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Objectives

1. Discuss the background of the hospital value-based
purchasing program.

2. Articulate the differences in the Hospital Value-based
Purchasing Program (HVBP), Hospital Readmissions
Reduction Program (HRRP), and the Hospital-acquired
Condition (HAC) Program that impact hospital
payment.

3. Understand controversies related to risk-adjustment
related to sociodemographic patient characteristics.
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John, a 69-year-old Medicare patient was
admitted for elective CABG surgery following a
recent 5-day hospitalization which included two
days in the ICU for an episode of unstable
angina. John is a Type 2 diabetic patient (101.4
kg, BMI 32 kg/m?) with a history of
intermittently treated hypertension.
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A case........

* Surgical episode
— Not prescreened for S. aureus colonization

— Received cefazolin 1 gram |V for surgical prophylaxis
but not started prior to incision — no intraoperative
dosing

— Postoperative blood sugars consistently documented
in excess of 300 mg/dL for the first 48 hours after
surgery

e On the 7t hospital day, the sternal incision
dehisced and the patient developed MRSA
bacteremia
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Background on Value-based
Purchasing — why do we have it?
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There are a lot of reasons......

e Costs of care

— Current system rewards volume of care over quality or
outcomes of care

— Rate of growth in healthcare spending is not
sustainable

 Disconnect between research and translation into
bedside care

— Historically, there were no incentives to adopt
evidence-based care into practice

— Multiple studies have consistently shown
opportunities to improve care and unexplained
variation in practices
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It takes too long to get evidence
into practice!

* The passive strategy of guideline
publication and dissemination does not
effectively change clinical practice

* The time lag between publication of
evidence and incorporation into care at the
bedside is very long

&% Medl(:lne Bratzler DW. Development of national performance measures on the prevention and treatment of venous
thromboembolism. J Thromb Thrombolysis 2010; 29:148-54.



ASHP REPORT

Joint guideline of the American Society of Healthsystem Pharmacists, Infectious Diseases
Society of America, the Society for Healthcare Epidemiology of America, and the Surgical
Infection Society.

Clinical practice guidelines for antimicrobial
prophylaxis in surgery

DALE W. BRATZLER, E. PATCHEN DELLINGER, KEITH M. OLSEN, TRISH M. PERL, PAUL G. AUWAERTER,
MAUREEN K. BOLON, DOUGLAS N. FisH, LENA M. NAPOLITANO, ROBERT G. SAWYER, DOUGLAS SLAIN,
JAMES P. STEINBERG, AND ROBERT A. WEINSTEIN

Am ] Health-Syst Pharm. 2013; 70:195-283

e 89 pages long; 1075 references

* In reality, most physicians will never take the
time (or have the time) to read the entire
guideline

e Even if they did, this only covers one aspect of
preventing surgical infections.
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Consumers demanding transparency!

 Consumer groups are demanding
transparency — particularly about
complications of care

* When consumer groups have a consistent
message, legislators respond...

— The Medicare Program and other agencies then
are required to adopt standardized measures that
reflect the quality of medical practice
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The 2005 Deficit Reduction
Act required then Secretary

of HHS, Mike Leavitt to
submit to Congress a plan
for value-based purchasing.
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Plan to Implement a Medicare Hospital
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November 21, 2007
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Log in to QualityNet Secure Portal (formerly MyQualityNet)

OQuaIityNet

My QualityNet JGE

ll Hospitals - v Hospitals - - Physician - Ambulatory + | PPS-Exempt - ESRD Inpatient . Quality -
Inpatient Outpatient Offices Surgical Centers Cancer Hospitals Facilities Psychiatric Facilities Improvement
QualityNet QualityNet News Maore News » Log in to QualityNet
Registration Secure Portal
- Hospitals - Inpatient ; . :
+ Hospitals - Outpatient CMS releases April 2017 Hospital Compare preview reports Login

Physician Offices

= ASCs

Cancer Hospitals

- ESRD Facilities
Inpatient Psychiatric
Facilities

- QIOs

Getting Started with

QualityNet

= Registration

* Sign-In Instructions

- Security Statement

* Password Rules

* QualityNet System
Security Policy, PDF

The Centers for Medicare & Medicaid Services (CMS) has released the April 2017 Hospital Compare
preview reports available on QualityNet for participating Inpatient Quality Reporting (IQR), Outpatient
Quality Reporting (OQR), and PPS-Exempt Cancer Hospital Quality Reporting (PCHQR) hospitals and
facilities.

