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Key Points
Problem:
The U.S. hospital readmission rate is higher—and sometimes significantly higher—than
in other industrialized nations.
Aus
11%

Can
17%

Fr
7%

Ger
9%

Neth
17%

NZ
11%

UK
10%

US
18%

Despite climbing readmission rates, many patient readmissions can be prevented by
providing improved quality of care, especially during care transitions. Unnecessary
hospital readmissions negatively affect patients and increase healthcare costs.
Response:
Pay‐for‐performance (P4P) programs have been shown to improve health system
performance. Guided by a panel of clinical experts, we have developed a P4P program
for transitions of care that includes:
• Performance Measures
• Scoring
• Recommended reward levels
The program includes measures and rewards for all‐patients and separate modules
focusing on specific clinical areas. It is recommended that the implementation of the
core measures foundational program be required before implementation of
supplemental modules:
• Core Measures for all‐patients discharged from the hospital (Foundational)
• COPD Module patients discharged from the hospital (Supplemental)
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Executive Summary

In P4P, standards of quality care are
reflected through measurement of provider
performance. The criteria used as the basis
to select measures for inclusion in the
transitions of care P4P program were the
clinical relevance, clinical impact, and
feasibility. With measures selected, we
created scoring and reward methodologies
to align achievement of established
performance levels with increased
reimbursement.
Given its prevalence and impact on
patient health, burden on payers, and
opportunities for improvement, transitions
of care is an appropriate candidate for pay‐
for‐performance. This white paper contains
the details necessary for a health care
purchaser to adopt transitions of care as a
new P4P program, or to add it to existing
P4P efforts. In addition, a P4P module was
created for specific types of patients
released from a hospital: those diagnosed
with COPD. Although only one module is
included in this white paper, the transitions
of care P4P system is such that one could
add additional modules for other disease
states and conditions at a future time.
As P4P programs become more
established and mainstream, it will be
important for health care purchasers to
expand their scope to include the wide
range of clinical challenges affecting
patients. In addition, this P4P program is
compatible with other payment reform
initiatives such as the Patient Centered
Medical Home (PCMH), Episode‐Based
Payment, Accountable Care Organizations
(ACO), and the Patient Protection and
Affordable Care Act of 2010 (PPACA).

As the health of our nation worsens
and chronic disease rates climb, it is
becoming apparent that our health system
is poorly equipped to meet the challenges it
faces. Central to this is a payment system
that fails to reward the coordination and
communication required to effectively treat
patients moving between providers. A
more complex health system and increased
patient morbidity means patients will
experience more transitions of care in an
increasingly disjointed system. As defined
by The Medicare Quality Improvement
Community, transitions of care are when a
patient moves between providers and
treatment settings as their condition and
health care needs change.1
Successful transitions of care can
lead to high‐quality patient experiences,
improved healthcare outcomes, and lower
costs. This is particularly relevant from the
point the patient is released from a hospital.
If medical care falls short after hospital
discharge, readmission rates will be one
indicator of this shortcoming.
Poor outcomes in transitions of care
and subsequent costs associated with
readmissions could be reduced through
improved health care management. Pay‐
for‐performance (P4P) programs have
shown that physicians are able to improve
the quality of care they deliver and that
increased payment can be a motivation to
do so.
In light of the burden poor
transitions of care create and the benefits a
pay‐for‐performance (P4P) program can
offer, we propose a new strategy for
building a P4P program to improve care
once a patient is discharged from a hospital.
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Background and Burden of Transitions of
Care

In addition to dealing with a more complex
health care system, patient morbidity is
becoming increasingly complex across the
country. Today, 125 million people are
living with chronic illness and those with
multiple chronic diseases visit up to 16
different physicians a year.8 Not
surprisingly, these activities have negative
effects on care transitions with one in five
hospitalizations being complicated by an
adverse post‐discharge event 9 and 30% of
post‐operative patients having at least one
potentially harmful medication
discrepancy. 10 Likewise, analysis of
Medicare data showed the national average
30‐day readmission rates to be around
18%.11 Put into context, the U.S. does not
perform well when compared to other
advanced healthcare systems throughout
the world:

The flaws and opportunities for
improvement of our nation’s health care
system have been well documented.2,3, 4,5 An
emphasis on specialty and fee‐for‐service
care has led to a disjointed system where
from a financial perspective the patient
plays the role of widgets and the provider
plays the role of a producer who can
maximize margins with high volumes and
low turnaround times.
A particularly telling symptom of
these ails lies in the patient transition
among care settings, most notably between
the hospital and outpatient care. As defined
by The Medicare Quality Improvement
Community Website, transitions of care are
when a patient moves between providers
and treatment settings as their condition
and health care needs change.6 Operating in
an environment with increasing
technological and operational complexity,
communication and effective collaboration
too often suffer to the detriment of both
patient outcomes and payer expenditures.
Readmission rates are important in
gauging the quality of care transitions, and
avoiding them is a key goal for patients,
payers and providers. Areas associated with
a greater risk for readmission include:

Table 1
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11%

Can
17%
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Among 8 industrialized nations, the
U.S. had the highest rate of patients who
were readmitted to the hospital or had to go
to an emergency department as a result of
complications that occurred during
recovery. 12 Additionally, Medicare data
shows that in the majority of states, the 30‐
day readmission rates are getting worse.13

1. Health literacy
2. Patient education on discharge
3. Communication among providers
between sites of care
4. Appropriate medical follow‐up
5. Issues related to medications7

Figure A

Changes in State 30‐day
Readmission Rates: 2007‐2009
Improved
(17)
Worsened
(32)

Successful transition from the
hospital to the outpatient setting depends
heavily on these factors; however, evidence
shows the system is failing to address them.
4

No
Change
(2)
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Mean # of Problems Per 100
Transitions

morbidity are particularly prone to
Evidence reveals that transitions of
experiencing poor transitions of care. One
care are prevalent and of poor quality.
example includes patients leaving the
Navigating today’s healthcare landscape,
patients are experiencing high numbers of
hospital with COPD. In each case, there are
transitions between care settings and are
additional measures physicians should take
more likely to end up back in the hospital
during the care transition to help avoid that
because of resulting complications.
patient experiencing a readmission. Not
Transitions
only are issues related
Figure B: Transitions Associated
from the hospital to
to poor transitions of
with
ED
Visits
and
Preventable
the outpatient
care prevalent, but
Hospitalizations
setting deserve
they are also extensive
14.2
in their burden to both
particular attention.
10.1 9.3
8.5
patients and payers.
Of several types of
8.1
7.6
transitions, the
Discontinuity and poor
hospital to home
transitions of care have
transition has been
negative impacts on
shown to have the
patients’ well‐being. 7
most problems
Moreover, suboptimal
associated with
communication
Emergency
between hospital‐
Department (ED)
based and primary
visits and preventable hospitalizations.14
care physicians at discharge negatively
affects continuity of care and can contribute
Both of these outcomes are indicators of
to adverse outcomes.15 It’s clear that
poor patient health status, but are also
drivers of high health care expenditures.
effective communication during transitions
After leaving the care of inpatient
is critical. A poor transition often means a
providers, patients often rely on and
poor understanding of health
become the responsibility of their primary
communication which can result in negative
care physicians. Having a strong
consequences for the patient. These include
relationship and understanding of the
difficulties navigating the healthcare
patient, these providers are well positioned
system, non‐adherence to prescription
medications and
to provide the necessary
dosages, and missed
monitoring,
physician
coordination and care
appointments.16 The
that can reduce the
likelihood of a patient
consequences of poor
experiencing
transitions for patients
complications and
range from ineffective
readmission related to
courses of therapy to
the original clinical
readmission and even
issue. As mentioned
death. Many of these
above, patients with
issues are in fact
higher levels of
preventable. Data
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Compounding employer’s health
insurance expenses is the cost of lost
productivity and absenteeism associated
with poor transitions. When considering the
most common chronic conditions (which
are most at risk for poor transitions), gaps in
routine, quality care result in an estimated
66.5 million lost workdays (estimated based
on both absenteeism and presenteeism).19
Because those with chronic disease
experience more care transitions, employers
can be sure the total economic burden of
poor transitions is much higher than direct
medical expenses initially suggest.
Considerable prevalence, high health care
utilization and cost, and severe impact on
employee health and productivity are all
important reasons that payers should take
notice. Organizations seeking to gain a
competitive advantage and reduce their
expenses would be wise to take a proactive
approach to poor quality transitions and
costly readmissions.

released by Medicare shows that it spends
$15 billion dollars on 30‐day readmissions,
of which $12 billion is spent on potentially
preventable readmissions.17
Payers footing the healthcare bill
for much of this additional care are
significantly impacted via increased
expenditures for preventable readmissions.
State‐by‐state, higher 30‐day readmission
rates directly correspond to higher per
patient costs.13 The average Medicare
payment for a potentially preventable
readmission totaled approximately $7,200.18
See Figure D.
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Transitions of Care ‐ COPD Patients
As defined by the American Thoracic
Society in a 2004 report, COPD is a
preventable and treatable disease state
characterized by airflow limitation that is
not fully reversible.20 COPD often includes
the presence of chronic bronchitis and
emphysema. Because it is not a disease that
appears suddenly, signs of COPD vary and
are often persistent in nature. Symptoms
include:
•
•
•
•
•
•

prevalence of COPD close to diabetes, a
disease that receives considerable attention
in this country. The National Institute of
Health estimates the prevalence of diabetes
in the U.S. to be about 23.6 million (both
diagnosed and undiagnosed).25
COPD has become the nation’s
fourth leading cause of death.26 Of the 6
major causes of death from 1970‐2002,
COPD was one of only two diseases with
increased rates; the mortality rate for COPD
increased by 102% while diabetes rose
3.2%.27 In 2005, the disease was also
responsible for 721,000 hospital discharges –
higher than any previous recorded year.28
COPD is often not caught until it has
reached moderate and severe stages. For
this reason, those with COPD suffer from a
poorer quality of life as it can limit even the
slightest the amount of activity a person is
able to handle.

