quality of care furnished. Research has shown that bundled payments can align incentives
for providers — hospitals, post-acute care providers, physicians, and other practitioners— allowing them to work
closely together across all specialties and settings.

Under the Bundled Payments for Care Improvement initiative, organizations will enter into payment arrangements
that include financial and performance accountability for episodes of care. These models may lead to higher quality,
more coordinated care at a lower cost to Medicare.

Methodology

Under the Bundled Payments initiative, CMS would link payments for multiple services patients receive during an
episode of care. Providers will have flexibility to determine which episodes of care and which services would be
bundled together. The Bundled Payments for Care Improvement initiative is seeking applications for four broadly
defined models of care, three of which would involve a retrospective bundled payment arrangement, with a target
price (target payment amount) for a defined episode of care and one of which would be paid prospectively.

Initiative Details: 2 Payments Types, 4 Models

In these models, CMS and providers would set a target payment amount for a defined episode of care. Applicants
propose the target price, which would be set by applying a discount to total costs for a similar episode of care as
determined from historical data. Participants in these models would be paid for their services under the Original
Medicare fee-for-service (FFS) system, but at a negotiated discount.

All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the
content was extracted in 2013. But, some of the continuing programs come from earlier editions (2008 or 2010). It has not been independently
validated and the authors and the Society of Actuaries make no warranty as to its accuracy.

© 2013 Society of Actuaries, All Rights Reserved


https://www.cms.gov/
http://innovation.cms.gov/initiatives/bundled-payments/index.html

86

Model 1: Retrospective Acute Care Hospital Stay Only

The episode of care would be defined as the inpatient stay in the general acute care hospital. Medicare will pay the
hospital a discounted amount based on the payment rates established under the Inpatient Prospective Payment
System (IPPS). Medicare will pay physicians separately for their services under the Medicare Physician Fee
Schedule. Hospitals and physicians will be permitted to share gains arising from better coordination of care.

Model 2: Retrospective Acute Care Hospital Stay plus Post-Acute Care

In Model 2, the episode of care will include the inpatient stay in the acute care hospital and all related services
during the episode. The episode will end either 30, 60, or 90 days after hospital discharge. Participants can select up
to 48 different clinical condition episodes.

Model 3: Retrospective Post-Acute Care Only

For Model 3, the episode of care will be triggered by an acute care hospital stay and will begin at initiation of post-
acute care services with a participating skilled nursing facility, inpatient rehabilitation facility, long-term care hospital
or home health agency. The post-acute care services included in the episode must begin within 30 days of discharge
from the inpatient stay and will end either a minimum of 30, 60, or 90 days after the initiation of the episode.
Participants can select up to 48 different clinical condition episodes.

Model 4: Acute Care Hospital Stay Only

Under Model 4, CMS will make a single, prospectively determined bundled payment to the hospital that would
encompass all services furnished during the inpatient stay by the hospital, physicians, and other practitioners.
Physicians and other practitioners will submit “no-pay” claims to Medicare and will be paid by the hospital out of the
bundled payment. Related readmissions for 30 days after hospital discharge will be included in the bundled payment
amount. Participants can select up to 48 different clinical condition episodes.

Results

As of September 6, 2012, there have been very enthusiastic responses from providers across the country. Over the
last two months we have reviewed the many proposals, which included thousands of episode definitions, identified
points of commonality, and considered numerous key policy and operational issues inherent in designing the
Bundled Payment model on a sizable scale. We are now moving to the next stage of this process by convening
technical panels to review the applications over the next several weeks Over the next several weeks we also will
conduct a webinar update and resume learning sessions to take advantage of the great work being done in the
private sector around episode-based payment and care redesign

Publications / links
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Overview http://www.innovations.cms.gov/initiatives/bundled-payments/index.html

Fact sheet http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-Sheets/2013-Fact-Sheets-ltems/2013-01-
31.html

Learning and Resource Center http://innovation.cms.gov/initiatives/Bundled-Payments/learning-area.html

Model 1 http://innovation.cms.gov/initiatives/BPCl-Model-1/index.html

Model 2 http://innovation.cms.gov/initiatives/BPCl-Model-2/index.html

Model 3 http://innovation.cms.gov/initiatives/BPCl-Model-3/index.html

Model 4 http://innovation.cms.gov/initiatives/BPCl-Model-4/index.html

Participating Health Care Facilities http://innovation.cms.gov/initiatives/Bundled-Payments/Participating-Health-Care-
Facilities/index.html
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Organization Centers for Medicare & Medicaid Services
Performance Ratings/Reports/Scorecards/Databases/Benchmarking /Analytics/ Incentive/Reward
Category
Programs
https://www.cms.gov
Source http://innovation.cms.gov/
Comprehensive Primary Care Initiative
Measure /
Initiative http://www.innovations.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/index.html

UPDATED IN 2013
Summary

The Comprehensive Primary Care (CPC) initiative is a multi-payer initiative fostering collaboration between public
and private health care payers to strengthen primary care. Medicare will work with commercial and State health
insurance plans and offer bonus payments to primary care doctors who better coordinate care for their patients.
Primary care practices that choose to participate in this initiative will be given resources to better coordinate primary
care for their Medicare patients.

Primary care is critical to promoting health, improving care, and reducing overall system costs, but it has been
historically under-funded and under-valued in the United States. Without a significant enough investment across
multiple payers, independent health plans-- covering only their own members and offering support only for their
segment of the total practice population-- cannot provide enough resources to transform entire primary care
practices and make expanded services available to all patients served by those practices.

Methodology

The CPC initiative offers a way to break through this historical impasse by inviting payers to join with Medicare in
investing in primary care in 7 selected localities across the country. Eligible practices in each market were invited to
apply to participate and start delivering enhanced health care services in the fall of 2012.

The CPC initiative offers a way to break through this historical impasse by inviting payers to join with Medicare in
investing in primary care in 7 selected localities across the country. Eligible practices in each market were invited to
apply to participate and start delivering enhanced health care services in the fall of 2012.

Practices were selected through a competitive application process based on their use of health information
technology, ability to demonstrate recognition of advanced primary care delivery by accreditation bodies, service to
patients covered by participating payers, participation in practice transformation and improvement activities, and
diversity of geography, practice size and ownership structure.
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The resources will help doctors work with patients to ensure the following:

J Manage Care for Patients with High Health Care Needs:
o Ensure Access to Care:

o Deliver Preventive Care:

o Engage Patients and Caregivers:

. Coordinate Care Across the Medical Neighborhood:

The CPC initiative will test two models simultaneously: a service delivery model and a payment model.

Service Delivery Model

The service delivery model will test comprehensive primary care, characterized as having:

. Risk-stratified Care Management

o Access and Continuity

o Planned Care for Chronic Conditions and Preventative Care
o Patient and Caregiver Engagement

o Coordination of Care Across the Medical Neighborhood.

Payment Model

The payment model includes a monthly care management fee paid to the selected primary care practices on behalf
of their fee-for-service Medicare beneficiaries and, in years 2-4 of the initiative, the potential to share in any savings
to the Medicare program. Practices will also receive compensation from other payers participating in the initiative,
including private insurance companies and other health plans, which will allow them to integrate multi-payer funding
streams to strengthen their capacity to implement practice-wide quality improvement.

The Comprehensive Primary Care (CPC) initiative is a multi-payer initiative fostering collaboration between public
and private health care payers to strengthen primary care. Medicare will work with commercial and State health
insurance plans and offer bonus payments to primary care doctors who better coordinate care for their patients.

Statistics on the number of practices, providers, payors, and estimated beneficiaries are available on the CMS
website

e Arkansas: Statewide
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e Colorado: Statewide

e New Jersey: Statewide

e New York: Capital District-Hudson Valley Region
o Ohio & Kentucky: Cincinnati-Dayton Region

e Oklahoma: Greater Tulsa Region

e QOregon: Statewide

Results

There are 497 primary care practices participating in the CPC initiative. This represents 2,347 providers serving an
estimated 315,000 Medicare beneficiaries.

Results will be provided as they arise

Publications / links

Overview http://www.innovations.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/index.html

Comprehensive Primary Care Initiative Fact Sheet http://innovation.cms.gov/Files/fact-sheet/CPCI-Fact-Sheet.pdf

Comprehensive Primary Care Initiative Logic Diagram http://innovation.cms.gov/Files/x/cpcidiagram.pdf

Primary Care Practice Solicitation http://innovation.cms.gov/Files/x/CPC PracticeSolicitation.pdf

CPC Payer initiative sollicitation http://innovation.cms.gov/Files/x/Comprehensive-Primary-Care-Initiative-
Solicitation.pdf
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Organization Centers for Medicare & Medicaid Services
Category Incentive/Reward Programs
Source https://www.cms.gov

Dual Eligible - State Demonstrations
Measure / Financial Alignment Initiative
Initiative http://www.innovations.cms.gov/initiatives/State-Demonstrations/index.html

UPDATED IN 2013
Summary

A longstanding barrier to coordinating care for Medicare-Medicaid enrollees has been the financial misalignment
between Medicare and Medicaid. To begin to address this issue, CMS will test two models for States to better align
the financing of these two programs and integrate primary, acute, behavioral health and long term services and
supports for their Medicare-Medicaid enrollees.

