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Executive Summary

This report is aeviewof the work completed on the first task required under the

Massachusetts Health Care Quality and Cost Council (QCC) contract with Massachusetts Health
Quality Partners (MHQP) and its partndretMilliman Corporation. The overall purpose of this

g2N] A& (G2 NBOASg (GKS ljdadtAade yR O2ail YS! &adzN
thedisplay2 ¥ (G KS YSI &adzNBa &St SOGSR TMNRAMitioawel G LI Iy z
include a sectiomn overall methodological issues and recommendations of particular

importance to the clear and accurate presentation of quality and cost data on the QCC website.

Quality Measures and Disparities

Our extensive review of the qualitgeasures included inthe / / Q& Hnany &llBMei® NI A y 3
us to highlight the positive aspects of the quality metrics selected by thea@€4& the same

time recommendchanges to the measures or measure soungbsre more current

information is availableWNe also assess the reknce of each measure to an analysis of ethnic

and racial disparities in the delivery of health care.

Measures of Hospital Performance

Qummary of current measure strengths:

Most of the quality measures displayed blyHealthCareOptioneeflect nationally edorsed
YSIFadz2NBa GKFG KFEZS oNRBIR adF(1SK2f RSNJ adzLJLJ2 NI
Principles for Selecting Quality Measures.

Most of the surgical procedures are elective, giving consumers an opportunity to seek the type
of information displayed o the website. Similarly, most of the medical conditions are chronic,
so that consumers can plan ahead by educating themselves about their condition and where
the best care may be obtained.

Several of the procedures are high risk procedures that may promgpe consumers to shop
around for the best care available.

Many of the quality measures are outcome measures, which are preferred by consumers and
easier for them to understand. All outcome measures have beeradglsted to account for
differences irthe patient populations treated in different hospitals.
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Areas for Improvement:

The current measure set includes some quality measures that have not received national
endorsement

Some of the current quality measures do not reflect the highest priorityiocaadonditions or
procedures in terms of consumer interest, disease burden, opportunity for quality
improvement or cost containment, or reduction of racial/ethnic disparities

Several of thesurgical procedurebave no quality measures and there are processof-care
measures displayefr any of thespecificsurgical proceduresFor several of these procedures
process measures that have been shownlézrease the likelihood of a complicatiare

publicly reported

Alternative sources exist for sonoéthe measuresurrently displayed on the QCC webghat

are more comprehense; moretimely, or less costly than those currently usékhere are

some obvious gaps in the conditions and procedures for which performance data are displayed
on the website.Most notably, there are no quality measurelspediatric or maternity care.

Disparities in Hospital Quality of Care

There is an abundance of evidence that racial and ethnic disparities in care delivery exist across
a wide range of care settings, conditicarsd procedures. Almost every condition or procedure
currently displayed on the QCC website has some evidence of a disparity at the national level or
in the literature For each opportunity, we have provided an estimate of the level at which

either the neasures or thg@roviderswould need to be aggregated in order to illustrate these
disparities. A bundledquality measure may permit analysis of potential disparities at the

hospital level, while an individual measure of caraymeed tobe aggregatel acresshospitals

to the community or regional level.

Ambulatory Care Quality Measures

Currently, there are no quality measures for outpatient canethe QCC websitet KS & F A 0 €
between the high volume outpatient procedures for which cost information is displand

those for which related quality measures are available is poor. Recommendations for
enhancing the outpatient care measures of quality available on the website encompass both
recommendations for improving the information currently displayadd adling physician

office basedambulatory care quality measures usitige National Committee on Quality
Assurance (NCQA) HEDIS clinical quality effectiveness measures and Massachusetts Health
Quality Partner (MHQP) patient experience measures.
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Disparities inOffice-based Quality of Care

Becausénealth plans have only begun tollectseliNB LJ2 NIi SR RIF G 2y LI GASy
ethnicity, the QCC database from which ambulatory care quality measures may be derived does

not currently contain these data. It is ligghat it will take years before health plans can

provide race and ethnicity data for a sufficient proportion of their members to support

stratification of measures like HEDIS by race/ethnicity. Based on the assumption that self

reported data will needd be supplemented for a number of years before a critical mass of data

are available to support disparities measurement, recommendations for the types of measures

and levels of aggregation that are likely to be necessary to measure quality in the amjpulator
settinginclude the management of chronic disease and preventive care seatities regional

or community level

Cost and Utilization Measures

Healthcare cost and utilization data are often viewed as more difficult to interpret and assess
when compare to data from other types of transactions involving goods or servités.

frequent lack of clarity around definitions of service payment and service units can confuse
consumers looking for a simple display of hospital pricing on a website. To aiderstamding

the variability of approaches used for displaying healthcare cost and pricing information, the
report summarizes some of the key payment and utilization issues and the reporting incentives
for the providerspayers and consumers involved in adithcare transaction.

We found many aspects of thdy Healthcare Optionwebsite tobe as good or better than the
practices of other sites, although there are some opportunities for improvement.

Current Positive Features

TheMy Healthcare Optionwebsiteexhibits several important strengths in its display of cost
information:

AlasS 2F LIAR OfFAY RIFEGF O0AyOfdzRAY3I GKS LI GA
charge data provides a more meaningful basis for hospital comparisons. Hospital
practices for stting charges can vary significandignonghospitals and may bear only
limited relationship to prices that hospitals negotiate with insurers, which are often
significantly less.
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A Explanation of statistical methods for calculations. While many consumeyshot
have great interest in statistical methods, their publication on the website improves the
transparency of the data presented. There is some potential for further improvements
in the wording to make the explanations more easily understood by thesesu
interested in this level of detail.

A Risk adjusted hospital comparisons that consider differences in the severity of the
medical conditions treated permit more meaningful comparisanm®nghospitals.

A Sideby-side comparison of data from selected haafs aids in analyzing differences
among healthcare options.

A Specification of a minimum sample size of 30 cases before display of findings supports
more appropriate, statisticaltgignificant comparisons.

ShortTerm Improvements

Based on our assessmeitS NB O2 YYSYR 2y S A YLINE h$hesyii F2 NI v/
term:

A In addition to the median price currently provided for comparison purposes, adding cost
ranges, such as at tH" and &™ percentile costs. In some cases, procedure costs will
vary onsiderably and this would help give the consumer greater insight on potential
costs.

LongerTerm Improvements

These areas will be addressed in more detail in future reports. Based on this initial review,
however, areas worth further consideration inckid

A The addition of a capability for users to enter insurance information and receive an
estimate of their own expected costs. For example, at the State of New Hampshire
consumer site, after selecting a procedure, visitors are directed to a webpage in whic
they enter demographic information, the name of their insurance carrier, coverage type
(HMO, PPO, etc.), dedildle, and copayment requirements. The website then provides
an estimate of likely oubf-pocket costs.

This document iwas prepared in accordance withe terms and coditions provided in the Subcontractor
Agreement between
Milliman, Inc. and Massachusettiealth Quality Partners.



A Explore the legal and regulatory issuelative to he addition of seinsured employer
and multtemployer claims to the databaseAdding these populatiorshould
significantly increase the robustness of the data which now only includes commercial
fully-insured paid claims.

A Comparison oftie Massachusetts hospital paid claim levels to benchmarks based on
national data and also, possibly, to Medicare rates. This would allow consumers to
better understand the significance of high or low costs of Massachusetts hospitals
within a broader contgt. For example, a consumer may find it valuable to know that a
local hospital is well within expected cost ranges given costs for hospital care nationally
even if its costs might appear significantly different than other local hospitals.

A The addition 6average length of stay information to permit consumers to better assess
differences among provider alternatives.

A More sophisticated analytical tools to enable consumersviders, employers, or other
stakeholdersi 2 G RNA Tt R2gy ¢ EnsdiekpSciedl dosfsiadd G KS O2 YL
comparisons among alternative providers. In addition, such tools could permit users to
switch views of findings between table and graphical displays depending on how they
are best able to assess alternatives.

A The inclusion ofast information for treatment modalities other than hospital care such
as physician services and prescription drugs. The use of episode groupers could help
support cost comparisons in these areas.

A Identification and pricing of treatment alternatives thatay address the same medical
need. For example, treatment of a specific condition may have pharmaceutical and
surgical options. QCC would need to carefully emglaw the consumer should
consider the results provided through this feature to avoid tippearance of offering
medical advice.

wWSOASS | 2dzyOrAf Qa 9EA&GAY3A 2S0aAGS 5AaLx

MHQP and its consultants have extensive experience in designing, developing and
implementing websites containing health care quality and patient experience information
targeted to consumers. The team reviewed over 100 websites, using an evaluation tool drawn
9
This document iwas prepared in accordance withe terms and coditions provided in the Subcontractor

Agreement between
Milliman, Inc. and Massachusettiealth Quality Partners.



from our own experience as well as with criteria from articles and papers focused on best
practices for reporting useful qlity information to consumers.

What works wdl on the MyHealthCareOptionsvebsite

The report highlights what works well on the QCC website as well as what works lesd/eell.
found that much of the current website works well. T¥gHealthCareOptionsite has
incorporated many of the items that egpgs recommend and tsincluded some details that

are very useful and not found on most other sitér example, the Welcome Page uses
attractive colors andmagesand lists several reasons why consumers should look at this site.
Importantly, the site eports on both cost and quality results where both exzistl provides
details on how the measuregere constructed, including statistical information. It also notes
whetherahigh or low score means better performance and gives other details that can help
the consumer understand the codissplayed including the number of patients and severity of
illness for a given hospital.

What works less welbn the MyHealthCareOptionsvebsite

Whilethere is much to recommend in tHdyHealthCareOptiongebsite, as wth all websites,

there is always room for improvement. Often an outside evaluation can bring up areas of
improvement that might not be obvious to those working so closely on tieeasid provide

further evidence to support changes and improvements whinghoriginal desigers wishto

implement. In the report that follows we have presented some of the major changes that we

g2dz R NBO2YYSYyR: ft2y3a gAGK SEIFYLXSa FNRY (KS
illustrate the recommendation.

