+

Documentation of the Quality &
Value of Healthcare Services

Gary Wilkerson, EdD, ATC

2005 Situation

* 99% of employers are “significantly or
critically” concerned about health care costs.

¢ Only 18% of employers have confidence they
can manage increases in health costs.

e The solution chosen by most employers is to
“pass on cost” or reduce/eliminate coverage.
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Who decides which healthcare
services to purchase?

e Government Agencies

e Federal Government (CMS - Medicare)
* State Government (Medicaid)

¢ Insurance Companies

* Entities that finance a major portion of future medical costs
according to contract terms containing limitations & exclusions

e Self-Insured Employers

« Companies that pay the major portion of medical costs for
employees (and dependents) through a third-party administrator)




Control of Healthcare
Costs (Millenson, 1997)

e Pay Less
« Discounted provider fees
¢ Cost-shift to employees

¢ Do Less
« Utilization management
+ Coverage limitations & exclusions

¢ Do Things Better
 Workforce heath management
¢ Value-based purchasing

Donabedian Conceptual
Model of Medical Quality

e Structure
o facilities, equipment, & human resources

e Process
e means by which care is delivered

e Qutcome
o effects of care on health

Donabedian: JAMA, 1988

Quality of Medical Care

« If all practitioners are equally competent:
» Medical care represents a commodity
» Services purchased only on basis of price

« Can medical care quality be measured?

* What are the factors that influence quality?

Quality of Medical Services
& Health Plans

+ Foundation for Accountability (FACCT)
¢ Robert Wood Johnson Foundation

¢ Markle Foundation .Eég..EI

« Joint Commission on Accreditation of Healthcare
Organizations (JCAHO)

« Quality Check o.rom__cm.m.._

+ National Committee for Quality Assurance (NCQA)
¢ Health Plan Employer Data & Information Set (HEDIS)
¢ Robert Wood Johnson Foundation rN(Z o

¢ Agency for Healthcare Research & Quality (AHRQ)
e Consumer Assessment of Hgalth Plans (CAHPS)
* www.guideline.gov g




Self-Insured Employers THELEAPFROGGROUP

for Patient Safety
Rewarding Higher Standards

« Institute for Health & Productivity Management (IHPM) ° Coalltlon Of healthcare purchasers

[ Hp,\l e Over 170 corporations & organizations
1 o Dysfunction of the healthcare marketplace

* National Business Coalition on Health * No way to assess quality or compare providers
¢ Funding from Robert Wood Johnson Foundation and
Business Roundtable
e Purpose:
» Improve the quality & affordability of healthcare
» Reward doctors & hospitals for quality
Vigha Susndards | e Encourage public reporting of healthcare quality

[ational Business Coalition on Health BCH

¢ Leapfrog Group

HealthCare 21: Coalition of over 100
employers in Knoxville, Nashville,
Chattanooga, & North Georgia
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Improving Health Care: Improving Health_C_are:
A Dose of Competition A Dose of Competition

e Report of the Federal Trade Commission & +- Report of the Federal Trade Commission &
Department of Justice — July 2004 Department of Justice — July 2004

« An extensive regulatory framework, * Private payors have copied the payment
developed over decades at both the federal strategies of the Medicare program.
and state levels of government, affects
where and how competition takes place in

« Vigorous competition promotes the delive
health care markets. 9 p p ry

of high quality, cost-effective health care,
and vigorous antitrust enforcement helps
* At present, most payments to providers have protect competition.

no connection with the quality of care

provided.

Improving Health Care: PricewaterhouseCooper’s
A Dose of Competition Health Research Institute

e Report of the Federal Trade Commission & . .
Department of Justice — July 2004 A Glllesr AL RET T

President Bush’s Second Term:

« Tens of billions of dollars are spent annually on Prescribing Private Solutions for the
services whose value is questionable or non- Nation’s Healthcare Problems
existent.

« Private payors, governments, and providers * Providers may have to compete directly with
should furnish more information on prices and each other on price and quality.
quality to consumers in ways that they find

useful and relevant. * Providers that have package pricing or

measurable quality could win more business.
» States should decrease barriers to entry into
provider markets.




