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NATIONAL QUALITY FORUM

Measure Applications Partnership (MAP)
Roster for the MAP Coordinating Committee

George J. Isham, MD, MS (Co-Chair)
HealthPartners, Bloomington, MN

Elizabeth A. McGlynn, PhD, MPP (Co-Chair)
Kaiser Permanente Center for Effectiveness & Safety Research, Pasadena, CA

Richard C. Antonelli, MD, MS
Children's Hospital Boston/Harvard Medical School, Boston, MA

David W. Baker, MD, MPH, FACP
American College of Physicians, Chicago, IL

Christine A. Bechtel, MA
National Partnership for Women and Families, Washington, DC

Bobbie Berkowitz, PhD, RN, CNAA, FAAN
Columbia University School of Nursing, New York, NY

Joseph R. Betancourt, MD, MPH
The Disparities Solution Center, Boston, MA

Judith A. Cahill
Academy of Managed Care Pharmacy, Alexandria, VA

Suzanne F. Delbanco, PhD
Catalyst for Payment Reform, San Francisco, CA

Joyce Dubow, MUP
AARP, Washington, DC

Steven Findlay, MPH
Consumers Union, Washington, DC

Foster Gesten, MD
National Association of Medicaid Directors, Albany, NY

Gary L. Gottlieb, MD, MBA
American Hospital Association, Boston, MA

Aparna Higgins, MA
America’s Health Insurance Plans, Washington, DC
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Charles N. Kahn III
Federation of American Hospitals, Washington, DC

William E. Kramer, MBA
Pacific Business Group on Health, San Francisco, CA

Sam Lin, MD, PhD, MBA, MPA, MS
American Medical Group Association, Alexandria, VA

Elizabeth Mitchell
Maine Health Management Coalition, Portland, ME

Ira Moscovice, PhD
Division of Health Policy & Management, School of Public Health, University of Minnesota,
Minneapolis, MN

Michael Mussallem
AdvaMed, Irvine, CA

Frank G. Opelka, MD, FACS
American College of Surgeons, New Orleans, LA

Cheryl Phillips, MD, AGSF
LeadingAge, Washington, DC

Harold A. Pincus, MD
Columbia University, New York, NY

Carol Raphael, MPA
Visiting Nurse Service of New York, New York, NY

Gerald Shea
AFL-CIO, Washington, DC

Carl A. Sirio, MD
American Medical Association, Pittsburgh, PA

Marla J. Weston, PhD, RN
American Nurses Association, Silver Spring, MA



NATIONAL QUALITY FORUM

Federal Government Members (non-voting, ex officio)

Victor Freeman, MD, MPP
Health Services and Resources Administration (HRSA), Rockville, MD

Karen Milgate, MPP
Centers for Medicare & Medicaid Services (CMS), Washington, DC

John O'Brien
Office of Personnel Management/FEHBP (OPM), Washington, DC

Chesley Richards, MD, MPH
Centers for Disease Control and Prevention (CDC), Atlanta, GA

Thomas Tsang, MD, MPH
Office of the National Coordinator for HIT (ONC), Washington, DC

Nancy J. Wilson, MD, MPH
Agency for Healthcare Research and Quality (AHRQ), Rockville, MD

Accreditation/Certification Liaisons (non-voting)

Christine Cassel, MD
American Board of Medical Specialties, Philadelphia, PA

Mark R. Chassin, MD, FACP, MPP, MPH
The Joint Commission, Oakbrook Terrace, IL

Margaret E. O'Kane, MPH
National Committee for Quality Assurance (NCQA), Washington, DC
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Measure Applications Partnership
Coordinating Committee Charge

Purpose
The charge of the Measure Applications Partnership (MAP) Coordinating Committee is to

provide input to HHS on the selection of performance measures for use in public reporting,
performance-based payment, and other programs. The Coordinating Committee will also
advise HHS on the coordination of performance measurement strategies across public sector
programs, across settings of care, and across public and private payers.

The Coordinating Committee will set the strategy for the two-tiered Partnership and give
direction to, and ensure alignment among, the MAP advisory workgroups. The workgroups will
not give input directly to HHS; rather, they will advise the Coordinating Committee on measures
needed for specific uses.

The work of the Coordinating Committee and input to HHS will be aligned with the HHS
National Quality Strategy, as well as the related National Prevention and Health Promotion
Strategy and National Patient Safety Initiative. The Committee’s decision making framework
will also consider high priority conditions and the patient-focused episode of care model. The
Committee will adopt a set of measure selection criteria to guide its decisions. Explicit
consideration will be given to performance measures needed for dual eligible beneficiaries in all
of the MAP’s work.

The activities and deliverables of the MAP Coordinating Committee do not fall under NQF’s
formal consensus development process (CDP).

Tasks
The Coordinating Committee will set the strategy for the MAP; give direction to the advisory
workgroups; ensure alignment of performance measurement across settings; and provide input
to HHS through the following tasks:

1. Set a decision making framework, including measure selection criteria.

2. ldentify charges for each workgroup.

3. Provide input to HHS on:

a. Measures to be implemented through the federal rulemaking process, based on
an overview of the quality problems in hospital, clinician office, and post-
acute/long-term care settings, the manner in which those problems could be
improved, and the related measures for encouraging improvement;

b. A coordination strategy for measuring readmissions and healthcare-acquired
conditions across public and private payers;

c. A coordination strategy for clinician performance measurement across public
programs;
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d. ldentification of measures that address the quality issues for care provided to
Medicare-Medicaid dual eligible beneficiaries;

e. A coordination strategy for performance measurement across post-acute care
and long-term care programs;

f. Identification of measures for use in performance measurement for hospice
programs and facilities; and

g. ldentification of measures for use in performance measurement for PPS-exempt
cancer hospitals.

4. ldentification of critical measure development and endorsement gaps.

Timeframe
The first phase of this work will begin in March 2011 and will be completed by June 2012.

Membership
Attachment A contains the MAP Coordinating Committee roster.
The terms for MAP members are for three years. The initial members will serve staggered

terms, determined by random draw at the first in-person meeting.