Some of ourecommendations include:
e Addingas® A2y 2y agKI KFIWA AljadzrO2Aa00&¢ ' yR a g
e Bangclear on what summary scores represent
¢ Fixnginconsistency between symbols and language around statistical significance
e Allowingusers to create a complete reportabout K2 a LA G F £ Qa LISNF 2 NXY | y

e Addng tools thatallow easier navigation of the site.
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Methodological Issues and Recommendations Relevant to the QCC Website

Over the course abur review of the current QCC website, analystM&tQP and Millimamhave
noted fivemethodological approaches of particular importance to the clear and accurate
presentation of quality and cost data. The issues we reviewed include the following:

e Use of Mean or Median to Compare Cost Results

e Minimum Sample Size for Reporting a Measuré\aebsite

e Benchmarks for Quality and Cost Measures

e Methods for Calculating Summary Measures for Quality

¢ Displaying Rankings vs. Statistical Significance on Website Summary Page

A summary of our recommendations on each issue is presdmesl In the reporthat follows
we provide a list ohdvantagesnddisadvantageso each of these recommendations

l. ISSUES WHERE WE CONCUR WITH THE QCC METHODS
A. Use of Mean or Median to Compare Cost Results

Providers, in most cases, receive a range of payments forem girocedurelt istherefore

helpful to determine aspecificO2 4G LR Ay G GKI G OFy 06S dmstéR (2 Oz
other selected providers and/or to a statewide benchmaBath means and medians can be

good statistics to use in this case.

e Weare recommending the QCC continue to use medians.
o0 Medians minimie bias related to data base anomaliaad outliers since they are
less influenced ypa small number of data points.
0 Medians alsocare more helpful to consumers becauigey are more likely than
mean valusto approximate the dollars associated with a typical paid claim
o Consumers can readily understand the notion thaif of the claim paid amounts
will be lower and half will be highénan the displayed amount

B. Minimum Sample Size for Repiing a Measure on Website

Using an accepted minimum sample size for reporting reseliss to ensure that the results
will reliably represent the performance of a provider and distinguési differences in
performances amongproviders.The ideal minimm reliable sample size can vary based on
numerous issues.

11
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e We recommend that the QCédntinue with its current decision testablish a minimum
sample size specific to each measure set, using a recognized conventional minimum where
one exists

I. ISSUESWHWS 29 [/ hb/ | w 2L¢I ¢19 v/ /Qf a9¢l hb5{
EXPANSION

A. Benchmarks for Quality and Cost Measures

Benchmarks provida reference to help the consumer assess the quality or cost of a particular
provider beyond direct comparisons with other individpabviders.

e We recommend the use of at least two benchmarks for both quality and cost measures

o For quality we recommend the QCC continue to osebenchmark based othe
average of all of the results for the entire Massachusptipulationincluded in a
given measurandaddone benchmark based othe 85" percentilescore within the
state. Ideally ahird external benchmarksuch as a national or New England
regional rate should be includedf it is available.

o0 Forcost measuresve recommendhe QCC catinue to use thestatewide median
providercostandawithin-state regionaproviderlevel median costwhere possible
A national rate also should be included if appropriate.

B. Methods for Calculating Summary Measures for Quality

There are a wide varigtof methods that can be used to summarize results on individual quality
measures in order to form a broader statement about the performance of a given provider.

¢ We recommend that the QCC continue to use the Summary Compliance Rates (sum of
component measare numerators/sum of component measure denominatofey the
data currently on the QCC website

0 The Summary Compliance Rat®li® F SNNBER (2 a4 GKS ahLILI2 N
and is used by The Joint Commission and CMS.

o In addition to beingised by severalational sourcesthe method idransparent
and easily understoadWhile missing data carffact Summary Compliance
Rates, thecurrenthospital measures have little missing data.

o For a few specific areas of measurement, where all applicable servicesleagly
rendered to the same patient in the same facility for the same condition or procedure,
we recommend the use of thegpcent of patients in compliance on all applicable
measures as the preferred method

12
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1. METHODOLOGICAL ISSUE WHERE WE RECOMMENONRE
A. Displaying Rankings vs. Statistical Significance on Website Summary Page

Options for displaying summary results include the use of rankings and/or statistical
significance. The purpose of a summary page is to give the viewer a quick streseetdtive
performance of different providersSince ranks and statistical significance can deliver
contradictory measures, displaying both can defeat that purpose and result in confusion for the
consumer.

e We recommend using only statistical significaac

e We further recommend that the statistical significance be displayed with 3 stars for
the quality metrics and X, 3 dollar signs for cost metrics where the symbols represent
performance that is below average, not different from the average, and above
average.

o For quality measures, the stars should be accompanigtidpctual scoravhich
could bedisplayed as a bam a bar chart

o For costmeasuresthe dollar signshould be accompanied lgjither the median
cost or thel5th™ to 85" percentile costswith costsdisplayed as a bar graph
that shows thel5™ percentile cost on the left end of tHear and the 8"
percentile cost on the right end of the bar

e Finally, we recommend the QCC consider having the display show the best performers
(above averagdor quality and below average for cost) at the top of the chart,
followed by the average performersvith the lowest performers last.

0 Within each category, providers should be listed in order of performance with
the best at the top.

o For exampleall hospials with above average scores on a quality indicator
should be listed in rank order at the top of the chart, followed by the average
hospitals in rank order and the below average hospitals in caid&r (see
examples on page 71
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Quality and Cost Coundiinalytic Consultant Report on Task 1
Identification of Existing Quality and Cost Measures

l. Overview of the Report

This report will review the work completed on the first task required under the Massachusetts

Health Care Quality and Cost Courttié (Council, QCC) contract with Massachusetts Health

Quality Partners (MHQP) and its partner, the Milliman Corporation. The overall purpose of this
G2N] A& (G2 NBOASg (GKS ljdadtAade yR O2al YS! &dzN

the presentationofi KS Y SI adzNFa aSft SOGSR FNRY GKFG LI Iy
www.MyHealthCareOptions.org

Specificallythe following analyses of cost and quality metrics were performed:

e Assessment of the utility of the nasures selected for inclusion on the QCC website in
550SY0SNI Hnny +Fa ¢Sttt Fa (K2asS NBO2YYSYyRSR
included on the website

¢ Recommendations for updates to the calculation of the above measures from the
sources used in the 280reporting plan or from alternative sources, where they better
meet the measurement goals of the Council

e Determination of databases and tools that could be purchased to enhance the website
and that will be assessed in terms of cost effectiveness aftdrdudiscussion with the
Council

e Determination of which measures may be related to ethnic and racial disparities and
which of theseif any, include data that would allow one to identify these disparities

e Identification of gaps in measurement to be invgsted for indlision in future
reporting plans

The following additional analyses were performed relative to the presentation of the measures
on the current QCC website:

¢ Assessment of the websit@sffectiveness based on established criteria for successful
consumer websites

¢ Review of the measure definitions, scoring and aggregation methods, statistics, and

benchmarks in terms of the goals and criteria
14
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e Review of the various pages of the website and the display of results on the web in
terms of the goals andriteria

e Recommend short and long terahanges to the above if needed

Finally,we analyzed the methodological approaches teplliying quality and cost
information onthe website, and made recommendations for maintaining or clagtpese
approaches

In thefollowing sections of the report we will focus on each of the areas above.

e Section Il will review the quality msures and disparities issues

e Section Il will assess the cost aridizations measures

e Section IV will summarizeags in terms of provider ppes and locations

e Section V will review theisplay of the current website

e Section VI willeview methodological issues and recommendations for the website
e Section VII wilbrovideconclusionsand next steps

I. Quality Measures and Disparities
A. Scope of Bview

¢CKS S@lLftdzZ A2y 2F ljdzr t Ade YSIadaNBa F2NJ NBLRNI
discussed in three phases. Fitbe measures of hospital performance currently displayed on

GKS [/ 2dzyOAf Qa 6S0aAiGS I NBE addBs®thesgsas Rf the CounciS Ny a 2
and the Principles for selecting quality measures. Next, additional areas for measurement of

hospital performance reviewed by the QCC Consultant are reviewed and suggestions for

expansion of the measure setaredrawnfron2 0 K (0 KS [/ 2y adzZ GFyidQa Ay @S
advances in measure development and reporting on hospital quality. Finally, measures of

F YOdzZf F G2NB OF NB LISNF2NXI yOS rgdomniendddSMeasurésk S / 2 dz
for both hospitalquality reportngand ambulatoryquality reportingare recommended for

either the 2009 Reporting PlaBQ10 Reporting Plaror later.

In addition to evaluating existing measures and proposing measureseach of the existing
measures will be reviewed in terms of itsgheations for reducing racial and ethnic disparities
in care. Both hospital and ambulatory care measures will be evaluated in terms of: (1) the
evidence that disparities in care may exist for the condition or procedure represented in a
recommended mease; and (2) the feasibility of achieving sufficient sample size for a given

measure to be able to determine whether a disparity exists. In some cases, individual measures
15
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may have to be bundled into composite or summary measures teaeta sufficient sapie,
while others may need to be aggregated across individual hospitals that serve a defined
geographical area or those thbelong to a larger hospital system.

B. Hospital Care Quality Measures

The initial discussion focuses on hospital quality measiinaswvere recommended for

reporting and included in the 2008 Reporting Plan. These quality measures are currently
RAALX F@SR 2y (KS /2dzyOAfQa ¢So0aAidsSs ael SIfdkK/
measures are discussed in the same categories as [@gezben the website (see Tablg.

Within each category the existing measures are first discussed in terms of their consistency
with the QCCriteria for selecting quality measures and then in terms of scope and priority.
Recommendations are offered aswether existing measures should be retained, revjsed
dropped. Recommendations for revising existing measures will apply only to measures that
were created by the operations vendor and for which updated and revised technical
specifications have bedssued since the version used for currently reported measures.
Measures produced by other organizations and licensed or downloaded in calculated form
incorporate the most recent updates to their respective technical specifications.

