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Quality & Transparency Work Group Meeting Notes
Oregon Health Policy Commission
January 9, 2006
800 NE Oregon St, Room 120B, Portland, Oregon

Members Present: Vickie Gates, Sherry Blaskowsky, Nancy Clarke, Gwen Dayton, Lisa Krois, Bill
Kramer, Michael Leahy, John McConnell, Ron Potts, Ralph Prows, Brett Sheppard, Doug Walta

Members Excused: Jonathan Ater, Joel Ario, Keith Marton, Gil Mufioz, Glenn Rodriguez

Staff: Hanten Day, Research Analyst, Office for Oregon Health Policy & Research (OHPR)

Tina Edlund, Data & Research Manager, OHPR
Gretchen Morley, Director, Oregon Health Policy Commission
Jessica van Diepen, Assistant, Oregon Health Policy Commission

Call to order: 2:12p.m.

I. Recommendations from the Clinical Databases Subcommittee (Tina Edlund), Exhibit IlI

Discussion
« Because DRG hospitals are reimbursed on a DRG basis; the excess cost of added care for post-

surgery complications is incurred by the hospital itself.

e The American College of Surgeons (ACS) may be willing to consider a demonstration project for

rural hospitals (Rural Health Quality Network should be a partner in this). Rural hospitals will be
constrained by the cost of the database and by their information technology limitations

* Who processes the National Surgical Quality Improvement Program (NSQIP) data? The ACS has

contracted with QMetrics to compile the data and send the product back to individual hospitals

« To make statewide NSQIP adoption a success we need to:

U Start first with the 20 largest hospitals; work to form a rural collaborative to pool data to reach
the minimum 900 cases and take random samples from the pool
U Involve every player in the discussion, tailor the argument for adoption to each player’s
individual interests and anxieties, and ask each player take the calculated risk necessary to see
the experiment through
U Involve not only the payors but also the liability insurance companies who have a lot to gain
from this
U One option may be for hospitals to pool their resources for this effort and contract with an
outside entity (ala the Ambulatory Records Certification (ARC) project of the OMA, perhaps
involving the Oregon Medical Association (OMA) as ARC did; we may be able to use the ARC
infrastructure for this as it becomes extinct): have a number of nurses working for the effort and
not for individual hospitals who will collect the data in an objective way. The advantage of this
would be that these nurses would never be diverted by a given hospital's more pressing
concerns and they would lend a consistency and expertise to the data collection process that
would not exist with in-house nurses.
U Questions that need to be posed and answered for the benefit of purchasers:
e |Isthis a standardized (efficient) approach (or will each payor have a unique process)?
« Isthis a tool that works (has it been proven to work elsewhere)?
e Isitaccepted by the medical community as the right approach?
e Is this simply a data collection effort or is it indeed a quality improvement effort?
« For the benefit of hospitals: What will be done with the data? Who will “own” it and have
access to it? How will it be used (will it be used in a punitive way)?
What was the buy-in process of surgeons like in Oregon for the hospitals (Oregon Health and
Science University (OHSU), Kaiser) that have already decided to adopt NSQIP? OHSU adoption
was driven by the surgeons themselves, predicated on the idea that the cost of avoidable
complications was too high and that the NSQIP data made a convincing case for its efficacy in
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quality improvement; the hospital administrators were ultimately persuaded by the surgeons and
by the data that OHSU should participate. There was unanimous support for NSQIP from
attendees at the June meeting of the Oregon chapter of the ACS; there is agreement that of the
existing databases, it is the best and it is one by which they are willing to be measured. Most
surgeons would and are championing NSQIP adoption at their own hospitals.

< Are all 130 data elements useful/necessary for explaining quality or could we collect a subset of
these elements in a less costly/faster way? Right now, we don’t know which data elements are
necessary and which are not (the statistical validity of NSQIP is based on all 130 data elements);
there may be a point in future when we do know and some of them can be eliminated from the
process and still maintain statistical validity. The Veterans Association (VA) measured with
NSQIP’s 130 elements and realized $9.3million in savings and decreased mortality by 30%.