Procedures
Attachment B contains the MAP member responsibilities and operating procedures.
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Measure Applications Partnership

Payment and Public Reporting

Americans cannot afford disjointed and inconsistent healthcare.
Their dreams depend on healthy lives and on responsive, high-
quality care when sickness comes. Their aspirations, as
individuals and as a nation, depend on access to care with
reasonable costs.

Performance measures move us toward care that is careful—careful to
follow proven practices, use resources well, and focus on the patient’s
point of view. Performance measures will also be critical to achieving the
priorities and goals of the soon-to-be-announced National Quality Strategy.

The choice of measures for gauging and rewarding progress is so important
that no one perspective is adequate to inform the task. For that reason,
the Patient Protection and Affordable Care Act directs the Secretary of
Health and Human Services (HHS) to gain input from a consensus-based
entity on the best measures to use in public reporting, value-based
payment, and other programs.

In response to the Secretary’s request, the National Quality Forum has
established the Measure Applications Partnership. The MAP brings
together stakeholder groups in a collaboration that balances the interests
of consumers, businesses and purchasers, labor, health plans, clinicians and
providers, communities and states, and suppliers. The MAP also includes
individual representatives with deep expertise in key areas and liaisons
from public sector programs.

While HHS may consult many sources before making decisions on measure
choices, the MAP will be a unique voice, blending the perspectives of
diverse stakeholders informed by evidence.




How the MAP will support better, more affordable care

At a policy level, we must create an environment that spurs alignment of
programs around national goals and priorities through the key drivers of
public reporting, value-based payment, and the provision of knowledge and
tools to support improvement. Helping policy-makers and practitioners
select the best measures to use in each application is where the MAP
comesin.

The MAP will:

STRENGTHEN PUBLIC REPORTING. Over the next several years,
HHS will expand its Healthcare Compare websites to encompass a
broader array of providers and include more information on their
performance. Voters and their elected officials, patients and
communities, clinicians, healthcare organizations, and every other
stakeholder will have better information on which to base their
choices. But the measures selected for these websites and other
public reporting programs must provide meaningful and useful
information that supports such decisions.

SUPPORT IMPROVEMENTS IN QUALITY AND AFFORDABILITY.
Because measures will tell us what does and doesn’t work to sustain
health and treat health problems, providers and payers will have better
yardsticks for identifying best practices and channeling resources to
health systems capable of providing care that is safe and effective.

SERVE AS THE BASIS FOR PAYMENT, using models that align financial
incentives with performance through Medicare and other publicly
supported programs. Private payers will undoubtedly look to the
MAP to drive their decisions on payment as well.

As requested by HHS, the MAP will first establish a framework that will
guide the identification of performance measures for:

e Ambulatory practice settings.

e Post-acute settings, including long-term care hospitals, inpatient
rehabilitation hospitals, skilled nursing facilities, and home healthcare.

e Cancer hospitals exempt from the prospective payment system.

The MAP will also develop guidance on measures related to care for dual
eligible beneficiaries and reduction of readmissions and healthcare-
acquired infections.

MAP

Measure Applications Partnership
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The MAP criteria

In each case, the appropriate MAP workgroup will:

e Consider measures already associated with the request for input.
NQF will construct a catalog of current measures and analyze them for
convergence and divergence and for alignment with the national goals.

e Identify a potential set of core measures, noting which ones are
currently available and where gaps need to be filled.

e Look for ways to develop a more coordinated approach to
measurement in the requested area.

e Provide input to the MAP Coordinating Committee, which will in turn
provide guidance to HHS.

How the MAP will work

The new partnership will operate through a two-tiered structure. A
Coordinating Committee will provide direction. Four workgroups will
advise the Coordinating Committee on measures needed for specific types
of programs. Each workgroup will include individuals with content expertise
and organizations particularly affected by that group’s area of work.

Coordinating
Committee
|
| | | |
. . Post-Acute Care/ Dual Eligible
Hospital Clinician Long-Term Care Beneficiaries
Workgroup Workgroup Workgroup Workgroup

The MAP will operate in a thoroughly transparent manner, broadcasting
meetings, posting meeting summaries on the Web, and soliciting and
responding to public comments. The MAP has already put this principle to
work in every aspect of its start-up. As was the case for initial appointments,
the MAP will continue to seek public nominations and comments on
proposed members whenever slots open on the Coordinating Committee
and work groups. While NQF convenes and staffs the MAP, the Coordinating
Committee will provide guidance directly to the Department of Health and
Human Services, not the NQF Board.



MAP

Measure Applications Partnership

Working in concert

For more than a decade, the National Quality Forum has brought stakeholders
together to bring strong measurement into the service of patients and
communities. Its process for endorsement of best-in-class measures supports
open dialogue among diverse members while it retains its grounding in
science and evidence of impact. In 2008, NQF convened the National Priorities
Partnership, which is now providing input to HHS on priorities and goals.

The MAP and the National Priorities Partnership focus their workgroups on
different activities, but the two are closely aligned. The MAP identifies
measures for specific applications such as public reporting and value-based
payment; while NPP, within its broader brief, identifies more global measures
of progress on the national priorities.

Over the last year, NQF has moved aggressively to support payment reform
and public reporting by identifying gaps in measurement that must be
filled; to accelerate the endorsement and review of measures in priority
areas; and to recommend a framework for the choice of measures to assess
“meaningful use” of health information technology. All of these activities
will inform the work of the MAP and the National Priorities Partnership
through overarching alignment with the National Quality Strategy.

What we see ahead

Performance measures give us a way to gauge improvements in our health
and the quality of our healthcare. When well chosen, they can be powerful
tools to make the course corrections our healthcare system so badly needs:
coordinated care that centers on patients and families; focus on the chronic
conditions that do so much to undermine health; and payment that correlates
with performance. We will not achieve precise calibration overnight; but
with its focus on measurement and alignment, the National Quality Strategy
moves us in the right direction.

