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2. High Cost = Good Quality?	
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Quality of Health Care

• The degree to which health services for 
individuals and populations increase the 
likelihood of desired health outcomes and 
are consistent with current professional 
knowledge (IOM, 1990)	


• Clinical vs Service Quality	


• “Doing” vs “Showing” Quality
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Mehrotra A, et al. Ann Intern Med 2009;151(5):321-8.
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Medication Errors

In the past 2 years: AUS CAN NZ UK US

Given the wrong medication or wrong dose by a 
doctor, hospital or pharmacist 11 11 13 10 12

Believed a medical mistake was made in your 
treatment or care 19 20 18 13 23

Medication error or believed an error was made 23 25 23 18 28

2002 Commonwealth Fund International Health Policy Survey
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Donabedian A. Explorations in quality assessment and monitoring: the definition of quality and approaches to its assessment. 
Ann Arbor, MI: Health Administration Press; 1980.	


Battles JB, Lilford R. Quality and Safety in Health Care 2003;12:ii2-ii7

Donabedian Model of Patient Safety
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Battles JB, Lilford R. Quality and Safety in Health Care 2003;12:ii2-ii7

Nested Risks and Hazards in Patient Safety
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Reason J. Human error: models and management. BMJ 2000;320:768-770.

Swiss Cheese Model
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Wait Times for Elective Surgery and Specialist Appointments

AUS CAN FR GER NETH NZ NOR SWE SWIZ UK US

Specialist Appointment

Less than 4 weeks 54 41 53 83 70 61 50 45 82 72 80

2 months or more 28 41 28 7 16 22 34 31 5 19 9

Elective Surgery

Less than 1 month 53 35 46 78 59 54 44 34 55 59 68

4 months or more 18 25 7 0 5 8 21 22 7 21 7
Telephone survey, conducted from March to June 2010, of adults ages 18 and older in Australia, Canada, France, Germany, the Netherlands, New Zealand, Norway, Sweden, 
Switzerland, the United Kingdom, and the United States.	
!
Final samples: 3,552 Australia, 3,302 Canada, 1,402 France, 1,005 Germany, 1,001 Netherlands, 1,000 New Zealand, 1,058 Norway, 2,100 Sweden, 1,306 Switzerland, 1,511 
United Kingdom, and 2,501 United States.	


2010 Commonwealth Fund International Health Policy Survey in Eleven Countries
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Coordination Problems

In the past 2 years: AUS CAN FR GER NETH NZ NOR SWE SWIZ UK US

Test results not available 
at time of appointment 11 11 7 8 8 9 10 9 7 9 15

Received conflicting 
information from different 
health professionals

20 20 16 17 15 18 24 18 16 10 23

Duplicate tests: doctors 
ordered test that had 
already been done

10 8 14 20 4 5 9 5 11 7 17

Yes to at least one of the 
above 28 28 28 29 21 23 31 23 24 19 37
Telephone survey, conducted from March to June 2010, of adults ages 18 and older in Australia, Canada, France, Germany, the Netherlands, New Zealand, Norway, Sweden, 
Switzerland, the United Kingdom, and the United States.	
!
Final samples: 3,552 Australia, 3,302 Canada, 1,402 France, 1,005 Germany, 1,001 Netherlands, 1,000 New Zealand, 1,058 Norway, 2,100 Sweden, 1,306 Switzerland, 1,511 
United Kingdom, and 2,501 United States.	


2010 Commonwealth Fund International Health Policy Survey in Eleven Countries
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McGlynn EA, et al. NEJM 2003;348:2635-45.

Adherence to Quality Indicators
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Desirable Attributes

• Importance	


• Scientific Soundness	


• Usefulness of the results to QI	


• Feasibility

Schneider EC, 2006
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• Administrative data	


• Claims data	


• Medical record review	


• Survey: patients, providers

Schneider EC, 2006

Data Sources
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Schneider EC, et al. Assessment of the Scientific Soundness of Clinical Performance Measures. Arch Intern Med 2008;168(8):876-882.

Comparing across Health Care Plan
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Selecting Measures
• IF health plan has >10,000 enrollees	


• THEN it should have at least 5 GI specialists	


• IF a patient is eligible for colorectal cancer screening	


• THEN the patient should receive screening	


• IF a patient visits a doctor	


• THEN he/she should report a satisfaction rating of 9 or 
10 on a 10-point scale	


• IF a patient undergoes surgery for colorectal cancer	


• THEN the patient should be alive 30 days after surgery

Schneider EC, 2006
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Financial Incentive Programs

• FFS rate increase for desired services	


• Withholds (and returns)	


• Bonuses	


• Capitation with bonuses/penalties	


• Competitive grants for QI initiatives	


• Shared savings arrangements

Schneider EC, 2006
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Characteristics of Incentives

• Financial Aspects	


• Recipient of the incentive	


• Revenue potential	


• Impact on cost

Dudley RA, et al. Strategies To Support Quality-based Purchasing. Rockville, MD: AHRQ, 2004.
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Characteristics of Incentives

• Nonfinancial Aspects	


• Perceived attainability	


• Domain of performance measured: SPO	


• Acceptability of the incentive or 
performance goal

Dudley RA, et al. Strategies To Support Quality-based Purchasing. Rockville, MD: AHRQ, 2004.
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Characteristics of Incentives

• Predisposing Factors	


• General financial characteristics of 
environment: FFS, Salary, Capitation	


• Provider characteristics	


• Market characteristics	


• Other predisposing factors

Dudley RA, et al. Strategies To Support Quality-based Purchasing. Rockville, MD: AHRQ, 2004.

45

Characteristics of Incentives

• Enabling Factors	


• Organizational characteristics	


• Patient characteristics	


• Other factors

Dudley RA, et al. Strategies To Support Quality-based Purchasing. Rockville, MD: AHRQ, 2004.
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Individual Provider’s Response to Incentives

Dudley RA, et al. Strategies To Support Quality-based Purchasing. Rockville, MD: AHRQ, 2004.
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Organization’s Response to Incentives

Dudley RA, et al. Strategies To Support Quality-based Purchasing. Rockville, MD: AHRQ, 2004.
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P4P Experiences in USA

• Over 150 programs are documented	


• Physicians are about twice as likely as hospitals to be focus 
of P4P	


• On average, programs use 5 performance measures	


• Maximum eligible bonuses for:	


• Physicians 5-10% of pay	


• Hospitals 1-2% of pay	


• Reward for reaching a fixed threshold dominate	


• Only 23% reward improvement

McNamara P, 2009
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Rosenthal MB, et al. Early Experience with Pay-for-Performance. JAMA 2005;294:1788-1793.
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“Paying clinicians to reach a common, fixed 
performance target may produce little gain in quality 
for the money spent and will largely reward those 

with higher performance at baseline.” 
!

Rosenthal, et al. (2005)
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Heidenreich PA, et al. Am Heart J 2012;163:239-245.
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Cost of Implementing 
Quality Management System

• Basic Costs (Direct / Indirect)	


• Labor, Material, Opportunity, etc.	


• Administration: Documentation, Meetings	


• External Costs (Externality)	


• Implementation Difficulties

63

Pongpirul K, et al. Comparison of health care professionals’ and surveyors’ opinions on problems and obstacles in implementing 
quality management system in Thailand: a national survey. Int J Qual Health Care 2006;18(5):346-351.
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