The Hospital Compare preview reports will be available from January 9 through February 7.
Hospitals are encouraged to access and download reports early in the preview period in order to have
time for a thorough review. The preview reports are only available during the preview period.

1 Full Article =

Headlines
» Hospital Compare updated with FY 2017 measure results for three value-based purchasing

programs
» Hospitals randomly selected for FY 2019 inpatient data validation

= CMS issues blanket exemption for providers adversely affected by Hurricane Matthew

= CY 2017 OPPS/ASC final rule with comment period published

» CMS announces update on SEP-1 validation, public reporting for Hospital Inpatient Quality
Reporting

» Download Symantec
ID (required for login)
+ Portal Resources

Questions & Answers

+ Hospitals - Inpatient

* Hospitals - Outpatient

« Ambulatory Surgical
Centers

+ Inpatient Psychiatric
Facilities

* PPS-Exempt Cancer
Hospitals

Note: First-time
registration required

Payment programs that impact hospitals:

* Hospital Value-Based Purchasing Program

e Hospital-Acquired Condition (HAC) Reduction Program
* Hospital Readmissions Reduction Program
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www.qualitynet.org



Five Categories of Required Measures
Hospital IQR Program

Chart abstracted — actual review of the medical record
Patient survey data (HCAHPS)

Infection data reported to the CDC’s National Healthcare
Safety Network (NHSN)

4. Claims-based measures (mortality, readmission, AHRQ
measures)

5. Cost Efficiency Measures
Structural Measures

“Outcome measures are priority areas for the hospital IQR

program.”
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Hospital Value-Based Purchasing Program

Clinical Care Domain
Subdomain Measure Measure Description
ID#*
Process AMI-7a Fibrinolytic Therapy Received Within 30 Minutes of Hospital
Arrival HCAHPS Patient
Process IMM-2 Influenza Immunization Satisfaction Survey
Process PC-1 Elective Delivery Prior to 39 Completed Weeks Gestation
QOutcomes MORT-30-AMI . Acute Myocardial Infarction (AMI) 30-Day Mortality Rate
QOutcomes MORT-30-HF . Heart Failure (HF) 30-Day Mortality Rate
Outcomes MORT-30 PN . Pneumonia (PN) 30-Day Mortality Rate

Medicare Spending Per
Beneficiary

(") Physicians

Safety Domain

‘ Measure ID*#* Measure Description

@RQ Composite (PSI—Q@ Complication/Patient safety for selected indicators (Composite)

CAUTI Catheter-Associated Urinary Tract Infection
- CLABSI . Central Line-Associated Blood Stream Infection
- CDI - Clostridium difficile Infection
@ Methicillin-Resistant Staphylococcus aureus
551 551 - Colon Surgery

551 - Abdominal Hysterectomy




HCAHPS Domains

e Communication wit
e Communication wit

N Nurses
n Doctors

* Responsiveness of Hospital Staff

* Pain Management

« Communication about Medicines
* Cleanliness and Quietness of Hospital

Environment

* Discharge Information

* Overall Rating of Ho

@ Medicine
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Cost Efficiency Measure
Medicare Spending per Beneficiary

All Medicare Part A and Part B Charges

3d Hospital Stay 30 days post-discharge
Medicare Part A
costs Py ”
An “episode” of care
Admission Discharge

Adjusted for beneficiary age, severity of illness, geographic payment differences such as wage index
and geographic practice cost differences, and for Medicare payment differences resulting from
hospital-specific rates, IME and DSH payments.

