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Lessons from the Field: Making Performance Comparisons

Introduction

This lesson from the field report examines two Research Foci (RF) central to the Pediatric Quality
Measures Program (PQMP) grantees’ work. These RF broadly focus on performance comparisons:
comparing performance between organizations at the same level, i.e., at the state, payer, health system,
hospital, and provider levels, and assessing progress on performance using benchmarking, as depicted in
Figure 1.

Figure 1: Making Comparisons
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The specific questions are:

e How might relative performance be compared at each level, such as between different
provider groups/organizations (e.g., Federally Qualified Health Centers, pediatric group
practice, multi-specialty group practice) or between different Accountable Care
Organizations/managed care health plans?

e What are evidence-based and scientifically sound methods for benchmarking progress on
these measures? What level of improvement can be expected for measures--and in what
time frame — taking into account different Ql approach(es) undertaken at different levels?
For example, if improvement is likely to be more rapid at the provider-level, what are the
implications for performance targets established at the state-level?

In examining these questions across two distinct data sources—literature reviews and key informant
interviews (conducted by the PQMP Learning Collaborative—a set of key considerations emerged that
relates to making performance comparisons. Each of these key considerations and supporting findings
from the literature and key informants are discussed below.
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Making ‘fair’ comparisons.

In order to make fair comparisons at the same level, it may be important to compare peers. The literature
and experts suggest tailoring metrics to create peer groups of similar organization types/settings (based on
key attributes, such as organization structure, size, infrastructure or even staff composition). For
accountability (e.g., HEDIS® measures, payment, etc.), ‘apples-to-apples’ comparisons and concerns about
fairness are critical in defining the appropriate peer group. For QI purposes, measurement comparisons can
be geared to guiding improvement efforts, e.g., organizations may choose to compare to their own baseline
results, or to similar organizations.

Several of the key informants
discussed that comparing
given level. Frequently, the authors favored the concept of tailoring similar organizations or ‘peer

metrics for specific provider types and/or settings. In one article, the | groups’ (e.g., by provider type)

authors argued that even within a level — for example, clinics or is important. One key informant
added that it might be important

to also understand the patient
community or primary care setting is inappropriate when used in a characteristics of organizations

secondary or tertiary care facility (Naessens et al., 2017). Likewise, when making comparisons.
another paper focused on the importance of developing metrics
tailored for Federally Qualified Health Clinics (FQHCs) or Rural Health Clinics (RHCs) to facilitate fair
comparisons across their respective peer groups (Jones, 2017).

Several articles examined considerations for measurement within a

hospitals — application of a quality measure developed for the

Determine whether to risk adjust.

Adjustments for demographic, clinical and social risk factors may be necessary to ensure that performance
comparisons are appropriate. The most common approaches used to account for these factors (demographic,
clinical and social) are risk adjustment, risk stratification and exclusion. Generally, there is agreement that
outcome measures should be adjusted for patient characteristics such as age, gender, and severity of illness.
There is less of a consensus in terms of adjusting for social determinants of health (SDoH), but consideration
of their impact on outcome measures is

increasing. When adjustment for SDoH is At least three key informants noted that if a measure
warranted, the ability to do so relies on the is related to meeting standards of care (a process
availability and quality of social determinants measure), it does not make sense to risk adjust. They
data. asserted that the same standard should apply,
irrespective of practice type or patient population.
Much of the literature emphasizes the Another KI cited pediatric well-child visits and dental

, . . . encounters (process measures) as examples of
importance of making ap_proF_mate .comparlsons metrics that(do not need to be r)isk-adjusted. He also
of outcome measures using risk adjustment to provided an example of an outcome measure where
control for differences in patient populations he would expect to risk adjust - the 30-day all-cause
across settings. For example, “... It is through readmissions measure.

comparison across providers that opportunities

for improvement are identified. Providers with superior risk-adjusted outcomes set the goal for what is
possible to achieve. In order for performance results to be meaningful and valid for identifying differences in
performance across providers, outcome performance measures must be adjusted for different levels of risk
in the patients served” (NQF Report, 2014).
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Selecting and using benchmarks.