Persistent cough
Increased mucus production
Shortness of breath, especially
during physical activities
Wheezing
Chest tightness
Frequent respiratory infections21

The primary risk factor for COPD is
smoking, which accounts for 80‐90% of
COPD deaths. A second major risk factor
for COPD is exposure to air pollutants,
including those found in occupational
settings. Studies have shown that 19.2% of
COPD cases were caused by exposure to
dust and chemicals while at work.22
Another risk factor is age, as most
diagnoses occur after age 40. See Figure E.
There is also ongoing research into genetics
as an influencing factor for COPD.23
While COPD most often develops
after long‐term exposure to pollutants, the
disease does affect
America’s working
population. Of the
estimated 24 million
people with some
degree of impaired
lung function, only
30% are actually above
the age of 65.24 These
figures may put the

Burden of Poor Transitions of Care ‐ COPD
Patients
At a rate of 22%, COPD patients experience
more readmissions than the average
hospitalized patient.29 Much of the costs
associated with chronic diseases like COPD
are attributable to preventable
complications and hospitalizations. In 2007,
the total estimated cost of COPD
nationwide was $42.6 billion. Direct medical
costs were $26.7 billion, while indirect
morbidity and
mortality costs were $8
and $7.9 billion
respectively.30
On top of this,
absenteeism and
presenteeism accounts
for 58 million lost work
days each year. Eight
percent of those with
7
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chronic bronchitis and 70 percent of those
with emphysema reported that their
conditions have limited the amount of work
they can do.31 The National Business Group
on Health reported that indirect costs from
lost productivity and disability due to
COPD totaled $16.3 billion in 2004.32

Opportunities for Improved Care
Medical errors in the hospital setting
receive considerable and deserved
attention. There are also significant
opportunities to reduce preventable adverse
events once a patient is released from a
hospital. A guide for improving transitions
of care developed by the Institute for
Healthcare Improvement and the Robert
Wood Johnson Foundation states,

Transitions of Care P4P Core Measures
and Supplemental Modules
In light of the very real burden poor
transitions of care create and the benefits a
P4P program can offer, we propose a new
strategy for building a P4P program to
improve care once a patient is discharged
from a hospital. In addition to creating a
P4P program that covers all patients who
are released from a hospital, we propose a
P4P program module for a specific patient
population: those with chronic obstructive
pulmonary disease (COPD). While COPD
is the only module included in this
whitepaper, other clinical areas such as
diabetes, atrial fibrilation and
cardiovascular disease could be the focus of
future modules.
It is recommended that the
implementation of the core measures
foundational program be required before
implementation of supplemental modules.
See Figure F.

“Poorly executed transitions in
care negatively impact patients’
health and well‐being, family
resources, and unnecessarily
increases the costs incurred by
health care systems and the
patients, families, and
communities they serve. Patients
are interested in avoiding
hospital admissions and, when
possible, minimizing symptoms,
regaining optimal functioning,
and maintaining a good quality
of life. These goals cannot be
overlooked by health care
professionals, and need to be
included in the design of
patients’ care plans. Maintaining
continuity in patients’ medical
care is especially critical
following discharge from the
hospital, and for older patients
with multiple chronic conditions
this ʺhandoffʺ period takes on
even greater importance.” 7

Figure F: Transitions of care P4P modular
structure

Substantial variation exists in rates of
readmission across the country. This
highlights the issue of poor quality care but
also means there is real opportunity for
improvement among many providers.
According to data published in the 2009
8
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Commonwealth Fund State Scorecard on
Health Systems Performance there is almost
two‐fold variation in readmission rates
from state to state. Oregon had the lowest
rate of readmission at 13%, while the
District of Columbia had the highest rate of
readmission at 23%. CMS reports it could
save up to $5 billion a year if all states
achieved readmission rates on par with
those of the best performing states.13
The National Transitions of Care
Coalition (www.ntocc.org) outlines six
areas for improvement of care:

primary care physician reviews their
discharge summary before their first follow‐
up visit.33 However, many patients see
physicians in follow‐up visits before they
have reviewed the summary.15
Studies looking at interventions
related to these improvement targets show
promising results. Actions in programs
showing evidence of reducing hospital
readmissions include:
1.
2.
3.
4.

1. Improve communications during
transitions between providers,
patients and caregivers
2. Implement electronic medical
records that include standardized
medication reconciliation elements
3. Establish points of accountability for
sending and receiving care,
particularly for hospitalists and
Primary care physicians who spend
a substantial portion of their practice
caring for postacute or subacute
patients/clients in skilled nursing
facilities
4. Increase the use of case management
and professional care coordination
5. Expand the role of the pharmacist in
transitions of care
6. Implement payment systems that
align incentives and include
performance measures to encourage
better transitions of care

Care coordination*
Follow‐up
Patient education
Post discharge medication
reconciliation
34

One intervention found that when
patients have follow‐up appointments
arranged, are given enhanced patient
education, and have medication
reconciliation confirmed, they are 30% less
likely to have hospital utilization (ED visits
plus readmissions) within 30 days and have
a clearer understanding of post‐discharge
care instructions than those who don’t.
Total avoided costs averaged $412 per
patient.35
There is room for improvement in
both clinical and cost outcomes. Enhanced
coordination of care and discharge support
has been shown to significantly reduce costs
associated with readmissions – over $21,000
per chronically ill patient.36 Looking at
average cost of hospital admissions,
readmissions rates and national variation
around this mean we can estimate per
person savings from reducing readmissions

Many preventable incidents are due
to failures along these areas. The frequency
of communication between hospitals and
primary care physicians at patient discharge
is found to be very infrequent.15 Patients
tend to have lower readmission rates if their

* Care coordination is a function that helps ensure that the
patient’s needs and preferences for health services and
information sharing across people, functions, and sites are
met over time. Coordination maximizes the value of services
delivered to patients by facilitating beneficial, efficient, safe,
and high‐quality patient experiences and improved
healthcare outcomes.34
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through improved care. Table 2 includes
data from a 2006 Commonwealth Fund
report that shows variation in readmission
rates around the mean national rate of
18%.11 In the United States, the average cost
of a hospital admission is $7,340 per
admission.37 Based on this, if average
providers were to improve their transitions
of care by reducing their patients’
readmission rates by 4%, or 14%, it would
put them in the top 10th percentile. In
addition, achieving a 14% readmission rate
would reduce costs due to readmissions by
$294 per patient. Multiplied by an entire
employee or member population, cost
savings in the tens of millions are possible.

CMS data shows that COPD is the
3 leading cause of readmissions,
contributing to 4% of all readmissions.29
Between 40‐50% of COPD patients
discharged from hospitals are readmitted
during the subsequent year.39
An increased emphasis on education
and communication to improve continuity
and collaboration between patients and
various healthcare providers can reduce the
rate of unplanned hospital admissions.
Interventions can reduce the rate of
emergency department visits for acute
exacerbations by over 40% as well as
significantly reduced unplanned family
physician visits.40

Table 2
National Variation in Readmission Rates
National Mean
18%
10th Percentile
14%
th
25 Percentile
16%
th
75 Percentile
20%
th
90 Percentile
22%

P4P Background

rd

Better quality is a common theme of
many health care reform efforts, especially
in light of the growing evidence base that
suggests quality of care is often far from
ideal. The opportunities for improving
quality while reducing costs are substantial.
An analyses of several national and regional
data sets published in the New England
Journal of Medicine shows that potentially
avoidable costs (PACs) account for 22% of
all private‐sector health care expenditures
in the United States.41
One quality reform movement
gaining traction has been the establishment
of P4P systems that reward providers
delivering higher quality health care. The
Agency for Healthcare Research and
Quality defines a P4P program as, “any
type of performance‐based provider
payment arrangements including those that
target performance cost measures.” 42 P4P
programs are designed to address a
fundamental flaw in our health care system:
often payment is not aligned with optimal

Physicians can have a direct
influence on improving all areas of their
patients’ transition of care. However,
physicians are not currently reimbursed for
their efforts in these areas. Until financial
incentives are aligned with clinical goals,
there will always be an inherent disconnect
between the two.
Opportunities for Improved Care – COPD
As one of the most prominent
chronic diseases in this country, patients
with COPD experience more transitions of
care, visiting up to 16 physicians per year. 38
This makes them particularly susceptible to
poor quality of care so often associated with
transitions.
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•
•
•
•
•
•
•
•

performance, but instead rewards high
volume and high intensity services. P4P
overcomes this by aligning financial reward
with improved outcomes, which are a result
of changes in behaviors. Effectively linking
physician payment and quality of care is a
response to escalating health care costs.
For readmission rates to serve as an
indicator of hospital quality and
performance, it is necessary to develop a
methodology that identifies, in a clinically‐
precise manner, those readmissions that are
potentially avoidable. There are many
organizations that exist in this arena that
can meet this need such as the Leapfrog
Group, Bridges to Excellence (BTE), and the
National Business Coalition on Health.
These organizations have all developed
programs working to improve health care
quality.
According to a 2007 P4P and
Consumer Incentive Survey conducted by
Med‐Vantage® and The Leapfrog Group
there were 258 P4P programs from 148
sponsors nationwide. The majority of the
sponsors are commercial health plans, but
the Federal government (CMS), state
governments (Medicaid), employer groups
and coalitions also offer P4P programs.
Most sponsors have more than one P4P
program to target different provider types.43
Existing P4P programs cover a range
of treatment areas. Bridges to Excellence, a
not‐for‐profit health care quality
organization created by employers,
physicians, and other industry experts
currently has programs in markets across
the country. To date, Bridges to Excellence
has rolled out programs to reward quality
physician care in the following areas:
•
•
•

COPD
Coronary Artery Disease
Depression
Diabetes
Hypertension
Medical Home
Physician Office
Spine44

Health plans have been the
forerunners in this area, many of which
have been rewarding providers for quality
clinical performance for years. One of the
largest public demonstrations is the
Medicare Care Management Performance
(MCMP). This is a congressionally
mandated test of P4P incentives to
encourage physicians to improve the
quality of care they provide
The three‐year demonstration,
which started in July 2007, involves bonus
payments to physicians who manage the
care of eligible Medicare beneficiaries and
that meet or exceed performance standards
established by CMS in clinical performance
process and outcome measures. The
bonuses are in addition to the normal fee‐
for‐service Medicare payment received for
services delivered.45
As one of the major purchasers of
health care in this country, employers are in
the unique position of possessing both the
motivation to lower costs and improve
quality of care, as well as the influence to do
so. Large companies may have enough
resources and influence to design and
implement their own P4P strategies aimed
at improving the health of their employees
and the value of their health care dollar.
Other employers have formed coalitions
that combine their purchasing power in an
effort to influence health plans to
implement value based initiatives like P4P.
The National Business Coalition on Health