* Who “owns” the data that is submitted to ACS and who has control over its dissemination to
outside audiences? The ACS keeps the data in a central location and also sends it back to
individual hospitals with 1) that hospital’s own data and 2) “de-identified” national benchmarks for
measuring purposes. The ACS does not share data between hospitals or with outside entities; it is
secure.

« Does NSQIP provide recommendations for improvements to hospitals whose data deviate from
national benchmarks? It isn’t automatic, but they have the capability. Most improvement measures
are self-evident to a hospital once it has access to its Observed/Expected (O/E) ratios.

e Surgical Care Improvement Project (SCIP): put together cooperatively by Center for Medicare &
Medicaid Services (CMS) and ACS; it nets process measure improvements that are easily
actionable within a very short period of time (a year). NSQIP is a more robust database that is part
of a longer-range plan that will not yield immediate improvement but is a sound investment for an
ongoing quality-improvement system as adoption becomes more widespread and the process
matures (NSQIP requires a year's worth of data before it yields a product for individual hospitals;
likely would be 2-3 years before we see system-wide improvements).

* The subsequent step to NSQIP adoption would be quarterly meetings to convene hospitals and
practitioners to share their results among themselves and share best practices/lessons learned in
a closed (protected) setting.

< Why haven't hospitals already invested in NSQIP? Cost, limited information technology
capabilities (small, rural hospitals); hospitals say they are already collecting a lot of data for too
many databases and they are concerned that current data collection does not result in quality
improvement.

* NSQIP results to date show that it nets measurable cost and mortality savings; we need to build a
case for the database and publicly endorse it.

< If the business community and the public were aware of the human and financial cost of not
implementing proven quality improvement programs like this, they would be outraged. Further, if
the health care community does not address this issue voluntarily in the very near future, it is very
likely that the State, whether through legislation or regulation at the agency level, will take matters
into its own hands and mandate that the industry take steps to address it

e The Subcommittee did not come to agreement on how or when any of this data would be made
public to further the “transparency” as well as the “quality” element of the workgroup’s mission.
Discussion yields general agreement that statewide adoption would have enough of a quality
benefit to the public and to the health care system that it should not be hampered at this time by
the larger public reporting issue; several make the point that participation (or lack thereof) would in
itself be a hospital quality measure for consumers and purchasers. Further, NSQIP is a piece of
the larger picture, and the public reporting conversation for the time-being can be focused on cost
or on other quality measures. The SCIP process with CMS will be transparent (what, if anything,
should we do with that data?).

« Proposal: if we got commitments from our 20 largest hospitals, could we take a proposal to ACS
for some flexibility in the price of participation in the program as well as how it is administered
(demonstration project with pooling of resources to pay for an independent contractor to gather
Oregon data).

< Follow Michigan’s lead?: oversample bariatric surgery (for example) to get faster results in the
beginning.
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e State’s role? Purchaser role through Medicaid and PEBB; the State had a key role in founding the
Purchaser’s Coalition and still has a presence there, so it make sense to put a good case together
for this effort and then communicate that to the appropriate players.

II. Next Steps & Questions to Be Answered for Statewide NSQIP & SCIP adoption

< Who ought to be involved in the learning process (who is our audience) and what are the things
we need to put together to make a good argument for this; who would be good partners to move
this forward?

e What is the CMS/Joint Commission on Accreditation of Healthcare Organizations (JCAHO)
timeline for SCIP, how does SCIP data compare with what we currently have, how would we
display it, etc

 We will adopt the “vision” statement proposed by the Subcommittee as a starting point, to be
amended as needed

e Workgroup co-chairs and staff will work together to draft a strategy for moving this forward.

Adjourned: 3:55p.m.

Assighments:

e Workgroup members — think about what questions we should pose to the OBC, PEBB, and the
Purchaser’s Coalition to shape and focus our discussion with them

e Tina Edlund — get in touch with ARC as soon as possible about salvaging their infrastructure
for our NSQIP adoption effort

e Co-chairs & OHPC/OHPR staff: outline a proposal for statewide NSQIP adoption and lay out
the questions that to be answered

February/March Agenda Items:

1. Insurance Commissioner’s cost transparency efforts

2. Presentation of NSQIP adoption plan??

3. Oregon Health Care Purchaser’s Coalition (Barbara Prowe), the Oregon Business Council (Bill
Kramer), & PEBB: What does transparency mean to them? What are their priorities for
transparency? What are they willing to invest in the effort?