To learn more about the MAP, visit qualityforum.org.

This overview was prepared with support from the Robert Wood Johnson Foundation.
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15.1: Measures to

be implemented
through the Federal
rulemaking process

MAP DELIVERABLES SCHEDULE

Provide input to HHS on measures to be
implemented through the federal
rulemaking process, based on an
overview of the quality issues in
hospital, clinician office, and post-
acute/long-term care settings; the
manner in which those problems could
be improved; and the metrics for
encouraging improvement.

Final report containing
Coordinating Committee
framework for decision
making and proposed
measures

Draft Report:
January 2012

Final Report:
February 1, 2012

15.2a: Measures for

Provide input to HHS on a coordination

Final report containing

Draft Report:

use in the strategy for physician performance Coordinating Committee input | September 2011
improvement of measurement across public programs.

physician Final Report:
performance October 1, 2011

15.2b: Measures
for use in quality
reporting for post-
acute care
programs under
Medicare

Provide input to HHS on a coordination
strategy for performance measurement
across post-acute care and long-term
care programs.

Final report containing
Coordinating Committee input

Draft Report:
January 2012

Final Report:
February 1, 2012

15.2c: Measures for
use in quality
reporting for PPS-
exempt Cancer
Hospitals

Provide input to HHS on identification of
measures for use in performance
measurement for PPS-exempt cancer
hospitals.

Final report containing
Coordinating Committee input

Draft Report:
May 2012

Final Report:
June 1, 2012

15.2d: Measures
for use in quality
reporting for
hospice care

Provide input to HHS on identification of
measures for use in performance
measurement for hospice programs and
facilities.

Final report containing
Coordinating Committee input

Draft Report:
May 2012

Final Report:
June 1, 2012

15.3: Measures that
address the quality
issues identified for
dual eligible
beneficiaries

Provide input to HHS on identification of
measures that address the quality issues
for care provided to Medicare-Medicaid
dual eligible beneficiaries.

Interim report from the
Coordinating Committee
containing a performance
measurement framework for
dual eligible beneficiaries

Draft Interim Report:
September 2011

Final Interim Report:
October 1, 2011

Final report from the
Coordinating Committee
containing potential new
performance measures to fill
gaps in measurement for dual
eligible beneficiaries

Draft Report:
May 2012

Final Report:
June 1, 2012

15.4: Measures to
be used by private
and public payers
to reduce
readmissions and
healthcare-
acquired conditions

Provide input to HHS on a coordination
strategy for readmission and HAC
measurement across public and private
payers.

Final report containing
Coordinating Committee input
regarding the optimal
approach for coordinating
readmission and HAC
measurement across payers

Draft Report:
September 2011

Final Report:
October 1, 2011
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NQF

NaTioNAL QuALITY FOrRUM

Measure Applications Partnership

Member Responsibilities

% Strong commitment to advancing the performance measurement and accountability
purposes of the Partnership.

% Willingness to work collaboratively with other Partnership members, respect differing
views, and reach agreement on recommendations. Input should not be limited to specific
interests, though sharing of interests is expected. Impact of decisions on all healthcare
populations should be considered. Input should be analysis and solution-oriented, not
reactionary.

% Ability to volunteer time and expertise as necessary to accomplish the work of the
Partnership, including meeting preparation, attendance and active participation at
meetings, completion of assignments, and service on ad hoc groups.

% Commitment to attending meetings. Individuals selected for membership will not be
allowed to send substitutes to meetings. Organizational representatives may request to
send a substitute in exceptional circumstances and with advance notice. If an
organizational representative is repeatedly absent, the chair may ask the organization to
designate a different representative.

% Demonstration of respect for the Partnership’s decision making process by not making
public statements about issues under consideration until the Partnership has completed its
deliberations.

% Acceptance of the Partnership’s conflict of interest policy. Members will be required to
publicly disclose their interests and any changes in their interests over time.

Adopted by the NQF Board of Directors on September 23, 2010




RAND Report - Executive

Summary

Tab 7
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Payment Reform: Analysis of Models and Performance Measurement Implications
Draft Executive Summary
September 28, 2010

. Executive Summary
A. Background

Insurers and purchasers of health care in the United States are on the verge of potentially
revolutionary changes in the approaches they use to pay for health care.” Since at least the
1980’s, the traditional and predominant fee-for-service payment model has been altered or joined
by payment reforms including prospective payment for hospitals in the 1980’s and health plan and
medical group capitation in the 1990’s. Yet critics continue to assert that the persistent use of
fee-for-service payment motivates increases in the volume and intensity of services without
enhancing the quality of care or its efficiency. In addition, critics argue that fee-for-service
payment does not foster coordination of care across providers and care delivery organizations
and may contribute to the overuse of services with little or no health benefit. 23

In the past decade, purchasers and insurers have increasingly experimented with payment
approaches that increase incentives to improve quality and reduce the use of unnecessary and
costly services.>® The federal government has given a new impetus to these payment
approaches within the Patient Protection and Affordable Care Act (PPACA) of 2010.° These
payment approaches are designed to achieve two interrelated goals: quality improvement and
cost containment (Figure ES1). Cost containment is to be achieved by reversing the incentives
under fee-for-service payment to increase the use of services by shifting some amount of financial
risk to providers, spurring them to consider the costs of their decisions. The introduction of
financial risk in payment models may have mixed consequences for quality. On the one hand,
financial risk may promote high quality by motivating providers to reduce rates of overuse of
inappropriate services. On the other hand, financial risk may lead providers to reduce services
that are important to high quality care or impede access to care.