Asthma
Cardiac
Congestive Heart Failure
11
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is one example of this, composed of nearly
60 local employer‐led coalitions throughout
the country.
A P4P program is one way for
employers and payers to align financial
incentives with evidence‐based quality care.
In effect, P4P helps ensure that payers are
not just spending money for more care, but
instead quality care. P4P has the potential to
effectively address both the issues of quality
improvement and cost efficient spending.
This white paper contains details
necessary for a health care purchaser to
adopt transitions of care as a new P4P
program, or to add it to existing P4P efforts.
As P4P programs become more established
and mainstream, it will be important for
health care purchasers to expand their
scope to include the wide range of clinical
challenges affecting patients. Given its
prevalence and impact on patient health,
transitions of care is an appropriate
candidate for a P4P program. Supporting
the development of a transitions of care P4P
strategy is one way in which employers can
proactively address the problem for their
employees and dependents suffering from
poor care transitions.

multi‐stakeholder pilots are underway in 20
states. In the private sector, these pilots are
sponsored by health plans as well as
coalitions of employers. Other pilots are
being designed and implemented through
state directives, with the goal of state‐wide
rollouts once pilot data on improved health
care quality and reduced health care costs is
collected. On the federal front, the
Medicare‐Medicaid Advanced Primary
Care Demonstration Initiative is rolling out
a PCMH model as a demonstration of
efficient management and delivery of
quality care.47
Principles of the PCMH – including
physician responsibility, increased
communication and access, care
coordination, and alignment of payment
along these principles48 – overlap with those
of improved transitions of care discussed
throughout this paper. Being patient‐
centered is crucial for the treatment of
patients once released from the hospital to
the home or other care setting and is very
compatible with the medical home.
Episode‐Based Payment
Episode‐based payment is another
payment reform initiative which establishes
bundled payments for specific medical
procedures aimed at improving health care
efficiency, generating cost savings and
better health care outcomes.49 Episode‐
based payment is not a new concept; many
types of providers and services are already
paid on an episode basis. For example,
Medicare has been paying hospitals a single
amount for all of the non‐physician services
provided during a hospital stay, and some
commercial insurers use a similar system
for payment. In the private sector, The
Integrated Healthcare Association (IHA) is
launching a pilot project to test whether

Compatibility with Other Payment
Reform Initiatives
Patient Centered Medical Home
Another payment reform effort
gaining traction in quality improvement
and value‐based purchasing is the patient
centered medical home (PCMH). The
transitions of care P4P program aligns well
with the PCMH, a model built on the
premise that partnerships are developed
between individual patients and their
personal physicians, and when appropriate,
the patient’s family.46 Currently, some 27
12
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episode‐based payments for specific
medical procedures can improve health care
efficiency, generate cost savings and
improve health care outcomes.50
The episode‐based payment model
differs from a typical P4P model in that it
bundles payment around a comprehensive
episode of medical care that covers all
patient services related to a single illness or
condition.49 However, both payment
models reward providers for coordinating
and providing high quality and efficient
care. Therefore the measures detailed in
this white paper could be a supplement for
those providers already participating in the
episode‐based payment model.

The Patient Protection and
Affordable Care Act of 2010 supports the
expansion and testing of ACOs by
establishing two accountable care pilots,
one for Medicare and the other for
Medicaid. For an ACO to participate in the
Medicare pilot program it must have at
least 5,000 Medicare patients. A state
pediatric ACO pilot program will be
established for state Medicaid programs, a
pediatric ACO pilot program will be
established for January 1, 2012, to December
31, 2016.53
Patient Protection and Affordable Health
Care Act of 2010
With the enactment of the Patient
Protection and Affordable Health Care Act
of 2010 (PPACA), the stage is set for the
acceleration towards value based
purchasing (VBP) programs such as P4P.
Payment reform elements of the PPACA are
aimed at controlling health care costs and
improving the health care delivery system.
Specifically within the PPACA there
are provisions for payment reform to
encourage better quality while lowering
costs through the creation of value‐based
purchasing utilized for physician
payment.53 The specifics of the many
healthcare reform efforts included in the
PPACA will be determined as
implementation of these new pilot
programs proceeds in the coming months
and years.
In order to ensure alignment of
payment incentives across payers, there are
parts of the PPACA that call for an effective
linkage to public and private sector payers.
For example, the Independent Payment
Advisory Board established by the PPACA
is charged with submitting proposals to
Congress to reduce per capita growth rate

Accountable Care Organization
The accountable care organization
(ACO) is a health care model in which
doctors and hospitals agree to take joint
responsibility for keeping patients healthy
and to share in any financial benefits that
result. ACOs must consist of providers able
to coordinate services, make investments in
infrastructure, and redesign care processes.
In this gain sharing framework, hospitals
share with physicians any savings resulting
from system changes that lead to lower
costs. 51
The ACO differs from a purely
physician based P4P model since a
physician shares in the responsibility of
patient care along with other healthcare
providers. However, the physician shares
in the savings only if the organization meets
quality and cost targets, so the ideas of the
ACO can be integrated along with a P4P
program. Both the public and private
sectors have formed ACO pilot programs to
measure how well such organizations can
hold a set of providers responsible for the
healthcare of a patient population.52
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in Medicare spending and also make
recommendations to reduce cost growth
and promote quality to the private sector.53

heavily involved with research and
important clinical trials including the Re‐
Engineered Discharge (RED) project, Care
Transitions Program, and the National
Institutes of Health National Emphysema
Treatment Trial and Long‐Term Oxygen
Treatment Trial.
The measure selection process
occurred in two phases: Compiling an
inventory of existing candidate measures
and selection of core program measures for
inclusion.

Transitions of Care P4P Blueprint
To ensure a medically appropriate
and economically viable measurement and
rewards structure, we employed the help of
several medical and P4P experts and
created the following blueprint for a new
transitions of care P4P program. The
blueprint is organized around three main
components:
•
•
•

Compile Inventory of Measures
The availability of existing, endorsed
measures to assess transitions of care
performance avoids the need to develop an
entirely new set of measures, a more time
consuming process than approving existing
ones. Using existing, endorsed measures
offers more immediate credibility. In
identifying proposed measures for inclusion
in a Transitions of Care P4P program, we
began by looking at quality measures
already in place. Credible health care
quality organizations including the Agency
for Healthcare Research and Quality
(AHRQ), the American Medical Association
(AMA), the National Committee for Quality
Assurance (NCQA) and the National
Quality Forum (NQF) have already created
or endorsed and tested measures related to
transitions of care.
Our search was conducted online as
well as through the National Quality
Measures Clearinghouse, a service provided
by the U.S. Department of Health and
Human Services. The National Quality
Measures Clearinghouse supplies an
extensive list of publicly available quality
measures covering the entire spectrum of
health care, and includes a detailed
breakdown of each.54 Our search for

Quality measures
Measurement process
Scoring and rewards

Quality Measures
To evaluate and select the measures
to include in the P4P program, a physician
expert panel was assembled.
Recommendations on potentially interested
physicians were sought from professional
medical organizations (i.e., NTOCC, AHA)
and physician leaders identified based on
published expertise and significant efforts
to foster higher quality transitions of care.
As a part of this process, seven
candidates were ultimately accepted to
make‐up the transitions of care clinical
advisory committee (the ‘Committee’). Of
the seven candidates selected, three were
specifically tasked with the COPD
transitions of care P4P program module.
The seven members of the Committee were
selected to the P4P program group based on
their specialization in care transitions
and/or pulmonary disease. All are faculty
members at notable institutions and
organizations including Boston University
School of Medicine, Tufts Medical Center,
and Cleveland Clinic. Finally, all have been
14
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Selected Transitions of Care P4P Measures

existing transitions of care measures
returned 13 viable measures relevant to a
core measures P4P program and 4 measures
relevant to a COPD P4P program.

Core Measures
30‐day readmission rate following hospitalization*
Medication reconciliation post‐discharge:
percentage of discharges from January 1 to
December 1 of the measurement year for whom
medications were reconciled on or within 30 days
of discharge
Percentage of patients, regardless of age,
discharged from an inpatient facility to home or
any other site of care for whom a transition record
was obtained by the primary physician or other
health care professional designated for follow‐up
care within 24 hours of discharge
Percentage of patients, regardless of age,
discharged from an inpatient facility to home or
any other site of care, or their caregiver(s), who
received a transition record at the time of
discharge including, at a minimum, all of the
specified elements
IF a patient is discharged from a hospital to home
and the transfer form or discharge summary
indicates that a test result is pending, THEN the
outpatient medical record should include the test
result within 6 weeks of hospital discharge or
indicate that the result was followed up elsewhere
or why the result cannot be obtained
COPD Module
Pharmacotherapy management of COPD
exacerbation: percentage of chronic obstructive
pulmonary disease (COPD) exacerbations for
members 40 years of age and older who had an
acute inpatient discharge or ED encounter
between January 1 to November 30 of the
measurement year and who were dispensed a
systemic corticosteroid within 14 days of the event
Pharmacotherapy management of COPD
exacerbation: percentage of chronic obstructive
pulmonary disease (COPD) exacerbations for
members 40 years of age and older who had an
acute inpatient discharge or ED encounter
between January 1 to November 30 of the
measurement year and who were dispensed a
bronchodilator within 30 days of the event
30‐day readmission rate following hospitalization:
COPD Patients*

Selection of Core Program Measures for
Inclusion
The Committee was tasked with
identifying a comprehensive set of
measures to evaluate care processes and
outcomes for patients after they leave the
hospital, which form the basis for pay‐for‐
performance programs as described in this
white paper. The feedback was solicited
through the use of structured electronic
surveys. The responses from the Committee
were compiled to determine if there was a
consensus on the measures. Discern then
followed up with the panel to collect
additional feedback as needed.
The Committee evaluated the
measures based upon three categories:
•

•

•

Clinical Relevance: How well the
measure aligns with current evidence‐
based treatment guidelines.
Clinical Impact: The extent to which the
measure improves health and positive
outcomes (e.g., reduced hospital
readmissions).
Feasibility: The degree of burden that
collecting data for this measure places
on providers. (i.e., is providing the
required information for this measure
practical for a physician?)