Table 1: Measure Cat@ries Currently Reported on MyHealthCareOptions

e Patient Safety e Patient Experience

Bone and Joint Care
o Back procedure
o Hip fracture
o Hip Replacement
o0 Knee Replacement

e Surgical Care

¢ Digestive System Heart Care
o Gall bladder surgery o0 Angioplasty

o0 Intestinal surgery 0 Bypass Surgery
0 Weightloss surgey 0 Heart Attack
0 Heart Failure
0 Heart Valve Surgery
0o Stroke
e Obstetrics e Respiratory Care
o Cesarean Section o Chronic Obstructive Pulmonan
o Normal Newborn Disease (COPD)
o Vaginal Delivery o Pneumonia

Outpatient Diagnostic Procedes Outpatient Radiation
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Summary of current measure strengths:

Most of the quality measures displayed on MyHle@&lareOptions reflect nationalbnsensus
YSIFadaNBa GKFG KIFEIZS oNRBIR adGF1SK2f RSNJ adzLJLi2 NI
Principles for Secting Quality MeasuresEndorsement by the National Quality Forum is
recognized as the highest level of nationahsensus on quality measureldowever without

the adoption of NQfendorsed measures by organizations suclCBtSthe Hospital Quality
Alliance, The Joint Commission, the AQA Alliance or the National Committee for Quality
Assurance, many N@dhdorsed measurelsave nevebeencollected omreported, and some

have seen very limited us€€ConsumeiPurchaser Disclosura national alliance of large public
and private health care purchasers and consumer groups has established guidelines for
selecting quality measures for public reporting. These guidetiiew for the use of
supplemental measures while establishing a hierarchy for the selection of national consensus
measures NQF Endorsement is the primary selection criteridhen if there is no NQF

endorsed measure in a key gap area, we look to memsadopted by a national accrediting
organization or a broadly representative national stakeholder group like the Hospital Quality
Alliance or AQA Alliance. These organizations can be distinguished from stakeholder
organizations, like Leapfrog, which aret broadly representative of all stakeholders. Leapfrog
only represents purchasers.

0 Guideline .NQF Measures PrimarlNQF endorsed measures will be utilized where
data for such measures are available and where there are clear and specific
implementaton rules that assure measures are consistently appliaong NQ¥F
endorsed measures, preference should be given to those measures adopted by the
AQA, Hospital Quality Alliance, or otheationalquality alliances that engage in
consensus measure selection

o Guideline Il.National Accreditor Measures Secondalythe NQF has not endorsed a
measure to represent an aspect of health care performance, measures endorsed by
national accrediting organizations such as NCQA and JCAHO will be utilized to fill gaps.
CKAAd DdAdzARStEAYS gAff 0S NBEO2YyaARSNBR AF &aA3
governance and/or policies or if its measures are not regularly refres6dilS, AHRQ
FYR ylIFraGA2ylFf YSRAOFf aLISOALfOe BHROASaAGAY A
as they document a scientifically rigorous vetting process that assures considered input
from all major stakeholders for measures that they endorse

e Most of the surgical procedures are elective, giving consumers an opportunity to seek the type
of information displayed on the website. Similarly, most of the medical conditions are chronic,
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so that consumers can plan ahead by educating themselves about their condition and where
the best care may be obtained.

Several of the procedureme high riskprocedures that may prompt more consumers to shop
around for the best care available.

Many of the quality measures are outcome measures, which are preferred by consumers and
easier for them to understand. All outcome measures have beeradglsted to @count for
differences in the patient populations treated in different hospitals.

Areas for Improvement:

The current measure set includes some quality measures that have not received national
endorsementby the National Quality Forumr been adopted by nanally recognizedbroadly
representative stakeholdergroups omationalaccrediting bodies, such as the Hospital Quality
Alliance or The Joint Commission, respectively. Examples include:

o All mmposite measures developed by The Leapfrog G(eup hear valve surgery
composite weight-loss surgery composite)

0o AHRQ Quality Indicators that were not endorsed by the National Quality F@rgmhip
fracture mortality, heart attack mortality)

Some of the current quality measures do not reflect the highesiripyi medical conditions or
procedures in terms of consumer interest, disease burdegration ofquality and cost
information to promote quality improvement and cosbntainment, or reduction of

racial/ethnic disparities. The inclusion of these measunay reflect an opportunistic rather

than a strategic approach to measure selection. Given limited resources for the creation,
license or purchasing of additional quality measures this approach may not be the best use of
0KS [/ 2dzy OAf QZorwhids E2adpds & fowed ®Ridvity Aroc&dures and conditions
include:

o Gall bladder surgery

There are no quality measuresailablefor gall bladder surgery. With regard to cost
data, only inpatient cost data are displayed. Tgority of inpatient
cholecystectomies were performed laparoscopically. Howelalf, or moreof
laparoscopic cholecystemmiesare performed aambulatory surgeryprocedures
making the reporting of inpatientosts for gall bladder surgery(thout comparative
outpatient surgerycost) less meaningfuihan for procedureshat areperformed
primarily on inpatients
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0 Heartvalveprocedures

Cardiac valve procedures did not rank among the top 50 DRGS by discharge volume,

total cost or total acute inpatient days in 2008Vhile the surigal infection prevention

YSIF AdzNB&a F2NJ ahdKSNJ /I NRAFO { teddEvaer ¢ O2 dzf R
proceduresthe Leapfrog composite measure is not endorsed by the NQF or any other

broad stakeholder group

o Hip fracture

Hip fracture surgery wason ranked among the top 100 DRGs by discharge volume, total
cost or total acute inpatient days in 2006

¢ Alternative sources exist for some measures that are more comprehensive, more timely, or less
costly than some of those currently used. Examples imclud

0 ¢KS W2AYy(d [/ 2YYA ddavin®adQrd free dmrd tilélyand ¢orfitehOeta
for more quality measureshan Hospital CompareQuality Check is generally updated
at least two months beforélospital Comparemeaning that measures for the full
preceding calendar year would be available by{hude of the Reporting Year, enabling
a fall update of the QCC website. Hospital Compare measures for the same calendar
year would not be available until mieptember.Quality Check contairal of the
Hosptal Compare measures plus maremprehensive data othe surgical infection
preventionmeasures These measures are availableprocedure categorin Quality
Checkwhereas Hospital Compare includes only the summary measures across selected
surgicalprocedures. It also includes a few additional measures not currently reported
by CMS.However, Quality Check does not includealaih the HCAHPS survey results.

o HCAHPS obtained from CMS cannot be tested for statistically significant differences due
to limitations in the available data. While the HCAHPS measures should continue to be
accessed through Hospital Compare for Reporting Year 2009, the QCC should consider
mandating that MA hospitals submit their HCAHPS results to the National CAHPS
Benchmarking Dabase (NCBD) maintained by the Agency for Healthcare Research and
Quiality. Either the QCC or the DHCFP could serve as the NCBD Sponsor for a MA
HCAHPS reporting initiative. Health plans in MA are currently mandated to report their
CAHPS results to the RB. There is no cost for submitting data to the NCBDe
DHCFP is the NCBD Sponsor for the health plan Gapthtng Sponsors are entitled
to receive comparative performance reports with statistical significance analyses of the
results at no costCustomized NCBD reports can be obtained on a cost basis.
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o The Leapfrog Group collects data from MA hospitals and licenses these data back to the
QCC. The Council has the authority to ask MA hospitals to report many of the same
measures directly to the Couih. Several of their measures can be calculated from
hospital discharge data using programs supplied by the Agency for Healthcare Research
and Quality (AHRQ). Specifically, volume measures, NICU medse@gssure sore
measure and some mortality meares could be produced by the Operations Vendor.
While most of the processf-care measures used by Leapfrog have been nationally
endorsed, their methodology for creating quality composite measures has not been
validated and is unlike those used by CNIge Joint Commission or NC(Q¥one of the
Leapfrog composite measures has received NQF endorsement at this time.

e Several of the surgical procedures displayed on the QCC website have no quality measures,
while unlike medical conditiongrocess of care meares are lacking for all of thepecific
surgical procedures.

0 hdzi ©2YS YSI &ddz2NB& Yl & NBLINBaSyid GKS a32f R a
process measures are important for understanding how to improve care. Both
providers ancconsumershave a role imuality improvement.When appropriate
coaching/educational content is provided on the website, process measures chleena
consumers to understand whiaspects of their care are important to achieving a good
clinicaloutcome, thus motivating them tadwocate for their own car@and adhere to
medical advice

o Surgical infection prevention is an important aredhat it addressesonsumer
concerns about patient safetyepresentsan opportunity to prevent costly infections
and contain costs, angrovidesthe ability to present quality and cost informatidor
selected surgical procedur@s an integrated displaySpecifically, the Quality Check
databasereferenced abovéncludes surgical infection prevention performance data for
coronary bypass surgery, @hcardiac surgerge.g, PCI, heart valve replacemenknee
replacement surgery, hip replacement surgery and intestinal sur@gscifically, colon
surgery) Cost data for each of thedgpes ofproceduressA y Of dzZRSR 2y GKS [/ 2
website. The QC@ebsite currently provides no quality data for knee replacement
surgery or intestinal surgeryr-or coronary bypass surgery, heart valve replacement
surgery, and hip replacement surgehe mortality rate is the principal or only quality
indicator. Themortality rate measures displayed foeart valvesurgeryand hip
replacementsurgerydo not have national endorsemenfdding the surgical infection
prevention measures for the abowaentioned procedure categories would enhance the
data currently display& on the QCC website for the related surgical procedures.
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e There are some obvious gaps in the conditions and procedures for which performance data are
displayed on the website.

0 Most notably, there are no quality measures of pediatric or maternity care.le/Nhi
pediatric hospitalizations are not a high volume or high cost area relative to some of
those displayed, research on users of consumer websites with comparative quality
information shows that they are often women of chibéaring age and that these
womenare often lookingor information about obstetrical care or about care for their
children. Adding measures in these areas should help to draw more consumers to the
website.

0 QCC should explore a dagdaaring arrangement with MassHealth which is collectihg
payer quality measures for newborn care, pediatric asthma care and maternity care
from MA hospitals. These measures are also being reported by race and ethnicity and
may be useful for evaluating disparities in care.

An inventory of hospitajjuality measures that are currently publicly reported (including those

on the QCC website) is providedAppendixA. Measures that are publicly reported for MA

providers are displayed first, followed by those that are not publicly reported but could be

created fom data sets available to the QCC using available technical specifications. Within

these two groupings, easures are organized into tlservice categories shown in Table 1, with
additional categories added to cover the range of available measiMegasues currently

RAALX SR 2y (GKS v// ¢S0airidS KIF@S + @FfdsS 27
v/l 6S0aAridsS !w[ A& RAALI I &SR dzy RSNJ 1 KS O2f dzvy
not endorsed by the National Quality Forum are highlightegalow, while those receiving

only timelimited NQF endorsement are highlighted in greénrecommendation is made

regarding each of the measurearrently reported on the QCC websites well as those that

could be added with marginal effort or expensehatrecommendation appears in the last
columnundertheKk S RAYy 3 dal vt wSO2YYSYRIFIGA2YE D
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C. Disparities in Hospital Quality of Care

There is an abundance of evidence that racial and ethnic disparities in care delivery exist across
a wide range of care #&gs, conditionsand procedures. Almost every condition or procedure
currently displayed on the QCC website has some evidence of a disparity at the national level or
in the literature. Evidence at the state level has also been reported in the puthlisbeature
and in a Massachusetts Department of Public Health Report on disparities in care by region of
GKS adlrdiSo I ONRST lylfeaAra 2F 020K (KS a2LIJ
exist in hospital settings across Massachusetts befound inAppendixB. For each
opportunity, an estimate of the level at which data on either the measures or the delivery
system would need to be aggregated is presentBdr example:
¢ A bundled measure of surgical infection prevention may permit amalyf potential
disparities at the hospital level, while
¢ An individual measure of care for heart attacks would need to be aggregated to the
community or regional level.

