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Quality and Transparency Work Group Meeting Notes
Oregon Health Policy Commission
March 9, 2005
Metro Building Room 370A
600 NE Grand Ave
Portland, Oregon

Members Present:
Vickie Gates (co-chair), Ralph Prows, Ken Ruttledge, Keith Marton, John McConnell,
Nancy Clarke, Geoff Brown

Members calling in (and lost due to equipment failure):
Michael Geheb, Michael Leahy, Joel Ario

Members Excused:
Bill Kramer, Jonathan Ater (co-chair), Ron Potts, Doug Walta, Glenn Rodriguez, Gil
Munoz

Guests:

John Lee, Health Cost Committee, Oregon Business Council

Tate Williams, Health Forum, Oregon Health News

Jeanene Smith, Deputy Administrator, Office for Oregon Health Policy & Research
Diana Jones, Public Employees Benefit Board

Shelley Bain, Senior Policy Analyst, Oregon Insurance Division (for Joel Ario)

Tina Edlund, Data & Research Manager, Office for Oregon Health Policy & Research
Janne Boone, Health Policy Analyst, Office for Oregon Health Policy & Research

Staff:
Gretchen Morley, Director, Oregon Health Policy Commission
Jessica van Diepen, Assistant, Oregon Health Policy Commission

Call to order 4:16pm
I. Discussion of proposed work plan (Handout #I11) (Tape Side A, 038)

e Vickie Gates: this work group was born of the Commission’s ongoing concern
about the availability of meaningful quality and cost data. Specifically, the
Commission would like to see a data clearinghouse/website at the state level, a
public/private collaborative to create a mechanism to improve the information
available to consumers; this group will flesh out those ideas, deal with the
technical issues and act as a convener of stakeholders. The membership of this
group has the experience and expertise to address these issues; we can add to the
membership as the need for more specific expertise arises.

e Question: What is the scope of Goal #5 (“Review and achieve substantial
implementation of the recommendations of the Electronic Health Records (EHR)



I1.

taskforce (expected in early 2005)”)? Public reporting as well as issues around
connectivity.

Nancy Clarke (tape location 079): The report contains about a dozen
recommendations framing how state government can work with the private sector
to foster EHR adoption and system connectivity. How the state can serve as
leader/convener for creating pilot projects (Regional Health Information
Organizations), and discussions on cost, technology/architecture, and governance;
Regarding leadership, the report recommends naming and empowering a
coordinator who answers to the Governor and to the Office for Oregon Health
Policy and Research (OHPR).

Ken Ruttledge: He has been working with State Senator Monnes-Anderson on
behalf of hospitals. She expressed interest in the past in EHR efforts and possible
supportive legislation.

Ralph Prows suggests that we add language to the work plan to clarify how Goal
#5 ties in to the larger work group effort

Vickie closes discussion on work plan by stating that it will be a working
document that can change as the work progresses.

In response to requests from the Legislature and other stakeholders about OHPR’s
capabilities in producing quality-related information, we begin with an inventory
of what we currently have, which is hospital data. We will rely on work group
members to contribute ideas and information to build on this initial step.

Presentation of Hospital Data Available to OHPR Now, Tina Edlund, Janne
Boone (Handout #1V)

Note: Please refer to handout for presentation content. The following notes capture
commentary not found in the text of the presentation

Data presented today represents work that OHPR began in September 2004.
Previously, OHPR did not have the risk adjustment approaches necessary to
process the raw data into meaningful information on cost, quality, and volume by
DRG. Now, the office can provide these numbers to the stakeholders who request
them.

OHPR has statutory authority to collect hospital discharge data, which it has been
doing since 1982.

In the future, OHPR would welcome help from this workgroup in making
technical decisions about how to present data (i.e. how to deal with outliers
(extreme values), trimming, top-coating, etc).