Ratio of individual Medicare spending per beneficiary amount divided by the median

Medicare spending per beneficiary amount across all groups.
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Patient Safety Indicators 90 (PSI 90)

e PSI 03 Pressure Ulcer Rate

* PSI 06 latrogenic Pneumothorax Rate

e PSI 07 Central Venous Catheter-Related Blood Stream Infection Rate
* PSI 08 Postoperative Hip Fracture Rate

* PSI 09 Perioperative Hemorrhage or Hematoma Rate

* PSI 10 Postoperative Physiologic and Metabolic Derangement Rate

e PSI| 11 Postoperative Respiratory Failure Rate

e PSI| 12 Perioperative Pulmonary Embolism or Deep Vein Thrombosis
Rate

S| 13 Postoperative Sepsis Rate
PSI 14 Postoperative Wound Dehiscence Rate
PSI i on Rate

Q] Medicine



Scoring for HVBP Program

Domain Weight

Clinical Care 25%

Patient- and Caregiver-Centered Experience of Care/Care 25%
Coordination

Safety 25%

Efficiency and Cost Reduction 25%

Hospital Value-Based Purchasing (HVBP) will be funded through a reduction
from participating hospitals’ Diagnosis-Related Group (DRG) payments for the
applicable fiscal year. The money that is withheld will be redistributed to
hospitals based on their Total Performance Scores (TPS), as required by statute.
A hospital may earn back a value-based incentive payment percentage that is
less than, equal to, or more than the applicable reduction for that program year.
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HVBP Program Payment Withholds

* “Base operating DRG payment amount”

withholds:
—2013-1%
—2014-1.25%
—2015-1.5%
—2016-1.75%
— 2017 and beyond — 2%

To obtain the available funds, the Secretary of HHS is to reduce the base operating DRG payment amount for a

hospital for each discharge in a fiscal year (beginning with fiscal year 2013) by an amount equal to the applicable

percent of the base operating DRG payment amount for the discharge for the hospital for such fiscal year. The

.. Secretary shall make such reductions for all hospitals in the fiscal year involved, regardless of whether or not the

@% M@dlClne hospital has been determined by the Secretary to have earned a value-based incentive payment .



Hospital Acquired Conditions (HACs)

Two Programs
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Hospital-Acquired Conditions
(Present on Admission Indicator)

On February 8, 2006, the President signed the
Deficit Reduction Act (DRA) of 2005. Section
5001(c) of DRA requires the Secretary to identify

conditions that are:

a) high cost or high volume or both,

b) resultin the assighment of a case to a DRG that has a
higher payment when present as a secondary diagnosis,
and

c) couldreasonably have been prevented through the
application of evidence-based guidelines.
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Hospital-Acquired Conditions
(Only paid for if “Present on Admission”)

* Foreign Object Retained After Surgery @gical Site Infection, Mediastinitis, Fc@
 Air Embolism ronary Artery Bypass Graft (CABG):
* Blood Incompatibility «  Surgical Site Infection Following Bariatric
b Stage [l and IV Pressure U|CerS Surgery for Obesrty
* Fallsand Trauma — Laparoscopic Gastric Bypass
- Fractures
. . - Gastroenterostomy
- Dislocations
_Intracranial Injuries — Laparoscopic Gastric Restrictive Surgery
- Crushing Injuries e Surgical Site Infection Following Certain
- Burn Orthopedic Procedures

- Other Injuries
* Manifestations of Poor Glycemic Control
- Diabetic Ketoacidosis

— Spine, Neck, Shoulder, Elbow
e Surgical Site Infection Following Cardiac

_ Nonketotic Hyperosmolar Coma Implantable Electronic Device (CIED)
- Hypoglycemic Coma * Deep Vein Thrombosis (DVT)/Pulmonary
- Secondary Diabetes with Ketoacidosis Embolism (PE) Following Certain Orthopedic

- Secondary Diabetes with Hyperosmolarity
* Catheter-Associated Urinary Tract Infection
(UTI)
* Vascular Catheter-Associated Infection

Procedures:
— Total Knee or Hip Replacement

* latrogenic Pneumothorax with Venous
Catheterization
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Hospital-Acquired Condition
Reduction Program

Under the HAC Reduction Program,
hospitals that rank in the lowest-performing
qguartile of hospital-acquired conditions will
be paid 99 percent of what otherwise would
have been paid under IPPS, beginning in FY
2015.