4. Review of extant quality reporting and P4P efforts in Oregon (Patient Safety Commission?)

Next Meeting: February 13, 2006

Exhibits:

I. Agenda

II. November 21 meeting notes DRAFT

IIl. January 4 Subcommittee meeting notes
IV. 2005-2006 work plan
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February 13, 2006
800 NE Oregon St, Room 120B, Portland, Oregon

Members Present: Jonathan Ater, Sherry Blaskowsky, Nancy Clarke, Gwen Dayton, Lisa Krois, Bill
Kramer, Michael Leahy, John McConnell, Glenn Rodriguez, Jim Schwarz, David Shute, Doug Walta

Members Excused: Vickie Gates, Joel Ario, Keith Marton, Gil Mufioz, Ron Potts, Ralph Prows, Brett
Sheppard

Staff: Hanten Day, Research Analyst, Office for Oregon Health Policy & Research (OHPR)
Tina Edlund, Data & Research Manager, OHPR
Gretchen Morley, Director, Oregon Health Policy Commission
Jessica van Diepen, Assistant, Oregon Health Policy Commission

Guest: Linnea Saris, Oregon Insurance Division

Call to order: 2:15p.m.

I. Updates & Announcements

e On the recommendation of the Electronic Health Records Subcommittee’s March 2005 Report, the
state has established a Y2-time state health information technology coordinator. It has accepted
Dr. Jody Pettit's contract for that position, and she will start work soon. The HISPC grant, if
awarded to Oregon, will supplement the funding for this position and make it full time.
e Introduction of the Health Information Security & Privacy Collaboration (HISPC) Grant opportunity
(Jeanene Smith), Exhibit III:
 OHPR will apply on behalf of the state; it is a very prescribed project with an outline of specific
data to be sent back to the federal government at several points along the way

e This will be a public/private effort that capitalizes on existing collaborative projects underway
in Oregon; the Quality & Transparency Workgroup will be asked to play a central role in
fulfilling the project requirements.

e Letters of support are not required, but they are welcome

e Price data reporting: Joel Ario, through the Insurance Division, is convening health insurers to
discuss the possibility of their submitting price data for a variety of services which will then be
aggregated and average cost data published. Participants are now in the process of submitting
proposed plans and proposed lists of services (top 10 most expensive services, top 10 most
frequent services, etc). Data would be collected at the Insurance Division, then aggregated and
analyzed at OHPR. Statistical approaches to the analysis have yet to be determined

Discussion

< The point of collecting and disseminating this data is to allow the consumer to compare the
average price for a given service hospital to hospital. What is the value to the uninsured
consumer of publishing the average of what insurers have contracted to pay? Hospitals are
being sued more and more over how patients are charged for services and over the
transparency of those calculations. This is a step toward a good-faith response to this issue.

e This data is too far removed from actual prices to be helpful to consumers, though it may have
beneficial effects within the system.

e Market-driven solutions intended to be facilitated by this kind of price information cannot
succeed as long as only a small portion of the population is directly purchasing services.
Market forces cannot work while the government is purchasing insurance for low-income
people and public employees, employers and individuals are purchasing insurance through a
myriad of companies who pay a variety of contractual prices to providers, and only a small
portion of the population is paying cash for its care.

 OHPR is looking to other states’ models for analyzing these data

Statewide NSQIP adoption: Tina Edlund and the subcommittee are in the process of drafting a white
paper for review by the workgroup

e Michigan is a good model for implementation
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* Please be sure to explain, for the benefit of hospitals, how this database is different from
others and how it adds value where others don’t

Patient Safety Alliance: has selected two SCIP measures to target 95% implementation in Oregon
(this will be undertaken ahead of CMS’ timeline for reporting). These data will initially be shared only
with participants for internal process improvement; there is an expectation that this information will be
made public at some point in the future.
What do we mean by transparency? Two things: patient population data (trends in processes and
outcomes) and patient-level data (helping the patient understand what care is being recommended to
them as well as what happens to them along the course of that care.)