To address the risks to quality that may emerge in the transition away from fee-for-service
payment, proposed new payment reform models do more than simply introduce capitation
payments. They include explicit measures of quality and tie payment to performance on those
measures so that quality improvement will be driven by financial incentives to providers for the
use of clinically appropriate services, efforts to make care more patient-centered through
coordination and integration of a patient’s care among providers, and incentives to invest in
patient safety.
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Figure ES1. Goals of Payment Reform Models

Cost containment goals

* Reverse the FFS incentive to
provide more services

* Provide incentives for efficiency

» Manage financial risk

« Align payment incentives to support
quality goals

Quality goals

* Increase or maintain appropriate
and necessary care

* Decrease inappropriate care

» Make care more responsive to
patients

* Promote safer care

As this discussion implies, payment reform models will have to be designed and implemented
carefully in order to ensure that both the cost containment and quality goals are achieved.
Furthermore, performance measurement and reporting are a crucial component of new payment
models. The potential reliance on performance measures to address both cost containment and
quality goals is already placing new demands on the performance measure development
enterprise. Measures will be needed to perform several important functions in new payment
systems, including two that are central to this report:

o Setting performance-based payment incentives. New payment reform models typically
create performance incentives by adjusting payment amounts based on measured
performance (e.g., determining whether a payment occurs and the amount of a payment,
or determining non-payment for services if they are linked to poor quality care).

e Protecting against unintended adverse consequences of cost containment. Payment
reform models may create unintended adverse consequences such as avoidance of some
high-risk or high-cost patients by providers, other barriers to access, and underuse of
evidence-based services. Measurement approaches will be needed to identify and
ameliorate these unintended consequences.

The purpose of this report is to provide information about the current status of performance
measurement in the context of payment reform and to identify near-term opportunities for
performance measure development. The report is intended for the many stakeholders tasked
with outlining a national quality strategy in the wake of health care reform legislation. Through a
subcontract to the National Quality Forum, a team of investigators at RAND used a rigorous and
selective process to create a catalog of payment reform programs including demonstration
projects as well as those outlined in legislation. Based on the features of these programs, each
was categorized into one of eleven payment reform models. Next, each model and its programs
were analyzed to describe the rationale for performance measurement, identify the performance
measures available to the model, and assess its unmet measure needs. Finally, a set of near-
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term measure development opportunities and implementation challenges were explored to inform
the direction of future measure development.

The uses of performance measurement and reporting in health care is a vast and complex topic.
Performance measures have many other functions in addition to their use to set payment
incentives. Of necessity, this report focuses on the two functions noted above and limits the
scope of discussion to these functions. The report does not address the following issues:

o Measures of “financial performance” such as total spending on services or resource use
that may be used by payers to negotiate payment amounts with providers are not
addressed. These “accounting” measures are a focus of the report only if they are closely
linked to quality measures within an efficiency framework.

o Other applications of performance measurement and reporting are not addressed unless
they are an intrinsic part of the payment reform models. These other applications include
the use of performance measures to:

- Identify opportunities to improve performance

- Monitor progress toward improvement goals

- Inform consumers/purchasers to enable selection of providers
- Stimulate competition among providers

- Stimulate innovation

- Promote the “values” of the health system

e Variations in the implementation of actual incentives and the distribution of payments
between health plans, hospitals, provider groups, and individual providers are beyond the
scope of the report. Many payment models are complex and not yet fully specified making
it difficult to assume any special configuration of payers, providers, and incentives.
However, where such configurations would affect performance measure development and
implementation, we note this.

e Payment reform models relevant to hospitals, physicians, and other medical providers are
emphasized. Long-term care, home health, ambulatory surgery, and many other delivery
organizations are obviously critically important. These organizations have participated in
payment reform experiments, and they are addressed in health reform legislation.
Nevertheless, to make the scope of the discussion manageable we have elected to focus
on hospital and physician payment reform models. Results and lessons from these
models could be applicable to payment reform programs developed for these other
organizations.

B. Key findings
Payment reform models

e We identified and catalogued 90 payment reform programs, classifying them into eleven
general payment reform models
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e The payment reform models are diverse with respect to the targeting of payment to
performance goals, the bundling of services, and the level at which payment is made to
organizations and individual providers

» While three types of care delivery entities have been prominently featured in payment
reform models (the hospital, the ambulatory group practice, and the individual physician),
performance-based payment reform will involve other types of providers (long-term care,
ambulatory surgical centers, and others)

o Payment reform programs frequently blend elements of the eleven payment reform
models

e Additional blending of payment reform models seems likely as programs are implemented
in the future

Implications of the use of performance measurement to support the emerging payment reform
models.

e The number and sophistication of measures in use varies widely across programs within
each payment reform model suggesting ongoing experimentation to determine optimal
approaches

e Many available performance measures are not yet in use in current payment reform
programs

e Measure development should be guided by a longitudinal care framework rather than a
focus on discrete clinical services

e Complex organizational types may benefit from complex measurement strategies that
support internal incentive and quality improvement models

e Composite measures will be important, especially in assessing episodes of care

o Efficiency of care measures may be useful in payment reform models that are not based
on global or capitated payment

e Blended payment models will rely on blended performance measurement strategies

e Structure of care measures will be required for some models, at least in the near term

Priority areas for further measure development

The following measure types offer promising opportunities for further measure development and
refinement across many of the payment reform models we identified:

e Health outcome measures that can be used to assess care for populations:
» Health status measures (functional status and quality of life)

> Safety outcomes (preventable harms attributable to health care)
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e Care coordination measures (including measures that assess care transitions)

e Measures of patient and caregiver engagement (measures that assess the participation of
patients and caregivers in their care)

e Measures of structure (particularly management measures and HIT utilization measures
that address new organizational types)

e Composite measures that combine outcome, process, structure, patient experience, cost
and other measure types

o Efficiency measures that combine quality and resource use measures
To minimize the risk that new payment reform models will increase disparities in care, additional .
measure development may be useful in two specific areas:

¢ Clinical and sociodemographic risk profiles of providers’ patient populations

e Measures of access to care and measures to detect provider avoidance of high-risk
patients

C. Project Methods

The goal of the project was to describe the performance measurement needs created by current
and emerging payment reform approaches, to assess the suitability of existing performance
measures to support these needs, and to suggest near-term priority areas for performance
measure development that would support these needs effectively going forward. To achieve the
goal, RAND, in consultation with NQF staff, carried out the following tasks (see Figure ES2):
e Scan of payment reform programs to derive Payment Reform Models (PRMs)
e Selection of payment reform programs to highlight features of PRMs
e Analysis of performance measure needs and suitability of available performance
measures
e Assessment of the gap between measure needs and available measures to identify unmet
measure needs