1% of all IPPS Payments at Risk if in the
lowest quartile of performance

Qj Medicine



Hospital Acquired Condition
Reduction Program

* Domain 1 - Agency for Healthcare Research and Quality
(AHRQ) Patient Safety Indicator (PSI) measure:

< — PSI90 Composite >

 Domain 2 — National Healthcare Safety Network (NHSN)
Healthcare-Associated Infection (HAI) measures:

— Central Line-Associated Bloodstream Infection (CLABSI)
— Catheter-Associated Urinary Tract Infection (CAUTI)
— Surgical Site Infection (SSI) — colon and hysterectomy
<= Methicillin-resistant Staphylococcus aureus (MRSA) bacteremia__—
— Clostridium difficile Infection (CDI)

For FY 2017, Domain 1 is weighted at 15 percent and Domain 2 is weighted

at 85 percent of the Total HAC Score

Q] Medicine



Hospital Readmissions Reduction
Program

¢ Payment implications (percentage of base operating DRG payments)
— FY 2013 -1%
— FY 2014 - 2%
— FY 2015 and beyond — 3%

e Conditions (Risk-standardized Readmission Rates)

— AMI

— HF

— Pneumonia The Excess Readmission Ratio (ERR) is calculated
— COPD as the ratio of predicted-to-expected

— THA/TKA readmissions for each measure included in the

Hospital Readmissions Reduction Program
—casG >

Q] Medicine




So for our case.........

 Payment to the hospital could be affected by:

— HVBP program — MRSA bacteremia and the PSI-90
composite (and possibly HCAHPS survey score)

— HAC Reduction Program

* No payment for secondary diagnosis of mediastinitis
under the not present-on-admission penalty

e HAC score — both the PSI-90 and MRSA bacteremia

— Hospital Readmissions Reduction Program

* Only if patient was readmitted to the hospital within
30-days of discharge

@ Medicine



How much is at stake in 20177

* Hospital value-based Purchasing Program — 2%
* Hospital-acquired Conditions

— 1% of all Medicare payments (including IME,DSH)

— Not paid for secondary diagnosis if it occurred
during index admission

* Hospital Readmission Reduction Program — 3%

Q] Medicine



In total, hospitals will lose about $430 million

KH N ABOUT US | CONTACTUS | EMAIL SIGN-UP =

KAISER HEALTH NEWS REPUBLISH OUR CONTENT

HOME HEALTH LAW MEDICARE MEDICAID COST & QUALITY HEALTH INDUSTRY PHARMA INSURANCE Al

769 Hospitals Penalized For Patient
Safety In 2017: Data Table

By Jordan Rau | December 21, 2016

W Tweer The federal government has cut payments to hospitals with high rates of patient injuries
£ suare this year. Those hospitals will lose 1 percent of Medicare payments over the federal fiscal
- year, which runs from October 2016 through next September. Maryland hospitals are

I skare exempted from penalties because that state has a separate payment arrangement with
B eman Medicare.

") Physicians
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Medicare said the penalties are expected to total $528 million

KH N ABOUTUS | CONTACTUS | EMAIL SIGN-UP =

KAISER HEALTH NEWS REPUBLISH OUR CONTENT

HOME HEALTH LAW MEDICARE MEDICAID COST & QUALITY HEALTH INDUSTRY PHARMA INSURANCE AG

Medicare’s Readmission Penalties Hit
New High

By Jordan Rau | August 2, 2016

W rweer The federal government’s readmission penalties on hospitals will reach a new high as

§ saxe Medicare withholds more than half a billion dollars in payments over the next year,

- records released Tuesday show.

1N SHARE

B ema The government will punish more than half of the nation's hospitals — a total of 2,597 —
= having more patients than expected return within a month. While that is about the same

number penalized last year, the average penalty will increase by a fifth, according to a
REPUBLISH

Kaiser Health News analysis.

