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“California now has thousands of physicians who have stepped forward
and expressed their willingness to be held accountable and to be a part 
f t f P li i h ld b i d th h th i fof systems of care.  Policies should be examined through the prism of

whether they enhance and offer incentives to the continued development 
of physician groups.”



What we’ve learned in the past year 
b hi i iabout geographic variation

Price differences matterPrice differences matter

Medicare education payments matter

Health status matters

Socio‐economic status matters

Patient preferences matter



What we’ve learned in the past year 
b hi i i

G hi i t t t

about geographic variation

Geographic regions or states are not 
the best unit of measurement, because they
mask important intra‐regional differencesmask important intra regional differences.



Los Angeles County (HRR) demographics 
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Impact of urban poverty on hospital utilization
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Wh t ’ l d i th tWhat we’ve learned in the past year 
about geographic variation

Medicare spending does not correlate
with overall health spendingwith overall health spending.



Medicare spending correlates poorly 
with total health care spending at state levelag
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Medicare spending correlates poorly 

Hospital Days/1 000 Per capita hospital spending

with total health care spending at state level
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S i tifi i i l f ffi i tScientific principles of efficiency measurement

Evidence based risk‐adjustment for factors  known 
ff i h h fto affect metric that are present at the start of care 

including disparities & patient preferences

Information produced by the measure is useful
for informing quality improvement initiatives

Quality and cost measures are integrated

Proper attribution of the measure

Cost improvement does not reduce quality

Proper attribution of the measure

AHA/ACC guidelines.  JAmCollCard.  52:1518, 2008
NQF.  http://www.qualityforum.org/Measuring_Performance



Do Medicare death cases meet 
scientific standards as measure of efficiency?

Yes No

Prospective

Yes    No

Risk adjusted (including patient preferences)

Integrates quality and cost

Proper attribution of cases

U f l f li iUseful for quality improvement



UC Consortium to study variation

•Carefully analyze variation

Goals

y y

•Implement projects to reduce variation
(lower cost/improve quality)(lower cost/improve quality) 

•Collaboration between outcomes researchers 
d l l d hand clinician leadership
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Study Design

• All Medicare patients > age 65 with 1o congestive heart failure

2001 2005• 2001‐2005 

• N=7,301 with 1,373 Deaths

• Exclude transfers and transplants

• Risk adjusted for demographics and co‐morbidities• Risk adjusted for demographics and co‐morbidities

• Some chart review

• 180 Day cost & mortality analyzed





Dartmouth Atlas shows large variation between UC centers
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Carefully risk adjusting death only cases reduces variation
d h th k d h it l

4.5

and changes the rank order among hospitals

3

3.5

4

1 5

2

2.5Relative
Performance

0.5

1

1.5

0
ICU Days 

Dartmouth Atlas
Total hospital days
Last 6 months lifeDartmouth Atlas Last 6 months life
Medicare & CHF

UC Study



Considering all cases further reduces variation
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l h h l

CHF Mortality
Lowest mortality is in highest utilization site
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Efficiency comparison 
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AAMC/UHC/UC collaborative to study variation/ / y
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Next stepsNext steps

Intervention studiesIntervention studies

Disease management program to improve efficiency
(lower cost/improve outcomes)(lower cost/improve outcomes)

End of life intervention to reduce unnecessary ICU admissions
d i lli ti f d i ti tand improve palliative care for dying patients



Observations 

•Health care cost is important component of health policy.

T ffi i ll d fi d h t i l di•To compare efficiency, well defined cohorts including 
all patients with good risk adjustment and outcomes  
must be done & at an accountable level.

•This type of work is expensive;  funding is in short supply;
it requires collaboration of outcomes researchers &it requires collaboration of outcomes researchers &
clinical leadership.

G hi i ti i M di di i t•Geographic variation in Medicare spending is not a
good measure of efficiency; it has become heavily
politicized; continued focus is a diversion from 
the essential tasks.