Upon conclusion of this evaluation
the Committee decided to retain 5 of the 13
core measures and 3 of the 4 COPD
measures (See Appendix B for inventoried
measures and Appendix D for detailed
specifications of selected measures).
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Transitions of Care P4P Blueprint: Core
Measures

* Concurrent with existing BTE clinical outcomes
measures, all the selected measures are presented
without risk‐adjustment. However, risk‐adjustment may
be desirable to hedge against characteristics of patient mix
a physician might feel provides an inherent disadvantage.
If a participating physician feels his/her population
warrants risk‐adjustment and so desires, they may submit
risk‐adjusted data as determined by an external
performance assessment organization (PAO) based on
generally accepted methodologies. See CMS’ hospital 30‐
day readmission rate measure as one example of risk‐
adjustment:
http://www.hospitalcompare.hhs.gov/Hospital/Static/Info
rmationforProfessionals_tabset.asp?activeTab=2&Languag
e=English&version=+&subTab=8#POC5.

Core Measures
Measure
Name
30‐day
readmission
rate
Medication
reconciliation

Measurement Process
After identifying which measures
will be used to assess performance, the
second major component of a P4P program
is conducting the actual measurement of
care. The process of measurement involves
deciding what data are necessary to
measure compliance, identifying the source
of that data, and analyzing that data to
score performance against measure
thresholds. The result of this process then
determines physicians’ performance and
whether or not they are eligible for rewards
under the P4P program.

Transition
record after
discharge

Transition
record includes
specified
elements

Scoring and Rewards
Point values and a scoring system
then must be allocated to the measure set in
order to assess physician performance
against the measures. This was
accomplished using the expert panel’s
scores for each proposed measure. Lastly,
financial incentives were derived using an
analysis of savings from avoided
readmissions and expected improvement in
readmission rates. Properly aligning
financial incentives with quality care is a
key component of a successful P4P
program.

Pending test
result follow‐up
after discharge
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Description
30‐day readmission rate
following hospitalization
Percentage of discharges
from January 1 to December 1
of the measurement year for
whom medications were
reconciled on or within 30
days of discharge
Percentage of patients,
regardless of age, discharged
from an inpatient facility to
home or any other site of care
for whom a transition record
was transmitted to the
primary physician or other
health care professional
designated for follow‐up care
within 24 hours of discharge
Percentage of patients,
regardless of age, discharged
from an inpatient facility to
home or any other site of
care, or their caregiver(s),
who received a transition
record at the time of
discharge including, at a
minimum, all of the specified
elements
If a patient is discharged from
a hospital to home and the
transfer form or discharge
summary indicates that a test
result is pending, then the
outpatient medical record
should include the test result
within 6 weeks of hospital
discharge or indicate that the
result was followed up
elsewhere or why the result
cannot be obtained
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Core Measures Scoring
Current BTE care link scoring
methods were used as a template to
develop the program scoring methodology.
Based on this, we sought to create a
structure to meet the following parameters:
• The sum total of points for the
program shall be 100 points, with
the attainment of 60 points or
greater qualifying the physician for
recognition
• The program scoring shall follow a
continuous scoring strategy, which
allows for physicians to receive
partial credit.
• Three program levels shall be
developed with each subsequent
level representing a higher level of
excellence in the delivery of care to
discharged patients. A different per
patient reward amount is given
depending on which level of
recognition physicians achieve.

indicative of acute episodes that are very
likely due to poor quality follow‐up
monitoring and care by a primary care
physician. A low readmission rate directly
correlates to improved health status of
patients and cost savings from avoided
hospitalizations. Payers implementing a
pay‐for‐performance program offer
financial rewards based on these assumed
savings. Because of this, in our program all
physicians must meet a minimum
benchmark for hospital readmission rate
that is equal to or greater than the 75th
percentile (see Table 3 below) to qualify for
any recognition level and rewards. Good
performance on the remaining measures
indicates a higher likelihood that lower
readmission rates are actually the result of
quality care along the performance
measures, and not confounding variables or
random chance. Once qualified, the
magnitude of physician rewards will be
determined based on recognition level and
performance along all measures.

First, weights were applied to each
program measure with increasing weight
granted to those measures judged to have
the stronger clinical impact (i.e. linked to
improved patient outcomes). Clinical
impact and subsequent measure weighting
was included as part of feedback obtained
from the expert clinical advisory panel in
their review of proposed measures. From
this, the scoring methodology was
developed by assigning available points to
each measure in proportion to these
weights, summing to 100 points across all
measures (Appendix C provides a grid
detailing the weights and scoring
methodology).
Ultimately, high quality care is
evidenced by reducing hospital
readmissions, which are costly and often

Level I: Focusing on a physician‐centric†
view of measurement, level I looks at
individual metrics summed to produce
a final score. Using each individual
measure, the physicians are scored
based on the percentage of patients who
meet or comply with the measure
multiplied by the total number of points
assigned to the measure. For example,
if 80% of a physician’s previously
hospitalized patients had their
† Physician centric refers to performance
assessment involving evaluation of physician
performance based upon discrete measures (e.g.
medication reconciliation). The results provide a
picture of a physician’s performance on a given
measure across his or her eligible patient panel.
Since the process leads to physician‐focused results
it is said to be “physician‐centric.”
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medication list reconciled and there are
20 total points assigned to this measure,
the physician would receive 80% of the
20 points [0.80 x 20 = 16.0], or 16 points
for the measure. The physician’s final
score is calculated by summing the score
of all the individual measures. If the
summed score is 60 or greater, the
physician receives a level I recognition
(note an exception in the case of
denominator subsets‐ see below).

observed rate taken over the range of rates
from the 90th to the 10th percentiles.‡
Also, certain measures use a specific
subset of patients for the denominators. BTE
patient sampling methodology requires
data on a minimum of 25 separate patients
when assessing physician performance. In
the case that submitted data does not meet
this minimum for a measure with a
denominator subset, that measure is
dropped from inclusion in the scoring
process. The physician is then scored on the
remaining measures and available points
and must earn the given percentage of total
available points to achieve recognition. A
score equal to 60% of total available points
earns level I, 72.5% earns level II, and 85%
earns level III recognition.

Level II: Level II is scored the same as
level I, however to earn this designation
the physician must earn at least 72.5
points across all measures (note an
exception in the case of denominator
subsets‐ see below). On the whole, the
physician will be meeting the measures
for a higher percentage of their patients
and thus demonstrating a higher overall
level of care (as specified by evidence
based guidelines).

Core Measures Rewards
Once the measures are selected and
the scoring methodology is developed, the
final step in the design of our P4P blueprint
is deciding on the amount of rewards a
physician can earn when participating in
the program. Rewards act as a financial
incentive for physicians to improve the
quality of care surrounding transitions post‐
discharge. Incentives are aligned when
payers administer bonus payments to
physicians whose care is consistent with
proper treatment guidelines, as evidenced
by high scores on the program’s measures.
Implementation of a transitions of care P4P
program would be sponsored by a health
care payer, because whether it is a health
insurance plan or self‐insured employers,
savings from this P4P program accrue to
payers as a result of decreased readmissions
stemming from reduced complications. BTE
establishes recommended reward levels

Level III: To earn level III recognition,
the bar is raised even higher and the
physician must earn at least 85 points
across all measures (note an exception in
the case of denominator subsets‐ see
below). As stated above, this means the
physician is delivering high quality care
to more of their patients.
It should be noted that 30‐day
readmission rate measures are scored on a
continuous basis, however because
expected rates are not on a 0‐100% scale
scoring is calculated using a slightly
different method. Using national
readmission rate variation described in
Table 2 above, total available points are
multiplied by difference between the 90th
percentile (poor care) and the physician’s

‡ See measure specification in Appendix D for an
example of score calculation.
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based on the predicted amount of savings.
When analyzing recommended reward
amounts for our transitions of care P4P
strategy, we followed the same
methodology.
Readmissions after hospital
discharge are often avoidable through
improved quality of care. Evidence shows
that improved care delivered to patients
surrounding the transition from the hospital
can reduce rates of readmissions. Research
by The Commonwealth Fund assessed
Medicare variation in 30‐day hospital
readmission rates and found the national
average rate to be 18%. Rates for the 10th,
25th, 75th and 90th percentiles were 14%, 16%,
20%, and 22%, respectively (Table 3)11.

average (falling in the 25th percentile). Level
III represents physicians delivering
extremely high quality of care. Top
performers could be assumed to fall in the
10th percentile with readmission rates as low
as 14%, or four percentage points below the
mean. Using this variation in hospital
readmission rates, program recognition
level can be tied to cost savings.
In the United States, the average cost
of a hospital admission is $7,340 per
admission.55 A level I physician reducing
readmission rates by 1% will be, on average,
saving about $73 worth of avoided
hospitalizations per hospitalized patient per
year ($7,340 x 1% = $73). Accordingly, level
II physicians avoiding 2% of readmissions
would be saving about $147 per
hospitalized patient per year, and a level III
physician that avoids 4% of readmissions
will generate $294 per hospitalized patient
per year in savings.
In our pay‐for‐performance
program, accrued savings are split between
payers and providers, with generally 50%
kept by payers and 50% paid to physicians
in the form of financial rewards. See Table 4
below for recommended rewards levels
based on the above analysis. We believe
these amounts are based on sound
estimation methodology, however because
healthcare purchasers will be paying out
rewards, they may wish to implement
payment amounts other than those
recommended here, based on their own
analysis or market characteristics.

Table 3
Core Measures Readmission Rate: Mean
and Variation
National Mean
18%
10th Percentile
14%
25th Percentile
16%
75th Percentile
20%
th
90 Percentile
22%

This observed variation enables us
to derive rewards based on the quality of
care delivered by a physician. Taking a
Medicare readmission rate of 18% for an
average provider, a slightly above average
provider could be expected to have
readmission rates of around 17%, one
percentage point below the national
average. A level I physician in our program
is determined to be providing an improved
level of care, and therefore can reasonably
be expected to reduce readmission rates by
this 1%. A physician earning level II
recognition is delivering an even higher
level of quality and may be assumed to
have a readmission rate of 16%, or two
percentage points below the national
19
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Example Rewards Calculation (Level II
physician)
.02 readmission rate reduction/yr ×
$7340/readmission/hospitalized patient =
$147/yr/hospitalized patient savings from
reduced readmissions
Payer splits savings equally with physician: $147
÷ 2 = $73.5/yr/hospitalized patient with a
qualifying discharge

Table 4
Potential Savings and Rewards from Reduced
Readmissions (Core Measures)*
Recognition
Level

Readmission
Rate
Reduction

Level I
Level II
Level III

1%
2%
4%

Per
Patient
With a
Hospital
Discharge
$73
$147
$294

Suggested
Reward
Per
Patient
$36.50
$73.50
$147

* For payers implementing only the core measures,
rewards are paid for every patient included.
However, if supplemental modules are implemented
in addition to the core measures then the core
measures rewards are only given for those patients
not also included in the supplemental module(s).
This will prevent the payer from double paying
rewards for the same patient who is part of more than
one module.
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Transitions of Care P4P Blueprint: COPD
Module

patients. Again, the structure follows these
guidelines:
•
The sum total of points for the
program shall be 100 points,
with the attainment of 60 points
or greater qualifying the
physician for recognition.
•
The program scoring shall follow
a continuous scoring strategy,
which allows for physicians to
receive partial credit.
•
Three program levels shall be
developed with each subsequent
level representing a higher level
of excellence in the delivery of
care to discharged patients. A
different per patient reward
amount is given depending on
which level of recognition
physicians achieve.