Once priorities have been established for expanding the existing set of hospitayqual
measures, similar analyses will be performed on new measures proposed for display on the
QCC website.

D. Ambulatory Care Quality Measures

/| dNNBy(ifeéesxs GKSNB IINB y2 ljdzZ ftAGe YSIFada2NBa F2NJ
volume outpatient procdures for which cost information is displayed and those for which

related quality measures are available is poor. Recommendations for enhancing the outpatient
care measures of quality available on the website encompass both recommendations for
expandinghe cost measuresurrently displayed and adding additional ambulatory care quality
measures. An inventory of ambulatory quality measures thae#hter (1) publicly reported

(2) could be produced using the QCC datamad available specificationsr (3) could be

licensed for display on the QCC webgiepresented irAppendixC.

e There are two obvious sources of quality information on ambulatory care:

o HEDIS clinical effectiveness measures, that are widely reported to the physician
community and that ca generally be attributed to one or more physicians for analysis
at the individual, practice, or network level; and

o Patient experience measures that are currently collected and reported by MHQP.
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e Pairing quality and cost information for the same conditipnssents a challenge, but there are
some opportunities that can provide a good starting point. Examples include:

o Other than mammograms, none of the outpatient procedures associated with available
guality measures (e.g. colonoscopy, spirometry, spinayg or MRIs specifically of the
spine, or dilated retinal examgcurrently available.The QCC should evaluate the
adequacy othe health planclaims data for reportingn the costof theseadditional
outpatient procedures There is no information abougrescription drug prices or
generic alternatives. Several quality measures involve prescription medication use
rates and medication costs are a concern for most consumers. Generic prescribing
rates may be a measure worth pursuing and could be paireld tviése quality
measures in addition to cost informatiof.he QCC should begin testing logic now to
develop measuresf generic prescribing rates and drug coses2010 or 2011.

E. Disparities in Ambulatory Quality of Care

While hospitals in Massachusgthave been collectmnseltNB L2 NIi SR RFGF 2y LI G A
ethnicity for over two years, health plans have only begun to do so. As a result, the QCC
database from which ambulatory care quality measures may be derived does not currently
contain thesedata. It is likely that it will take years before heghtlans can provide race and
ethnicity data for a sufficient proportion of their members to support stratification of measures
like HEDIS by race/ethnicitjthe Brookings Institution has worked witie Race/Ethnicity

Expert Panel appointed by the Q@ valuate options for the collection of race and ethnicity
data by health plans. The Expert Paniél make recommendation® the QCQiot only on how
health plans should colleselfreported race/ethnicity data, but also on how those dataght

be supplemented with gegoding and surname analysis tools to support populabased
analyses of health care disparities. Based on the assumption that self reported data will need
to be supplemented for aumber of years before a critical mass of data are available to
support disparities measurement, recommendations for the typeguafiity measuresvhere
disparities have been identifieahdthe levels of aggregation that are likely to be necessary to
measue disparitiesin the ambulatory setting are presented AppendixD.

As an example, measures of disparities in care for ischemic heart disease are likely to be
feasible only at the community or regional level, while measures of preventive screening rates
may be feasible at the practice or group level. These estimates assume that a combination of
seltreported and geo/surnameoded race/ethnicity data will be available for approximately 95
percent of the health plan population currently reported. If d&daselfinsured members
were to be added to the health plan submissioaisd data for Medicare and Medicaid
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beneficiaries could be obtainday the QC(the numbers would increase substantially, making
analysis of disparities at the practice or group lgwessible for several more quality measures.

[ll.  Analysis of Cost and Utilization Measures

A. Issues with Provider and Payer Cost Data

Healthcare cost and utilization data are often viewed as more difficult to interpret and assess
when compared to data from ber types of transactions involving goods or services. One
overriding influence is that three major parties are involved in a healthcare service transaction:
the service provider, the service payer and the service recipient or consumer. This is unlike
transactions for many other products and services in which only two parties may be involved:
the provider and the payer who is also the consumer.

The frequent lack of clarity around definitions of service payment and service units can confuse
consumers looikng for a simple display of hospital pricing on a website. To aid in understanding
the variability of approaches used for displaying healthcare cost and pricing information, we
have summarized some of the key payment and utilization issues and the reportientives

for the different parties involved in a healthcare transaction.

1. Provider Perspective
Some healthcare databases, most notably the federal Medicare Cost Reports for hospitals,
focus on healthcare service provider costs. In many ways, thetsteuof healthcare service
costs parallels those in other industries, essentially the cost of time and materials plus
administrative overheads.

The allocation of these costs to specific services, especially for institutional providers, and then
the repating of those costs, is more problematiReasons for this include:

A Regulatory requirements can distort cost accounting palaces.
This problem has historical roots in Medicare, which at one time reimbursed hospitals
based on an accounting of costs axing to specified reporting requirements. This
approach gave some hospitals incentives to report cost data to maximize
reimbursement. Medicare continues to collect this cost information, although the
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Medicare payment system has changed to set fees dhasethe Diagnosis Related
Group (DRG) to which a hospital assigns a patient.

A Cost allocations for services are made more complicated as a result of missions and
mandates in addition to patient care that can contribute tots@nd revenues for a
service.
Certain service costs may be funded in part by research grantsterdable
contributions, among other sources. These contributions can lower the reported costs
for providing services. On the other hand, provider overheads may incorporate costs for
non-compensated care such as charity care or patient-payment of bills, which can
inflate the reported costs of providing services.

A tlF@SNAR YIe SaidloftAaK LINAOAY3I adNHzOGdZNBa (K
providing a specific service.
For example, a hospital may receive payments based on its charges, the number of days
2F Ly AYyLIGASY(d adreésx RAFIYy2aGA O FaiNe, dzLIA y 3
the government sets rather than negotiates prices, which may not directyeréb
actual costs for a specific service. Therefore, hospitals can be more concerned about
whether aggregate revenues cover aggregate costs rather than the costs of a specific
service, and this can influence their approach to cost accounting.

A Reportedcharges and service prices built from those charges may serve as a starting
point in negotiations with some payers.
A discount on billed charges is a common provider reimbursement method. As a result,
some providers may have an incentive to maximize cem@ported costs to establish a
better negotiation position.

A Providers that specialize in certain services, for example certaiaaypégh risk
neurosurgery may have an advantage in negotiating prices with payers for those
services.

Provider reimbursment negotiation is affected by supply and demand. Therefore,
prices for which the hospital has an advantage in its negotiations may be relatively
higher in relation to costs, when compared to services available from multiple sources.
For example, basdiagnostic screenings may be a commodity offered by many
providers in a service region, offering little leverage for negotiating a favorable payment
level. Alternatively, highly specialized services may be offered by only one or two
providers in an area situation that may give those providers significant negotiating
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power for those services. Providers may have an incentive to identify costs associated
with either the specialized service or the commodity in a manner that can assist in price
negotiations

Analyses based on reported provider costs or charges can lack reliability since incentives are
limited for accurate reporting and providers may evaluate their costs or determine charges
through a variety of methodsNonetheless, this information tende be more widely available
when compared to actual negotiated prices, and therefore has become the basis of information
found on many consumer websites.

2. Payer Perspective
Healthcare costs to payers represent the specific amount paid for a service.tefmihe the
payment amount, payers follow a process with the following elements:

A Receipt of a charged amount from a service provider with a description of the service.
The provider almost invariaphi dzo YA G a4 GKA A GAYy@2A0Sé rF2NJ &SN
The healthcare industry has established standardized formats for these invoices, which
can be submitted using a variety of mechanisms (i.e. paper forms, electronic data
interchange transactions, direct data entry via the Internet, etc.).

A Potential reoding or bundling of the charge to reflectJr @ SN & & SNIWA OS 02 R)
Rules on how a service is either bundled with other services or unbundled from a service
can impact counts of service utilization. For example, separating or combining a
laboratoNE RA I Ay 2a0GA 0 LINRPOSRAZNBE LISNF2NXYSR Ay |
diagnostic evaluation, can mean either one or two services have been provided from the
LI 8 SNR& LISNELISOGAGSO®

A Adjustment of the charges to a rate that reflects any negotiationsisfsrbetween the
payer and provider.
Typically, payers negotiate fee schedules with providers that detail the fees that will be
paid for services rendered. There are dozens of reimbursement methodologies ranging
FTNRY aAYL®RBTé&LRNDOG ¢ bii¢dichargdsltasciplexdresourbased
schemes that pay paunit amounts based on the number of units required to provide
the services. When considered within the total volume of reimbursed services,
reimbursement at 100% of billed charges is rare (bnes occur in certain
circumstances).
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A Adjustment of the negotiated rate to be paid to reflect any limitations on a covered
AYRAGDGARIzZE t Qa oSySTAGao®
For example, certain procedures may not be included under covered benefits. Excluded
services may be theesult of plan exclusions (i.e. cosmetic surgery), failure to follow
administrative requirements (i.e. service was notjanghorized), or a lack of medical
necessity (typically determined by the payer using thoedty medical necessity
criteria).

A Estaba KAy 3 | aLIl &lofSé€ |Y2dzyld GKIFIG GKS LI &SNJ
The final determination of the amount that the insurer will pay depends on the insured
AYRAQGARdzZI f Q& dPa¥rSapilyia varitytof/plafesific Adjugtrdents sin
as copayments, coinsurance, deductibles, and unit limitations, accumulators, and
maximum benefit provisions prior to arriving at the reimbursement amount.

¢KS v// $S0aAiS NBLR2NIA LIAR FY2dzyda GKFG AyO
Ay a dzhEEntpaid in identifying the price for a procedure. This combination of amounts
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include:

A The payment amounts are dependent on contracts negotiated betweepéyer and
the provider. Different payers can have vastly different negotiated rates with the same
provider; and one provider can have vastly different negotiated rates with different
payers.