Short and Long-Term Direction of the Workgroup
Discussion

Conversations with clinicians about EHR and chronic case management; decide what to measure and
how to measure it

Look more at primary care initiatives; Dr. Rodriguez will help the co-chairs to develop future meeting
agendas around this

Patient safety & work force development issues
Address public trust of health care providers/industry; how can we educate the public about what we
and others are doing to address quality issues?

Keep the end in mind, which is: improved quality and efficiency of the healthcare system.1) Prioritize
problems/opportunities, to make sure we are working on the most important things and the things that
are ripe for action (is it chronic care management or something else?). 2) Transparency is a vehicle to
measure of performance. We need to ask “what kind of measurement should we be doing?” Our work
should be to asses different measurement systems and then get consensus on how to measure a
given problem area (surgical quality, etc). 3) Publicize the appropriate information to the appropriate
audiences. Consider what the different groups (consumers, group purchasers, and providers) need in
the way of quality data.

End of life issues and the allocation of resources; lack of patient trust here is very expensive. Patients
and their families will insist on more diagnostics and more interventions than the clinician recommends
if they do not trust their provider.
We have to be content with the idea that improvement around quality and transparency will be
accomplished with many small successes, not all at once, and not all one way.

Important to keep in mind the human element of providing care which is harder to measure (though it
is measured by way of patient and staff surveys). Non-clinical interventions can be as meaningful as
measurable processes and procedures.

Fostering trust between stakeholders

Adjourned: 4:05p.m.

Next Meeting: March 13, 2006

Exhibits:

Agenda
January 17 meeting notes DRAFT

IIl. HISPC summary
IV. 2005-2006 work plan
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Virginia Garcia Medical Center (Gil Mufioz)

Virginia Garcia has participated since 1999 in the national diabetes collaborative (best practices in
diabetes care: registry, process infrastructure development). The first step was information technology
infrastructure development; now, they are working on using the data to actively effect case management.

Oregon Health Care Quality Corporation (Nancy Clarke)

4 learnings from the state clearinghouse project “Barriers to Integrating Disease Management into
Physician Practices”
These collaborative approaches are badly needed
There is high very high interest in collaboration
Technical challenges are a significant issue (specifically, physician attribution)
Infrastructure and money for this effort are badly needed

0 Next steps:
A formation of regional health information organizations
A identification of some short-term victories (sponsored by Regence,
Providence, CareOregon and OHSU)

Oregon Medical Professional Review Organization (David Shute)

new AHRQ website (aggregate state-level measures) will go live Friday
Recommendations for the workgroup and the State:
o Align disparate reporting initiatives (several CMS projects, Q-Corp, etc); wherever possible,
collaborate or combine
o Foster alignment of quality improvement initiatives underway across the state
0 Address the financial structure/environment, especially with regard to the uninsured/under-
insured. Ask:
A Does it support the formation of medical homes and care management?
A Does it support the development of an EHR infrastructure?
o0 Look at competitive advantage issues: with EHR, with disease-management infrastructure.
Does pay-for-performance discourage cooperation?

Discussion Summary:

- Concern among group members that EHR is becoming or may become a competitive business tool
instead of cooperative effort for efficiency and patient safety. RTI grant (if it is awarded to Oregon; we
will know by mid-April) will convene many of these competitors and allow them to decide as a group if
and how to cooperate on EHR adoption
What can we do to ensure that, as physician groups and clinics adopt quality measures and tracking
infrastructure, there is uniformity and compatibility?

Next agenda:

e Nancy Clarke will report on Q-Corp’s common measures project

e Ron Potts and Sherry Blaskowski will report on Kaiser’s local and national QI efforts

e What can the workgroup do and how can it influence players in Oregon to bring consistency,
efficiency, and compatibility to emerging quality improvement and EHR infrastructure
development?

Adjourned: 4:05p.m.

Next Meeting: April 10, 2006

Exhibits:

I. Agenda

Il. February 13 meeting notes DRAFT

Ill. FQHC & Safety Net handout (Mike Leahy)
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