These two models include a capitated model and managed Fee-for-Service model

CMS is interested in testing these models across the country in programs that collectively serve up to 2 million
Medicare-Medicaid enrollees. All programs will be rigorously evaluated as to their ability to improve quality and
reduce costs. Meaningful engagement with stakeholders and ensuring beneficiary protections will be a crucial part of
developing and testing these models.

The 15 States that received design contracts under the State Demonstrations to Integrate Care for Dual Eligible
Individuals may chose to pursue these models and use their planning contract and stakeholder processes to support
the development of the demonstration proposal, described below.

Methodology

State Financial Alignment Proposals

States received funding to design strategies for implementing person-centered models that fully coordinate primary,
acute, behavioral and long-term supports and services for dual eligible individuals. States will work with
beneficiaries, their families and other stakeholders to develop their demonstration proposals. The goal of the
program is to eliminate duplication of services for these patients, expand access to needed care, and improve the
lives of dual eligibles, while lowering costs.
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To participate in the Financial Alignment Demonstration, each State had to submit a proposal outlining its proposed
approach for the Financial Alignment Demonstration. A total of 26 States submitted proposals, and those with active
proposals are listed below. As indicated in the SMD letter, State demonstration proposals are evaluated against
standards and conditions that CMS is requiring of all States seeking to participate in the demonstration. Additional
information on the proposal process, including a list of standards and conditions, is available to download below.
Please note, submission of a State demonstration proposal is an important step — but not the final step — toward
demonstration approval.

Interested parties can still review the State proposals above and read the public comments submitted to CMS.

State Financial Alignment Demonstration Memoranda of Understanding (MOUs)

When a State meets the standards and conditions for the Financial Alignment Demonstration, CMS and a State will
develop a Memorandum of Understanding (MOU) to establish the parameters of the initiative. The website includes
the Medicare-Medicaid Demonstrations Frequently Asked Questions and memorandum for various states.

CMS is also continuing to work with some states to pursue demonstrations designed to improve care for Medicare-
Medicaid enrollees outside the two models of the Financial Alignment Initiative.

The contracts must be three-way. Any plan participating in a capitated demonstration must sign a contract also
signed by CMS and the state. A plan's participation in the Demonstration formally begins once a contract is signed by
all parties, and the plan has passed the readiness review.

Additional background material is available

e 2014 Application Information for Medicare-Medicaid Plans

e Marketing Guidance and Model Materials for Medicare-Medicaid Plans
e Medicare-Medicaid Plan (MMP) Enrollment and Disenrollment Guidance
e Medicare-Medicaid Plan Encounter Data Reporting

e 2014 Annual Requirements for Medicare-Medicaid Plans

e (Capitated Financial Alignment Readiness Review

e Funding to Support Options Counseling for Medicare-Medicaid Enrollees
e Funding to Support Ombudsman Programs

Results

Will be released when available

All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the
content was extracted in 2013. But, some of the continuing programs come from earlier editions (2008 or 2010). It has not been independently
validated and the authors and the Society of Actuaries make no warranty as to its accuracy.

© 2013 Society of Actuaries, All Rights Reserved



93

Publications / links

Overviews

http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-
Coordination-Office/FinancialModelstoSupportStatesEffortsinCareCoordination.html

http://www.innovations.cms.gov/initiatives/State-Demonstrations/index.html

Various material for participating states is available from the main site above

Other material

Capitated Financial Alignment Demonstration Medicare-Medicaid Plan Annual Requirements and Timeline for CY 2014
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-
Office/Downloads/2013 State MMP_Annual Requirements for CY 2014.pdf

Joint Rate-Setting Process Under the Capitated Financial Alignment Demonstration http://www.cms.gov/Medicare-Medicaid-
Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-
Office/Downloads/JointRateSettingProcess.pdf

Capitated Financial Alignment Model Plan Guidance
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-
Office/Downloads/FINALCMSCapitatedFinancialAlignmentModelplanguidance.pdf

Medicare-Medicaid Capitated Financial Alignment Demonstration MMP Readiness Review Presentation 12-17-12
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-
Office/Downloads/MMP_ReadinessReview Presentation.pdf

-
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http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/JointRateSettingProcess.pdf
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/FINALCMSCapitatedFinancialAlignmentModelplanguidance.pdf
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/FINALCMSCapitatedFinancialAlignmentModelplanguidance.pdf
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/MMP_ReadinessReview_Presentation.pdf
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Organization Centers for Medicare & Medicaid Services
Performance Ratings/Reports/Scorecards/Databases/Benchmarking /Analytics/ Incentive/Reward
Category
Programs
Source https://www.cms.gov
Measure / f:[to,l-;f) Advz:pced Prlmar/Y f::rr: Prj\fctr:ce/. b
Initiative p://innovations.cms.gov/initiatives/fghcs/index.htm
Summary

The Federally Qualified Health Center (FQHC) Advanced Primary Care Practice demonstration will show how the patient-
centered medical home model can improve quality of care, promote better health, and lower costs.

Methodology

The 3-year Demonstration is designed to evaluate the effect of the advanced primary care practice model, commonly referred to
as the patient-centered medical home, in improving care, promoting health, and reducing the cost of care provided to Medicare
beneficiaries served by FQHCs.

FQHCs

FQHC provided medical services to at least 200 Medicare beneficiaries (with Part A and Part B coverage, not Medicare
Advantage) in a 12-month period, including those with both Medicare and Medicaid (dual eligible) coverage. CMS has
reviewed administrative data and determined which FQHCs have met this criterion.

FQHC is listed in the Provider Enrollment Chain and Ownership System (PECOS) file and is able to receive electronic
funds transfer (EFT). FQHCs that have not recently submitted an 855A form are not listed in PECOS and, therefore, will
not be eligible to participate in the Demonstration. FQHCs that do not receive claims payment through EFT must
submit the necessary form to receive EFT or they will also not be eligible to participate in the Demonstration

Medicare Beneficiaries:

Beneficiaries, including dually eligible Medicare/Medicaid beneficiaries, must be enrolled in the Medicare Part A and
Part B fee-for-service program, during the initial 12 month lookback period, and must not be currently in hospice care
or under treatment for end-stage renal disease.

Beneficiaries enrolled in Medicare Advantage are not eligible to participate in this Demonstration.

Attribution of beneficiaries to an FQHC will be based on Medicare administrative data for beneficiaries for whom CMS
has a claim in the look-back period.

Beneficiary eligibility is verified each quarter prior to payments being made. Participating FQHCs will receive an
updated roster of attributed beneficiaries along with the quarterly fee Payment.

Payment:

Participating FQHCs will receive a monthly care management fee of $6.00 for each eligible Medicare beneficiary

attributed to their practice to help defray the cost of transformation into a person-centered, coordinated, seamless
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primary care practice. This payment, which will be made quarterly, is in addition to the usual all-inclusive payment
FQHCs receive for providing Medicare covered services.

e The fee will be paid automatically without the need to submit a claim

Results

This demonstration project, operated by the Centers for Medicare and Medicaid Services (CMS) in partnership with the
Health Resources Services Administration (HRSA), will test the effectiveness of doctors and other health professionals working
in teams to coordinate and improve care for up to 195,000 Medicare patients. Participating FQHCs are expected to achieve
Level 3 patient-centered medical home recognition, help patients manage chronic conditions, as well as actively coordinate
care for patients. To help participating FQHCs make these investments in patient care and infrastructure, they will be paid a
monthly care management fee for each eligible Medicare beneficiary receiving primary care services. In return, FQHCs agree
to adopt care coordination practices that are recognized by the National Committee for Quality Assurance (NCQA). CMS and

HRSA will provide technical assistance to help FQHCs achieve these goals.
Publications / links

Overview http://innovations.cms.gov/initiatives/fghcs/index.html
FHQC Fact sheet http://innovations.cms.gov/initiatives/FQHCs/FQHC-Fact-Sheet.html
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Organization CMS Medicare & Medicaid
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source www.cms.hhs.gov

Hospital Compare

Measure . . :
http://www.medicare.gov/hospitalcompare/search.html?AspxAutoDetectCookieSupport=1

UPDATED IN 2013
Summary

Hospital Compare has information about the quality of care at over 4,000 Medicare-certified hospitals- Opensin a
new window across the country. You can use Hospital Compare to find hospitals and compare the quality of their
care. Hospital Compare was created through the efforts of the Centers for Medicare & Medicaid Services (CMS)-
Opens in a new window, in collaboration with organizations representing consumers, hospitals, doctors, employers,
accrediting organizations, and other Federal agencies.

Methodology

You can get a “snapshot” of the quality of hospitals in your area and across the nation by looking at the following
aspects of healthcare:

Key information includes:

o Timely and effective care: How often and quickly each hospital gives recommended treatments for certain
conditions like heart attack, heart failure, pneumonia, children’s asthma, and for surgical patients.

e Readmissions, complications and deaths:
o How each hospital’s rates of readmission and death rates compare with the national rate.
o How likely patients will suffer from complications while in the hospital.

o How often patients in the hospital get certain serious conditions that could have been prevented if
the hospital followed procedures based on best practices and scientific evidence.

e Use of medical imaging: How a hospital uses outpatient medical imaging tests- Opens in a new window (like
CT scans and MRIs).

e Survey of patients’ experiences: How recently discharged patients responded to a national survey about their
hospital experience. For example, how well did a hospital’s doctors and nurses communicate with patients
and manage their pain?
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e Number of Medicare patients: How many people with Medicare have had certain procedures or have been

treated for certain conditions at each hospital.
e Medicare payment: Information about how much Medicare pays hospitals.