COPD Measures
Measure Name

Description

Pharmacotherapy
management of
COPD
exacerbation:
Corticosteroid

Pharmacotherapy
management of COPD
exacerbation: percentage
of chronic obstructive
pulmonary disease
(COPD) exacerbations for
members 40 years of age
and older who had an
acute inpatient discharge
or ED encounter between
January 1 to November 30
of the measurement year
and who were dispensed a
systemic corticosteroid
within 14 days of the event
Pharmacotherapy
management of COPD
exacerbation: percentage
of chronic obstructive
pulmonary disease
(COPD) exacerbations for
members 40 years of age
and older who had an
acute inpatient discharge
or ED encounter between
January 1 to November 30
of the measurement year
and who were dispensed a
bronchodilator within 30
days of the event
30‐day readmission rate
following hospitalization:
COPD Patients

Pharmacotherapy
management of
COPD
exacerbation:
Bronchodilator

30‐day
readmission rate

Individual measures were weighted
for clinical impact using expert panel
feedback. Available points were assigned
to each measure in proportion to these
weights, summing to 100 points across all
measures (Appendix C provides a grid
detailing the weights and scoring
methodology).
As with the Core Measures scoring,
physicians must meet a minimum
benchmark for hospital readmission rate
among COPD patients to qualify for any
recognition level and rewards (see further
explanation in the Core Measures scoring
section above). Once qualified, the
magnitude of physician rewards will be
determined based on recognition level and
performance along all three COPD
transitions of care measures.

COPD Scoring
The same scoring methodology used
for the Core Measures described above is
used in scoring physician performance
relating to transitions of care for COPD

Level I: Using each individual measure,
the physicians are scored based on the
percentage of patients who meet or
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comply with the measure multiplied by
the total number of points assigned to
the measure. For example, if 80% of a
physician’s COPD patients previously
hospitalized for an exacerbation
received bronchodilators within 30 days
of the event, the physician would
receive 80% of the 30 points [0.80 x 30 =
24.0], or 24 points for the measure. The
physician’s final score is calculated by
summing the score of all the individual
COPD measures. If the summed score is
60 or greater the physician receives a
level I recognition (note an exception in
the case of denominator subsets).

multiplied by difference between the 90th
percentile (poor care) and the physician’s
observed rate taken over the range of rates
from the 90th to the 10th percentiles.§
Two COPD measures use a specific
subset of patients for the denominators. In
the case that submitted data does not meet
this minimum for a measure with a
denominator subset, this scenario is scored
that same as the Core Measures transitions
of care program. The individual COPD
measure is dropped from inclusion in the
scoring process and the physician is then
scored on the remaining measures and must
earn the given percentage of total available
points to achieve recognition. A score equal
to 60% of total available points earns level I,
72.5% earns level II, and 85% earns level III
recognition.

Level II: Level II is scored the same as
level I; however, to earn this designation
the physician must earn at least 72.5
points across all measures (note an
exception in the case of denominator
subsets). On the whole, the physician
will be meeting the measures for a
higher percentage of their COPD
patients and thus demonstrating a
higher overall level of care (as specified
by evidence based COPD treatment
guidelines)

COPD Rewards
Again, rewards amounts for the
COPD transitions of care module were
derived from the same scoring
methodology used for the above Core
Measures rewards (see that section for
detailed explanation). Because patients with
chronic diseases like COPD experience
more transitions of care, 56 delivery of good
transitional care is essential to improving
outcomes and avoiding hospitalizations.
Improved communication and care
planning are important components of
effective transitions57 and elements which
have been shown to reduced rates of
admissions in COPD patients. 58
Using Medicare data, the average
30‐day rate of readmission for COPD
patients has been found to be 22.6%.29 In
the absence of published data on variation
of readmission rates for COPD patients, we

Level III: To earn level III recognition,
the bar is raised even higher and the
physician must earn at least 85 points
across all COPD measures (note an
exception in the case of denominator
subsets). As stated above, this means the
physician is delivering high quality care
to more of their COPD patients.
The 30‐day readmission rate
measures are scored on a continuous basis;
however, because expected rates are not on
a 0‐100% scale scoring is calculated in a
slightly different manner. Using the
national readmission rate variation
described below, total available points are

§ See measure specification in Appendix D for an
example of score calculation.
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will apply data from the same research on
all‐patient readmission rate variation to this
average rate. As previously discussed, for a
Core Measures dataset the rates for the 10th,
25th, 75th and 90th percentiles were 14%, 16%,
20%, and 22%, respectively (see Table 3
above)11. Accordingly, the 10th, 25th, 75th and
90th percentiles represent a 22% and 11%
variation below the mean and an 11% and
22% variation above the mean, respectively.
Table 5 below summarizes readmission rate
benchmarks when these percentage
variations from the mean are applied to the
average COPD readmission rate.

performers could be assumed to fall in the
10th percentile with readmission rates as low
as 17.6%, or five percentage points below
the mean. Using this variation in hospital
readmission rates, program recognition
level can be tied to cost savings.
In the United States, the average cost
of a hospital admission for COPD is $7,030
per admission.59 A level I physician
reducing readmission rates by 1% will be,
on average, saving about $70 worth of
avoided hospitalizations per hospitalized
patient per year ($7,030 x 1% ≈ $70).
Accordingly, level II physicians avoiding
2.5% of readmissions would be saving
about $176 per hospitalized patient per
year, and a level III physician that avoids
5% of readmissions will generate about $352
per hospitalized patient per year in savings.
In our pay‐for‐performance
program, accrued savings are split between
payers and providers, with generally 50%
kept by payers and 50% paid to physicians
in the form of financial rewards. See Table 6
below for recommended reward levels
based on the above analysis. We believe
these amounts are based on sound
estimation methodology, however because
healthcare purchasers will be paying out
rewards, they may wish to implement
payment amounts other than those
recommended here, based on their own
analysis or market characteristics.

Table 5
COPD Readmission Rate: Mean and Estimated
Variation**
National Mean
22.6%
th
10 Percentile
17.6%
25th Percentile
20.1%
75th Percentile
25.1%
90th Percentile
27.6%

Table 5 enables us to derive rewards
based on quality of care delivered by a
physician. Taking a readmission rate of
22.6% for an average provider, a slightly
above average provider could be expected
to have readmission rates of around 21.6%,
one percentage point below the national
average. A level I physician in our program
is determined to be providing an improved
level of care, and therefore can reasonably
be expected to reduce readmission rates by
this 1%. A physician earning level II
recognition is delivering an even higher
level of quality and may be assumed to
have a readmission rate of 20.1%, or 2.5
percentage points below the national
average (falling in the 25th percentile above).
Level III represents physicians delivering
extremely high quality of care. Top

Example COPD Module Rewards Calculation
(Level II physician):
.025 readmission rate reduction/yr ×
$7,030/readmission/hospitalized patient ≈
$176/yr/hospitalized patient savings from
reduced readmissions

** Rates rounded to the nearest 0.1%
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Payer splits savings equally with physician: $176
÷ 2 = $88/yr/ hospitalized patient with a
qualifying discharge

implementing their own transitions of care
P4P program should feel free to modify
details to suit the unique needs of their
marketplace, member populations and
networks. Essential elements of the
program design are in place, but there is
work to be done to move a transitions of
care P4P program from the design phase to
the implementation phase. Several steps
that will help achieve that goal include:

Table 6
Potential Savings and Rewards from Reduced
Readmissions (COPD)*
Recognition
Level

Readmission
Rate
Reduction

Per Patient
With a
Hospital
Discharge

Suggested
Reward
Per
Patient

Level I
Level II
Level III

1%
2.5%
5%

$70
$176
$352

$35
$88
$176

•
•
•

* For payers implementing only the core measures,
rewards are paid for every patient included.
However, if supplemental modules are implemented
in addition to the core measures then the core
measures rewards are only given for those patients
not also included in the supplemental module(s).
This will prevent the payer from double paying
rewards for the same patient who is part of more than
one module.