For each PRM we described:
e The rationale guiding selection of performance measures and payment-incentive-specific
use of measurement in the payment reform model
e An overview of the use of performance measurement in the highlighted payment reform
programs
e An analysis of the suitability of available measures

We then summarized these findings across payment reform models, including key gaps in
available measures and common implementation challenges associated with performance
measurement under the reforms.
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Figure ES2. Tasks and Products

Tasks Products
Scan payment reform programs and _ | Catalog of Payment Reform Models
classify into Payment Reform Models and Programs
Select programs that highlight features of | Description of Payment Reform
Payment Reform Models Models
y
Analyze performance measure needs and Summary of measures needed,
use of performance measurement in —> currently in use, and available for use
highlighted programs in Payment Reform Models
Assess contrast between measure needs Report on priority areas for further
and available measures and identify unmet —» measure development and key
measure needs implementation challenges
D. Results

We grouped the reviewed payment reform programs into eleven Payment Reform Models (PRMs)
that create demand for performance measures (Table ES1).

These eleven models vary widely in the extent to which they alter current payment methods, the
scope of patients and services affected, and the providers subject to the new payment
arrangements. Therefore, the model incentives and purposes of performance measurement also
vary substantially between models. Even within a particular model, different implementations may
vary widely on these dimensions. However, there are some general patterns of relationships
between the models that can be helpful in comparing their performance measurement needs.



"Aianljap aled jo Aouaiolys Jajealt pue Juswaaoidwil
Ayjenb oy seiunpuoddo Apuspi 0] siepinold Bunsissy

‘'sainseawl
@ousiadxa juaijed ybnouyy Ajgeinomued ‘sased Jo sjuaned Jo sadAy
ulepad Jo aoueploAe Buipnjoul ‘sesuanbasuod aaljebau Buissassy ‘¢ "ainpaoo.d
‘weliboud yuswAed pajpung e ul uonedoiued JO UOIJIpPUOD [BOIPSW B 0} paje|al aJ4ed Jo
Joj ews)0 souewlopad Joaw siepinoid Jaylaym Bujuiwisyeg g aposida ue BuLinp paJaAlep SOOIAISS o) apew
"a4ed Jo Ajjenb uo paseq sl ‘sbuipies aleo a|diynw wi siepinoid aidinw JuswAheg
sajel JuswAed paseq-oposide ,siopinoid 0} sjuswisnipe Bupely "L apnjoul Aew yoiym ‘yuswAhed ,psjpung, o|buis v pajpung ‘¢ [SpoiN
‘wisiueyosw axij-did e buisn aosuewlopad
‘soljiAloe Juswanosdwi Ayjenb paseg-aoioeld Buioddng ¢ 1500 pue Ajijenb uo paseq suoljenojed
"8sn 821n0sal pue Ayjenb uo joedwi aonoeld Bunenjeag ‘g apn|oul Aew JusuwiAed "jow ale eusio
"JuswiaAaiyoe Jo sJal} a|diynw apnjoul Aew Yolym ‘eusyuo awoy |eoipaw JI sjuswAed jeuonippe aAi908.4 0]
uoneolyijenb swoy [eaipaw Jesw saonoeld Jayjlaym Buienieag ‘| 9|qibije si apinolid Jayjo Jo sonoeld ueloisAyd v SWOH |edIpa\ "€ I9POIN
‘SyJewyouaq

aouewuopad 1500 pue Ayjenb j19aw Asy)
11 sBuines Jaked ateys (sQOY J0o suoleziueblQ

1opow juswiAed [qolb o} sejiwis a/eD 9|qelUNoddY S UMouy) sjusijed

jo uone|ndod e jo aied 8y} 1o} Ajjiqisuodsal weiboid sBuires
awnsse Ajuejun|oa jey} siapiroud jo sdnoio paieys OOV °Z I9PON
‘AIdAIjap 8.1ed Jo Aousiolye JajealB pue Juswanoidwi
Ayenb Joy seijiunuoddo Apjuspl 0y siepincid Bunsissy ¢
‘(Ayjenb pue 3s09 uo japow juswAed ay} jo 1oedwi
ay) Buissesse ‘*6'9) ‘weiboid yuswAed ay) jo uonejuswaldwi
pue ubisap ayj 1noqe siaked Aqg suoisioap oibajesys Bulwio] ‘g
"slojoey
3SLI J8Yjo 4O ‘aseasip jJo Allanss Jajealb ‘suonipuod xa|dwod yum
sjuaijed Jo aoueploAE Se Yyons ‘seouanbasuod aaljebau Buissessy ‘g ")su juaijed pue aouewlopad
‘(wsiueyssw dyd e painseaw uo paseq sjuawjsnlpe juswAed
Buisn) syuswAed asoy} Jo Junowe sy} pue ‘epew aq |ImM sjuswhed yum ‘juaijed e 0} paiaAljap Sa2IAISS ||e 10) apew

snuoq Jayjaym aosuewlopad painseaw uo paseq Buluiwislaq s| JuswAed yuow-iad Jaquisw-iad a|buls

S8INSEa|\| 9JUBWIOHA JO SIS() PUE S|9POJ\ WI0Jay JusawAed Jo uonduossaq '1,S3 a|qe)

NOISSINYId HOHLNV LNOHLIM 3110 HO 31NdId1SId LON O0—14vyda aNvy



‘AioAljep aled Jo Aouaiolye Jejealb pue Juswaroldwi

Aujenb oy seiunuoddo Apuspi 0} sjeudsoy Buisissy

"dvd Aq pajabie)