A Payer negotiated prices can represent groupings of sesviteh as DRGs, episode
payments, or inpatient days. Different payers may use different grouping methods, or
pay based on charges, and even payers with the same grouping method may have
significant differences in how a group is defined. For example, pagergaty in
payment rules for high cost cases that may provide an exception to the normal grouping
rules. Therefore it is often difficult to provide applesapples price comparisons.

A/ 2dzyGa 2F aSNBAOS dzyAida Ol y OseNiBebin@ingSy RAY 3
rules. For example, some payers may consider-ppstative visits as part of the
related surgical procedure, while others may record these visits as separate services.

A Payer grouping methods, in general, shift significant cost rishegrovider with actual
costs for a service potentially varying widely. The provider that accepted the grouped
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payment is expecting that high and low cost cases will balance out so that the payments
in total will cover service costs. A payer using aypayt method more closely
representative of charges is likely to experience much wider variations in prices.

A Negotiated prices can vary significantly by payer depending on volume of referrals and
exclusivity of using a provider. Thus, one provider usé¢d same exclusivity by a payer
and therefore accounting for a significant volume of business may indicate relatively low
average prices. When any other payer uses this provider, however, pricing may be
much higher.

3. Casumer Perspective
Given provider isges in clearly establishing costs, a relatively complicated payer process for
establishing paid amounts, and wide variations in payment systems, a consumer may
reasonably be confused as to how to evaluate the potential costs for a specific procddure.
further complicate matters, provider costs for a given procedure can vary based on a number of
unique characteristics of the patient and the circumstances that required the intervention. For
example a heart bypass operation on an individual with other agtd medical problems may
require more resources than the same operation on an otherwise healthy individual.

As a result, unlike the case for most consumer goods, consumers need to be prepared for an
especially wide range of potential variations from ami@ge price.Moreover, consumers
choosing to have some control over prices need to be prepared to work with providers to
understand the specific issues and needs that may shape the costs for the care that they
require.

The QCC website data show majori&agons in hospital costs for a given procedure that do not
appear to be explained by either the level of complications for the procedure or variations in
the quality of care. Although interpretations of the reasons for these differences may vary,
they provide consumers a point of reference for improving the esfétctiveness of choices
among providers while still assuring a standard for quality. The remaining sections of this
document will review options available to QCC for improving the informat@ilable to
consumers via its website for making effective decisions in selecting among provider options.

28
This document iwas prepared in accordance withe terms and coditions provided in the Subcontractor
Agreement between
Milliman, Inc. and Massachusettiealth Quality Partners.



B. Consumer Website Comparisons

This section compares the cost information displayed onMiyélealthcareOptionsvebsite to

other websites with providehealthcare cost information that also target consumer usérise
section will consider the following:

Cost Measures Categorization and Searching
Cost Data Sources

Methodology Reporting

Display of Benchmarks

Use of Databases

Use of Data Analysis Tools

> vy D> > >

1. Overview

With the exception of théVlyHealthcareOptionand the PricePoint websites, described below,
there is limited cost information available on public websites to support simple consumer price
comparisons among hospitals. The Wisconsin Hospitatksi®m launched the first PricePoint
site in February 2005 and currently 13 state hospital associations offer PricePoint consumer
websites for comparisons of hospital costs. Each PricePoint site allows users to search by
location and procedure within aate for cost comparisons among hospitals within their state.
Hospital associations in the following states sponsor PricePoint websites:

A Wisconsin A Nebraska

A Oklahoma A Rhode Island
A Utah A Montana

A Oregon A Virginia

A Nevada A New Hampshire
A lowa A Texas

A New Mexico

The PricePoint sites present relatively e&syuse tools for searching and displaying

comparative costs for hospital inpatient and outpatient services in a targeted geographic area.
PricePoint sites, however, use billed charge data from healthcare daides/elop cost

estimates in contrast to the actual amount paid to hospitals for care by insurers on behalf of
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MyHealthcareOptionsite.

2. Cost and Utilization Measure Categories
Cost categories are groupings for organizing health service treatment information for payment
or analysis. At the most basic level these groupings can be descriptions of hospital charges
OUKFIG Aax GKS R2f fF NJ I Y2 dzy (ibefor&anyiadjustmiérzszas 3 G |- €
result of payer negotiations or payer bill repricing) or physician billings by procedure (typically
Common Procedural Terminology (CPT) classifications developed by the American Medical
Association). Patient diagnoses are drestcommon grouping method, especially for hospital
care. The International Statistical Classification of Diseases (ICD) categories, maintained by the
World Health Organization, is a common basis for the Diagnostic Related Group (DRG)
methodology that Mediare uses for hospital payment categories. The QCC website service
categories for providing consumers with cost and quality information also incorporate DRGs.
Table 1, below, provides a summary of cost categorization anetlduilh capabilities for each
of the websites reviewed.
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Cost Data Categorization and D+ilown Capabilities; Table 1

Website Description Basic Categories Reporte( Category Drill Down Capabilities Data Source
Massachusetts Healthcare cost and | Bone and Joint Care, The website atiws the user to drill down to morg Paid Claims*
Healthcare Quality and| quality reporting site | Digestive System, Heart | specific procedures within each of the basic
Cost Council targeted to consumerg Care, Obstetrics, categories.
MyHealthcareOptiong receiving care at Respiratory, Outpatient
Massachusetts Diagnostic Procedures, ar
hospitals. Outpatient Radiation
PricePoint Sites Gollection of sites Alcohol and Drug Abuse, | There are two search level capabilities within th Billed Claim
(Oklahoma, Wisconsin, providing cost and Bones, Joints, Muscles, | PricePoint state sites. Charges
Utah, Oregon, Nevada, utilization data for Childbirth and Newborns, | A Norrhealthcare professionals can search usif
lowa, New Mexico, each of the Heart/Cardiovascular, a Basic Query within the basic categories list
Nebraska, Rhode participating states. | Psychiatric, Rehabilitation| These categories allow further didbwn to
Island, Montana, Started in Wisconsin. | Stomach/Digestiveand 10| more specific DRG based procedure groupin
Virginia, New most common types of A Users more familiar with coding can conduct
Hampshire, and Texas hospitalizations an Advance Comprehensive Query allowing
search by Major Diagnostic Categories (MD(
and then drill down to Diagnosis Related
Groups (DRGSs).
New Hampshire Health Site with healthcare | Preventative Health, After entering insurance information, users can| Paid Claims

Cost(Separate site in
addition to PricePoint
site)

cost information to
assist patients with
insurance from New

Hampshire carriers

Emergency Visits,
Radiology, Surgical
Procedures, antaternity

start by picking a basic category (described in
column on left) and then drill down further to
procedure categories.
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Website Description Basic Categories Reporte( Category Drill Down Capabilities Data Source
Rhode Island Dept. of | Quarterly Hospital Total Hospital pecapita | This data is not readily seamalie. It is presented| Not Stated
Health financial and cost reported for all states| in Adobe Acrobat and Microsoft Excel format al on Site
Performance utilization reports in | on a state by state basis. | must be downloaded and examined. It does nq
Measurement and Microsoft Excel and address specific procedures or procedure costs
Reporting(Separate Adobe Acrobat form.

site in addition to

PricePoint site)

Pennsylvania Quarterly Net Income, Net Revenue| This data is not readily searchable. It is presen{ Billed Claim
Healthcare Cost Pennsyvania hospital | and Total Margin in Adobe Acrobat format and must be Charges

Containment Council
(PHC4)

financial reports.

downloaded and examined. It does not addres
specific procedures or procedure costs.

* Paid claims here and in all references hereafter, refers to the actual amount paid to providers for care by insureedfaf tehinsured.
Paid amounts usually vary significantly from billed amounts due to application of benefityides, negotiated discounts, patient responsibility
amounts, ad other pricing adjustments.

Appendix Fprovides more detail on cost website categories.

This document iwas prepared in accordance witie terms and coditions provided in the Subcontractor Agreement between

Milliman, Inc. and Massachusettiealth Quality Partners.

32




3. Carol.com
In addition to the publiesector web sites listed in the chart above, Milliman alsoewed a
commercial site: Carol.com. This website offers data on services in two regions: Seattle,
Washington and Minneapolis, Minnesot@he website uses billed hospital claim charges and
has agreements with area insurers that permit consumers to inpeit thenefit information
and receive more accurate cost estimates. The cost estimates provided are for Carol.com care
service packages that represent a bundle of services involved with a specified procEdure.
example, consumers can choose a diabetakpge which includes a physician visit and a class
to help teach the consumer how to manage their diabetes more effectivihe details of the
package are described, priced, and reviewed and rated by others who have bought the
package.

4. Cost Analysis Mabds
Unlike other consumefocused websites with statewide provider information, the QCC website
provides details on its cost methodology compared to other consumer websites. The
methodology addresses both the approach to calculating measures and howg clare
selected for inclusionThe QCC website discusses the following topics relating to methodology:

A Statistical significance testing to determine the probability that the differences with
other providers would occur by chance.

A Risk adjustment for pant severity of illness on a scale of 1 to 4.

A Minimum sample size requirements that the hospital have at least 30 inpatient
discharges or 30 outpatient visits for a given condition so as to ensure statistically valid
data samples.

No other site reviewegrovided the equivalent level of details on the methodology for cost
calculations comparisons.

5. Methodology for Average Cost Calculations
One important issue affecting cost calculation is the use of mean or median for measurement
and display. There are @antages and disadvantages to both methods. Using a "mean" would
appear to have the greatest application in public policy and research analyses, although not
necessarily a consumer website, since the mean times the number of cases represents the total
amaount of dollars in a category.

Claim data do not typically follow a normal distribution, however, but rather are likely to be
GalSsSRe gAGK f2y3 GFrAfta 2F €FNBS OfFAY | Y2dzy
mean claim payment in a categasyhigher than what most patients paid for a procedure. It

would require detailed analysis to determine how much higher and this result may vary by

treatment category.
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Of the sites examined for this report we found medians were most commonly reported,
although the PricePoint sites provide both means and medidie results of our research are
shown in Table 2 below.