•

•
•

Recommended Next Steps
This P4P program is well suited to
address the problems that transitions of care
pose to our nation and its health care
system; nevertheless the P4P blueprint set
forth in this paper remains a blueprint.
Sponsors that wish to use our
recommendations as a basis for
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Performance Assessment
Organization Development
Purchaser Education
Pilot Market Recruitment and
Technical Support
An ROI model to help purchasers
understand the financial benefits of
providing better transitions of care
for their covered population
Health Plan Outreach
Aligning with objectives of the
patient‐centered medical home
(PCMH), accountable care
organization (ACO), episode‐based
payment and other payment reform
efforts as detailed in the Patient
Protection and Affordable Health
Care Act (PPACA)

Appendix A: Transitions of Care P4P Blueprint Fact Sheet
Program Measures

Core Measures
•
•
•

30‐day readmission rate
Medication reconciliation
Transition record after discharge

•
•

Transition record includes specified elements
Pending test result follow‐up after discharge

•

30‐day readmission rate

COPD
•
•

Pharmacotherapy management of COPD
exacerbation: Corticosteroid
Pharmacotherapy management of COPD
exacerbation: Bronchodilator

Scoring Methodology
•
•
•
•
•
•

•
•
•

To qualify for rewards, provider readmission rate
must meet minimum benchmark.
Three levels of recognition (Levels I, II, and III)
Each module made up of all distinct measures
For each measure, points earned = % of patients
meeting the measure X total possible points†
Each module is scored out of 100 possible points
60 pts or more earns level I recognition

72.5 pts or more earns level II recognition
80 pts or more earns level III recognition
If denominator subset sample does not meet
minimum, measure is not scored and the recognition
is achieved by physician earning a percentage of the
remaining points available. 60% or greater earns
level I, 72.5% or greater earns level II, and 80% or
greater earns level II

†Exception: 30‐day readmission rate measure scored as:
(90th percentile rate – observed rate)
(90th percentile rate – 10th percentile rate)
Core Measures
Readmission Rate
Variation
National Mean
18%
th
10 Percentile
14%
25th Percentile
16%
75th Percentile
20%
90th Percentile
22%

X available points = points earned
COPD Readmission Rate
Variation*
National Mean
10th Percentile
25th Percentile
75th Percentile
90th Percentile

22.6%
17.6%
20.1%
25.1%
27.6%

*Extrapolated from available data previously referenced
Annual Rewards (Per Hospitalized Patient Per Year)

Core Measures*

COPD*

Level I

Level II

Level III

Level I

Level II

Level III

$36.50

$73.50

$147

$35

$88

$176

* For payers implementing only the core measures, rewards are paid for every patient included. However, if
supplemental modules are implemented in addition to the core measures then the core measure rewards are only
given for those patients not also included in the supplemental module(s). This will prevent the payer from double
paying rewards for the same patient who is part of more than one module.
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Appendix B: Transitions of Care Inventoried Quality Measures
To create the list of candidate measures below, we looked at sources with vetted, existing
quality measures suitable for assessing care transitions. This reduced a need to develop an
entirely new set of measures for a new Transitions of Care P4P program. Our search returned
13 viable measures relevant to a Core Measures P4P program and 4 measures relevant to a
COPD P4P program.

Program Measure
Core Measures
30‐day readmission rate following hospitalization
All‐cause 30‐day readmission index
Medication reconciliation post‐discharge: percentage of discharges from January 1
to December 1 of the measurement year for adult patients for whom medications
were reconciled on or within 30 days of discharge.
Percentage of adult patients discharged from any inpatient facility (e.g., hospital,
skilled nursing facility, or rehabilitation facility) and seen within 60 days
discharge in the office by the physician providing on‐going care who had a
reconciliation of the discharge medications with the current medication list in the
outpatient medical record documented.
Percentage of patients, regardless of age, discharged from an inpatient facility to
home or any other site of care, or their caregiver(s), who received a reconciled
medication list at the time of discharge including, at a minimum, medications in
the specified categories.
Percentage of patients, regardless of age, discharged from an inpatient facility to
home or any other site of care, or their caregiver(s), who received a transition
record (and with whom a review of all included information was documented) at
the time of discharge including, at a minimum, all of the specified elements
Percentage of patients, regardless of age, discharged from an inpatient facility to
home or any other site of care for whom a transition record was obtained by the
primary physician or other health care professional designated for follow‐up care
within 24 hours of discharge.
Percentage of patients, regardless of age, discharged from an emergency
department (ED) to ambulatory care or home health care, or their caregiver(s),
who received a transition record at the time of ED discharge including, at a
minimum, all of the specified elements.
If an adult patient is discharged from a hospital to home and survives 6 weeks or
longer after discharge, THEN a physician visit or telephone contact should be
documented within 6 weeks of discharge and the medical record should
document acknowledgment of the recent hospitalization.
If an adult patient is discharged from a hospital to home and received a new
chronic disease medication or a change in medication before discharge, THEN the
outpatient medical record should document the medication change within 6
weeks of discharge.
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Source
CMS
Pacificare
NCQA

AGS, PCPI, NCQA

AMA/PCPI

AMA‐PCPI

AMA‐PCPI

AMA‐PCPI

RAND (ACOVE)

RAND (ACOVE)

If an adult patient is discharged from a hospital to home or a nursing home and
the transfer form or discharge summary indicates that a test result is pending,
THEN the outpatient or nursing home medical record should include the test
result within 6 weeks of hospital discharge or indicate that the result was
followed up elsewhere or why the result cannot be obtained.
If an adult patient is discharged from a hospital to home or a nursing home and
the hospital medical record specifies a follow‐up appointment for a physician
visit or a treatment (e.g., physical therapy or radiation oncology), THEN the
medical record should document that the visit or treatment took place, was
postponed, or was not needed.
If an adult patient is discharged from a hospital to home or nursing home, THEN
there should be a discharge summary in the outpatient or nursing home medical
record.
COPD
Pharmacotherapy management of COPD exacerbation: percentage of chronic
obstructive pulmonary disease (COPD) exacerbations for members 40 years of age
and older who had an acute inpatient discharge or ED encounter between January
1 to November 30 of the measurement year and who were dispensed a systemic
corticosteroid within 14 days of the event.
Pharmacotherapy management of COPD exacerbation: percentage of chronic
obstructive pulmonary disease (COPD) exacerbations for members 40 years of age
and older who had an acute inpatient discharge or ED encounter between January
1 to November 30 of the measurement year and who were dispensed a
bronchodilator within 30 days of the event.
Respiratory disease: percentage of patients discharged from a general medical
unit with any diagnosis of COPD who are referred for a chronic disease
management service that includes physical rehabilitation, during the 6 month
time period.
30‐day readmission rate following hospitalization

27

RAND (ACOVE)

RAND (ACOVE)

RAND (ACOVE)

NCQA

NCQA

Australian Council
on Health Standards

CMS

Appendix C: Quality Measures Scoring Grid

Core Measures
Clinical Measures
30‐day readmission rate††
Medication reconciliation
Transition record after discharge
Transition record includes
specified elements
Pending test result follow‐up
after discharge‡‡
Total Possible Points:
Points for level I recognition
Points for level II recognition
Points for level III recognition

COPD
Clinical Measures
Pharmacotherapy management of
COPD exacerbation:
Corticosteroid
Pharmacotherapy management of
COPD exacerbation:
Bronchodilator
30‐day readmission rate
Total Possible Points:
Points for level I recognition
Points for level II recognition
Points for level III recognition

††

Points Possible
20
20
20
20
20
100
60
72.5
85

Points Possible
30

30
40
100
60
72.5
85

Provider must meet minimum benchmark rate to qualify for recognition at any level.
‡‡ Measure uses a denominator subset. If sample does not meet minimum of 25 patients for denominator subset,
measure is not scored and the recognition is achieved by provider earning a certain percentage of the remaining
points available. 60% or greater earns level I, 72.5% or greater earns level II, and 85% or greater earns level III.
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Appendix D: Transitions of Care P4P Measure Specifications
Core Measures
1.

30‐day readmission rate following hospitalization
•
•
•

Release date/latest Revision: October 2009
Source: Based on CMS 30‐day readmission rate measures
Link:
http://www.hospitalcompare.hhs.gov/Hospital/Static/InformationforProfessionals_tabset.a
sp?activeTab=2&Language=English&version=

DESCRIPTION
This measure is used to assess hospital‐specific 30‐day all‐cause readmission rate following
hospitalization.60
DATA SOURCE
Administrative claims data, rather than medical record data, are used to predict 30‐day
readmission. Using administrative data makes it possible to calculate readmission without
having to do chart reviews or requiring providers to report additional data. Research conducted
when the measures were being developed demonstrated that the administrative claims‐based
models perform well in predicting readmission compared with models based on chart reviews. 61
EXPLANATION
Readmission rates can provide important additional information about quality of care that is
currently not captured by the process and mortality measures and is currently unavailable to
providers. Variation in readmission, after adjusting for case mix, may reflect differences in
providersʹ general environments (such as coordination of care, patient safety policies, and
staffing) or variation in care processes not measured in the current core measure set. Outcome
measures can focus attention on a broader set of healthcare activities that affect patientsʹ well
being. Moreover, improving outcomes is the ultimate goal of quality improvement, and thus the
inclusion of outcomes measures assists in attaining improvement goals.
Readmission of patients who were recently discharged after hospitalization represents an
important, expensive, and often preventable adverse outcome. The risk of readmission can be
modified by the quality and type of care provided to these patients. Improving readmission rates
is the joint responsibility of hospitals and clinicians. This measure is also responsive to the recent
call by the Medicare Payment Advisory Commission (MedPAC) to develop readmission
measures. 60
DENOMINATOR§§
Admissions for beneficiaries with a complete claims history for 12 months prior to admission.60
§§

Concurrent with existing BTE clinical outcomes measures, this measure is presented without risk‐adjustment. However, as an
outcome measure, risk‐adjustment may be desirable to hedge against characteristics of patient mix a physician might feel gives
them an inherent disadvantage. If a participating physician feels their population warrants risk‐adjustment and so desires, they
may submit risk‐adjusted data as determined by an external performance assessment organization (PAO) based on generally
accepted methodologies. See CMS’ hospital 30‐day readmission rate measure as one example of risk‐adjustment:
http://www.hospitalcompare.hhs.gov/Hospital/Static/InformationforProfessionals_tabset.asp?activeTab=2&Language=English
&version=+&subTab=8#POC5.
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Use Table b to identify ED visits and acute inpatient discharges.
Table b. Codes Identifying Visit Type62
Visit Type
CPT
UB Revenue
Acute Inpatient
010x, 0110‐0114, 0119, 0120‐0124, 0129,
0130‐0134, 0139, 0140‐0144, 0149, 0150‐
0154, 0159, 016x, 020x‐022x, 072x, 0987
ED Visit
99281‐99285 045x, 0981

Excluded Admissions: Admissions are excluded if they meet any of the following
criteria:
• Admissions for patients with an in‐hospital death are excluded because they are not
eligible for readmission.
 Admissions for patients subsequently transferred to another acute care facility are
excluded because we are focusing on discharges to non‐acute care settings.
 Admissions for patients who are discharged against medical advice (AMA) are
excluded because providers did not have the opportunity to deliver full care and
prepare the patient for discharge.
 Admissions for patients without at least 30 days post‐discharge enrollment in
healthcare plan are excluded because the 30‐day readmission outcome cannot be
assessed in this group.60
NUMERATOR
Number of 30‐day readmissions for patients at that provider.
FREQUENCY
Most recent result over the last 12 calendar months from last day of the reporting period
SCORING: See Table 2 for percentile rates.
(75th percentile rate – observed rate)
(75th percentile rate – 10th percentile rate)

X available points = points earned

For example, a physician who has a readmission rate of 17% will earn:

2.