.% PhYSlClanS http://khn.org/news/more-than-half-of-hospitals-to-be-penalized-for-excess-readmissions/



The number of hospitals whose payments were docked grew
from 1,236 in 2016 to 1,343 in 2017

Modern

Register | Login £}

Healthcare .

The leader in healthcare business news, research & data

Providers Insurance Government Finance Technology Transformation Safety & Quality People

Fewer hospitals earn Medicare
bonuses under value-based purchasing

By Elizabeth Whitman | November 1, 2016

More than 1,600 hospitals will see bonuses from Medicare in 2017 under the
Hospital Value-Based Purchasing program, according to federal data released
Tuesday. The number earning positive pay adjustments is about 200 fewer than
last year.

vjiln]sjafol=lu

RELATED CONTENT based on how well they perform on certain quality measures. A hospital's
performance is assessed in comparison to its peers' and to its own performance
More hospitals earn value-based over time.

The program affects some 3,000 hospitals, which are penalized or rewarded

purchasing bonuses this year

Denaities n 2015 nder value-based The results are “somewhat concerning,” said Francois de Brantes, executive

purchasing director of the Health Care Incentives Improvement Institute. One reason was the
fact that fewer hospitals are being rewarded. Another was hospitals' lack of
movement in rankings.

.% PhYSlClanS http://www.modernhealthcare.com/article/20161101/NEWS/161109986



Home | About CMS | Newsroom Center | FAQs | Archive | €) Share @ Help & Print

Leam about your healthcare options Search
CMS.gov —

Centers for Medicare & Medicaid Services

Medicare Medicaid/CHIP Medicare-Medicaid Private Innovation Regulations & Research, Statistics, Qutreach &
Coordination Insurance Center Guidance Data & Systems Education

Innovation Center Home > Innovation Models > Comprehensive Care for Joint Replacement Model

Comprehensive Care for Joint Replacement _

Model Share

Model Summary

The Comprehensive Care for Joint Beplacement (C.IBY model aims to support better and maore Stane: Annnunced

“....aims to support better and more efficient
care for beneficiaries..............”

The proposed rule for the CJR model was published on July 9, 2015, with the comment period DNIIIESIOIES & UPUALES
ending September 8, 2015. After reviewing nearly 400 comments from the public on the proposed
rule, several major changes were made from the proposed rule, including changing the model start
date to April 1, 2016. The final rule was placed on display on November 16, 2015 and can be viewed
at the Federal Registerd.

Mar 31, 2016
Updated: Spanish language beneficiary
notification letters posted

Feb 24, 2016

Background Updated: Hospital list posted

Hip and knee replacements are the most common inpatient surgery for Medicare beneficiaries and
can require lengthy recovery and rehabilitation periods. In 2014, there were more than 400,000
procedures, costing more than 37 billion for the hospitalizations alone. Despite the high volume of
these surgeries, quality and costs of care for these hip and knee replacement surgeries still vary
greatly among providers.

Feb 10, 2016
Updated: Hospital list posted

Jan 04, 2016

llndatad Hocnital lict nanctad
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Learn about your healthcare options Search
CMS.gov -

Centers for Medicare & Medicaid Services

Medicare Medicaid/CHIP Medicare-Medicaid Private Innovation Regulations & Research, Statistics, Qutreach &
Coordination Insurance Center Guidance Data & Systems Education

Innovation Center Home > Innovation Models > Oncology Care

Oncology Care Model Share _

e W e P I o e —g—

“This model aims to prowde higher quality, more
coordinated oncology care at a lower cost to
Medicare.”

IVIITESTUIITS &L ULRIALTES

Background Jun 30, 2015

Cancer diagnoses comprise some of the most commen and devastating diseases in the United Updated: Application submission deadline
il mmemmme el som e b $nis mmsamteny Thensas b
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Bundled payment for cardiac bypass surgery and

heart attack care....