Mean vs. Mediand Table 2

Cost Website Method
Massachusetts Healthcare Quality and Cost Council Median Paid Claims
MyHealthcareOptions

PricePoint Websites Mean Charge

Mean Charge per Day
Median Charge

New Hampshire Health Cost Median Paid Claims

(Separate site in addition to PricePoint site)

Rhode Island Dept. of Health Mean (Total Cost* divided by Total
Performance Measurement and Reporting Population by state)

(Separate site in additiotm PricePoint site)

Pennsylvania Healthcare Cost Containment Council Neither (Dollars per Provider)

* Total Cost refers to the total otdf pocket cost to the consumer receiving care (inclusive of
O2LJ @8YSy iz O2AyadaNy yOSZ YR RSRdAzOGAGES | Y2dzyi
benefit).

Appendix Fprovides more detail on cost website methodologies.

C. Benchmarks

Benchmarks provide a standard for judging performance. Cost and utilizatimhiparks

often focus on performance compared to average or better performance of peer providers.

CKAA O2yGNlada 6AGK ljdzr ft AGe 2F OFNB adl yRIFENRaA
preferred practices.

¢KS v/ / $S0aAiidS ao S yhpeking thdidedpécteKpRodedikelcosts dgaigse O 2
the expected costs found among other Massachusetts hospitals. QCC determines these
OSYOKYFINJ & dzaAy3a | RIGFI6Fa&aS 2F al aal OKdzaSGda
compare favorably to other state wslies that provide comparison reports of procedure

charges at one or more hospitals but do not provide a benchmark average or expected costs for
the state or region.

Commercially available products, such as the data analysis tools desicriSedtiorEbelow,
commonly permit users to benchmark performance of providers or benefit plan designs. They
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can also risk adjust results to account for varying levels of severity in the condition being
treated.

These products rely on nationwide databases consigifimgillions of claims and incorporate
statistical algorithms that support development of benchmarks for specific providers, plan
designs or benefit packages, or geographic regions, such as Massachusetts and its adjoining
states. Unlike many public websstéhat display hospital comparison information based on
billed charges, commercial benchmark databases are almost always based on paid claims.

Benchmarks could help consumers better assess the significance of cost differences among
local hospitals.For example,benchmarks could help consumers decide the low cost of care in a
local hospital is well within norms of a region and not a reflection of poorer quality.

I O2YLI NR&A2Y 2F GKS v// $S0arisSqQa o6SyOKYIl NJ
in Table 3 below.

Cost Website Benchmarking CapabilitieIable 3

. External (Third Par . :
Website ( v) Internal Comparisons | Information Source
Benchmarks
Massachusetts . .
) No Yes Paid Claims
(MyHealthcareOptions)
PricePoint Sites (OK, WI, U
OR, NH, VI, NV, IdM, RI, | No Yes Billed Claim Charges
MT, TX)
New Hampshire Health Cog No Yes Paid Claims
Rhode Island Dept. of
Health Performance .
© ertor ¢ Yes No Not Stated on Site
Measurement and
Reporting
Pennsylvania Healthcare . .
y . .| Yes No Billed Claim Rarges
Cost Containment Council
Carol.com No Yes Not Stated on Site

Appendix Fprovides more detail on cost website benchmarking capabilities.

D. Databases

The QCC website uses a statewide healthcare claim database collected from commercial health
insurers. As a result of ugithis data source, QCC appears to have available a greater level of
procedural level detail than found on other state consumer websites, which most frequently
appear to rely on information typically found in the Medicare Cost Reports that hospitals

submt to the federal government annually.
35
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Both public and commercial organizations maintain claim databases that are national in scope.
QCC has the option of obtaining or licensing these databases which have the potential for
AYLINR @AY 3 (KS vmakingecdpabiitesi SQa oSy OK

Table 4, below, identifies other thixplarty standalone databases that QCC may want to
consider.

Cost Databases Table 4

Database Sponsor Data Source

Ingenix* Thomson Healthcare a subsidiary off ¢  Claim Charges Data

Commercial Ingenix, a UnitedHealthca company

MarketScan Thomson Healthcare a subsidiary off ¢  Commercial, Medicare

Commercial Ingenix, a UnitedHealthcare compar Supplemental, Medicaid and Clair
Charges Data

MedPar Centers for Medicare and Medicaid | ¢ Medicare Claim Charges Data

Public Service (CMS)

Healthcare Cost and | Agency for Healthcare Research an{ ¢  Survey of Hospital Inpatient

Utilization Project Quality Discharges

(HCUP) Databases e Surveyed Claim Charges Data

Public e Survey of Hospital Ambulatory
Care Discharges

Consuner Agency for Healthcare Research an{ e Hospital Inpatient Discharges

Assessment of Quality e Surveyed Claim Charges Data

Healthcare Providers e CAHPS Hospital Survey

and Systems (CAHP

Database

Public

The Ingenix database, used by many insurers for calcylati®@ ¥ & dzadzc £ Yy R OdzA G2 Y| NE ¢
recently the subject of a legal settlement between the State of New York and Ingenix. That settlement is
expected to result in the creation ah equivalent database managed by new independent third party,

such as ainiversity. Ingenix continues to manage this database awaiting determination of the third

party.

Appendix Gorovides more details on cost databases.

In addition, commercial data analytics vendors may offer claim databases along with their data
analysigi 2 2f aSitiao C2NJ SEIF YL ST aAffAYlIyQad aSRLYya&aA
along with its own proprietary claims data.
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E. Data Analysis Tools

QCC provides consumers website tools for identifying hospitals and for selecting procedures for
comparatie analysis.Consumers can search for measures by hospital name or geographic area
based on zip codes. The majority of websites we reviewed that offer hospital specific data,
used similar methods for identifying hospitals. It was less common, howeVee, able to

search for data on procedure groupingdne feature that we found on some websites, but is

not available on the QCC website, is a capability for the user to incorporate benefit information
in cost comparisons.

Table 5 compares the QCC websibst measure search tools to those of other consumer
websites.

Cost Website Search AbilitiesTable 5

. 23| £ o - @
8 |28 _,|lsSY |2 5 5 2 8
2 |€558|S52|259| 8§58 | 25 | §3 5
28 2552/ E53|8335| 835 |83 | if | 53
o= SEO0wo|Svwo|Sw | aov ! £ 5 Z 0
CcC
Q . No Yes Yes Yes Yes No N/A
Website
PricePoint
) Yes Yes No Yes Yes No N/A
Websites
New
Hampshire | No Yes Yes Yes Yes Yes N/A
Health Cost
Rhode Island
Dept. of No No No No No No Yes
Health
Pennsylvanig
Health Cost
, No No No No No No Yes
Contaiment
Council
Carol.com No Yes Yes Yes Yes Yes N/A

Appendix Fprovides more details on cost website search capabilities.

Commercial data analysis products provide a wide range of tools that exceed the current search
functions on tle QCC websiteThese commercial database analysis tools are commonly
integrated into commercial data warehouse products although they could also be developed or
purchased separately. While these tools are very robust, QCC may consider just implementing
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capabilities, quick comparisons to benchmarks, or graphical depictions of data as an aid to
consumers using its website.

Although there are numerous commercial toalgilable, the ones associated with commercial
data warehouse products are similar in their capabilitisete that the tools commonly permit
risk adjustment of findings to consider medical condition severity for more meaningful
comparisons.

The table beow summarizes characteristics of typical commercial data analysis tools.

Common Capabilities of Reviewed Data Analysis Tadlable 6

Characteristic Description

e Data Warehouse Support

e Treatment and Cost Grouping

e Reporting Tools anchierfaces

e Evidence Based Measures (EBMs)
e Data Management

e Decision Support

e Process Automation

e Trend Monitoring

e Graphic Presentation

¢ Risk Adjustment

Tool Capabilities

e By Provider

e By Services

e By Conditions

e Employer Plans

e Evidence Based Measures
e EpisodeTreatment Groups

Searchable Categories

e Costs

e Clinical

e Operational
e Utilization

Types of Data

e Cost
e Quality
e Utilization

Benchmarkin
g e Diagnosis Related Groups

Capabilities
e Pharmacy
e Medicaid
e Medicare

Appendix Hrovides more details on data analysis tools.
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F. GroupingMethods

v/l Qa ¢6So0aAaidsS 3ANRdAzZJIA 024G RIGIE dzaAy3a oa !tw 5

DRG structure, which includes four sevenfyiliness levels and four risk of mortality levels
within each DRGThe 3M APR DRG severity and mortality subclaageassigned according to
a clinical logic that simultaneously evaluates the interactions of multiplmadidities, age,
procedures, and principal diagnosishe use of DRGased grouping methods is common
among many sites and within commercial prodiidDRGs are readily available and widely
understood as an established method of grouping.

Other claim grouping methods are available and in wide @®uping methods may

incorporate paid or billed prescription drug, outpatient, diagnostic and hosgdaahalata and
therefore provide a more meaningful way to display treatment costs than a website display that
shows only hospital facility costg:.or example, Ambulatory Payment Groups cluster different
ambulatory procedures related to a care episode, saslliagnostic radiology and the initial

and followup visits associated with an outpatient surgical procedure.

The chart below describes widely used claim grouping alternatives:

Cost Data Grouperg Table 7

Grouper Grouped by Source

Diagnosis Relate@roups Diagnosis Hospital Discharge Data
Public

Episode Treatment Groups| Episodes of Treatment | Inpatient Claims

(ETG) Outpatient Claims
Commercial Ancillary Claims

Physician Claims
Pharmacy Claims

Medical Episode Group Severity of an Epbde Inpatient Claims
(MEG) Outpatient Claims
Commercial Ancillary Claims
Physician Claims
Pharmacy Claims

Ambulatory Payment Ambulatory Episodes Hospital Outpatient Claims
Groups (APG)

Commercial

Ambulatory Payment Ambulatory Episodes by| Hospital Outpatient Claims Costs
Classifications (APC) Cost

Public

Appendix provides more detail on the grouper options.
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G. Recommendations

We found many aspects of tidyHealthcareOptionsvebsite to as a good or better than the
practices of other sites, although there are some oppoities for improvement.

1. Current Positive Features
TheMyHealthcareOptionsvebsite exhibits several important strengths in its display of cost
information:

AlasS 2F LIAR OfFAY RIOGF O0AyOfdzRAY3I GKS LI GA
charge datgrovides a more meaningful basis for hospital comparisons. Hospital
practices for setting charges can vary significantly between hospitals and may bear only
limited relationship to prices that hospitals negotiate with insurers, which are often
significanty less.