10U seale Ul spuaJ) aoueuloplad Bulojuow pue jopow WJojal
swAed ay) jo seouanbasuoo asiaape papuajuiun Buunsesiy
‘a|npayos JuswAied 9¥q

ay) 03 sjuswisnlpe Jo sjuswAed snuoq jo Junowe ay} Bujuiwisleg
‘swielboid 414 ul uonedioued oy Aupqibiie Buiuiwisiaq

~—

‘sylewyouaq aouewopad Buissiw Jo Buijesw
10} syjuswiAed |enuaiayip aA1993. s|ejdsoH

dvd IeyidsoH “/ |apoN

"‘AIaAIjap aied Jo Aousiolye Jajealb pue Juswanoidwi

Ajenb Jo} seunpoddo Ajuapi 0} siapinold Bulsissy

‘sainseawl

aoualiadxa juained ybnouyy Allenoied ‘sased Jo sjuaijed jo sadhy
ulenad Jo asueploAe Buipnioul ‘sasuanbasuod anjebau Buissessy
"awl} Jano abueyd

Ajljenb pue 1s02 Moy Ssasse 0} salnseaw awodjno yjesy pue
}S00 ainseaw uay} pue ‘siapirolid jo swes) Aleuydiosipiynw o}
Buloueuly ajqixal} 1840 0} papuad} aAeY WHd Siul ulyim swesboud
Aq uaye} seyoeoidde ay] ‘edouewlopad paje|ol-uoljeulpiood
anoldwi 0} yaas jey) swelboud Jo ssauanoaye sy} bunenjeag
‘(sweiboud swos ui) sasnuoq

pajejai-aouewopad aal@oal siapinoid Jayjaym Buiuiwisiaq

‘slapinoid usamaq
aJeo ajelbajul 1By} SOOIAISS UOIBUIPIOOD 81ED
Buiysiuiny siapinoid 0} spew ale sjuswied

uoljeuIp.I009
1oy JuswAed ‘9 |9pO

"JuswaAoldwi

Jo} saniunuoddo Jnoge siepinoid 0] ajgejieAe uonewoul Bupje
"SOIS1I8)0RIBYD XS 8SJaApPE Ylm Ssjusaied Jo aoueplone
uelisAyd Jo jeudsoy se yons saousnbasuod asianpe Buissassy
Juswabuelle Buueysuieb ay) ulylm paianod

10U S92IAISS 0} S|ellajal JO BWN|OA 3y} Ul sasealoul Bunjoslaqg
‘(Aousiolye -6-8) aouewuopad jeloueuly pue jeuoljelado

|jeudsoy paroidwi 0} pea| saAljuaoul JuswAed ayy jey} buunsug
‘pasiwoidwod jou si aled juaijed jo Aljenb ay) jeyy Bulinsug
‘welbouid Buieysuieb e ul ajedioiued

0} 9jqib1j@ aJe sueldisAyd pajeljiye pue sjeydsoy i Buiuiwislag

‘Aousioiye

pue Ajjenb aaoidwi 0y sueloisAyd pue jendsoy
8y} Usam}ag SHO0La aAljeloge||od wouy Bupinsal
sBuines Jo aleys e Juasaidal jey) sueroisAyd

0} sjuswAed spinoid 0} papiwiad aie sjeudsoH
s .

Buueysuies ueldisAyd
-|ejldsoH °G [apoN

SaINSEa\ 9OUBULIOLAd JO S9S( pue S|apOo\ WI0}ay JusawAed jo uonduasaq '1LS3 ajqel

NOISSINY3d HOHLNY LNOHLIM 3110 J0 31N9gId1SId LON O0—14vdd dNvY



‘ssa00.d Bupjew uoisioap-paleys 0} sjuswAied Bulhy
10 saouanbasuoo asionpe papuajuiun o} jenuajod ay) Buissassy '€
"Spie uolsioap jualjed Jo uoledyILeD g
‘'sooualajald Juaied
yum saoloyd juswieady buiubije sapaq pue Bupjew uoisioap juaied "S9OIAJ9S Buew-uoISIoap  Buijep-uoisioaq paleys
Buinoadwi ul sj00} Bupjew-uolsioap paleys Jo ash ay} ajenjeasy "L paJeys jo uoisinoid oy} 1o} apew s JuswAied Joy juswAed L1 |9po

uawaaoldwi Ayenb oy saiiunuoddo BuiAmusp) °¢
‘did
Aq pajabie} Jou seale Joj aouewlouad ul spuady Bulojuow pue
sjopow juswAed Jo seouanbasuod asianpe papuajuiun Buunsesyy 'z “syJewyousq asuewopad Buissiw Jo Bunosw
"S9|Npayos-99} 0} Jo sjuawAed snuog o0y syjuswisnipe Buluiwiseqg | oy sjuswiAed |enuaiayip aAl@dal sueisAiUd  dpd ueidisAud "0L 1I9PON

‘Juswsnipe juswAed ayy Aq pajebie)
JOuU seale ul spuaJ} @oueuwopad Bulojuow pue |apow uLIoja. ‘pasingquiial 10U SI SJUSAS a|qerodal snouss

juswAed ay) Jo seousnbasuod asiaApe papusajulun Buunses|y ‘¢ JO SuollIpuod palinboe-eyudsoy Jo juswies.ly suonIpuos pasinboe
‘Ayoses anosdwi o saijiunuioddo Apuapl 0} sjeydsoy Bunsissy g Jo ‘Ajeuad JuswAed e 0] 108lgns ale suonpuoo -_E_o_wo: .._8 Ew::.m:__om
‘paisnipe si juswAed e Joyleym Buluiwielaq ‘| paJinboe-jeyndsoy jo sajel ybiy yum siepdsoy juawAed "6 [9pON

‘Ajjeuad ayy
ploAe 0} sasoubelp Buipiwpe Jo Juswubisse se yons [9poul Wiolal
juswAed ay) Jo seouanbasuod asiaApe papusjuiun Buunsespyy v
"uonisuel abieyosip
ay} anoudwi 0} saiiunuoddo Apuapl 01 sjeydsoy Bunsissy ‘¢
Ajeuad
wswAed e o} pejoalgns aq |im sjeldsoy yoiym Buiuiwisld ‘g "suoissiwpeal a|qeploAe Ajjenualod jo ajes ay)
a|gejuanald palapisuod ale suoissiwpeal yoiym Buiuiuwieieg L uo paseq pajsnipe ale sjeydsoy 0} sjuswAied