(.20 – .17)
X 20pts = 10 earned points
(.20 – .14)
Medication reconciliation post‐discharge: percentage of discharges from January 1 to
December 1 of the measurement year for whom medications were reconciled on or within 30
days of discharge62
•
•
•

Release date/latest Revision: July 2008
Source: Based on NCQA HEDIS 2009 Measure Set
Link: http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?doc_id=1497463
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DESCRIPTION
The percentage of discharges from January 1–December 1 of the measurement year for patients
for whom medications were reconciled on or within 30 days of discharge. 62
DATA SOURCE
Administrative claims data and medical record data
EXPLANATION
Medications are a significant part of care for patients. Adverse reaction to medicines are
implicated in a number of hospital admissions, but many medication problems could be
prevented by monitoring drug therapy and identifying patients at risk.
Annually there are more than 2 million serious adverse drug reactions and about 100,000 deaths
due to medication problems. Noncompliance, nonadherence, lack of communication between
patients and physicians and the burden of taking multiple medications can result in drug
interactions, adverse drug events, drug overuse and drug underuse. Adverse drug events are a
leading cause of morbidity and mortality. A January 2002 Institute of Medicine (IOM) report
stated that annually there are between 44,000 and 98,000 deaths as a result of medical errors,
while an estimated 7,000 deaths result from adverse drug reactions. If medication reviews are
used, potential adverse drug events can be identified and prevented. In one study, the use of
medication review lead to a drop in the percentage of patients affected by adverse drug events
from 36.9 percent to 9.3 percent. 64
DENOMINATOR
An acute or nonacute inpatient discharge on or between January 1 and December 1 of the
measurement year. The denominator for this measure is based on discharges, not patients.
Include all discharges for patients who have one or more discharges on or between January 1 and
December 1 of the measurement year.
Readmission or direct transfer: If the discharge is followed by a readmission or direct
transfer to an acute or nonacute facility within the 30‐day follow‐up period, count only the
readmission discharge or the discharge from the facility to which the patient was transferred.
Exclude both the initial discharge and the readmission/direct transfer discharge if the
readmission/direct transfer discharge occurs after December 1 of the measurement year. 62
NUMERATOR
Electronic Specification: Medication reconciliation (Table A) on or within 30 days after discharge.
A patient had medication reconciliation if a claim/encounter contains a code in Table A.
Table A. Codes Identifying Medication Reconciliation
Description
CPT II
Medication
1111F62
Reconciliation
Medical Record Specification: Medication reconciliation, as documented through either
electronic data or medical record review on or within 30 days of discharge. The medical
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record must include evidence of medication reconciliation and the date on which it was
performed. The following evidence meets criteria.
• A list of medications that were prescribed or ordered upon discharge, or
• Notation that no medications were prescribed or ordered upon discharge62
FREQUENCY
Include all discharges for patients who have one or more discharges on or between January 1 and
December 1 of the measurement year.
SCORING
Earned Points = [numerator/denominator] x maximum available points for the measure
3.

Percentage of patients, regardless of age, discharged from an inpatient facility to home or any
other site of care for whom a transition record was obtained by the primary physician or other
health care professional designated for follow‐up care within 24 hours of discharge.65
•
•
•

Release date/latest Revision: June 2009
Source: Based on AMA/PCPI Care Transitions Measure Set
Link: http://www.ama‐assn.org/ama1/pub/upload/mm/370/care‐transitions‐ms.pdf

DESCRIPTION
Percentage of patients, regardless of age, discharged from an inpatient facility to home or any
other site of care for whom a transition record was transmitted to the primary physician or other
health care professional designated for follow‐up care within 24 hours of discharge.
DATA SOURCE
Administrative claims data and medical record. Administrative claims data collection requires
users to identify the eligible population (denominator) and numerator using medical record
abstraction (electronic or paper). Users report a rate based on all patients in a given practice for
whom data are available and who meet the eligible population/denominator criteria.
EXPLANATION
The AMA cites that the availability of the patient’s discharge information at the first post‐
discharge physician visit improves the continuity of care and may be associated with a decreased
risk of rehospitalization. They also cite a recent literature summary, which found that direct
communication between hospital physicians and primary care physicians occurred infrequently
(in 3‐20% of cases studied) and that the availability of a discharge summary at the first post
discharge visit was low (12‐34%) and did not improve greatly even after 4 weeks (51‐77%),
affecting the quality of care in approximately 25% of follow‐up visits.

DENOMINATOR
All patients, regardless of age, discharged from an inpatient facility (eg, hospital inpatient or
observation, skilled nursing facility, or rehabilitation facility) to home/self care or any other site
of care.
Administrative Claims Specification: Identify patients discharged from inpatient facility
using the following‐
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UB‐04 (Form Locator 04 ‐ Type of Bill):
• 0111 (Hospital, Inpatient, Admit through Discharge Claim)
• 0121 (Hospital, Inpatient ‐ Medicare Part B only, Admit through Discharge Claim)
• 0114 (Hospital, Inpatient, Last Claim)
• 0124 (Hospital, Inpatient ‐ Medicare Part B only, Interim‐Last Claim)
• 0211 (Skilled Nursing‐Inpatient, Admit through Discharge Claim)
• 0214 (Skilled Nursing‐Inpatient, Interim, Last Claim)
• 0221 (Skilled Nursing‐Inpatient, Medicare Part B only, Admit through Discharge
Claim)
• 0224 (Skilled Nursing‐ Interim, Last Claim)
• 0281 (Skilled Nursing‐Swing Beds, Admit through Discharge Claim)
• 0284 (Skilled Nursing‐Swing Beds, Interim, Last Claim)
AND
Discharge Status (Form Locator 17):
• 01 (Discharged to home care or self care (routine discharge)
• 02 (Discharged/transferred to a short term general hospital for inpatient care)
• 03 (Discharged/transferred to skilled nursing facility (SNF) with Medicare
certification in anticipation of skilled care)
• 04 (Discharged/transferred to an intermediate care facility)
• 05 Discharged/transferred to a designated cancer center or children’s hospital
• 06 (Discharged/transferred to home under care of organized home health service org.
in anticipation of covered skilled care)
• 43 (Discharged/transferred to a federal health care facility)
• 50 (Hospice – home)
• 51 (Hospice ‐ medical facility (certified) providing hospice level of care)
• 61 (Discharged/transferred to hospital‐based Medicare approved swing bed)
• 62 (Discharged/transferred to an inpatient rehabilitation facility (IRF) including
rehabilitation distinct part units of a hospital)
• 63 (Discharged/transferred to a Medicare certified long term care hospital (LTCH))
• 64 (Discharged/transferred to a nursing facility certified under Medicaid but not
certified under Medicare)
• 65 (Discharged/transferred to a psychiatric hospital or psychiatric distinct part unit of
a hospital)
• 66 (Discharged/transferred to a Critical Access Hospital (CAH))
• 70 (Discharged/transferred to another type of health care institution not defined
elsewhere in this code list)
OR
UB‐04 (Form Locator 04 ‐ Type of Bill):
• 0131 (Hospital Outpatient, Admit through Discharge Claim)
• 0134 (Hospital Outpatient, Interim, Last Claim)
AND
UB‐04 (Form Locator 42 ‐ Revenue Code):
• 0762 (Hospital Observation)
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•
•
AND

0490 (Ambulatory Surgery)
0499 (Other Ambulatory Surgery)

Discharge Status (Form Locator 17)
• 01 (Discharged to home care or self care (routine discharge)
• 02 (Discharged/transferred to a short term general hospital for inpatient care)
• 03 (Discharged/transferred to skilled nursing facility (SNF) with Medicare
certification in anticipation of skilled care)
• 04 (Discharged/transferred to an intermediate care facility)
• 05 Discharged/transferred to a designated cancer center or children’s hospital
• 06 (Discharged/transferred to home under care of organized home health service org.
in anticipation of covered skilled care)
• 43 (Discharged/transferred to a federal health care facility)
• 50 (Hospice – home)
• 51 (Hospice ‐ medical facility (certified) providing hospice level of care)
• 61 (Discharged/transferred to hospital‐based Medicare approved swing bed)
• 62 (Discharged/transferred to an inpatient rehabilitation facility (IRF) including
rehabilitation distinct part units of a hospital)
• 63 (Discharged/transferred to a Medicare certified long term care hospital (LTCH))
• 64 (Discharged/transferred to a nursing facility certified under Medicaid but not
certified under Medicare)
• 65 (Discharged/transferred to a psychiatric hospital or psychiatric distinct part unit of
a hospital)
• 66 (Discharged/transferred to a Critical Access Hospital (CAH))
• 70 (Discharged/transferred to another type of health care institution not defined
elsewhere in this code list)
NUMERATOR
Patients for whom a transition record was transmitted to the primary physician or other health
care professional designated for follow‐up care within 24 hours of discharge.
Numerator Element Definitions:
• Transition record: a core, standardized set of data elements related to patient’s diagnosis,
treatment, and care plan that is discussed with and provided to patient in printed or
electronic format at each transition of care, and transmitted to the facility/physician/other
health care professional providing follow‐up care. Electronic format may be provided
only if acceptable to patient
• Transmitted: transition record may be transmitted to the physician or other health care
professional designated for follow‐up care via fax, secure e‐mail, or mutual access to an
electronic health record (EHR)
• Primary physician or other health care professional designated for follow‐up care: may
be designated primary care physician (PCP), medical specialist, or other physician or
health care professional
Medical Record Specification: Numerator elements to be identified through medical record
abstraction.
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FREQUENCY
Most recent result over the last 12 calendar months from last day of the reporting period.
SCORING
Earned Points = [numerator/denominator] x maximum available points for the measure
4.