Tina provided some examples of where input and decisions on display are needed.
On slide entitled “Charge Report Example (CABG)” the two blue shaded cells.
These were determined to be higher than average charges because they were more
than two standard deviations above the mean. The far right-hand column of the
table shows “Adjusted Average Charge”, adjusted based on direct standardization
as an example (normally, we would use some kind of modeling technique). Peer



groups here are split by hospital types (these can be sorted a variety of ways,
geographically, overall expense, etc)

Next steps: consult with work group about selection of procedures/conditions,
technical issues, display of information, hospital review

Discussion

Ken Ruttledge: hospitals are launching a website modeled after Wisconsin’s
“Price-point” model hopefully within the month. Charges would be provided by
DRG, based on peer grouping. Consumers can look at a single hospital or a group
of hospitals for number of discharges for a given procedure, average length of
stay, average charge per day, median charge, percent of charges received by each
category of payor, charity care data, etc. Each set of data will have an
explanatory/qualifying blurb.

Next step for hospitals is to partner with other groups to lend the effort credibility.

Quality: begin with CMS processes (heart attack measures, congestive heart
failure, pneumonia) but keep the data more current/timely. Wisconsin has chosen
5 initial “safety indicators. Hospitals now have to decide what information to put
on the Oregon site, as well as implement a system for auditing the numbers. Some
hospitals have purchased access to sophisticated software that calculates risk
adjustment, mortality and complication rates on all DRG’s, shows expected
number/rate of mortalities, looks at national norm, variations from the norm and
the statistical significance of those. We must ensure that the information made
available is valuable to the public and is framed in a such way that they
understand the information’s limitations and what it is, and what it is not, actually
telling them.

Vickie Gates: We must involve all stakeholders in the decision-making to ensure
that it is useful to all and credible

Nancy Clarke: Adds that the processes as well as the final products need to be
transparent

Currently submitted hospital discharge data: Comp Data collects discharge data,
does follow-ups and edits, and provides it to the State under contract. Hospitals
buy data quarterly; statute requires OHPR to receive 13 elements of data annually.
Ralph Prows asks about proxy for cost based on payment/payer class.

(Tape Side B)

Keith Marton sees quality/transparency effort on two planes: policy issues and
technical issues. Policy issues will probably be decided at the Commission level;
specifically, how the two current reporting tools ultimately work together
(hospitals which focus on process data; OHPR which focuses on outcomes data).
Technical issues will likely be addressed by this work group; specifically,
identifying key decision points where there is uncertainty, risk adjustment, etc.
(DRG is easy but limited, with little clinical relevance). We should be sure to ask
consumers how they would like data to be presented.

The pace of transparency efforts across the nation has accelerated beyond all
expectation; the article in the March 9, 2005 edition of the Journal of the



American Medical Association entitled “The Unintended Consequences of
Publicly Reporting Quality Information” cautions that there will unanticipated
consequences to transparency.

e Ken Ruttledge adds that calculating cost data for consumers is complicated by the
fact that hospitals “don’t do retail”, they sell in bulk to Medicare, etc.

III.  Next Steps (Side B, 145)
Assignments:
Tina Edlund/ Janne Boone/ Ken Ruttledge

e OHPR will come to the next meeting with:

o A set of technical questions for the group

o Discuss OHPR’s concerns with its data sets (timeliness-where are the
lags, recommendations around charge/charge proxy issues)

o Other suggestions for making this a more robust process

o Overview of the 14 other states referenced in the PowerPoint
presentation and their best practices (start with two or three for next
time)

o What are the proprietary information sources that exist, what do they
have, how valid is their product

o Highlight Judith Hibbard’s scorecard work in Wisconsin

e Ken Ruttledge is to provide an overview of the hospital association’s website
plans

e The request was made for the materials to be circulated ahead of the meeting
if at all possible

Adjournment 5:45p.m.