The data collection approach is primarily retrospective. Data sources for required data elements included
administrative claims data and medical record documents.

The measures include process and outcome measures

Results

Searchable data base

Publications / links

Hospital specific results - core search engine http://www.medicare.gov/hospitalcompare/search.html

Measures reported http://www.medicare.gov/hospitalcompare/Data/Measures-Displayed.html

Data sources http://www.medicare.gov/hospitalcompare/Data/Data-Sources.html

Linking value to payment http://www.medicare.gov/hospitalcompare/linking-quality-to-payment.html
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Organization CMS Medicare & Medicaid
Category Standards Setting, Industry Organizations
Source www.cms.hhs.gov

Measures Management System (MMS)
Measure http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/MMS/MeasuresManagementSystemBlueprint.html

UPDATED IN 2013
Summary

Centers for Medicare & Medicaid Services (CMS) has developed a standardized system for developing and
maintaining the quality measures used in its various quality initiatives and programs. Known as the Measures
Management System, CMS-funded measure developers (or contractors) should follow this core set of business
processes and decision criteria when developing, implementing, and maintaining quality measures. The primary goal
of the Measures Management System is to provide information to measure developers to help them produce high-
caliber quality measures that are appropriate for accountability. The CMS Measures Management System Blueprint,
Version 10.0 (the Blueprint), documents the full Measures Management System core set of business processes.

Though the Blueprint receives a comprehensive annual update by the Measures Manager, continuous improvements
are incorporated through quarterly updates as the need arises. The Measures Manager systematically solicits
feedback and suggestions from the end users of the Blueprint. One simple way to submit feedback and suggestions is
to e-mail the Measures Manager at blueprint@hsag.com.

Methodology

The Centers for Medicare and Medicaid Services (CMS) developed a standardized approach for the development and
maintenance of the quality measures it uses in its various quality initiatives and programs. Known as the Measures
Management System (MMS), this system is composed of a set of business processes and decision criteria that CMS-
funded measure developers (or contractors) follow to develop, implement, and maintain quality measures.
Measures developed following the MMS meet the high standards required by the National Quality Forum (NQF) for
consensus endorsement. The Measures Management System helps CMS manage the ever-increasing demand for
quality measures to use in its various public reporting, quality programs, and value purchasing initiatives.

The Measures Management System is a set of processes and decision criteria used by CMS to oversee the
development, implementation, and maintenance of healthcare quality measures. CMS recognizes the need for
quality measures of the highest caliber, maintained throughout their life cycle to ensure they retain the highest level
of scientific soundness, importance, feasibility, and usability. Through the use of a standardized process with broadly
recognized criteria, the Measures Management System ensures that CMS will have a coherent, transparent system
for measuring quality of care delivered to its beneficiaries.
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The Measures Management System has been developed in collaboration with the National Quality Forum (NQF), the
Agency for Healthcare Research and Quality (AHRQ), The Joint Commission, the National Committee for Quality

Assurance (NCQA), the American Medical Association Physician Consortium for Performance Improvement (AMA
PCPI1) and other measure stakeholders.

A ten step process with a flowchart and outline is included in the MMS Measure Development Overview.

Publications / links

MMS Measure Development Overview
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/MMS/Downloads/MMSMeasureDevelopmentOverview-.pdf

Blueprint 10.0 (note this PDF is13 M)
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/MMS/Downloads/Blueprint100.zip
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Organization CMS Medicare & Medicaid
Category Standards Setting, Industry Organizations, Incentives, Rewards Programs
Source www.cms.hhs.gov

Hospital Value-Based Purchasing (VBP) Plan
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/hospital-value-based-purchasing/index.html?redirect=/hospital-value-based-
purchasing

Measure

UPDATED IN 2013
Summary

Section 3001(a)(1) of the Affordable Care Act requires CMS to implement a Hospital VBP program that rewards
hospitals for the quality of care they provide. Under the Hospital VBP program, CMS will evaluate hospitals’
performance during a performance period based on both achievement and improvement on selected measures.
Hospitals will receive points on each measure based on the higher of their level of achievement relative to an
established standard or their improvement in performance from their performance during a prior baseline period.
Their combined scores on all the measures will be translated into value-based incentive payments for discharges
occurring on or after October 1, 2012.

The final rule includes a number of provisions related to the FY 2013 Hospital VBP program, including the measures,
the performance standards, the scoring methodology, and, finally, the methodology for translating hospitals’ Total
Performance Scores into value-based incentive payments.

HOSPITAL VBP MEASURES: For the FY 2013 Hospital VBP program, CMS will measure hospital performance using two
domains: the clinical process of care domain, which is comprised of 12 clinical process of care measures, and the
patient experience of care domain, which is comprised of Hospital Consumer Assessment of Healthcare Providers
and Systems (HCAHPS) survey measure. Hospitals should be familiar with these measures because they were
selected from the measures that have been specified for use in the Hospital IQR program. CMS will utilize the
following measures in the Hospital VBP program for the FY 2014 payment determination: three mortality outcome
measures, eight Hospital Acquired Condition (HAC) measures, and two Agency for Healthcare Research and Quality
(AHRQ) composite measures.

PERFORMANCE SCORING:

Performance Period: CMS has established a performance period that runs from July 1, 2011 through March 31,
2012, for the FY 2013 Hospital VBP payment determination. CMS anticipates that in future program years, if it
becomes feasible, it may propose to use a full year as the performance period.

Scoring Methods: CMS will score each hospital based on achievement and improvement ranges for each applicable
measure. A hospital’s score on each measure will be the higher of an achievement score in the performance period
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or an improvement score, which is determined by comparing the hospital’s score in the performance period with its
score during a baseline period.

For scoring on achievement, hospitals will be measured based on how much their current performance differs from
all other hospitals’ baseline period performance. Points will then be awarded based on the hospital’s performance
compared to the threshold and benchmark scores for all hospitals. Points will only be awarded for achievement if
the hospital’s performance during the performance period exceeds a minimum rate called the “threshold,” which is
defined by CMS as the 50th percentile of hospital scores during the baseline period.

For scoring on improvement, hospitals will be assessed based on how much their current performance changes from
their own baseline period performance. Points will then be awarded based on how much distance they cover
between that baseline and the benchmark score. Points will only be awarded for improvement if the hospital’s
performance improved from their performance during the baseline period.

Finally, CMS will calculate a Total Performance Score (TPS) for each hospital by combining the greater of its
achievement or improvement points on each measure to determine a score for each domain, multiplying each
domain score by the proposed domain weight and adding the weighted scores together. In FY 2013, the clinical
process of care domain will be weighted at 70 percent and the patient experience of care domain will be weighted at
30 percent.

Incentive Payment Calculations: CMS will utilize a linear exchange function to calculate the percentage of value-
based incentive payment earned by each hospital. Those hospitals that receive higher Total Performance Scores will
receive higher incentive payments than those that receive lower Total Performance Scores.

Publications / links

Main page
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/hospital-value-based-
purchasing/index.html?redirect=/hospital-value-based-purchasing

Fact Sheet
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/downloads/Hospital VBPurchasing Fact Sheet ICN907664.pdf

Fact sheet —final rule
http://www.cms.gov/apps/media/press/factsheet.asp?Counter=3947&intNumPerPage=108&checkDate=&checkKey=2&srchType
=2&numDays=0&srchOpt=0&srchData=value-
based&keywordType=All&chkNewsType=6&intPage=&showAll=1&pYear=&year=0&desc=&cboOrder=date
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Organization CMS Medicare & Medicaid
Category Incentive/Reward Programs
Source www.cms.hhs.gov
Medicare Quality Improvement Organization (QIO) Program.
Measure . ;
http://www.cms.hhs.gov/QualitylmprovementOrgs/01 Overview.asp#TopOfPage
Summary

QIO program was created in 1982. QIO’s work to reduce disparities, or variations, in health care provided to minority and
underserved Medicare beneficiaries by helping providers increase access to health care services, address cultural and language
differences, and overcome social barriers to preventive care. QlOs work under contract to the Centers for Medicare & Medicaid
Services (CMS) in three-year cycles.

Methodology

Based on the statutory charge, and CMS' Program experience, CMS identifies the core functions of the QIO Program as:

e Improving quality of care for beneficiaries;

e  Protecting the integrity of the Medicare Trust Fund by ensuring that Medicare pays only for services and goods that are
reasonable and necessary and that are provided in the most appropriate setting; and

e Protecting beneficiaries by expeditiously addressing individual complaints, such as beneficiary complaints; provider-
based notice appeals; violations of the Emergency Medical Treatment and Labor Act (EMTALA); and other related
responsibilities as articulated in QIO-related law.