The type of benchmark(s), and standards for establishing benchmarks, varies depending on the goal of the
benchmarking activity and purpose (quality improvement or accountability) of the measure. More
specifically, comparing performance through the use of benchmarks can be used to pursue multiple
objectives: to foster competition, to encourage organizations to advance from a baseline level of
performance or to incentivize entities to work toward a desired level.

The literature describes circumstances that may influence
how benchmarks are set, for example, where
performance is historically high (e.g., childhood

Several key informants described
approaches to setting targets and
expectations for the pace of improvement.

vaccination rates in the U.S.), expectations for One informant noted that the health
improvement are likely to be minimal so benchmarks may system expects to see greater

focus on maintaining performance or on an absolute goal improvement earlier in an initiative and is
whereas where performance is historically low, or where a | careful not to set targets so high that they
state is significantly below the national average, an are not attainable. Several of the

informants also spoke of the importance of
setting incremental improvement targets
(e.g., 20 percent improvement in the first
year, 10 percent thereafter) and also of

improvement goal or percentage increase from baseline
may be most effective (Medicaid IAP, 2018). The level at
which a benchmark is set should also consider whether

there are opportunities for improvement and whether establishing different benchmarks or
achieving the benchmark is feasible (NQF, 2017). Parikh, targets, depending on the circumstances
et al., (2019) provide support for benchmarks that and goals (e.g., improvement vs.
represent “measurable and attainable goals for achievement or by region).

standardization of care.”

These key considerations are further illustrated below using the findings from the PQMP grantee
demonstration projects. The remainder of this Lessons from the Field provides examples of how the
work of all six grantees specifically relates to the considerations described above for one or more of
their pediatric quality measures. For each key considerations, the grantees described: (1) the challenges
they faced during implementation, (2) the approach(es) they took to address the challenges, and (3)
their team’s specific findings and implications for measure implementation.

Challenges to Implementation

The grantees identified a number of challenges to making performance comparisons. While not all
grantees faced the same challenges, there were a number of commonalities across projects related to
the key considerations. When comparing performance across entities within the same level, a central
issue faced by most of the grantees’ projects was whether and how to account for differences in patient
populations, with respect to demographics and illness severity as well as for socio-economic status
(SES). In the context of quality improvement projects, the grantee teams had to identify strategies and
data sources for selecting benchmarks and implementing approaches to their use. Several examples are
presented in Figure 2.
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Figure 2. Examples of Grantee Implementation Challenges, by Key Consideration

*P-HIP: even when making comparisons across similar
organization types, ensuring consistency in internal data
collection processes to more accurately measure changes in
performance.

*IMPLEMENT: taking into account organizational
characteristics in a Ql collaborative, such as size or resources,
that effect a clinic's ability to be high-performing.

Making 'fair'
comparisons

*CEPQM!: trying to adjust a claims-based measure for SES
Determine whether to when claims data do not include SES information.

risk adjust *CHeQ: risk adjusting standard of care measure may mask
disparities.

*NCINQ: how to use different benchmarks for Ql at different
Selecting and using levels.

benchmarks *IMPLEMENT: identifying the most appropriate benchmarking
strategies for Ql.

Grantee Approaches

The grantees’ approaches to addressing key implementation challenges related to measure comparisons
and benchmarking — not surprisingly — relied heavily on quantitative data and statistical analyses. In a
few cases, the grantees employed qualitative approaches to support their data analyses. Selected
examples focused on these data analyses and stakeholder interactions are shown in Figure 3.
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Figure 3. Grantees used varied approaches to addressing implementation challenges

Data analysis

*The CEPQM team combined results from three types of evaluation (strength of association with
outcomes; correlation of adjusted scores with vs. without the adjuster; largest single change in
scores) to determine whether each of the relevant case mix variables had sufficient impact to
be retained for a final set of case-mix adjusters.

*The IMPLEMENT team tested the impact of whether or not to include risk adjustment for SES
using different statistical approaches. They tested a baseline risk adjustment model (age,
gender, chronic condition indicator) compared to baseline risk adjustment plus SES variables
(using census data for the patient zip code for the following variables: % adults with less than
high school education; % male unemployment; % households below federal poverty; and
median household income).