Next Meeting Agenda Items:
e Update on hospitals’ Web Effort, Ken Ruttledge
e OHPR Questions for the Work Group, Tina Edlund
e Inventory of Other States, Tina Edlund

Handouts:
L. Agenda
I1. Roster
I11. Proposed Work Plan
Iv. Hospital Data Presentation (Janne Boone)



Quality and Transparency Work Group Meeting Notes
Oregon Health Policy Commission
April 13, 2005
4000 Kruse Way Place
Building 2, Suite 100
Lake Oswego, Oregon

Members Present:

Jonathan Ater (co-chair), Vickie Gates (co-chair), Joel Ario, Geoff Brown, Nancy Clarke,
Michael Geheb, Bill Kramer, Keith Marton, John McConnell, Gil Munoz, Ron Potts,
Ralph Prows, Glenn Rodriguez, Ken Ruttledge

Members Excused:
Diana Jones, Michael Leahy, Doug Walta

Guests:

Shelley Bain, Senior Policy Analyst, Oregon Insurance Division

Janne Boone, Policy Analyst, Office for Oregon Health Policy & Research (OHPR)
Tina Edlund, Data & Research Manager, Office for Oregon Health Policy & Research
Bruce Goldberg, MD, Administrator, Office for Oregon Health Policy & Research
Diane Lund, Health Forum, Oregon Health News

Varner Searnan, SEIU

Jeanene Smith, MD, Deputy Administrator, Office for Oregon Health Policy & Research
Rick Wopat, MD, CQO, Samaritan Health Services; Oregon Health Policy Commission,
Member

Staff:
Gretchen Morley, Director, Oregon Health Policy Commission
Jessica van Diepen, Assistant, Oregon Health Policy Commission

Call to order 3:07pm

L. Introductions & Timeline Overview (Handout II)
I1. Quality/Charge Reporting — Informational Items
A. Oregon Association of Hospitals Health Systems (OAHHS)
Submission of Discharge Data to OHPR
e Tina Edlund: hospital discharge data is collected by hospitals and submitted to
CompData; OAHHS sends the final product to OHPR once a year.
B. Review of Other States’ Efforts (Handout 1V)
Discussion
e Ron Potts suggests that the group think about how to display this information on
the Web in a way that is meaningful to the public (Colorado’s “statistical
difference” bubbles are not helpful to the layman) He adds that “analysis of
means” might be a useful method
C. Selection of APR-DRGs for Risk Adjustment (Handout I1I)



Discussion

I11.

Michael Geheb says that agreement between the State and the health care industry
on a single methodology would be a great service to the public and would be
much more efficient for maintenance and communication across institutions and
Websites
Glenn Rodriguez agrees that APR-DRGs are the emerging standard; what about
standardization of raw data collection? We should work on normalizing data
processing across the industry to improve quality control
Vickie Gates cautions that the work group needs to be careful and very clear when
it talks about data collection & processing
Glenn Rodriguez thinks that normalization if data collection will happen
automatically as the transparency effort gets further along
Michael Geheb says that we have to anticipate that this effort will have some
holes as it gets off the ground, that there will have to be a balancing of the
practical implementation issues with maintaining public trust
Ken Rutledge says we should give the hospitals and others a preview of how their
current data collection processes will translate onto the Web and how it will
reflect on them (accurately or inaccurately)
Vickie Gates agrees that this should be a priority
Glenn Rodriguez adds that for the long term, we need to recognize that new data
sets will be emerging as this effort matures, and that we will need to review these
and maybe update them as time progresses (more clinically meaningful data).
Clarity of our purpose/goal will be important. The first outcome of this reporting
won’t be consumers using the information to make informed choices, but rather
hospitals reacting by implementing internal change to clean up data collection
processes.
Ron Potts notes that there is no way to foresee how the public and providers will
react to this newly available data; we will need to be continually mindful of
keeping our own processes transparent in order to maintain the trust of all
stakeholders
Michael Geheb: the 1992 New York Department of Health published
cardiovascular mortality rates, methodological problems were acknowledged, and
it changed the landscape of how cardiovascular medicine was practiced; we need
to be very careful about how information is presented.