".l' A New mandatory program the CMS proposed Monday would makKe hospitals In
' 98 markets financially accountable for the cost and quality of all care associated
with bypass surgery and heart attacks."We think it's important to keep pushing
forward on delivery system reform,” Dr. Patrick Conway, acting principal deputy
administrator and chief medical officer for the CMS, told reporters in a call. “We
think this is a huge opportunity.”In 2014, hospitalizations for heart attacks for more

RELATED CONTENT

K . than 200,000 beneficiaries cost Medicare over $6 billion, the CMS said. Yet for
nee and hip bundled-payment challenge

is about to start every treatment, the cost could vary by as much as 50%, the agency said.The
Bundling risk: New demo program shows CMS is seeking comment on the five-year demonstration, which would take effect

CMS’ eagerness to ditch fee for service July 1, 2017, in 98 randomly selected metropolitan areas.
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Do these programs make a
difference?
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Accountability works — at least for
measures of process of care!

* There is good evidence now that when you
spotlight performance on nationally
standardized measures of quality (reporting
them in the public domain), guideline
adherence improves and performance
improves rapidly!

Public reporting and payment incentives change the way

physicians and hospitals provide care and speeds adoption of
evidence-based guidelines.

Q] Medicine
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—4— Abx discontinued

Measurement and Reporting
Drive Improvement!
—=— Guideline Abx

—o— Abx 60 min

97.1

95.5

Data source changed from independently
abstracted to hospital self-collected.
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during 2001. Bratzler DW, et al. Arch Surg 2005; 140:174-82.

*National sample of 34,000 Medicare patients undergoing surgery in US hospitals

20 A
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AMI Patients — D2B

Percent of patients with D2B time less than 90 minutes
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d. . Krumholz HM, Herrin J, Miller LE, Drye EE, Ling SM, Han LF, Rapp MT, Bradley EH, Nallamothu BK, Nsa W, Bratzler DW,
° Me 1C1INEC Curtis JP. Improvements in door-to-balloon time in the United States, 2005 to 2010. Circulation 2011; 124:1038-45.



- Performance

w T «wix] | jmprovement appears to

o - reduce disparities!

122 100 . 88
£ gl 79 “Our analysis suggests that racial
£ N * disparities in D2B times have
E‘ 60- significantly narrowed over time
2 50l and that improving national

10- quality of care appears to have

30- not only improved overall

201 performance but also diminished

104 disparities.”

2004-2005 2005-2006 ) 2006-2007 2007-2008

Figure. Trends in door-to-balloon (D2B) times from 2004 to 2008 stratified
by race.

% Ph s Curtis JP, Herrin J, Bratzler DW, Bradley EH, Krumholz HM. Trends in race-based
e YSlClanS differences in door-to-balloon times. Arch Intern Med. 2010; 170:992-3.



The NEW ENGLAND JOURNAL of MEDICINE

SPECIAL ARTICLE

Quality and Equity of Care in U.S. Hospitals

Amal N. Trivedi, M.D., M.P.H., Wato Nsa, M.D., Ph.D.,

B Between-hospital [l Within-hospital

Leslie R.M. Hausmann, Ph.D., Jonathan S. Lee, M.D., Allen Ma, Ph
Dale W. Bratzler, D.O., M.P.H., Maria K. Mor, Ph.D., Kristie Baus, H
Fiona Larbi, R.N., and Michael J. Fine, M.D.

“Improved performance on quality
measures for white, black, and
Hispanic adults hospitalized for
acute myocardial infarction, heart
failure, or pneumonia was

A Differences between White Patients and Black Patients
18—
16
14|

124

Absolute Difference
(percentage points)

2005

2010

2005

2010

PCI within
90 Min (AMI)

Pneumococcal
Vaccination
(Pneumeonia)

2005

2010

Influenza
Vaccination
(Pneumenia)

accompanied by increased racial
and ethnic equity in performance
rates both within and among U.S.
hospitals.”

B Differences between White Patients and Hispanic Patients
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(AMI) (Heart Failure) {Pneumonia)
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But, does VBP accelerate
improvements in outcomes of care
and what are the pitfalls?
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But, does it work?