T

suoissjwpeal
Joj Juswisnipe
juawAed g |[9po

SaINSEa|\ 3oUBWIOMId JO SIS() pPUE S|SPOI\ W03y JuswAed jo

NOISSINH3d HOHLNY LNOHLIM 3110 0 31NgId1S1d LON Od—14vdd ANvy



RAND DRAFT—DO NOT DISTRIBUTE OR CITE WITHOUT AUTHOR PERMISSION

Figure ES3 arrays the eleven models along three dimensions relevant to potential
measurement strategies, reporting, and performance-based payments:

(1) Whether performance targets addressed by the payment define a broadly-
specified group of services (e.g., all care provided to a patient) or a narrowly
selected set of services (e.g., shared decision making),

(2) Whether a payment is intended to cover a population, a bundle of services, or
a specific service, and

(3) The degree of aggregation of providers for the purpose of payment and
measurement.

Figure ES3. Continuum of Payment Reform Models

I 1. Global Payment l | 4. Bundled (Episode) Payment I | 7. Hospital P4P | | 10. Physician P4P
| 2. ACO Shared Savings | I 5. Hospital -Physician Gainsharing | | 8. Readmissions ]
11. Shared
9. Hospital - Decision Making
| 3. Medical Home I | 6. Payment for Coordination | acquired conditions

Broadly -defined Performance goals addressed by payment Narrowly -defined

Population -based Type of payment Fee-for-service

AA

More aggregated Degree of provider aggregation Less aggregated

A
VY

The payment reform models at the leftmost end of the figure represent payment made to
a group of providers and/or provider organizations to provide high quality and efficient
care to a defined population over time. The performance goals generally include a
broader and more comprehensive set of services than the goals defined for the models
to the right of the diagram. The payment reform models at left end of the spectrum may
incorporate and combine elements of payment reform models from the right side of the
spectrum. At the rightmost end of the spectrum, payment is generally used to achieve
relatively narrowly defined performance goals and the payment is more frequently made
to individual providers rather than groups. Payment reform models in the middle of the
spectrum are blended with respect to each of the three dimensions. These models
generally focus payment on specific sets (e.g., bundles) of services that are delivered
during an episode of care.

Below, we briefly describe the near-term performance measurement needs defined by
each payment reform model. The lists of near-term performance measurement needs
are not intended to be comprehensive or exclusive. It is possible to imagine for each
payment reform model a program that included all possible measures. Because the
devotion of resources to measure development and implementation is likely to be
limited, such a perspective would be uninformative. Instead, we have selected those
measure needs that are likely to be of greatest interest within the context of each
specific payment reform model.
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E. The potential impact of payment reform models on performance measure
development

Any portfolio of performance measures generally reflects those quality problems that are
concerning to health care stakeholders. Frequently, the concerns arise in relation to the
payment mechanisms used to purchase health care services. During the past decade,
performance measure developers have tended to specify measures for either a fee-for-
service payment environment or a capitated health plan environment. Early efforts to
develop measures for use in capitated health plans tended to focus on assessing
underuse of preventive services and chronic care. Fewer measures focused on
inappropriate service delivery and very few prior measurement efforts have addressed the
efficiency of care delivery.

Our analysis suggests that new initiatives to base payment on performance measurement
may create a new set of demands on performance measure developers.

There are several implications of the shift to a focus on measurement to support the
emerging payment reform models.

e Measure development should be guided by a longitudinal care framework rather
than a discrete service focus

Many past performance measures have tended to focus on the delivery of discrete
clinical services such as preventive services, medications, or other treatments
delivered at a specific point in time. Exceptions include the chronic disease
measurement sets that address care processes delivered during a time frame.
Some of the payment reform models we studied rest on a longitudinal care
framework (Global Payment, ACO Shared Savings, Medical Home, Bundled
Payment and Hospital-Physician Gainsharing). Episode-based measurement is
not a new construct. Risk-adjusted mortality after hospitalization or surgery is an
outcome measure that is used to assess an episode of hospitalization or surgery.
However, developing and refining a variety of quality measures to address
episodes of care will be an important step. Using a longitudinal measurement
framework to develop measures will enable an emphasis on health outcomes. In
particular, the measurement of changes in functional status, morbidity, and quality
of life will be attractive. The selection of process measure sets should also be
informed by the longitudinal framework.

e Complex organizational types may benefit from complex measurement strategies
that support internal incentive and quality improvement models

Some of the payment reform models encompass a broad range of clinical activities
and organizational types that must coordinate with one another (e.g., the Global
Payment and the ACO Shared Savings) in contrast to others that target relatively
narrowly specified goals for a specific organizational type (e.g., reducing hospital-
acquired conditions or promoting the use of shared decision-making tools).
Although it is also possible to set performance incentives on a few key indicators
(e.g., population outcomes), the complex organizational types may have expansive
measure needs in order to set incentives to providers internally (including outcome,
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process, and other measure types). While each organization could develop its
own measures for internal use, non-standardized measurement approaches may
defeat the use of results for other purposes (such as public reporting).
Standardized measures of outcome and process that can serve P4P and other
payment reform models (independent of the ACO or medical home context) will
also be useful to complex organizations.

Priorities for measure development may be unclear until these delivery models and
their patient populations are more specifically defined. For example, it will be
difficult to specify measures for an ACO without knowing the range of providers
and delivery organizations that will participate. The creation of composite
measures may be especially challenging until the ACO organization is better
defined.