Quality/Charge Reporting — Items for Feedback

A. Establishing a subcommittee

Discussion

Tina Edlund & Janne Boone envision one group for technical statistical
discussions and then another group for display decisions. Subgroups will
organize and work electronically between regular work group meetings.
Vickie Gates wants our product to do a lot better job than other states have done
in explaining the data we present and making it meaningful to the public

Bill Kramer suggests 3 subgroups: statistical, clinical, communications; there is
agreement on this. Members will email Tina Edlund if they would like to
participate or have someone on their staff they would like to participate.



Tape Side B

IVv.

Overview of OAHHS Hospital Data Reporting Website, Kevin Earls
This is modeled after the Wisconsin Hospital Association’s Website
Two ways to use PricePoint: “Basic Query” & “Comprehensive Query”
Basic Query: geared toward the public
Comprehensive Query: geared toward researchers
Michael Geheb says that with regard to financial vs. clinical data set reporting,
there needs to be some discussion and consensus on the clinical data as it emerges
(financial data has been reported for a long time, and it needs much less
discussion); however, that necessary discussion should not slow the posting of the
first wave of information
Site will be up Monday
Bruce Goldberg asks that this group decide wether to use this charge data or risk
adjusted charge info for the state’s Website
Glenn Rodriguez notes that we need to be sensitive to vocabulary (i.e. “threatened
abortions” listed on the preliminary OAHHS Website would likely alarm the
layman)
Look into “Medical Illiteracy” project

Next Steps
Assemble subgroups and get them working

Adjournment 4:55p.m.

Next Meeting Agenda Items:

Subgroup will present technical decisions & proposed data presentation
format

Handouts:
L. Agenda
I1. Timeline
1. Technical Issues & Risk Adjustment Tools, Janne Boone
Iv. Summary of other states quality & transparency efforts
V. 2005 Meeting Calendar



x CHF mortality depends greatly on the paidn that is being served and the
primary care available in the communitgr indicators like this, it may be
useful to have an exteme amount of qualifiers

x OHPR data is administrative data (hitspdischarge data from the UB-92),
not clinical process measures

b. Statistics (3:50p.m.)

X Sample data sorted by hi/low urbduifjow rural total discharges, DRG

refined by volume (for consistent peer groups).
Discussion

X Sort by indicators, not by peer groupbo® all data, but indicate that for very
small volumes it is not possible toaglv statistically meaningful quality
conclusions (and put these small ndions under a separate header)

x For CAF & CABG- only compare hospitdlsat do it either against each other
or the national administrative dgtabserved vs. expected) by above-
threshold/below-threshold

x Have different methodology for each category, because there are vastly
different variables for each (procedur national benchmark, volume — pure
data, mortality-statewide average/otioaal averages & utilization — pure
data)

x Bar graphs with confidence intexi¢ and national benchmarks are good,
especially for the first launch

Recommendations:

X Use statewide averages or national averages instead of peer group average

X For the beginning stage of the data launch, OHPR should 1. Share data first to
hospitals only, allowing them time for review and collaboration on best practices, 2.
Display data (e.g. bar charts) in a way that does not draw inaccurate conclusions,
even if the display is too complex for the average consumer to use; the first users of
this data will be hospitals and health professionals 3. As this effort matures, begin
displaying data in simpler form for consumers, being very careful to qualify each
conclusion

X +/- Displays:

» Drawing quality conclusions for consumers: have 3 types of conclusion — 1.
“Conclusion has general consensus”, 2. “Conclusion is disputed”, 3. “Data
does not allow for any conclusion”

» Use J Hibbard’s model of not grading institutions with fewer than 30 cases

Adjourn: 4:50p.m.

Handouts:
Sample table, graph, and symbols
Subgroup Reports: Clinical Indicators, Statistics, and Communications
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