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Cost of Care Measurement Discussion Paper
I.  Overview of AQA cost of care measures set:

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 composite measure of the relative cost of care performance of a physician's total practice 

Uses are anticipated to be:
A. Performance education and engagement

B. Clinical performance improvement

C. Performance incentivization

D. Transparency and consumer choice
E. Iterative improvement of the measurement tools

The aim of this work is to develop general principles for comprehensive cost of care measures and a parsimonious “starter” set of cost of care measures related to specific conditions or procedures that:

A. Address prevalence, resource use and practice variation
B. Measure or identify overall or average cost drivers
C. Align with existing clinical quality measures or direct the development of future quality measures, and
D. Are actionable by the appropriate accountable entity
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 driven, 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.
A. Data acquisition and preprocessing
B. Episode grouping
C. Post-processing
D. Validation

E. Reporting

III. Condition or procedure specific “starter” set 
A. The focus of any “starter” cost of care measures set should be on specific chronic conditions, specific procedures, or acute clinical care processes. 

B. The cost of care measures set should be based on standardized elements and transparent regarding methodology and application rules.  
C. 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.

D. 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. 

IV. Principles for prioritizing starter set 

A. Targeted and robust measure set.

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

C. Represent conditions across the life span, including pregnancy and delivery.

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

V. Additional questions to be answered in on-going work:

· Define what we mean by a total cost of care metric - total cost attributed to the patient or the total cost of a singe physicians practice across all diseases. 
· How will risk-adjustment issues be addressed? Risk stratification?
· How will we implement and standardize?

· How do you account for costs savings generated from preventive care?  

· Where do relative resource use measures fit in?

· How will grouper validity and reliability be tested?