Composite measures will be important in an episode-based payment framework

Composite measures that combine clinical process measures or process and
outcome measures longitudinally will be desirable in an episode-based
measurement framework. A recent paper summarizes some of the considerations
in choosing composite measure sets for specific purposes.®

Efficiency of care measures may be useful

Containing costs is a goal of most of the payment reform models either directly
(through the fixed base payment of models like the global payment PRM) or
indirectly (through bonuses that improve quality and reduce the need for future
care such as the physician P4P). While assessment of costs may be necessary to
set or negotiate payment amounts, measurement of costs is not necessary once a
cost-containing incentive is established. In the context of the cost-containing
incentive, performance measurement is used primarily to counteract the potential
quality deficits that could arise from actions taken to reduce costs (e.g. reducing
services). Given the challenges of developing measures of efficiency some
observers have favored measuring cost or resource use (especially relative
resource use). Cost and resource use can be difficult to interpret in the absence of
accompanying measures of quality (to form efficiency measures) or case-mix or
risk adjustment. Setting payment adjustments based on reductions in resource
use or cost may undermine quality.

Identifying and rewarding efficient care is desirable. Efficiency measures could be
useful.® However, few efficiency measures have been developed to date and such
measures are very challenging to develop. Measuring appropriateness or overuse
of services can be useful in some of the payment reform models (e.g., hospital and
Physician P4P). For example, pay-for-performance bonuses could be set based
on efficiency measure results. The bundled payment PRM requires payers to
establish payment amounts that account for the cost of a bundle of services
delivered efficiently. Thus the bundle includes an implicit efficiency consideration
by defining an optimal set of services (and their associated cost) to set a payment
rate. Gainsharing programs set implicit targets related to cost, but do not define
efficiency explicitly.

Blended payment models will rely on blended measurement strategies
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Where payment models are blended the measurement strategies may be adapted
across models. Addition of pay-for-performance to a global payment strategy has
been accomplished under the Alternative Quality Contract of Blue Cross Blue
Shield of Massachusetts. Likewise, the use of bundled payment may be readily
combined with other payment models. The measures developed for use in these
other payment models can be readily integrated into the more complex payment
models.

e Structure of care measures will be required for some models, at least in the near
term

Some payment reform models will require “structure of care” measures, at least in
the near term. Some of these will take the traditional form of structure used in
accreditation programs. These typically assess the presence or absence of a
feature without further assessing its functionality. For example, computerized
order entry systems can be present, but not used. The recent approach in
legislation that defines “meaningful use” of health IT (translated by the Department
of HHS into operational criteria for functionality) represents an example of this
more sophisticated approach to assessing the structure of care.’ The Medical
Home, Payment for Care Coordination, and Payment for Shared Decision-Making
models require the specification of criteria to enable certification that a provider or
organization has basic capabilities. Medical home criteria define capabilities
related to care management, access, and health information technology. Shared
decision-making payments will depend on the use of certified decision aids and
possibly processes, and payments for care coordination will require criteria for
certifying the coordinating provider or organization.

F. Conclusions

The federal health care reform legislation of 2010 is likely to accelerate payment reform
based on performance measurement. This report is intended to inform multiple
stakeholders about the principal payment reform models and the status of performance
measures in these models and programs. The report summarizes the characteristics of
payment reform models and the performance measure needs they will generate. Finally,
the report identifies the near-term measure development opportunities that may best
accelerate the successful implementation of performance measurement in these models.

The report is also intended to create a shared framework for analysis of future
performance measurement opportunities. Much measure development, implementation,
and evaluation remains to be accomplished. Even for models with a track record of
implemented programs and evaluation (such as the Hospital and Physician Pay-for-
Performance models), measure sets have not reached their full potential. These
programs were important first steps showing that payment based on performance is
feasible even with the relatively limited measure sets available today. Barriers to a fully
operational performance measurement system in health care can be overcome with
careful planning and integration of care delivery systems, investments in measure
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development and testing, and investments in the development of valid and reliable data
sources that have adequate clinical data to support new measures.

Ongoing and planned demonstration projects and their evaluations will offer valuable
lessons about the measures needed to implement these and future payment reform
models. Carefully bridging payment reform and performance measurement while attending
to the potential adverse unintended consequences should optimize the health of
Americans and assure that care is affordable in the future.

Executive Summary References

1.

2.

10.

Rosenthal MB. Beyond pay for performance--emerging models of provider-
payment reform. N Engl J Med. Sep 18 2008;359(12):1197-1200.

Miller HD. From volume to value: better ways to pay for health care. Health Aff
(Millwood). Sep-Oct 2009;28(5):1418-1428.

Mechanic RE, Altman SH. Payment Reform Options: Episode Payment Is A Good
Place To Start. Health Affairs. January 27 2009;28(2):w262-w271.

Fisher ES, MCClellan MB, Bertko J, et al. Fostering Accountable Health Care:
Moving Forward in Medicare. Health Affairs. January27 2009;28(2):w219-w231.
Lee PV, Berenson RA, Tooker J. Payment reform--the need to harmonize
approaches in Medicare and the private sector. N Engl J Med. Jan 7
2010;362(1):3-5.

Thorpe KE, Ogden LL. Analysis & commentary. The foundation that health reform
lays for improved payment, care coordination, and prevention. Health Aff
(Millwood). Jun 2010;29(6):1183-1187.

Pronovost PJ, Goeschel CA, Wachter RM. The wisdom and justice of not paying
for "preventable complications". JAMA. May 14 2008;299(18):2197-2199.
Peterson ED, DeLong ER, Masoudi FA, et al. ACCF/AHA 2010 Position Statement
on Composite Measures for Healthcare Performance Assessment: a report of
American College of Cardiology Foundation/American Heart Association Task
Force on Performance Measures (Writing Committee to Develop a Position
Statement on Composite Measures). J Am Coll Cardiol. Apr 20 2010;55(16):1755-
1766.

Hussey P, de Vries H, John R, et al. A Systematic Review of Health Care
Efficiency Measures. Health Services Research. 2009;44(3):784-805.
Donabedian A. The definition of quality and approaches to its assessment. Ann
Arbor: Health Administration Press; 1980.

18



	1115_001.pdf
	1115_018
	1115_035