Results

CMS published a Report to Congress every fiscal year that outlines the administration, cost, and impact of the QIO Program. See
the links in the "Downloads" section to read our most recent fiscal year Report to Congress.

Publications / links

Independent Evaluation of the 9th SOW, QIO Program: Final Report (Nov 2011)
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/QualitylmprovementOrgs/Downloads/MPRReport.pdf

Annual Report to Congress: QIO Program - Fiscal Year 2009
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http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/QualitylmprovementOrgs/Downloads/2009QIORtC.pdf

Report to Congress: Response to IOM Study on the QIO Program
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/QualitylmprovementOrgs/Downloads/QIO improvement RTC fnl.pdf

Current work (material from 2011)
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualitylmprovementOrgs/Current.html

FedBizOpps.gov - 10th Statement of Work for QIOs RFP Request
https://www.fbo.gov/?s=opportunity&mode=form&id=c9758e6861085718832064025f15d75f&tab=core& cview=1
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Organization CMS Medicare & Medicaid
Category Standards Setting, Industry Organizations
Source WWW.CMS.goV

Patient Protection and Affordable Care Act (2010) — measurement provisions
Measure http://www.cms.gov/LegislativeUpdate/downloads/PPACA.pdf

http://www.cms.gov/Center/healthreform.asp
http://www.gpo.gov/fdsys/pkg/BILLS-111hr3590ENR/pdf/BILLS-111hr3590ENR.pdf

UPDATED IN 2010
Summary

The comprehensive health reform legislation, the Patient Protection and Affordable Care Act (PPACA) was signed into law on
March 23, 2010. The provisions of this law included expansion of health insurance coverage, the expansion of public programs,
financing health reform, improving quality and health system performance, prevention and wellness, long-term care, workforce
training and development. This summary only covers aspects of the PPACA related to improving quality and health system
performance. The reader is referred to the CMS links above or to the references listed at the end of this entry for further
information on the provisions of the PPACA.

Improving quality and health system performance

The Affordable Care Act includes a wide range of strategies and provisions that will improve the quality of care, develop and
promote new models of care delivery, appropriately price services, modernize the health system, and fight waste, fraud, and
abuse.

1. Center for Medicare and Medicaid Innovation

To support the ongoing development of new models of payment and delivery, the Affordable Care Act establishes the Center for
Medicare and Medicaid Innovation. The new law invests $10 billion in this Center over the next 10 years to test payment and
delivery innovations that can improve the quality of care and/or increase cost efficiency; identifying successes that could be
expanded by the Secretary of Health and Human Services (either regionally or nationally). These funds will produce returns on
investment and reduce Medicare spending over the long-term.

Intended to be operational by 2011, the Center is intended to enhance the CMS’s role in promoting improvements in payment
and service delivery. The objective is “to test innovative payment and service delivery models to reduce program
expenditures...while preserving or enhancing quality of care.” Areas of focus include primary care and long-term care as well as
examining various payment methods. Research protocol constraints that have heretofore restricted CMS in the conduct of
demonstrations and pilot programs have been relaxed to foster innovation, give more flexibility in research design and
evaluation methods and to foster a faster research process. The CMI has approval to select and run pilot programs rather than
demonstration projects, enabling the Secretary of Health and Human Services the authority to expand pilots that promise
spending reductions or improvements in the quality of care. The objective is to be able to disseminate research information
more rapidly whilst maintaining a credible and valid research process.
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2. Accountable Care Organizations

The Affordable Care Act promotes team-based health care through Accountable Care Organizations (ACOs) under the Medicare
shared savings program. ACOs create delivery systems that encourage and support teams of physicians, hospitals, and other
health care providers to collaboratively manage and coordinate care for Medicare beneficiaries. If these providers meet certain
quality and efficiency benchmarks, they may receive a share of any savings from reducing duplicative services, improving
productivity, minimizing paperwork, or otherwise improving cost efficiency. While the CMS Office of the Actuary estimates that
this provision will be budget neutral, the CBO has projected that it will reduce Medicare spending by nearly $5 billion over the
next ten years. CMS is working to make the program operational by January 1, 2012. Proposed rules will be issued later in 2010
and CMS and its partner organizations will continue to hold public forums to foster ACO development and coordinate with on-
going private sector efforts.

3. Independent Payment Advisory Board

The Affordable Care Act also establishes the Independent Payment Advisory Board, or IPAB, to monitor the fiscal health of the
Medicare program and to recommend payment policy revisions to contain Medicare cost growth. The IPAB will begin work in
2012 and will be required to submit its recommendations to Congress annually on how to best improve quality of care for
Medicare beneficiaries, while reducing the rate of growth in Medicare costs. The law stipulates that the IPAB will have to report
to the public on system-wide health care costs, patient access to care, utilization, and quality of care. The IPAB’s proposals on
how to improve care and control program expenditures are binding when Medicare cost projections exceed certain targets,
unless Congress acts to reduce expenditures in other ways. The CMS Office of the Actuary projects that the IPAB could reduce
Medicare costs by almost $24 billion by 2019.

Other provisions include:*
Improving Quality/Health System Performance

e Comparative effectiveness research

e  Medical malpractice

e National Medicare pilot re bundled payment for acute, inpatient hospital services, physician services, outpatient hospital
services, and post-acute care services for an episode of care that begins three days prior to a hospitalization and spans 30
days following discharge.

o Hospital value-based purchasing program in Medicare to pay hospitals based on performance on quality measures

e Medicaid demonstration projects to pay bundled payments for episodes of care

National quality strategy

e National quality improvement strategy that includes priorities to improve the delivery of health care services, patient health
outcomes, and population health.

Prevention/Wellness National strategy

e Develop a national strategy to improve the nation’s health. Establish a grant program to support the delivery of evidence-
based and community-based prevention and wellness services

! These notes are highly summarized. Refer to the Act for full details. http://www.gpo.gov/fdsys/pkg/BILLS-111hr3590ENR/pdf/BILLS-
111hr3590ENR.pdf
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Coverage of preventive services

e Cover for proven preventive services and eliminating cost-sharing for preventive services in Medicare and Medicaid.
* Maedicare beneficiaries access to a comprehensive health risk assessment and creation of a personalized prevention plan.

e Require qualified health plans to provide at a minimum coverage without cost-sharing for preventive services rated A or B
by the U.S. Preventive Services Task Force, recommended immunizations, preventive care for infants, children, and
adolescents, and additional preventive care and screenings for women.

e Provide grants for up to five years to small employers that establish wellness programs.

Publications / links

The Patient Protection and Affordable Care Act - All CMS Provisions -- As of July 23, 2010,
http://www.cms.gov/LegislativeUpdate/downloads/PPACA.pdf

Affordable Care Act Update: Implementing Medicare Cost Savings
http://www.cms.gov/apps/docs/ACA-Update-Implementing-Medicare-Costs-Savings.pdf

Health Affairs edition June 2010 - Volume 29, Number 6 - Moving Forward On Health Reform includes the following articles:
e The Foundation That Health Reform Lays For Improved Payment, Care Coordination, And Prevention
Kenneth E. Thorpe and Lydia L. Ogden
e Innovation In Medicare And Medicaid Will Be Central To Health Reform’s Success
Stuart Guterman, Karen Davis, Kristof Stremikis, and Heather Drake
e How Physician Practices Could Share Personnel And Resources To Support Medical Homes
Melinda Abrams, Edward L. Schor, and Stephen Schoenbaum
e Communities’ Readiness To Commit To High-Quality Health Care Risa Lavizzo-Mourey

Health Affairs July 2010 - Volume 29, Number 7 - Weighing the Impact of Health Reform includes the following articles:
e The Vast Terra Incognita Of U.S. Health Care Reform - Susan Dentzer
e Lessons For The New CMS Innovation Center From The Medicare Health Support Program
Michael S. Barr, Sandra M. Foote, Randall Krakauer, and Patrick H. Mattingly
e How The Center For Medicare And Medicaid Innovation Should Test Accountable Care Organizations
Stephen M. Shortell, Lawrence P. Casalino, and Elliott S. Fisher
e Public Reporting On Hospital Process Improvements Is Linked To Better Patient Outcomes
Rachel M. Werner and Eric T. Bradlow

Kaiser Family Foundation Healthcare Reform Gateway http://healthreform.kff.org/

Mechanic R, Altman S. Medicare’s opportunity to encourage innovation in health care delivery. N Engl J Med. 2010;362(9):772-4
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Organization CMS Medicare & Medicaid
Category Incentive/Reward Programs
Source www.cms.hhs.gov

Physician Group Practice Demonstration project
http://www.cms.gov/Medicare/Demonstration-
Projects/DemoProjectsEvalRpts/Medicare-Demonstrations-

Measure ltems/CMS1198992.htmI?DLPage=1&DLFilter=PHYSICIAN&DLSort=2&DLSortDir=de

scending

UPDATED IN 2013

Summary

Authors note: The demonstration has ended, but the program serves as one of building block for various current initiatives. A
modified version of this project is continuing.