*The CHeQ team chose not to risk adjust their antipsychotic measure; instead, they analyzed
receipt of recommended care at the provider level so that disparities could be targeted through
quality improvement efforts.

eBenchmarking data were established for the targeted measures by examining baseline
performance across the eight participating hospitals in the P-HIP team's QI collaboratives. For
example, for the targeted hospital-to-home transition quality measure, the highest performing
institution scored 78 (on a 0-100 scale), so the eight participating hospital teams selected 85 as
the goal score for the Ql collaborative.

Stakeholder interactions

*To encourage QI project engagement, Q-METRIC shared comparative performance data on
their Transcranial Doppler measure with key stakeholders (states, health plans, and providers).

eWorking with the Children's Hospital Association, P-HIP was able to confirm the
appropriateness of the peer groups they selected for making comparisons. The team’s aim was
to understand whether the process of care measures they targeted were sensitive/responsive
to quality improvement interventions.

*NCINQ explored the use of benchmarks for QI purposes through their Learning Collaborative
with five Medicaid plans in New York. In the collaborative, they worked at the state, health
plan, practice/individual provider and patient levels to make improvements on the HEDIS
antipsychotic measures.
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Grantee Key Findings and Implications

Based on their analytic and engagement activities, grantees produced findings for each of the
considerations described above that can be used to expand evidence about making appropriate
comparisons and using benchmarks to spur performance improvement. Several grantees found that it
was important to use contextual factors to group similar types of organizations for making comparisons.
In considering risk adjustment for socio-economic factors, grantees distinguished between process
measures, where adjustments may mask disparities, and outcome measures, where adjustment may
mitigate the challenges providers face in caring for vulnerable populations. Grantees selected a variety
of benchmarking approaches that reflected their goals and intended uses. More of the key findings and
the implications for implementation efforts are presented in the following series of tables.
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Figure 4: The purpose of the measure — accountability (payment and public reporting) versus quality improvement — may impact the approach
for making comparisons.

B Key Findings

National HEDIS measures provide information that can be used
for making fair comparisons across health plans of different types.
At other levels of reporting and accountability (e.g., health system
or state levels), the NCINQ team found that adjustments to
measures may be needed in order to make fair comparisons.

o For example, using an encounter, rather than continuous
enrollment (often used at the health plan level), to
establish accountability at the provider level.

Despite selecting similar organizations to ensure fair comparisons,
during the course of the collaborative, the P-HIP team observed
variation in performance on the targeted measures.

o Toimprove performance, high-performing teams
suggested Ql interventions to lower performers.
Recommended interventions were well-suited to both
high and low performers given their similarity in terms of
infrastructure and support for Ql.

For the transcranial doppler (TCD) screening measure, the
IMPLEMENT team found discordance in the frequency of clinician
referrals and completed TCD screenings. Generally, only large
clinics with higher patient volumes have on-site TCD and the
burden of traveling was a barrier to screening for patients in
smaller clinics. Therefore, the team suggested that stratifying
clinics by size may be appropriate for comparing performance.

For their measure of metabolic monitoring for children taking
antipsychotic medications, the CHeQ team found that children in
foster care were more likely to receive monitoring than children
not in foster care. They found that setting benchmarks for ‘like’
settings or within program eligibility categories allowed for better
tailoring of Ql efforts.

Key Takeaways B}

= Prior to making comparisons between organizations at any level,

it is important to identify and examine various measure use
cases to better understand the implications for measure
reliability and validity. This is critical regardless of the intended
use of the measure.

Making comparisons for accountability purposes can have
important consequences, especially if payment is tied to
performance. Thus, defining the appropriate peer group is
critical in making fair comparisons.

o For some measures or situations, peer groups should be
based on stratified comparisons to account for
differences in contextual factors (such as size).

When trying to understand the sensitivity of a new measure to Ql
interventions, the measure should be tested in a group of peer
institutions that are similar with respect to characteristics that
may impact measure performance. This allows for more clear
attribution of differences in performance to the Ql interventions
rather than to the contextual factors.
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Figure 5: Adjustments for demographic, clinical and social risk factors may be necessary to ensure that performance comparisons are
appropriate.