The NEW ENGLAND JOURNAL of MEDICINE

SPECIAL ARTICLE

Public Reporting and Pay for Performance
in Hospital Quality Improvement

Peter K. Lindenauer, M.D., M.Sc., Denise Remus, Ph.D., R.N.,
Sheila Roman, M.D., M.P.H., Michael B. Rothberg, M.D., M.P.H.,

Pay for Performance,
Quality of Care, and Outcomes
in Acute Myocardial Infarction

Seth \\" Clic Lm(u%. MD. MBA Context Pay for performance has been promoted as a tool for improving quality of
Fang-Shu Ou, MS care. In 2003, the Centers for Medicare & Medicaid Services (CMS) launched the larg-
Elizabeth R. DeLone. PhD est pay-for-performance pilot project to date in the United States, including indica-
— = - tors for acute myocardial infarction.

Matthew T. Roe, MD, MHS

Barbara L. Lytle, MS
Jyotsna Mulgund. MS

John S. Rumsfeld. MD. PhD
W. Brian Gibler. MD

EM

Objective To determine if pay for performance was associated with either im-
proved processes of care and outcomes or unintended consequences for acute myo-
cardial infarction at hospitals participating in the CMS pilot project

Design, Setting, and Participants An observational, patient-level analysis of 105383
patients with acute non-ST-segment elevation myocardial infarction enrolled in the
Can Rapid Risk Stratification of Unstable Angina Patients Suppress Adverse Out-
s Ohman, MD comes With Early Implementation of the American College of Cardiology/American

Evan M. Benjamin, M.D., Allen Ma, Ph.D., and Dale W. Bratzler, D.O., M.P.H.

K \_Schulman. MD Heart Association (ACC/AHA) Guidelines (CRUSADE) national quality-improvement

initiative. Patients were treated between July 1, 2003, and June 30, 2006, at 54 hos-

Erie D. Peterson, MD, MPH pitals in the CMS program and 446 control hospitals.

AL AR Ik ik £ LAVIA cloce | cid

The NEW ENGLAND JOURNAL of MEDICIN

“ SPECIAL ARTICLE ”

Effect of Nonpayment for Preventable
Infections in U.S. Hospitals

Grace M. Lee, M.D., M.P.H., Ken Kleinman, Sc.D., Stephen B. Soumerai, Sc.D.,
Alison Tse, Sc.D., David Cole, B.M., Scott K. Fridkin, M.D., Teresa Horan, M.P.H.,
Richard Platt, M.D., Charlene Gay, B.A., William Kassler, M.D., M.P.H.,
Donald A. Goldmann, M.D., John Jernigan, M.D.,
and Ashish K. Jha, M.D., M.P.H
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SPECIAL ARTICLE

The Long-Term Effect of Premier Pay
for Performance on Patient OQutcomes

Ashish K. Jha, M.D., M.P.H., Karen E. Joynt, M.D., M.P.H., E. John Orav, Ph.D.,
and Arnold M. Epstein, M.D.




The NEW ENGLAND JOURNAL of MEDICINE
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A Acute Myocardial Infarction
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|
Figure. Change in Acute Myocardial Infarction 30-Day All-Cause Risk-5tandardized Mortality

From 1995 to 2006
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Mean risk-standardized mortality rates were 18.8% (5D, 2.1%; range, 10.4%-27.5%) in 1995 and 15.8%
(5D, 1.7%; range, 10.6%-21.6%) in 2006. The size of each bin reflects the number of hospitals that filled in
a particular interval of risk-standardized mortality rate as well as the distributions (ranges) of rates in 1995 and
2006. Because the number of bins in each year is the same (n=35), the 1995 bin is wider than the 2006 bin to
reflect the change in risk-standardized mortality rate distributions.
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Reductions in HACs

W Adverse Drug Events

M Catheter-Associated Urinary Tract
Infections
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1.3% ® All Other HACs

Preliminary 2015 estimates indicate that more than 37,000 fewer
patients died in hospitals in 2015 as a result of the decline in HACs
compared with the number of deaths related to HACs that would have
occurred if the rate of HACs had remained steady at the 2010 level.