The Physician Group Practice (PGP) Demonstration was the first pay-for-performance initiative for physicians under
the Medicare program. The demonstration created incentives for physician groups to coordinate the overall care
delivered to Medicare patients, rewarded them for improving the quality and cost efficiency of health care services,
and created a framework to collaborate with providers to the advantage of Medicare beneficiaries. Mandated by
Section 412 of the Medicare, Medicaid, and SCHIP Benefits Improvement and Protection Act of 2000, the goals of the
demonstration were to:

¢ Encourage coordination of Part A and Part B services;

* Promote cost efficiency and effectiveness through investment in care management programs, process redesign,
and tools for physicians and their clinical care teams; and

* Reward physicians for improving health outcomes.

Under the five year demonstration, the Centers for Medicare & Medicaid Services (CMS) rewarded physician groups
for improving patient outcomes by proactively coordinating their patients’ total health care needs, especially for
beneficiaries with chronic illness, multiple co-morbidities, and transitioning care settings.

Methodology

CMS selected ten physician groups on a competitive basis to participate in the demonstration. The groups were
selected based on technical review panel findings, organizational structure, operational feasibility, geographic
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location, and demonstration implementation strategy. Multi-specialty physician groups with well-developed clinical
and management information systems were encouraged to apply since they were likely to have the ability to put in
place the infrastructure necessary to be successful under the demonstration.

The ten physician groups represent 5,000 physicians and 220,000 Medicare fee-for-service beneficiaries.

Results

By performance year 5, all ten of the physician groups achieved benchmark performance on at least 30 of the 32
measures. Seven groups achieved benchmark performance on all 32 performance measures and all ten of the groups
achieved benchmark performance on the nineteen. The PGPs have increased their quality scores from baseline to
performance year 5 on the various quality measures. Five of the physician groups achieved benchmark quality
performance on all 27 quality measures. These groups achieved outstanding levels of performance by having clinical
champions (physicians or nurses who are in charge of quality reporting) at the practice, redesigning clinical care
processes, and investing in health information technology.

In addition to the quality performance, four physician groups -- Marshfield Clinic, Park Nicollet Health Services, St.
John’s Health System, and the University of Michigan -- earned incentive payments based on the estimated savings in
Medicare expenditures for the patient population they serve. The groups received performance payments totaling
$29.4 million as their share of the $36.2 million of savings generated for the Medicare Trust Funds in performance
year 5.

The demonstration started April 1, 2005 and the fifth performance year ended March 31, 2010. As included in The

Affordable Care Act, CMS has worked collaboratively with the organizations participating in the PGP Demonstration
to update the Demonstration design based on lessons learned and statutory requirements for the Medicare Shared
Savings Program. All ten PGPs participated in the 2-year PGP Transition Demonstration that began January 1, 2011.

Publications / links

PGP Transition Fact Sheet — August 2012
http://www.cms.gov/Medicare/Demonstration-Projects/DemoProjectsEvalRpts/Downloads/PGP TD Fact Sheet.pdf

PGP Transition Design Summary
http://www.cms.gov/Medicare/Demonstration-

Projects/DemoProjectsEvalRpts/Downloads/PGP_Transition Design Summary.pdf

PGP Transition Performance Payment Methodology Specifications
http://www.cms.gov/Medicare/Demonstration-Projects/DemoProjectsEvalRpts/Downloads/PGP Transition Payment Specs.pdf

PGP Transition Quality Specs Report
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http://www.cms.gov/Medicare/Demonstration-
Projects/DemoProjectsEvalRpts/Downloads/PGP Transition Quality Specs Report.pdf

PGP Demonstration Fact Sheet
http://www.cms.gov/Medicare/Demonstration-Projects/DemoProjectsEvalRpts/Downloads/PGP_Fact Sheet.pdf

PGP Demonstration Summary Results
http://www.cms.gov/Medicare/Demonstration-Projects/DemoProjectsEvalRpts/Downloads/PGP Summary Results.pdf

Report to Congress - September 2009
http://www.cms.gov/Medicare/Demonstration-Projects/DemoProjectsEvalRpts/Downloads/PGP_RTC Sept.pdf

Performance Payment Methodology Specifications
http://www.cms.gov/Medicare/Demonstration-Projects/DemoProjectsEvalRpts/Downloads/PGP_Payment.pdf

Medicare Physician Group Practice Demonstration Design:Quality and Efficiency Pay-for-Performance

John Kautter, Gregory C. Pope, Michael Trisolini, and Sherry Grund, Health Care Financing Review/Fall 2007/Volume 29, Number
1 pp. 15-29

Physician Group Practice Demonstration First Evaluation Report
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Reports/downloads/Leavitt1.pdf
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Organization Centers for Medicare & Medicaid Services (CMS / CMMI)
Performance Ratings/Reports/Scorecards/Databases/Benchmarking /Analytics/ Incentive/Reward
Category
Programs
Source https://www.cms.gov
Messure / Mt movstion oot s/ itiatives Poneer ACO Model
Initiative p://innovation.cms.gov/initiatives/Pioneer- -Mode

UPDATED IN 2013
Summary

The Pioneer ACO Model is a CNS Innovation Center designed for health care organizations and providers that are
already experienced in coordinating care for patients across care settings. It will allow these provider groups to move
more rapidly from a shared savings payment model to a population-based payment model on a track consistent with,
but separate from, the Medicare Shared Savings Program. And it is designed to work in coordination with private
payers by aligning provider incentives, which will improve quality and health outcomes for patients across the ACO,
and achieve cost savings for Medicare, employers and patients. The Pioneer ACO Model was designed specifically for
organizations with experience offering coordinated, patient-centered care, and operating in ACO-like arrangements.

The Medicare Shared Savings Program provides incentives for ACOs that meet standards for quality performance and
reduce cost while putting patients first. Working in concert with the Shared Savings Program, the Innovation Center
is testing an alternative ACO model, the Pioneer ACO Model.

Methodology

Savings calculations

There are extensive formal methodologies supporting beneficiary alignment and financial calculations for the first
three performance years of the Pioneer ACO Model.

In the first two performance years, the Pioneer Model tests a shared savings and shared losses payment
arrangement with higher levels of reward and risk than in the Shared Savings Program. These shared savings would
be determined through comparisons against an ACO’s benchmark, which is based on previous CMS expenditures for
the group of patients aligned to the Pioneer ACO. In year three of the program, those Pioneer ACOs that have shown
savings over the first two years will be eligible to move to a population-based payment model. Population-based
payment is a per-beneficiary per month payment amount intended to replace some or all of the ACO’s fee-for-
service (FFS) payments with a prospective monthly payment.
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The Pioneer ACO model will use a shared savings/losses arrangement in which the expenditure target for a
performance year (PY) is based on the historical expenditures during a base period for a prospectively defined cohort
of beneficiaries .Savings or losses are defined as the difference between an expenditure benchmark for a
performance year and the observed expenditure of that year’s aligned beneficiaries.

There are additional adjustments for alignment-eligible beneficiaries who died, eligibility, age, and sex category.
Quality metrics

CMS has established robust quality measures that will be used to monitor the quality of care provided and
beneficiary satisfaction. These measures mirror those in the Shared Savings Program (for more information, view the
fact sheet entitled “Improving Quality of Care for Medicare Patients: Accountable Care Organizations.”

There are additional requirements on the minimum number of aligned beneficiaries, Beneficiary Protections, and
Health Information Technology.

Results
Pioneer ACO Cost

Costs for the more than 669,000 beneficiaries aligned to Pioneer ACOs grew by only 0.3 percent in 2012 where as
costs for similar beneficiaries grew by 0.8 percent in the same period. 13 out of 32 pioneer ACOs produced shared
savings with CMS, generating a gross savings of $87.6 million in 2012 and saving nearly $33 million to the Medicare
Trust Funds. Pioneer ACOs earned over $76 million by providing coordinated, quality care. Only 2 Pioneer ACOs had
shared losses totaling approximately $S4.0 million. Program savings were driven, in part, by reductions that Pioneer
ACOs generated in hospital admissions and readmissions.

Pioneer ACO Quality

All 32 Pioneer ACOs successfully reported quality measures and achieved the maximum reporting rate for the first
performance year, with all earning incentive payments for their reporting accomplishments. Overall, Pioneer ACOs
performed better than published rates in fee-for-service Medicare for all 15 clinical quality measures for which
comparable data are available. (Seven measures had no comparable data in the published literature.)

In addition, Pioneer ACOs were rated higher by ACO beneficiaries on all four patient experience measures relative to
the 2011 Medicare fee-for-service results.

Publications / links

Overview http://innovation.cms.gov/initiatives/Pioneer-ACO-Model/
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Press Release - 07/17/13
http://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-Releases/2013-Press-Releases-ltems/2013-07-16.html

Pioneer ACO Fact Sheet
http://innovation.cms.gov/Files/fact-sheet/Pioneer-ACO-General-Fact-Sheet.pdf

Frequently Asked Questions
http://innovation.cms.gov/Files/x/Pioneer-ACO-Model-Frequently-Asked-Questions-doc.pdf

Frequently Asked Questions for the Pioneer ACO Applicants
http://innovation.cms.gov/Files/x/Pioneer-ACO-Model-Frequently-Asked-Questions-ADDENDUM-document.pdf

Pioneer ACO descriptions document
http://innovation.cms.gov/Files/x/Pioneer-ACO-Model-Selectee-Descriptions-document.pdf

Pioneer ACO Benchmark Methodology
http://innovation.cms.gov/Files/x/PioneerACOBmarkMethodology.pdf

Pioneer ACO Alternative Payment Arrangements
http://innovation.cms.gov/Files/x/Pioneer-ACO-Model-Alternative-Payment-Arrangements-document.pdf

Improving Quality of Care for Medicare Patients: Accountable Care Organizations.
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/sharedsavingsprogram/Downloads/ACO Quality Factsheet ICN907407.pdf
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Organization CMS Medicare & Medicaid
Category Incentive/Reward Programs
Source www.cms.hhs.gov

Physician Quality Reporting System (PQRS)

M r
easure http://www.cms.hhs.gov/pars/

UPDATED IN 2013
Summary

PQRS is a reporting program that uses a combination of incentive payments and payment adjustments to promote
reporting of quality information by eligible professionals (EPs).