Medical Treatment Guidelines

+McGIynn et al: The quality of health care delivered
to adults in the United States. N Eng J Med
348:2635-2645, 2003

+ Review of medical records for 6,712 people in 12 cities
* 439 indicators of quality of care for 30 conditions

¢ 55% of cases reviewed received recommended care

“The deficits we have identified in adherence
to recommended processes for basic care
pose serious threats to the health of the
American public.”

Competition:
Service Differentiation

Conventional Rehabilitation

« focus on physical impairments

« rehab patient = passive recipient

» frequency/duration of visits scheduled
+ emphasis on “structure” & “process”

¢ Functional Rehabilitation
+ derived from sports medicine model
* rehab patient = active participant
* progression determined by capabilities
+ emphasis on “outcome”

Athletic Training & EBM

¢ Relatively few studies have addressed:

e Accuracy of clinical tests for injury evaluation

» Power of exam findings for prediction of
outcome

o Effectiveness of therapeutic, rehabilitative, &
preventive procedures

Quantification of Change
in Functional Capabilities

e The association between physical
impairments and functional capabilities
is very weak!

» The patient is the best judge of change in
functional status

e Patient self-report is the only mechanism
available for acquisition of meaningful data




Influence of Orthopaedic Clinical Specialist .
Certification on Clinical Outcomes Standardized Response Mean

+

o/ Hart & Dobrzykowski: JOSPT, 2000 ¢ Comparison of improvement between different

clinical populations
¢ 1996 FOTO data set (N = 28,895)
o SF-12
SRM = post mean - pre mean / std dev of change scores
¢ 129 cases treated by PTs with OCS certification
¢ Representation of improvement magnitude in

¢ 129 comparison cases randomly selected standard deviation units (effect size)

« treated by 60 clinicians w/o OCS (PTs, OTs, PTAs)
¢ chi square tests used to confirm homogeneity of groups

« Basis for quantitative comparison of results from studies
that used different methods (meta-analysis)

- Injury Severity - Depression

- Age - Reason for Discharge
- Impairment Category - Employment Status

Hart & Dobrzykowski: BIO*Analysis Systems
JOSPT, 2000 PTOA/ATOA instrument

o Status ratings pre- & post-treatment

STANDARDIZED RESPONSE MEANS ",
= 1 T . 0 = critical problem
w/o 0CS ocs ; i sevsre [zroblegwl
VARIABLE SRM SRM : = m_o era etg))lro em
= minor problem
PHYSICAL
ROLE LIMITATIONS
" e | 0-53 | 0.68 |




BioKinetics Relative Value

Outcomes Data N=956 Value = Quality / Cost

Value = Functional SRM / Cost x 1000

Pre-Treat Post-Treat Improve %
palyLiving e i BREL BioKinetics PTOA

Work-Related 1.89 3.27 74% N=956 N=749,577
FUNCTIONAL
Sports/Rec 1.67 3.23 93% OUTCOME 1.65 1.35

AVG. CASE
ROM/Strength 2.07 3.48 68% CHARGES $987 $1078

Pain/Sweling 182 332  82% e 0T 167 1.25

Survey Psychometric Properties: Goal: Improve Responsiveness
Validity of the ATOA Survey Instrument

%Construct Validity

o Criterion-Related: established by comparison to a
recognized gold standard , e ) St
« Content-Related: proper representation of the various vts 12
contexts associated with the construct
» Functional ability contexts:
¢ Activities of Daily Living
* Work-Related Activities
* Sports-Related Activities

s
critcal prcbiem, | = severe probiem, 2 = moderaie problem, 3 m minor probier, 4= g probiem.

© ~CRITICAL PROBLEM
s ~MODERATE PROBLEM
W ~MINGR PROBLEM

= —NO PROBLEM

— ~SEVERE PROBLEM

wi ~MINGR PROBLEM
& -NO PROBLEM

General health—fes| good, hanpy, anargetic, acive, relared, free of medicaiin, free of pain/
discorfor, appetite, nutiten, body compostion (body werght; coesity, ancresis)

Specific medical condition—status of injuy, flness, surgery

Daily living activities—sieeging, siting standing, walking, cimbing stairs chessing, persanal care,
studyng (reading, Witing, typing/computer), trrveing, driving persanal business affairs ..