B Key Findings Key Takeaways B}

e For their asthma-related ED visits outcomes measure, the = Health outcome measures should be adjusted with respect to
IMPLEMENT team found that adjusting performance for social demographics and clinical severity. Systematic differences in
risk factors, as recommended by the NQF, improved performance patient populations—for which providers have no control—create
for clinics that served patients with higher poverty, lower the potential for unadjusted performance scores to reflect
incomes, lower educational achievement, and more differences in case mix, rather than differences in quality of care.

unemployment.
= Additionally, when assessing performance on outcome

* The CEPQM team included adjusters related to age, gender, and measures, further adjusting for social risk, or SES, may be
chronic conditions in their case-mix adjustment model for their important to prevent providers caring for vulnerable populations
readmissions. They also added proxy markers for SES but found from being unduly penalized due to poor performance caused by
that these additions did not substantially enhance the factors beyond their control.

performance of the model.
= When assessing performance on process measures, risk
adjustment should not include SES factors in order to ensure that
treatment disparities are observable and can be addressed.

*  Because their measures addressing safe and judicious use of
antipsychotics are process measures, the NCINQ team did not
adjust for SES. However, they found that age disparities persisted

with respect to recommendations for first-line psychosocial care = Even when SES is not included in a model, understanding social
and metabolic monitoring. risks and other contextual factors as well as stratifying analyses
by patient and provider characteristics may be useful in targeting
*  For the P-HIP mental health measures, the team observed Ql efforts to improve care delivery.

significant disparities in care across similar hospitals serving
demographically different populations.

o They found that the odds of counseling on lethal means
restriction was higher for caregivers of female patients.
The odds of inpatient to outpatient provider
communication regarding the child’s follow-up plan was
significantly lower for black patients compared to whites.

10
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Figure 6: The type of benchmark(s), and standards for establishing benchmarks, vary depending on the goal and purpose (quality improvement
or accountability) of the measure.

B Key Findings

11

The CEPQM team found that HCAHPS composite and single-item
measures (related to the quality of patient experience) showed
sufficient meaningful variation among hospitals to be used in
setting performance improvement targets.

For their collaborative focusing on use of antipsychotic
medications, the NCINQ team found that state benchmarks were
more appropriate than national benchmarks for setting
improvement goals as most plans were already performing at or
near the 90" percentile of plans nationally.

o

Plans also used their own internal benchmarks for
improving performance. In order to adjust their
performance targets, most plans found it helpful to
compare their current (monthly) performance to their
performance one year prior.

Based on the statistical approaches to setting a benchmark that
were tested, the IMPLEMENT team found no ideal approach.

O

One approach (the outlier approach) identified few
clinics needing improvement and the other approach (k-
means clustering) resulted in groupings where the
difference in performance across groups were not
necessarily clinically meaningful.

For their Ql collaborative, the P-HIP team found that hospitals
were better able to set appropriate benchmark targets using a
tool that supported extraction of medical records data on a
monthly basis.

Key Takeaways B}

= Benchmarks used to guide QI efforts should be:

@)
@)
@)

low stakes;

flexible to allow continuous monitoring;

informed by historical benchmark data from national or
state reporting programs, if available; and

adjusted to local circumstances or based on internal data
from a prior period, where warranted.

= Comparing ‘like’ organizations allows for benchmarks that are
customized, which allows them to be more accurate and realistic.

o

Average baseline performance can be used as a
benchmark to set performance goals where there is
significant variation around the average.

Allows identification of high and low performers who
can work together, sharing successful strategies.
Higher benchmarks can be set from the outset for
subgroups of entities that are already performing at
higher levels.

= Auvailability of timely data (e.g., from medical records) is critical
in informing which Ql interventions are most effective.

O

Improvement may be observed for individual entities,
however observing improvement at higher levels of
aggregation will take more time due to variations in
performance.

= Where statistical approaches to grouping entities by performance
for setting the benchmark level are imperfect, the process can be
informed and improved by combining data analysis with clinical
judgement from stakeholders on what constitutes a ‘meaningful’
performance difference.
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