The program provides an incentive payment to practices with EPs (identified on claims by their individual National
Provider Identifier [NPI] and Tax Identification Number [TIN]). EPs satisfactorily report data on quality measures for
covered Physician Fee Schedule (PFS) services furnished to Medicare Part B Fee-for-Service (FFS) beneficiaries
(including Railroad Retirement Board and Medicare Secondary Payer).

Beginning in 2015, the program also applies a payment adjustment to EPs who do not satisfactorily report data on
quality measures for covered professional services. This website serves as the primary and authoritative source for
all publicly available information and CMS-supported educational and implementation support materials for PQRS.

Methodology

Analysis and Payment

Each year, the Physician Quality Reporting System (PQRS) incentive payment and the PQRS feedback report are
issued through separate processes. PQRS feedback report availability is not based on whether or not an incentive
payment was earned. PQRS participants will not receive claim-level details in the feedback reports.

Incentive Payments

Eligible professionals who satisfactorily report quality-measures data for services furnished during a PQRS reporting
period are eligible to earn an incentive payment equal to a percentage of the eligible professional's estimated total
allowed charges for covered Medicare Part B Physician Fee Schedule (PFS) services provided during the reporting
period. The authorized incentive payment amounts for each program year are:

2010 PQRS - 2.0%
2009 PQRS - 2.0%
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2008 PQRS —1.5%
2007 PQRS — 1.5% subject to a cap

The Affordable Care Act authorized incentive payment through 2014:

2011 PQRS - 1.0%
2012 PQRS - 0.5%
2013 PQRS - 0.5%
2014 PQRS - 0.5%

Incentive payments for each program year are issued separately as a single consolidated incentive payment in the
following year..

Results

Within the system, results will be distributed based on the results for the physician.

Overall reports will be developed as the program moves forward.

Publications / links

Physician Quality Reporting System FAQ
https://questions.cms.gov/faq.php?id=5005&rtopic=1893&rsubtopic=7163

How to Get Started
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/How To Get Started.html

Learn more about PQRS
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/Downloads/PQRS OverviewFactSheet 2013 08 06.pdf

2013 Physician Quality Reporting System (PQRS) Implementation Guide:
http://www.cms.gov/apps/ama/license.asp?file=/PQRS/downloads/2013 PQRS MeasuresList_ImplementationGuide 12192012
-Zip

Measures Codes
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/MeasuresCodes.html

Analysis and Payment
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/AnalysisAndPayment.html
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Payment Adjustment Information

http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Payment-Adjustment-
Information.html

Registry Reporting
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Registry-Reporting.html

EHR Incentive Program Reporting

http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Electronic-Health-Record-
Reporting.html

Group Practice Reporting Option
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/Group Practice Reporting Option.html
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Organization Centers for Medicare & Medicaid Services
Performance Ratings/Reports/Scorecards/Databases/Benchmarking /Analytics/ Incentive/Reward
Category
Programs
https://www.cms.gov
Source http://innovation.cms.gov/
Shared Savings ACO
Measure / ) , )
Initiative http://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/sharedsavingsprogram/index.html?redirect=/sharedsavingsprogram/

UPDATED IN 2013
Summary

The Centers for Medicare & Medicaid Services (CMS) has established a Medicare Shared Savings Program (Shared
Savings Program) to facilitate coordination and cooperation among providers to improve the quality of care for
Medicare Fee-For-Service (FFS) beneficiaries and reduce unnecessary costs. Eligible providers, hospitals, and
suppliers may participate in the Shared Savings Program by creating or participating in an Accountable Care
Organization (ACO).

ACOs create incentives for health care providers to work together to treat an individual patient across care settings —
including doctor’s offices, hospitals, and long-term care facilities. The Medicare Shared Savings Program (Shared
Savings Program) will reward ACOs that lower their growth in health care costs while meeting performance
standards on quality of care and putting patients first.CMS worked closely with agencies across the Federal
government to ensure a coordinated and aligned inter- and intra-agency effort to facilitate implementation of the
Shared Savings Program.

The Shared Savings Program is designed to improve beneficiary outcomes and increase value of care by:
e Promoting accountability for the care of Medicare FFS beneficiaries
e Requiring coordinated care for all services provided under Medicare FFS
e Encouraging investment in infrastructure and redesigned care processes

The Shared Savings Program will reward ACOs that lower their growth in health care costs while meeting
performance standards on quality of care and putting patients first. Participation in an ACO is purely voluntary.

Methodology
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Under the Shared Savings Program, the ACO providers and suppliers will continue to be paid for services rendered to
Fee-For-Service Medicare beneficiaries. In addition, the participating ACO will be eligible to receive a shared savings
payment if the ACO meets the quality performance standards and has generated shareable savings under the
performance-based payment methodology.

Track 1 — Shared Savings Only for the Initial Agreement:
Shared savings will be calculated for each performance year during the term of an ACO’s first agreement.
ACOs will not be held accountable for losses in this Track

Track 2 — Shared Savings and Shared Losses for All Years of the Agreement:
More experienced ACOs that are ready to share in losses in return for the opportunity for a higher share of
savings may elect to enter the two-sided model. Under this model, the ACO will be eligible for a higher
sharing rate, with a higher performance payment limit, than will be available under the one-sided model.

Determining Shared Savings and Losses

Step 1 - Establish Benchmark and Update for Each Performance Year Within the Agreement Period:
Establish the “benchmark for each agreement period for each ACO using the most recent available 3 years of
per-beneficiary expenditures for parts A and B services for Medicare fee-for-service beneficiaries assigned to
the ACO. In calculating the benchmark, CMS will trend the benchmark years forward to the third benchmark
year by employing the national growth rate in Medicare Parts A and B expenditures for Fee-For- Service
beneficiaries

Step 2 — Compare Performance to the Benchmark to Determine Shared Savings/Losses:
Establishes that an ACO shall be eligible for payment of shared savings “only if the estimated average per
capita Medicare expenditures under the ACO for Medicare fee-for-service beneficiaries for parts A and B
services, adjusted for beneficiary characteristics, is at least the percent specified by the Secretary below the
applicable benchmark.”

Step 3 — Determining Sharing Rate and Shared Savings:
If an ACO meets quality standards and achieves savings according to Step 2, the ACO will share in savings.
CMS will apply a sharing rate, determined for each ACO based upon its quality performance, to the
difference between the updated benchmark and the actual expenditures for the performance year.

Quality measures

As required by the Affordable Care Act, before an ACO can share in any savings generated, it must
demonstrate that it met the quality performance standard for that year

The CMS will measure quality of care using 33 nationally recognized measures in four key domains.
e Patient/caregiver experience (7 measures)
e (Care coordination/patient safety (6 measures)
e Preventive health (8 measures)
e At risk population
o Diabetes (6 measures)
Hypertension (1 measure)
Ischemic vascular disease (2 measures)
Heart failure (1 measure)
Coronary artery disease (CAD) (2 measures)
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Required quality measures that are part of the quality performance standard, including the Consumer Assessment of
Healthcare Providers and Systems (CAHPS) patient experience survey measures, claims-based measures, the
Electronic Health Record (EHR) Incentive Program measure, and the required Group Practice Reporting Option
(GPRO) web interface quality measures that are required for purposes of ACO participants earning a Physician
Quality Reporting System (PQRS) incentive under the Medicare Shared Savings Program.

The Affordable Care Act allows CMS to incorporate the Physician Quality Reporting System reporting requirements
and incentive payments into the Shared Savings Program. ACO participants that include providers/suppliers who are
also eligible professionals for purposes of the Physician Quality Reporting System will earn the Physician Quality
Reporting System incentive as a group practice under the Shared Savings Program, by reporting required clinical
quality measures through the ACO Group Practice Reporting Option (GPRO) web interface, in each calendar year
reporting period the ACO fully and completely reports the ACO GPRO measures.

Results

Results will be released as the programs move forward.

