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‘Organized Practice Fosters More Rehable Care

m Health: Don't blame the

mistake-makers; encourage
physicians’ groups to optimize
treatment CE

By J. mmmmmmm

The Institute of Medicine released a :[-e-
port recently on safety in health care. Its
major conclusion: As many as ﬂ.ﬂm
Americans die each year as a result of
preventable medical érrors—meore people

AIDS, and many more are injured.
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than die each year from breast cancer or

eliminate most medical mistakes.

What does the mean when it
says that health care in the U.5. is not or-
ganized? One key group—physicians, who
retain .almost fierce independence—

. the report notes, “Physicians in commu-
tenuol -
nity practice may be s o * high-quality, cost-effective care.
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gelves as part of a system of care.
Hospitals do not, in reality, control their
medical staffs, Unless physicians develop
a greater culture of accountability, hospi-
tala:mﬂnurstnghomeswﬂlhareahard
time improving quality. © i i .
Huwcmphysimmmkmg

together
- imprwe pwdm! ‘quality? - An umple
cases such be in-

expe.rienc! LUCI.A I
itamtive. 5
wm if they recéive clnl;-ﬁi‘am!‘[
drugs quickly after the attack.

It might seem simple to accomplish
this. but to do so requires close coordina-

- groups in the state also have dﬂvelnped in‘:
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gystem, developed a deserved reputatiun
for a systematic appreach to quality as
surance and recently won the PFacific
Business Group on Health’s Plue Ribban’ -
Award for Quality. But other med:cal
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cently because of consumer dissati
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cians to creale group praclices. Now ap-.
proximately 25% of doctors in Cal’nl‘:m-lia .
practice in groups. Unfortunately U=l
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not been readily “appreciated by Pﬂlﬂ]"n__
muakers, regulators, thamedlaorthepuhld
California now has thousands of physi- 12

“California now has thousands of physicians who have stepped forward
and expressed their willingness to be held accountable and to be a part
of 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
about geographic variation

Price differences matter

Medicare education payments matter
Health status matters
Socio-economic status matters

Patient preferences matter



What we’ve learned in the past year
about geographic variation

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



Population

Per Cap Income
% Black & Latino
% < 100% Poverty

% Uninsured

LA Co. total
10.2M

$20,700

55%
15%
28%

LA Core

Los Angeles County (HRR) demographics

LA All other

2.3M

$11,500

80%
56%
44%
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Impact of urban poverty on hospital utilization
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What we’ve learned in the past year
about geographic variation

Medicare spending does not correlate
with overall health spending.



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

Hospital Days/1,000 Per capita hospital spending
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www.Statehealthfacts.org



Scientific principles of efficiency measurement

Evidence based risk-adjustment for factors known
to 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

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

Prospective

Risk adjusted (including patient preferences)

Integrates quality and cost

Proper attribution of cases

Useful for quality improvement

8 8 X 8




UC Consortium to study variation

Goals

*Carefully analyze variation

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

*Collaboration between outcomes researchers
and clinician leadership
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Study Design

All Medicare patients > age 65 with 1° congestive heart failure
2001-2005

N=7,301 with 1,373 Deaths

Exclude transfers and transplants

Risk adjusted for demographics and co-morbidities

Some chart review

180 Day cost & mortality analyzed
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Dartmouth Atlas shows large variation between UC centers
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Carefully risk adjusting death only cases reduces variation
and changes the rank order among hospitals
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Considering all cases further reduces variation

and changes the rank order among hospitals
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Mortality

Lowest mortality is in highest utilization site
CHF Mortality
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Efficiency comparison
Cost (LOS)/Outcome (survival)
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(Lower is better) 1
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AAMC/UHC/UC collaborative to study variation

UCSD

UCLA

UCI

UCSF

UcCD
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Johns Hopkins
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Vanderbilt
Howard



Next steps

Intervention studies

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

End of life intervention to reduce unnecessary ICU admissions
and improve palliative care for dying patients



Observations

*Health care cost is important component of health policy.

*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 &
clinical leadership.

*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.