A Explanation of statistical methods for calculations. While many consumers may not
have great interest in statistical methods, their publication on the website improves the
transparency of the data presented. There is some potential for fuithprovements
in the wording to make the explanations more easily understood by those users
interested in this level of detail.

A Risk adjusted hospital comparisons that consider differences in the severity of the
medical conditions treated permit more meagiful comparisons between hospitals.

A Sideby-side comparison of data from selected hospitals aids in analyzing differences
among healthcare options.

A Specification of a minimum sample size of 30 cases before display of findings supports
more appropriate statisticallysignificant comparisons.

2. Short Term Improvements
. FAaSR 2y 2dz2NJ FaaSaaySyias S NBO2YMBgsRort2y S A YL)
term:

A In addition to the median price currently provided for comparison purposes, adding cost
rangessuch as at thd5" and &™ percentile costs In some cases, procedure costs will
vary considerably and this would help give the consumer greater insight on potential
costs.
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3. Longer Term Improvements
These areas will be addressed in more detail tarireports. Based on this initial review,
however, areas worth further consideration include:

A The addition of a capability for users to enter insurance information and receive an
estimate of their own expected costg.or example, at the State of Nevaidpshire
consumer site, after selecting a procedure, visitors are directed to a webpage in which
they enter demographic information, the name of their insurance carrier, coverage type
(HMO, PPO, etc.), deductable and copayment requirements. The websit@tbvides
an estimate of likely oubf-pocket costs.

A Exploration of the legal and regulatory issues relativeheaddition of selinsured
employer and multemployer claims to the databaseAdding these populatiorshould
significantly increase theobustness of the data which now only includes commercial
fully-insured paid claims.

A Comparison of the Massachusetts hospital paid claim levels to benchmarks based on
national data and also, possibly, to Medicare rates. This would allow consumers to
better understand the significance of high or low costs of Massachusetts hospitals
within a broader context. For example, a consumer may find it valuable to know that a
local hospital is well within expected cost ranges given costs for hospital care nagtionall
even if its costs might appear significantly different than other local hospitals.

A The addition of average length of stay information to permit consumers to better assess
differences among provider alternatives.

A More sophisticated analytical tools tmable consumersproviders, employers or other
stakeholdersi 2 G RNAff R2gyé FdzNIKSNI Ayid2 GKS 0O2YL
comparisons among alternative providers. In addition, such tools could permit users to
switch views of findings between table agdaphical displays depending on how they
are best able to assess alternatives.

A The inclusion of cost information for treatment modalities other than hospital care such
as physician services and prescription drugs. The use of episode groupers could help
support cost comparisons in these areas.

A Identification and pricing of treatment alternatives that may address the same medical
need. For example, treatment of a specific condition may have pharmaceutical and
surgical options. QCC would need to cargfakplan how the consumer should
consider the results provided through this feature to avoid the appeeeaof offering

medical advice.
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IV.  Gap Analysis

A. QualityGapAnalysis

The table on the following page displays the areas beyond hospital and physasiah ¢are

where quality measures could be included on the QCC web site in the fulthese are divided
into measures that have already been identified in the 2008 Reporting Plan as well as newer
areas for investigationSeveral population based qualityeasures from AHRQ and NCQA as
well as Patient Experience measures from MHQP and the Medicare Health Outcomes Survey
are recommended for review in order to determine and compare variations in quality by
geographic region, gender and race/ethnici#t times thesecomparisons would have to be at
the state level and not the provider level given limited détat prevents reaching statistical
viability at a lower levelQuality measures are also available from JCAHO, CMS and DPH for
some provider types butane are currently available for dentists, podiatrists, psychologists and
other licensed providers. There is no patient experience or disparities information currently
available for any of the provider types listed. These lmamreador measure developn in

the future.
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Gap Analysis Previously identified Other possibilities

Quality measures | Patient Disparities Quality Patient Disparities
experience measures experience

Populations

1. Community* AHRQ PQIs 1-3, MHQP Patient These measures | Age-adjusted None These measures
5, 7-16; AHRQ Experience could identify mortality rates could identify
PDIs 14-18; Survey (PES) disparities by disparities by
HEDIS uses 5 community community
Effectiveness of geographic
Care & Use of regions of MA
Services
measures

2. Gender (M/F) AHRQ PQIs 1-3, Medicare Health | These measures | Age-adjusted None These measures
5, 7-16; AHRQ Outcomes could identify mortality rates could identify
PDIs 14-18; Survey disparities by disparities by
HEDIS gender gender
Effectiveness of
Care & Use of
Services
measures

3. Race/ethnicity AHRQ PQIs 1-3, Medicare Health | These measures | Age-adjusted None These measures
5, 7-16; AHRQ Outcomes could identify mortality rates could identify
PDIs 14-18; Survey; MHQP disparities by disparities by
HEDIS PES race/ethnicity at race/ethnicity

Effectiveness of
Care & Use of

the state level only

Services
measures
Provider types
1. Acute care hospitals N/A
2. Physicians N/A
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Gap Analysis

Previously identified

Other possibilities

Quality measures

Patient
experience

Disparities

Quality
measures

Patient
experience

Disparities

3. Subacute hospitals

None

None

None

JCAHO
accreditation;
CMS Nursing
Home Compare;
MA DPH SNF
reports; flu
vaccine among
personnel
(CDC); CMS
Nursing Homes
measures (16)

None

None

4. Chronic care hospitals

None

None

None

JCAHO
accreditation;
vaccine among
personnel (CDC

None

None

5. Behavioral health
hospitals

None

None

None

JCAHO
accreditation

HBIPS
measures could
be required

None

6. Dentists

None

None

None

None

None

None

7. Podiatrists

None

None

None

None

None

None

8. Psychologists

None

None

None

None

None

None

9. Other licensed
providers**

None

None

None

None

None

None

10. Hospice

None

None

None

NCI hospice care
measures
(comfortable
dying, family
evaluation of
hospice care,
cancer pts in
hospice <3 days,
cancer pts not
admitted to

None

None
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Gap Analysis

Previously identified

Other possibilities

Quality measures

Patient
experience

Disparities

Quality
measures

Patient
experience

Disparities

hospice, cancer
pts getting
chemo in last 14
days, cancer pts
w/ED visit in last
30 days, cancer
pts w/>1 hosp
admit in last 30
days), NHPCO
Quiality Pledge;
new measure: %
pts who die in
preferred
location (Tom
Lee); flu vaccine
among personnel
(CDC)

11. Home Care

None

None

None

JCAHO
accreditation;
CMS Home
Health Compare;
vaccine among
personnel (CDC

None

None

12. Dialysis facilities

None

None

None

CMS Dialysis
Facility
Compare; Natl
Voluntary
Consensus Stds
for ESRD (27
measures); flu
vaccine among
personnel (CDC

None

None
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Gap Analysis Previously identified Other possibilities
Quality measures | Patient Disparities Quality Patient Disparities
experience measures experience
13. Ambulatory surgery None None None JCAHO None None
center accreditation
Settings
1. Inpatient All derived from the above

2. Outpatient facility

3. Home

*using the smallest areas of analysis that is
statistically viable, i.e. by ZIP, 3-digit ZIP,
municipality or county

*ambulance services, social workers, chiropractors, acupuncturists, physical/occupational therapists, dental hygienists, dispensing opticians,

optometrists,,

EMTs, speech pathologists/audiologists, nurse practitioners, physician assistants, respiratory therapists, pharmacists and pharmacies,

perfusionists, x-ray technicians
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B. CostGapAnalysis

Thetable below displays the areas beyond hospital and physician based care where costs could
be included on the QCC welbesin the future. Several population based costs are

recommended in order to determine and compare variations in costs by geogra@ac

gender and race/ethnicity. Beyond th#lhe mediancost can be determined for a variety of
provider types.However at this time no measures exist for measurement of cost for chronic

care hospitals and a variety of other providers includamgbulance services, social workers,
chiropractors, acupuncturists, physical/occupational therapists, dental hygienists, disgensi
opticians, optometrists, EMTSs, speech pathologists/audiologists, nurse practitioners, physician
assistants, respiratory therapists, pharmacists and pharmacies, perfusi@mstsray

technicians

Cost Analysis

Previously Identified Other Posdiilities
Populations Cost Measures Cost Measures
Per member per month
(pmpm) by
1. Community* None community***
2. Gender (M/F) None Pmpm by gender***
Pmpm by
3. Race/ethnicity None race/ethnicity***
Provider types
1. Acute care hgpitals None N/A
2. Physicians None N/A
Mediancost/day or avg.
3. Subacute hospitals None cost/stay

None; target for
development of new

4. Chronic care hospitals None measures
Mediancost/day or
5. Behavioral health hospitals | None mediancaost/stay

Mediancost for variety
of common dental
6. Dentists None services

Mediancost for variety
of common podiatric

7. Podiatrists None services
Mediancost for variety
8. Psychologists None of services

Nonre; target for
development of new

9. Other licensed providers** | None measures
Mediancost per month
10. Hospice None or per patient
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Cost Analysis

Previously Identified

Other Posdilities

11. Home Care

None

Mediancost per month
or for variety of services

12. Dialysis facilities

None

Mediancost per month
(note: likely to be limited
datadue to Medicare
coverage of most ESRD
patients)

13. Ambulatory surgery center

None

Mediancost for variety
of common procedures

*by smallest areas of analysis that ist&ttcally viablej.e. by

ZIP, &digit ZIP, municipality or county
** ambulance services, social workers, chiropractors, acupuncturists, physical/occupational therapists, d
hygienists, dispensing opticians, optometrists, EMTSs, speech pathologists/audiologists, nurse practitione

physician assistants, respiratory theists, pharmacists and pharmacies, perfusionistayxtechnicians

***Could be ageadjusted or, even better, severity adjusted (e.g., ACGS)
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V. Reviewof the Display of the 2 dzy” ExistingWebsite

A. Introduction

MHQP and its consultants have extemsexperience in designing, developing and

implementing websites containing health care quality and patient experience information
GFNBSGSR (2 O2yadzYSNEZ wwivinhgzBHY 3 | 3/IRvt @ Q2 42 ad.
Compare websitewww.hospitalcompare.hb.goy. We have broughthis expertise to the task

of performing a systematic review of the recently launcidgHealthCareOptionsite with

particular focus on the presentation and display of measures included on the site, with

consumers as the primary eis

1. List of Websites Reviewed
To approach this task we gathered information on existing websites from team members,
DHCEFP staff, colleagues in the field and a review of the inteinetll, we reviewed over 100
websites and articles about websites indlprocess. A list of these websites is included in
AppendixJ

2. Criteria for Website Evaluation: Measure Presentation and Display
From our own experience and as a result of reviewing the websites lisésgpendix], we
distilled a list of criteria by hich to assess thklyHealthCareOptionsite. We developed a
template including these criteria which team members used to provide feedback. This
template is shown i\ppendixK. The major categories included:
e Overall organization of information
e Welcome Rge (home page)
e Other pages reached by a link or tab (including discussions of data so&&E, and
others)
e Organization of performance data (including explaining the importance of each
measure, reprting of measures by category)
e (Comparative reports fomultiple organizations (use of benchmarluse of internal
comparisons)
e (ontent design including plain and clear ¢arage, format, and navigability

3. Sources of Criteria for Evaluation
Our decisions to use the above list of criteria were drawn from our experience as well as
articles, papers, sources obtained from colleagues, websites including AHRQ, and the
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Department of Health and Human Services, Summary of Key Focus Groups Findings from
December, 2007, DHCFP staff and Medullan. A list of sourcesrappAppendixL.