Publications / links

Fact sheet
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/sharedsavingsprogram/Downloads/ACO Quality Factsheet ICN907407.pdf

Frequently Asked Questions
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/FAQ.html

Medicare Shared Savings Program ACO Fast Facts
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/ACO-Fast-Facts.html

Summary of final rule
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/sharedsavingsprogram/Downloads/ACO Summary Factsheet ICN907404.pdf

What providers need to know
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/sharedsavingsprogram/Downloads/ACO Providers Factsheet ICN907406.pdf

Methodology for determining Shared Savings and Losses
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https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/sharedsavingsprogram/Downloads/ACO Methodology Factsheet ICN907405.pdf

Quality measures and performance standards

http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Quality Measures Standards.html

Improving Quality of Care for Medicare Patients: Accountable Care Organizations.
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/sharedsavingsprogram/Downloads/ACO Quality Factsheet ICN907407.pdf
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Organization The Commonwealth Fund

Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source http://www.whynotthebest.org

Measure Why Not the Best

UPDATED IN 2013
Summary

WhyNotTheBest.org was created and is maintained by The Commonwealth Fund, a private foundation working
toward a high performance health system. It is a free resource for health care professionals interested in tracking
performance on various measures of health care quality. It enables organizations to compare their performance
against that of peer organizations, against a range of benchmarks, and over time. Case studies and improvement
tools spotlight successful improvement strategies of the nation’s top performers. A regional map shows performance
at the county, HRR, state, and national levels.

WhyNotTheBest.org includes process-of-care measures, patient satisfaction measures (from the Hospital Consumer
Assessment of Healthcare Providers and Systems), readmission rates, mortality rates, and average reimbursement
rates.

Methodology

All of these performance measures are publicly reported on the Centers for Medicare and Medicaid Services Web
site, Hospital Compare, and include data from nearly all U.S. hospitals. WhyNotTheBest.org also includes data on the
incidence of central line-associated bloodstream infections, from over 1,500 hospitals across the nation. It also
includes measures assessing whether and to what extend hospitals have adopted electronic medical records (from
the American Hospital Association survey), as well as measures of population health and utilization and costs, from
the Institute of Medicine. Finally, the site includes performance data for a subset of the Agency for Healthcare
Research and Quality Inpatient Quality Indicators (IQls), Patient Safety Indicators (PSls), and Prevention Quality
Indicators (PQls). Currently, we have such data for the majority of hospitals in 12 states. Although Hospital Compare
is used for data, some of the metrics are different.

Various comparisons can be performed

e Hospitals by region, health system, size, ownership, or type.
e Hospital groupings - by size, ownership, or type.

e U.S. counties, hospital referral regions, and states.

e Examples of featured hospital, group, and regional reports.

Performance Data (metrics)

|
All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the
content was extracted in 2013. But, some of the continuing programs come from earlier editions (2008 or 2010). It has not been independently
validated and the authors and the Society of Actuaries make no warranty as to its accuracy.

© 2013 Society of Actuaries, All Rights Reserved


http://www.whynotthebest.org/

121

e Recommended Care (Core Measures)

e Composite Measures of Recommended Care
e Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
e Emergency Care

e |Immunization

e Readmission Rates

e Mortality Rates

e Spending per Medicare Beneficiary

e Health Care Costs

e Health Care—Associated Infections

e Health Information Technology

e Inpatient Quality Indicators

e Patient Safety Indicators

e Prevention Quality Indicators

e Population Health / Utilization and Costs

e County Health Rankings

Results

The Commonwealth Fund creates many papers on these topics. Specific reports and case studies are available in a
data base that can be sorted by topic.

Publications / links

Various reports can be produced on the site. These are accessed from the master web link
http://www.whynotthebest.org/

Case studies http://www.whynotthebest.org/contents/index/1

Tools http://www.whynotthebest.org/contents/index/2

Related publications / links (from other organizations)
http://www.whynotthebest.org/contents/index/5
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Organization The Commonwealth Fund Commission on a High Performance Health System
Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source http://www.commonwealthfund.org/usr doc/Why Not the Best national scorecard 20
08.pdf?section=4039
Multiple papers
Measure pie pap

National Scorecard on U.S. Health System Performance

UPDATE IN 2013

Summary

Although the Commission concluded its activities in March 2013, the website still contains a series of related papers
about the US healh system.

In establishing the Commission on a High Performance Health System in 2005, The Commonwealth Fund’s Board of
Directors recognized the need for national leadership to revamp, revitalize, and retool the U.S. health care system.
The Commission’s 16 members—distinguished experts and leaders representing every sector of health care, as well
as the state and federal policy arenas, the business sector, and academia—are charged with promoting a high-
performing health system that provides all Americans with affordable access to excellent care while maximizing
efficiency in its delivery and administration. Of particular concern to the Commission are the most vulnerable groups
in society, including low-income families, the uninsured, racial and ethnic minorities, the very young and the aged,
and people in poor health.

Background on Scorecard from
Methodology

Scorecards

The Scorecards take a broad look at how the health care system is doing and where improvements are needed, as
well as models of exemplary care from which others may learn. They look at such issues as: Do people have access to
the health care they need? Are they getting the highest-quality care? Are we spending money and using health care
resources efficiently?

The Scorecards compares national performance against benchmark levels achieved by top performing groups within
the U.S. or other countries. In a few instances, benchmarks reflect targets or policy goal. Each score is a ratio of the
current U.S. average performance to the benchmark representing best levels of achievement, with a maximum
possible score of 100. Benchmarks were based on rates achieved by the top 10 percent of U.S. states, regions,
hospitals, health plans or other providers or top countries. Where patient data were available only at the national

All weblinks were updated in 2013. Written material is extracted from publicly-available material on the websites of organizations - much of the
content was extracted in 2013. But, some of the continuing programs come from earlier editions (2008 or 2010). It has not been independently
validated and the authors and the Society of Actuaries make no warranty as to its accuracy.

© 2013 Society of Actuaries, All Rights Reserved


http://www.commonwealthfund.org/usr_doc/Why_Not_the_Best_national_scorecard_2008.pdf?section=4039
http://www.commonwealthfund.org/usr_doc/Why_Not_the_Best_national_scorecard_2008.pdf?section=4039

123

level, benchmarks were based on the experiences of high-income, insured individuals. Four access benchmarks aim
for logical policy goals, such as 100 percent of the population to be adequately insured.

Other commission Projects

The report Organizing the U.S. Health Care Delivery System for High Performance highlighted the detrimental effects
of the nation’s fragmented health care delivery and payment systems and offered recommendations for establishing
greater coordination across providers and care settings. Among other changes, the Commission favors moving away
from fee-for-service payment and toward bundled-payment methods that reward coordinated, high-value care.

Tracking Health System Performance - the Commission has issued three national and two state-level scorecards for
the U.S. health system. In March 2012 released a new scorecard for health system performance at the local level.

Rising to the Challenge: Results from a Scorecard on Local Health System Performance - Scorecard on health system
performance within the nation’s hospital referral regions, provides U.S. communities with comparative data that
they can use to assess the performance of their health systems, establish priorities for improvement, and set
achievement targets. The findings show clearly that when it comes to health care access and care experiences, where
one lives matters.

In the 2011 report High Performance Accountable Care: Building on Success and Learning from Experience, the
Commission provides a set of recommendations for ensuring the successful implementation and spread of the ACO
model, which holds promise as an effective and efficient way to deliver care, especially to people with chronic or
complex medical conditions.

A 2012 report from the Commission called on the federal government to develop a comprehensive, disciplined
strategic plan to take full advantage of the new opportunities in recent health care legislation. In The Performance
Improvement Imperative: Utilizing a Coordinated, Community-Based Approach to Enhance Care and Lower Costs for
Chronically Ill Patients, the Commission lays out a strategy for addressing one of the greatest health system
challenges: improving the coordination of health services provided to people with multiple chronic health conditions.
Five percent of the U.S. population accounts for 50 percent of all health care costs, and most in this group have
chronic diseases like congestive heart failure, coronary artery disease, and diabetes.

Providing Access for Vulnerable Populations

The Commission also has released a series of reports focusing on the need to ensure access to a high-performing
health system for vulnerable populations, including people without health insurance, families with low incomes, and
disadvantaged minorities.

Results

Based on the Scorecard’s 42 indicators of health system performance, the U.S. earned an overall score of 64 out of a
possible 100 when comparing national averages with benchmarks of best performance achieved internationally and
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within the U.S. Although the Scorecard draws on the latest available data, primarily from the period 2007 to 2009,
the results do not fully reflect the effects of the recent economic recession on access to and use of care.

The overall performance on the indicators failed to improve relative to benchmarks since the first National Scorecard
was issued in 2006, or since the last update in 2008. Benchmarks, however, improved in many cases, raising the bar
on what is attainable.

The 2011 edition of the National Scorecard on U.S. Health System Performance finds that despite pockets of
improvement, the United States as a whole failed to improve when compared with the top 10 percent of U.S. states,
regions, health plans, or health care providers, or the top-performing countries.

