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m How should quality-based payment systems
be desighed?
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| Jmuzuw pfitVledicine 2001 Report “Crossing
the Qudlity. Chasm”
r adiEerence ‘evidence-based standards

of care is widespread and persistent in the
U.S. (McGlynn, et al. 2003)
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m Maybe some promise but not the whole
solution
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Pay]ru or Quality

m pdastithreeyearns more than 35 quality-
contingent payment programs put in place
for physicians and hospitals
Viostlimplemented by health plans; a
minority by'coalitions

m [ypical program rewards physicians based

on 5-10 HEDIS targets; hospitals on larger
number of process, outcome measures

m Tournament-style incentives most common
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\/US 100 per diabetic patient for |mplement|ng
disease management, meeting targets

v'US$55 per patient for implementing office
information systems, care management
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Example 2:

Fodlition oI purchasers,
Plans

es'to physician groups for meeting or
' of 10 quality targets (preventive care
rates, patient-reported quality, information systems)

m Each plan pays differently, ~5% bonus overall
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Example s National Health Service
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m Bonuses fo
performance up to 1/3
of pay

m Penalties for very low
performance
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N VWIS WOTrK?
v What is the e
u,wjmmﬂ

inc ntlves related to health care quality?

= How should paying for quality programs be
designed to maximize positive effects and
minimize negative consequences?
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Demanc Jdofr- d Mechanisms

B pfotnerareas; we ré on consumer choices
torachiieveroptimal quality
iTAssumes quality is observable to

~ consumer a/d cision makers

"
m For serviceguality, consumer demand may
work (maybe even too much because of
moral hazard)

m To raise level of quality here:
v’ Increase payments
v'Report cards




phservableto patients and often not viewed as

Salient

-

e willing to choose based on
o trusT, status quo bias

Explicit payments make sense if we can find
measures that reflect effort to achieve high
quality

m Theory suggests even imperfect indicators are
candidates for payment
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Hmom r‘ﬂJf' vidence

[

s Eew studiestin health care setting; most
Small*=scale andiwith small or null effect
Inleducationy paying based on aptitude

- scoresiiasia significant effect

m Disability/job training literature on selection
problems

m Psychology literature on negative effects of
payment with intrinsic rewards
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been found in education, job training
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Howsstiotld'Payme ent Incentives
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S suggest concern about
dimensions o not subject to reward

P positive spillovers

(—
O
b

|
L




largets may be influen
thatiarespaltly’ predict

PhysSiciansiomhospi

~ that, williot acJ'fg'f‘e to evi




	Skills in Service Work:  Determinants and Effects
	Paying for Quality: Current Models and Potential Impact
	Outline
	Is There a Quality Problem in Health Care?
	A Quality Chasm
	Failure of Report Cards
	Paying for Quality
	Example 1: Bridges to Excellence
	Example 2: Integrated HealthCare Association
	Example 3: National Health Service
	Key Policy Questions
	Demand-based Mechanisms
	Targeted Quality Incentives
	Empirical Evidence
	Implications of Empirical Evidence
	How Should Payment Incentives Be Designed?
	Goals of Paying for Quality
	Nature of Targets
	Scope of Quality Indicators
	Selection and Risk Adjustment