% PhYSlClanS https://www.ahrg.gov/professionals/quality-patient-safety/pfp/2015-interim.html



RESEARCH

Kl OPENACCESS - Asgociation between the Value-Based Purchasing pay for
performance program and patient mortality in US hospitals:
e observational study
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Impact for Targeted Conditions
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Findings

“Three years after the introduction of the US
national pay for performance program—Hospital Value-
Based Purchasing (HVBP)—we find no evidence that it
has led to better patient outcomes.......

....... Even among hospitals with worst patient mortality at
baseline, a group of hospitals that had arguably more
motivation to improve to avoid penalties, we found no
evidence that HVBP drove improvement beyond secular
trends observed in a matched group of non-HVBP
hospitals.”

% Medicine Figueroa JF, et al. BMJ. 2016;353:i2214



Are there pitfalls?

* Concerns about unintended consequences

— Direct harm

* Doing things that are otherwise not necessary or even
harmful in the name of high performance

— Indirect harm
* Much more likely
* Diversion of resources
* Incomplete reporting
* “Teaching to the test”
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What about sociodemographics?

HOSPITAL FINANCING

By Susannah M. Bernheim, Craig S. Parzynski, Leora Horwitz, Zhenqiu Lin, Michael J. Araas,
Joseph 5. Ross, Elizabeth E. Drye, Lisa G. Suter, Sharon-Lise T. Normand, and Harlan M. Krumholz

Accounting For Patients’
Socioeconomic Status Does Not
Change Hospital Readmission
Rates

ABSTRACT There is an active public debate about whether patients’
socioeconomic status should be included in the readmission measures
used to determine penalties in Medicare’s Hospital Readmissions
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Sociodemographic Factors Affect Health Outcomes
Apr 18, 2016 || Staff]| (O) comments

equity health care disparities quall

measurement social determinants of health socioeconomic status

A large and growing body of evidence shows that sociodemographic factors — age, race, ethnicity, and
language. for example — and socioeconomic status (SES), such as income and education, can influence
health outcomes. These findings are particularly significant for payment programs that reward or penalize
hospitals for the quality of care they provide.

Experts, including an ad-hoc committee of the National Academies of Sciences, Engineering, and Medicine,
have examined how social risk factors affect health outcomes and proposed accounting for these factors in
Medicare payment programs that, without risk adjustment, disproportionately penalize hospitals that serve
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Will the 21st Century Cures Act level
the playing field on hospital
readmissions?

By Elizabeth Whitman and Steven Ross Johnson | December 13, 2016

Nestled within the 994 pages of the 21st Century Cures Act that President Barack
Obama signed into law on Tuesday is an opportunity for hospitals to change the
way they are judged when patients are unnecessarily readmitted.

u m E E n The law requires Medicare to account for patient backgrounds when it calculates

reductions in its payments to hospitals under the Hospital Readmissions
RELATED CONTENT Reduction Program.

Safety net hospitals face socio- i o ) i ) i
economic disadvantages Until the passage of the Cures Act, originally meant for biomedical innovation but

Think safety net hospitals are set up to turned into a smorgasbord of healthcare policies, thorny questions about adjusting

fail on readmissions? Here's how one is for patient demographics had been avoided.
succeeding

The law requires Medicare to account for patient backgrounds when it
calculates reductions in its payments to hospitals under the Hospital
Readmissions Reduction Program.
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Wrapping up....

* The broad landscape change of healthcare
payment is to reward keeping patients
healthy, not paying for more volume of care

— Highest quality and the lowest cost (avoiding
complications and keeping patients safe)
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Wrapping up....

* General movement in performance
measurement away from process of care
metrics to focus on outcomes

— Mortality and readmission

— Infection rates

— Complications

— Patient satisfaction

— Overall costs of care

— Soon....patient-reported outcomes (PROs)
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Jury still out...

* While processes of care and disparities of care
are improved with standardized measurement
and accountability, still limited data on impact
for overall costs of care and patient outcomes

— Initial results for certain payment models (such as
bundled payment and accountable care
organizations is encouraging on costs)
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