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Performance Measurement Workgroup 

Cost of Care Measurement Set
I.  Overview of AQA cost of care measures set: to define the objectives of cost of care measures and the key components to help insure reliable measurement.
The IOM report entitled Performance Measurement:  Accelerating Improvement depicts recommended design principles for a national system for performance measurement and reporting. 

One of those principles states that “a performance measurement system should provide information for multiple uses, including provider-led improvement efforts, public reporting, payment and benefit designs, and population health initiatives.”  

With multiple users in mind, the AQA Performance Measurement Workgroup recognizes the need for:

A. Measures that may be related to specific conditions or procedures 

B. A measure of overall cost per patient for a physician.

These measures will require appropriate methods for attribution, risk-adjustment, sample size, observation period and other factors.  The dominant models for cost of care measurement for conditions or procedures are episode of care relying predominantly on administrative data.

Uses are anticipated to be:
· Performance education and engagement

· Clinical performance improvement

· Performance incentivization

· Transparency and consumer choice
· Iterative improvement of the measurement tools.
II.  Measurement systems 
Entities choosing to conduct performance measurement should make their measurement system transparent to stakeholders.
The dominant models for cost of care measurement are episode of care relying predominantly on administrative data. There are five phases of episodic cost of care measurement deployment: acquisition and pre-processing of data, episode grouper functions, post-grouper processing, validation, and reporting. They are noted below (with additional principles recommendations) appropriate to each category. Physician involvement is critical in all phases.
Secondary measures may include global cost of care measures, including, but not limited to, those related to ambulatory care-sensitive hospitalizations, complication rates, readmission rates, and pharmacy utilization.
A. Data acquisition and preprocessing
· Analysis of the data for completeness of the data set; disclosure of data completeness (e.g., Physician, Facility, Ancillary, Pharmacy administrative data) and depiction of steps taken to deal with incomplete data

· Analysis of the data for compatibility with the grouper requirements; depiction of methods to map administrative data fields to grouper data fields
· Disclosure of any further manipulation of the data during this phase of measurement (e.g., any data exclusions or outlier management at this level)
B. Episode grouping
· Grouper methodology should be disclosed (e.g., criteria for opening and closing episodes, ICD9 and / or CPT-4 codes related to an episode, handling of incomplete episodes, handling of outliers if part of this phase.) Reports of grouping statistics should be made available to the providers being measured.
· Grouping methodology should provide the capability to produce granular, actionable reporting on episode of care variation

· Mechanisms by which variations in practice case-mix, patient factors (demographics, benefit plan, and comorbidities) and illness severity related adjustments should be disclosed, whether this occurs in this phase or in post-processing.
C. Post-processing
· Attribution methods should be disclosed, and descriptive statistics provided on attribution results
· Several methodologies for attribution that were identified:
· Each episode is assigned to only one physician:  this methodology would exclude radiologists, anesthesiologists, and pathologists.
· Depending upon the conditions being assessed, attribution can be given to multiple or a single physician.
· Methods for assignment of comparison groups should be disclosed

· Characterization and disclosure of other variables that impact results should occur
· Statistical distribution of results should be disclosed
D. Validation

· Results should be assessed for clinical and statistical reliability and actionable resulting in the ability to drive desired increases in care value.
· The Performance Measurement Workgroup encourages priority funding of research into the reliability and actionability of grouper-based measurement systems. To the extent possible, quantification of system benefit of episodic cost measurement should be addressed promptly.
· There should be a formal feedback and correction mechanism so that errors uncovered by physicians, plans, and other analysts can contribute to improving the evaluation system. 

E. Reporting

· Refer to AQA reporting principles
III. Cost of care measures should be presented, where possible, as average costs compared to expected costs.
IV. Condition or procedure specific “starter” set 
· The focus of any “starter” cost of care measures set should be on specific chronic conditions, specific procedures, or acute clinical care processes. 

· The cost of care measures set should be based on standardized elements and transparent regarding methodology and application rules.  
· While the initial focus of work efforts is to advance a parsimonious  “starter” set, ultimately it is believed that cost of care measures are appropriate for the broadest set of medical and surgical care practices, and additional measures will be considered by AQA at a later date.

· Cost of care measures are not primarily designed to differentiate appropriateness of services.  Physicians may be efficient but still provide inappropriate services, thus emphasizing the important link to clinical quality measures. 

Principles for prioritizing starter set 

· Targeted and robust measure set.

· Correspond to conditions represented in the IOM Priority Areas and additional areas put forth by the NQF Priority Areas Report.

· Represent conditions across the life span.

· Measures submitted by stakeholders that represent high variation or high cost.

Process for developing the starter set.

Formal work on the starter set began on June 14, 2006, in Chicago when members of the Cost of Care Workgroup met to review frequency and variability data in major conditions and procedures.  The analyses were based on work conducted by Symmetry, Thomson Medstat, and MedPAC and served as the basis of the development of a candidate group of conditions and procedures.  
Subsequent to that meeting, the Cost of Care Workgroup agreed to use a modified Delphi process to establish a final recommended set of conditions and procedures.  The Delphi process consisted of three rounds of voting and discussion.  

On September 26, 2006, there was a final vote with overwhelming consensus on a proposed “Starter” set that was to be moved from the Cost of Care Workgroup to the AQA Performance Measurement Workgroup review and approval.

Candidate List of Conditions
1. Acute myocardial infarction (heart attack)
2. Angina

3. Asthma
4. Breast cancer
5. Bronchitis
6. Chronic obstructive pulmonary disease 
7. Colon cancer
8. Congestive heart failure
9. Depression

10. Diabetes
11. Hiatal hernia/ Gastroesophageal reflux disease (GERD)

12. Hip fracture

13. Hypertension
14. Hysterectomy
15. Osteoarthritis
16. Pneumonia

17. Prostate cancer
18. Sinusitis

19. Spine: lumbar
20. Stroke