4. Strategic Considerations

When designing a website it is important to enumerate the strategic objectives that one wishes
to accomplish. Based on our discussions with QCC members and staff we determined the
following strategic consideratics to be used in reviewing the site.

Maintain a Consumer Focus

The foremost strategic consideration in assessingMiyélealthCareOptionsite
and making recommendations for improvement is the determination among all
parties that the primary target audiengs the consumer.

Important secondary target audienseare providersand employerswho will be
more likely to take action to improve their quality and costs if they believe that
the information on the website is understandable by consumers.

A tertiary auience iolicymakersvho may use information on the site as
evidence to support policy initiatives and decisions

Messaging

Given the prioritized target audiences, our recommendations are centered
around presenting evideneleased quality and cost measgewith

accompanying explanations, background, sources, and resources presented in
plain language that can be understood at no higher than an eighdlde level, in

a clear and visually engaging displaie goalis helpingconsumers to recognize
that qudity and cost vary among providers and that, depending on the
procedure required, high quality care can be received at lower costs

Setting expectations
The consumer should understand that they can obtain

o0 evidencebased quality and@ost information for hogitals

o information on hospital care for particularedical conditions or
procedures

o information on patient safety and pant experience in hospital care

comparisons of the above informatimmong hospitals they choose

o0 explanations of the sources of thigformation, why it is important, and

how they can use it

information on the limitations of the information presented

o links to other resources they may find useful

o

o
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0 suggestions for how to talk to their doctor about the information they
see
0 easy access to wayo provide feedback or ask questions about the site

e Supporting QCC goals
Enhancing thélyHealthCareOptionsite with a primary focus on the consumer
FYR Ay iSaNIdAaAy3d (GKS 02088 tAad 2F SELISO
to:

Gt NB Y2 G $nplpwdzheihtihiodghtansparencyt a4 LJISOAFTAOF ff & (K
development of a website and other materials providing comparative quality
AYTF2NXEGA2Y ¢

It will also help to achieve the other goals of the Counaitéduce the cost of
health careensure patient sadty and effectiveness of carenprove screening
for and management of chronic illnessesyelop and provide useful
measurements of health care qualitgnd diminate racial and ethnic
disparities in healthby increasing the awareness of the public ahdrging
the behavior of other healthcare stakeholders.

B. General Evaluation of the Current Website Display

MHQP and its consultants recognize the considerable amount of thought and effort invested in
the conception, testing and implementation of tidyHealthCareOptionsvebsite within a

compact timeframe. Having designed the MHQP website, and participated in the design of the
la{Q 1 2aLAGFEt [/ 2YLI NB &aAiidS3zwedntfugtdupdatekh O2 Y LI
MHQP site annually or more frequentlyrigsponse to feedback we receive and the changing
health care environment in Massachusetts. We have read and integrated feedback on
MyHealthCareOptionBom the initial focus groups and from test users frame Quality and

Cost CounciHealth Care for Ahnd DHCFP staff which was provided by Medullan. In our
recommendations we include some of the suggestions provided in this previous feedback and
add others. Using the evaluation criteria described in the introduction to this section and in
AppendixKthe project team has reviewed thdyHealthCareOptionsite.

51



1. What Works Well
We found that much of the current website works well. TgHealthCareOptionsite has
incorporated many of the items that experts recommend and have included some detdils tha
are very useful and not found on most other sites. The table below lists the positive aspects of
the site.

Welcome Page

e Uses attractive colors

¢ Includes photographs

o Effective use of subheadings and bullets

e Lists several reasons for publishing the data why one should look at this information.

e Reasons are presented as questions rather than statements, which may resonate more
consumers (who are often in the position of asking questions)

e Provides contact information on all pages except the meapages

Other pages reached by a link or tab

¢ Provides additional information on measures and how calculated and what they mean ol
RSGIAT LI 3ASE YR 6KSy 2yS OftA0la 2y ayz
¢ Resource page is informative

Caveats or cautionsthat3F RSNJ Ol yy 234 |aaSaa | LINEJARSNI
limited set of measures that reflect only some of the services they provide
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e Every organization listed is allowed to provide their own comments on their results on th
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e Has infomationabout how to contact the hospital and go to its website
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Level of iformation provided on measures and measure calculation

e Has detailed discussion of methods used, including statistical informatiuoh can be
reached via a tab rather than right on the page

e Provides data sources and often links to those sources. Ab6US wl GAy 3aQ 3
as a tab on the top part of the Welcome Page, clearly describes the source of the data

e Has FAQ section

¢ Notes whether high or low score means better performance

e Reports on each measure separatggometimes on summary pagad sometimes on detai
LI 3ST KFa RRAGAZ2YIE AYyTF2N¥YIFGA2Y 2y GKS

e Addsnumberof patients and severity on the detail pages for a hospital

¢ Has both cost and quality together where both exist

¢ Organizes into categories that are didtclearly on the drofglown menu and on the bar on th|
left side

e 2VYLINBA G2 GKS adGFrdS NIGS 2NJ @SN IS 21
percentile ranking

¢ Details on statistics and methods are provided on separate page

¢ Provides technigl, more detailed infomationon a link

et

Content/Design

¢ Unavoidable medical language is explained on the page

e Word use is consistent

e Usually not much scrolling needed

e Contact infemationis clearly labeled on each page except the measure pages
e Uses standrd page design and same symbols and icons tirou

e Uses puldown menus sparingly

2. What Works Less Well
Whilethere is much to recommend in tidyHealthCareOptionste, as with all websites, there
is always room for improvement. Often an outsidakiation can bring up areas of
improvement that might not be obvious to those working so closely orsiteeand provide
further evidence to support changes and improvements which the original dasigishto
implement. Below we have presented somedlté major changes that we would recommend,
Ff2y3 6AGK SEIlFYLXSa FNRY (KS v// Q& aAidsS | yR
recommendation. A full listing of all of the recommended changes can be foukapbendix
M. Additional examples of Bestattices for Quality and Co#lebsites can be found in
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Appendix N.Where color is used to indicate value in the examples below, varying symbols may

be used instead.

e Minnesota Hospital Quality Report gives users information on quality data and how tb use
in very simple terms on their websitd.he homepage also provides a very clear link to start
using the tool to examine quality data on hospstal to compare hospitalwithin the state.
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tool on the top and near the center of the webpage.

Minnesota Hospital Quality Report

You, the consumer, play
& key role in making
decisions about hospital
care. You can be an
active and involved
partner in your care —
but you need
information. That's
where this site comes in.
The Minnesota Hospita!
Quality Report provides
information to help you
evaluate the guality of
care of hospitals in your
area.

ABOUT US MEASURES

Welcome to the Minnesota Hospital Quality Report, a site
with information by hospitals on quality of care and
patients’ experiences. Consumers can use this
information to help make decisions about future hospital
care. The site includes two different types of information:

1. How Hospitals Perform on Quality

This site gives you a snapshot of hospitals’ performance
in five key areas: heart attack, heart failure,
pneumonia, infection reporting and surgical care.
Performance is displayed through "quality of care™
measures. These measures describe how often certain
practices of care have been followed.

Another way to look at performance is through the
Appropriate Care Measure (ACM). A more patient-focused
measure, the ACM shows whether a patient received ALL
of the "appropriate or right care” (recommended
treatments) that they should have received, based on
their clinical condition. Each patient is unigue and may
not be eligible for every type of care for a condition. The
ACM takes patient individuality into consideration, looking
at one patient and their episode of care, related to their
specific condition.

2. How Patients Rate their Care

For the first time, comparable ratings on patients’
hospital experiences is publicly available. A national
survey, completed by patients, measures the frequency
of important aspects of care, such as communication with
nurses and doctors as well as pain management.

Using quality information

It is worth noting that a hospital’s quality is more than
just the sum of these particular measures. Hospitals
provide care for many other illnesses and conditions not
addressed on this Web site. The information provided
here can help you start a conversation with your health
care providers about getting the care vou, your family or
friends need. Click here for information about other
sources of information about hospital guality, and how

you can put it to use.
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HELPING YOU EVALUATE THE QUALITY OF CARE |IN MINNESOTA HOSPITALS

To Start
Choose of these two
options

One Hozpital l

To see the performance
of a particular hospital

Compare Hospitals l

To compare performance
between hospitals

(eKfigst o8theS Y Sy (i &
MyHealthCareOptions homepage because it is at the top of the page, while the tool only
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For Physicians & Providers  For Insurers & Employers

For Patients & Families About The gs f

This site will help you learn about the
quality & cost of health care.

This website can help you answer questions such as:

~ My doctor sees patients at two hospitals. Which one
should | use?

S Would | get better care for this health problem at my local
hospital or a large medical center?

~  How does this hospital compare to others for the
treatment | need?

~ | pay for some of my health care. How can | get quality
care atthe best price?

Home Pstients & Families About The Ratings

Asked Questi &Tools About Us

Choose your healthcare

with confidence.

s Find and compare quality and costs at
Massachusetts hospitals

Your Location Health Care Provider Medical Condition or
Procedure

Find a hospital that is convenient to you by entering your location and
a i distance you can travel.

Your City, County, or Zip: I |
Ex: 02139; Cambridge, MA

Search Within: | 5 miles v/
' find
Asked Questi & Tools About Us
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