Publications / links

National Scorecard 2011
http://www.commonwealthfund.org/~/media/Files/Publications/Fund%20Report/2011/0ct/1500 WNTB Natl Scorecard 2011
web.pdf

Rising to the Challenge: Results from a Scorecard on Local Health System Performance
http://www.commonwealthfund.org/Publications/Fund-Reports/2012/Mar/Local-Scorecard.aspx

Why Not the Best? Results from the National Scorecard on U.S. Health System Performance, 2008. The Commonwealth Fund
Commission on a High Performance Health System July 2008 Report.
http://www.commonwealthfund.org/~/media/Files/Publications/Fund%20Report/2008/Jul/Why%20Not%20the%20Best%20%2
OResults%20from%20the%20National%20Scorecard%200n%20U%205%20%20Health%20System%20Performance%20%202008/
Why Not the Best national scorecard 2008%20pdf.pdf
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Organization Dartmouth Atlas Project

Category Performance Ratings/Reports/Scorecards/Databases/Benchmarking
Source http://www.dartmouthatlas.org/

Measure Dartmouth Atlas Project

UPDATED IN 2013

Summary

For more than 20 years, the Dartmouth Atlas Project has documented glaring variations in how medical resources
are distributed and used in the United States. The project uses Medicare data to provide information and analysis
about national, regional, and local markets, as well as hospitals and their affiliated physicians. This research has
helped policymakers, the media, health care analysts and others improve their understanding of our health care
system and forms the foundation for many of the ongoing efforts to improve health and health systems across
America.

Data from the Dartmouth Atlas Project has been used by other researchers and groups to explore variations in use
among local areas, health systems and hospitals.

Methodology

Over the past two decades, the Dartmouth Atlas Project has developed a national strategy of providing population-
based information describing resource inputs, utilization and outcomes of care across the United States. Much of the
variation among regions in per capita resource inputs, utilization and spending has proven to be unwarranted; it
cannot be adequately explained on the basis of differences among regions in prices, illness rates, patient
characteristics, patient preferences, or the dictates of evidence-based medicine. Much of the variation relates to
differences among providers.

The problem of unwarranted variation has attracted widespread attention from the press, policy makers and
clinicians interested in quality improvement and health care reform. It has led to legislation promoting
demonstration projects to deal with unwarranted variations among the Medicare population. Of particular
importance is the evidence that populations living in regions with greater levels of spending and greater use of
physician visits and hospitalizations do not experience better health care outcomes or better quality of care. This
finding has several implications for patients and for the cost of Medicare. First and foremost, overtreatment harms
patients, and it contributes to the chaotic quality of American health care. Second, overtreatment wastes taxpayer
dollars. And because of the way Medicare is financed, overtreatment also entails a systematic transfer of tax dollars
from residents of low-cost regions to high-cost regions, where those dollars fund the useless, and potentially
harmful, care that is being delivered.
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There is published material on:

e Medicare Spending

e Supply-Sensitive Care

e Preference-Sensitive Care
o Effective Care

e The Physician Workforce

e End-of-Life Care

e Racial Disparities

e Accountable Care

e Reflections on Variations

e International

Benchmarking can be used to compare the experience in areas or hospitals of your choice to the national average,
state average, or to the rate in other areas or hospitals. The question being explored in the Benchmarking tool is:
what if rates in the comparison areas or hospitals were equal to rates in selected benchmarks? The table gives the
populations and rates in the benchmark and comparison areas; the ratios of the rates in the comparison areas to
rates in the benchmark areas; and the number of events in the comparison areas above (+) or below (-) the number
predicted by the experience in the benchmark area, if the rate of the benchmark area had been attained for the
residents of the comparison areas.

{From previous material } Three key areas identified. Much of the variation found to relate to provider quality defects:

1. Failure to provide needed care or higher than average levels of undesirable outcomes through medical error or system
failures

2. Systematic underuse of effective care techniques, misuse of preference-sensitive care (eg. Discretionary surgery)
Overuse of supply-sensitive care such as physician visits, tests and hospitalization rates among chronically ill patients

Results

This web site provides access to all Atlas reports and publications, as well as interactive tools to allow visitors to view
specific regions and perform their own comparisons and analyses. These tools have helped other groups create
reports like those listed on our Case Studies page. A selection of videos and presentations can be found on our
Multimedia page.

Current case studies are available on the website. At the time of this report, studies from the Florida Health Care
Coalition, Health Action Council Ohio, and lowa Health Buyers Alliance were included.

Publications / links
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Downloads (wide range of material) http://www.dartmouthatlas.org/tools/downloads.aspx

Hospital Care Intensity http://www.dartmouthatlas.org/tools/care.aspx

Benchmarking http://www.dartmouthatlas.org/tools/benchmarking.aspx
Case Studies http://www.dartmouthatlas.org/tools/casestudies.aspx
Publications http://www.dartmouthatlas.org/publications/reports.aspx
Key issues http://www.dartmouthatlas.org/keyissues/

This incluces a wide range of material on Medicare Spending, Supply-Sensitive Care, Preference-Sensitive Care

Effective Care, Physician Workforce, End-of-Life Care, Racial Disparities, Accountable Care, Reflections on Variations, and
International
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Organization Deloitte Center for Health Solutions, Deloitte LLP
Category Other
Source www.deloitte.com

Episodes and Payment Reform papers; Comparative Effectiveness paper
Measure http://www.deloitte.com/view/en US/us/Industries/health-care-providers/center-for-
health-solutions/274ed1800c0fb110VgnVCM100000ba42f00aRCRD.htm

UPDATED IN 2013

Summary

The Deloitte Center for Health Solutions is the health services research arm of Deloitte LLP. Our goal is to inform all
stakeholders in the health care system about emerging trends, challenges and opportunities using rigorous research.
Through our research, roundtables and other forms of engagement, we seek to be a trusted source for relevant,
timely and reliable insights.

The Deloitte Center for Health Solutions produces research and other thought leadership that is objective, data-
driven and embraces a diversity of viewpoints on trends and issues affecting U.S. health care. Our research is
focused in three major areas:

e Health policy and health reforms in the U.S. health care system
e Disruptive innovations that result in innovative solutions to improve efficiency and effectiveness
e Consumerism, incorporating how end users of health goods and services think and behave

In addition to conducting both primary and secondary research studies (surveys, forecasts, case studies, qualitative
research), DCHS also provides briefings and educational training sessions to corporate boards, trade associations and
senior management teams. We also produce webcasts and podcasts to further inform the debate on issues of
importance.

DCHS’s studies are available at no cost on this Web site.

Methodology

Health Care Reform

The U.S. health care system is complex, fragmented and expensive. Some might say it is not a system at all; rather, it
is a collection of organizations that provide goods and services for individual patients and groups, under the scrutiny
of industry watchdogs.
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The cost of the U.S. health care system is projected to increase at 5.8 percent annually through 2020. Health care is
the fastest-growing expense in the average American household, in the overhead of employers who provide health
insurance, and in state and federal government budgets. Not surprisingly, new entrants offering “lower-cost, better
solutions” are now focused on the health care industry: They regard it as a prime target for disruptive innovation.
Reforming the U.S. health care system is a fiscal imperative. Reducing its costs while enhancing the quality of its
goods and services is its greatest challenge.

Disruptive Innovations in Health Care Big change creates big value opportunities — if you know where to look

You can feel it happening in the marketplace around us. Retail clinics, medical tourism, technology-enabled self care
— disruptive innovations in the U.S. health care system challenge the status quo. These and other new phenomena
zero in on unmet needs, leverage new technologies and business models, and deliver enhanced value throughout the
health care supply chain. When they work, they change the game. Along with consumerism and health reform,
disruptive innovation is one of the three major themes we follow at the Deloitte Center for Health Solutions.

Health Care Consumerism

Companies faced with soaring increases in health care costs are taking the lead in the battle to contain them.
Consumer-driven health care (CDHC) is a trend that encourages individuals to get the care they need, and helps
make employees more engaged health care consumers. The Deloitte Center for Health Solutions examines consumer
health options such as consumer-directed health plans and care management programs, which can help control
excessive benefits consumption and curb costs.

Papers related to measurement and payment
ACOs

This paper concludes that successful ACOs are more likely to have specific competencies in governance and leadership,

operational and clinical effectiveness, IT and infrastructure, risk management and workforce organization. Finally, to enable
ACOs to lower costs and improve care, health plans and providers should consider reasonable targets to reduce spending and
improve outcomes. At the same time, physicians and consumers will look for a rationale to participate.

Medical Home 2.0

Conceptually, a medical home model makes sense: Improved consumer access to primary care health services and increased
accountability for healthy lifestyles are foundational to a reformed health system. For primary care clinicians, the current system
of volume-based incentives limits their ability to appropriately diagnose and adequately manage patient care. For consumers,
lack of access to effective and clinically accurate diagnostics and therapeutics via primary care is a formula for delayed
treatment, overall poor health and higher costs. The medical home model is designed to address these issues.

The “medical home 2.0” is an advancement in the design, delivery and payment for health care services that leverages emergent
characteristics of a transformed health system — shared decision-making with patients, multidisciplinary teams where all
participate actively in the continuum of care, incentives for adherence to evidence-based practices and cost efficiency and health
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information technologies that equip members of the care team and consumers to make appropriate decisions and monitor
results.

Comparative Effectiveness: Health Care Policy Perspectives for Consideration

A Deloitte study that profiles comparative effectiveness systems in the United Kingdom, Australia, Canada and Germany
concludes that, if implemented correctly, comparative effectiveness has the potential to improve care and reduce health care
costs for Americans.

Publications / links

Health Care Reform
http://www.deloitte.com/view/en US/us/Industries/health-care-providers/center-for-health-solutions/health-care-
reform/index.htm

Disruptive Innovations i