¢ Responsiveness (sensitivity to change in status) ok v e, i, e e o s

e Standardized Response Mean spoecreaian s sl i, v s, e ok s
» Provides basis for comparison of different surveys




Goal: Improve Responsiveness Survey Responsiveness to
of the ATOA Survey Instrument Change in Functional Status

DAILY LI' ,.GA(..I“'ITE 2]
poulf wielig, divig, pe e 5-level vs. 11-level ATOA survey
e T ¢ 17 physical therapy patients
] T ———" ) e Pre-treatment and Post-treatment ratings

imbing stirs, drezsing re, feeding

=N . Standardized Response Means
S S N S A N T Activities 5-level 11-level
SPORT/WELLNESS/RECREATION ACTIVITIES - walking, runni wimming, aerobics, biking
tawing, kg kg g, wbeing mpics, Wit pecific sporvvelnasz racrestion Work-Related
:Rm(,uwloasr . Severe o - . ;u?m’?ymnuu : Sports/ReC

Survey Responsiveness to Categories of Health/Function
Change in Functional Status Survey Instruments

e SF-36 Physical Function Functioning Score ° Generlc_ . . .
* Permits comparisons across diagnostic

e ATOA 5-level & 11-level Functional Composite categories & demographic subgroups
¢ 17 physical therapy patients
* Pre-treatment and Post-treatment ratings  Disease/Condition-Specific or Population-Specific
» SPADI, Oswestry, KOOS, FADI

Standardized Response Means o [

SF-36 PF | ATOA 5-L | ATOA 11-L ¢ Most responsive (most sensitive to change)
* Not designed for between-group comparisons




Overall Functional Ability
vs. Specific Prioritized Ability

fimess activities, select the one that vou are most anxious to restore to your pre-injury level of function:

o 3 weightlifing
O r 0 da
o
o

Rate your present ability to perform the specific sports or fitness activity that vou selected

INCAPABLE 2 foderate Limitation fid Limitation FULLY CAPABLE
b 3 B 6 7 8 9 10

Statistical Adjustment for
Pre-Treatment Differences

INJURY/ILLNESS SEVERITY- Rate the overall severity of your present condition in terms of pain,
swelling, joint instability. joint motion restrictions, loss of function. sensitivity, and/or muscle spasms:

NO PROBLEM Moderate Severe INCAPACTTIATING
[ z 3

] o 7 § ) 10

PRE-INJURY/ILLNESS PHYSICAL ACTIVITY LEVEL - Rate the overall extent to which you

ngaged in physically demanding sports, recreation, fitness, and/or work-related activities prior to
Iness:

DISABLED'SEDENTARY Minimally Active Moderately Active Very Active mQL'%TDIESE.%mH\'
0 1 2 3 g 6 7 8 9 10

Overall Functional Ability
vs. Specific Prioritized Ability

Rate your present overall ability to perform work activities associated with your normal occupational
and/or non-occupational roles

INCAPABLE i 14 Limitai FULLY CAPARLE
[3 1 7 s 9 10|

WORK-RELATED ACTIVITIES-Among the follow ities related to work (occupational and/or
non-occupational), select the one that you are most anxious to restore to your pre-injury level of
function

liftinglow

computer use

our present ability to perform the specific work-related activity that vou selected:

INCAPABLE it i Jfild Limitati FULLY CAPAELE
[0 1 2 3 4 B 3 7 ] 9 10

Healthcare Finance Revolution:
Value-Based Purchasing

Standard survey instrument design for
clinical assessment of change in status

* Needed for development of evidence-based
treatment protocols (clinical effectiveness)
- Health care finance is changing!
- P4P: Pay for Performance

* Needed to demonstrate service value
+ Maximum responsiveness possible: high SRM value
¢ Must collect ICD-9 codes & case charges
* Need for electronic data warehouse