Percentage of patients, regardless of age, discharged from an inpatient facility to home or any
other site of care, or their caregiver(s), who received a transition record at the time of discharge
including, at a minimum, all of the specified elements65
•
•
•

Release date/latest Revision: June 2009
Source: Based on AMA/PCPI Care Transitions Measure Set
Link: http://www.ama‐assn.org/ama1/pub/upload/mm/370/care‐transitions‐ms.pdf

DESCRIPTION
Percentage of patients, regardless of age, discharged from an inpatient facility to home or any
other site of care, or their caregiver(s), who received a transition record at the time of discharge
including, at a minimum, all of the specified elements
DATA SOURCE
Administrative claims data and medical record. Administrative claims data collection requires
users to identify the eligible population (denominator) and numerator using medical record
abstraction (electronic or paper). Users report a rate based on all patients in a given practice for
whom data are available and who meet the eligible population/denominator criteria.
EXPLANATION
The AMA states that providing a detailed transition record at the time of discharge from the ED
improves patient preparation for self‐management of post‐discharge care and care plan. The
AMA also cites several studies that point out gaps in explaining ED discharge instructions which
serves to hinder patient’s understanding of instructions. Providing a detailed transition record at
the time of discharge aligns with clinical guidelines from: American College of Physicians,
Society of General Internal Medicine, Society of Hospital Medicine, American Geriatrics Society,
American College of Emergency Physicians, Society of Academic Emergency Medicine, and the
Joint Commission on Accreditation of Healthcare Organizations.
DENOMINATOR
All patients, regardless of age, discharged from an emergency department (ED) to ambulatory
care (home/self care) or home health care
Administrative Claims Specification: Identify patients discharged from inpatient facility
using the following‐
UB‐04 (Form Locator 4 ‐ Type of Bill):
• 0131 (Hospital, Outpatient, Admit through Discharge Claim)
AND
UB‐04 (Form Locator 42 ‐ Revenue Code):
• 0450 ‐ Emergency Room
AND
UB‐04 (Form Locator 17 ‐ Discharge Status):
• 01 ‐ Discharged to home care or self care (routine discharge)
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•

06 ‐ Discharged/transferred to home under care of organized home health service org. in
anticipation of covered skilled care

NUMERATOR
Patients or their caregiver(s) who received a transition record at the time of emergency
department (ED) discharge including, at a minimum, all of the following elements:
• Major procedures and tests performed during ED visit, AND
• Principal diagnosis at discharge OR chief complaint, AND
• Patient instructions, AND
• Plan for follow‐up care (OR statement that none required), including primary physician,
other health care professional, or site designated for follow‐up care, AND
• List of new medications and changes to continued medications that patient should take
after ED discharge, with quantity prescribed and/or dispensed (OR intended duration)
and instructions for each
Numerator Element Definitions:
• Transition record (for ED discharges): a core, standardized set of data elements related to
patient’s diagnosis, treatment, and care plan that is discussed with and provided to
patient in written, printed, or electronic format. Electronic format may be provided only
if acceptable to patient.
• Primary physician or other health care professional designated for follow‐up care: may
be primary care physician (PCP), medical specialist, or other physician or health care
professional. If no physician, other health care professional, or site designated or
available, patient may be provided with information on alternatives for obtaining follow‐
up care
Medical Record Specification: Numerator elements to be identified through medical record
abstraction.
FREQUENCY
Most recent result over the last 12 calendar months from last day of the reporting period.
SCORING
Earned Points = [numerator/denominator] x maximum available points for the measure
5.

IF a patient is discharged from a hospital to home and the transfer form or discharge summary
indicates that a test result is pending, THEN the outpatient medical record should include the
test result within 6 weeks of hospital discharge or indicate that the result was followed up
elsewhere or why the result cannot be obtained. 66
•
•
•

Release date/latest Revision: 2007
Source: Based on RAND (ACOVE) Quality Indicators Measure Set
Link: http://www3.interscience.wiley.com/journal/117995994/abstract

DESCRIPTION
IF a patient is discharged from a hospital to home the transfer form or discharge summary
indicates that a test result is pending, THEN the outpatient medical record should include the test
result within 6 weeks of hospital discharge or indicate that the result was followed up elsewhere
or why the result cannot be obtained.
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DATA SOURCE
Medical record data.
EXPLANATION
Test results clearly have important implications for follow‐up care, and research by RAND
Corporation (the measure developer) shows missed tests and evaluations are common post‐
discharge with default rates of 8% and 12% respectively. The same research also cites the use of
missed test metrics in many performance measures as they may result in adverse events post‐
discharge.
DENOMINATOR SUBSET
A patient is discharged from a hospital to home and the transfer form or discharge summary
indicates that a test result is pending
NUMERATOR
The outpatient medical record includes the test result within 6 weeks of hospital discharge or
indicates that the result was followed up elsewhere or why the result cannot be obtained.
FREQUENCY
Most recent result over the last 12 calendar months from last day of the reporting period
SCORING***
Earned Points = [numerator/denominator] x maximum available points for the measure

***

Measure uses a denominator subset. If sample does not meet minimum of 25 patients for denominator subset, measure is
not scored and the recognition is achieved by physician earning a certain percentage of the remaining points available. 60% or
greater earns level I, 72.5% or greater earns level II, and 85% or greater earns level III.
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COPD Measures
1.

Pharmacotherapy management of COPD exacerbation: percentage of chronic obstructive
pulmonary disease (COPD) exacerbations for members 40 years of age and older who had an
acute inpatient discharge or ED encounter between January 1 to November 30 of the
measurement year and who were dispensed a bronchodilator within 30 days of the event.62
•
•
•

Release date/latest Revision: July 2008
Source: Based on HEDIS® 2009: Healthcare Effectiveness Data and Information Set
Link: http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?ss=1&doc_id=13045

DESCRIPTION
The percentage of COPD exacerbations for patients 40 years of age and older who had an acute
inpatient discharge or ED encounter between January 1–November 30 of the measurement year
and who were dispensed a bronchodilator within 30 days of the event.
DATA SOURCE
Electronic data and/or medical record data
EXPLANATION
The National Heart Lung and Blood Institute (NHLBI) and the World Health Organization
(WHO) state that pharmacologic treatment is used control symptom and exacerbations of COPD
and improve patient health. Also, bronchodilator therapy is important in the management of
COPD symptoms.67 It is anticipated that clinicians who provide services for the primary
management of COPD will submit this measure.
DENOMINATOR SUBSET
Patients 40 years or older as of January 1 of the measurement year who had a COPD exacerbation
as indicated by an acute inpatient discharge or ED encounter with a principal diagnosis of COPD.
Follow the steps below to identify the eligible population.
Step 1 Identify all patients who during the Intake Period had an acute inpatient discharge
or an ED visit (Table b) with a primary diagnosis of COPD (Table A). Use Table B to
identify ED visits and acute inpatient discharges.
Table A
Description
Chronic Bronchitis
Emphysema
COPD

ICD‐9 CM Diagnosis
491
492
496

Table B. Codes Identifying Visit Type
Visit Type
CPT
UB Revenue
Acute Inpatient
010x, 0110‐0114, 0119, 0120‐0124, 0129,
0130‐0134, 0139, 0140‐0144, 0149, 0150‐
0154, 0159, 016x, 020x‐022x, 072x, 0987
ED Visit
99281‐
045x, 0981
99285
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Step 2 Determine all COPD Episode Dates. For each patient identified in step 1, identify
all acute inpatient discharges and ED visits. For ED visits that lead to an acute inpatient
stay with a primary diagnosis of COPD (identified in Step 1), exclude the ED visit and
include only the inpatient stay.
Step 3 Test for transfers. Exclude Episode Dates on which the patient was transferred
directly to an acute or nonacute care facility for any diagnosis.
Step 4 Test for readmission. Exclude inpatient ED Episode Dates on which the patient
was readmitted to an acute or nonacute care facility for any diagnosis on or seven days
after discharge.
Step 5 Calculate patient inclusion criteria
NUMERATOR
Electronic Collection: Dispensed prescription for a bronchodilator (Table D) on or 30 days after
the Episode Date. The user organization may count bronchodilators that are active on the
Episode Date.
Table D
Description
Anticholinergic agents

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Beta 2‐agonists

Methylxanthines

Prescription
albuterol‐ipratropium
ipratropium
tiotropium
albuterol
arformoterol
budesonide‐formoterol
epinephrine
fluticasone‐salmeterol
formoterol
levalbuterol
metaproterenol
pirbuterol
salmeterol
aminophylline
dyphylline
dyphylline‐guaifenesin
guaifenesin‐theophylline
potassium iodide‐theophylline
theophylline

OR
Medical Record Collection: Patients who received an ambulatory prescription for a
bronchodilator on or 30 days after the Episode Date. The user organization may count
bronchodilators that are active on the Episode Date.
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FREQUENCY
An 11‐month period that begins on January 1 of the measurement year and ends on November 30
of the measurement year. The Intake Period captures eligible episode of treatment.
SCORING†††
Earned Points = [numerator/denominator] x maximum available points for the measure
2.

Pharmacotherapy management of COPD exacerbation: percentage of chronic obstructive
pulmonary disease (COPD) exacerbations for members 40 years of age and older who had an
acute inpatient discharge or ED encounter between January 1 to November 30 of the
measurement year and who were dispensed a systemic corticosteroid within 14 days of the
event.62
•
•
•

Release date/latest Revision: July 2008
Source: Based on HEDIS® 2009: Healthcare Effectiveness Data and Information Set
Link: http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?ss=1&doc_id=13044

DESCRIPTION
The percentage of COPD exacerbations for patients 40 years of age and older who had an acute
inpatient discharge or ED encounter between January 1–November 30 of the measurement year
and who were dispensed a systemic corticosteroid within 14 days of the event.
DATA SOURCE
Electronic data and/or medical record data
EXPLANATION
The National Heart Lung and Blood Institute (NHLBI) and the World Health Organization
(WHO) state that treatment with inhaled corticosteroids reduces the frequency of exacerbations
in symptomatic, severe COPD patients with repeated exacerbations.68 It is anticipated that
clinicians who provide services for the primary management of COPD will submit this measure.
DENOMINATOR SUBSET
Patients 40 years or older as of January 1 of the measurement year who had a COPD exacerbation
as indicated by an acute inpatient discharge or ED encounter with a principal diagnosis of COPD.
Follow the steps below to identify the eligible population.
Step 1 Identify all patients who during the Intake Period had an acute inpatient discharge
or an ED visit with a primary diagnosis of COPD (Table A). Use Table B to identify ED
visits and acute inpatient discharges.
Table A
Description
Chronic Bronchitis
Emphysema
COPD

ICD‐9 CM Diagnosis
491
492
496

†††

Measure uses a denominator subset. If sample does not meet minimum of 25 patients for denominator subset, measure is
not scored and the recognition is achieved by physician earning a certain percentage of the remaining points available. 60% or
greater earns level I, 72.5% or greater earns level II, and 85% or greater earns level III.
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Table B. Codes Identifying Visit Type
Visit Type
CPT
UB Revenue
Acute Inpatient
010x, 0110‐0114, 0119, 0120‐0124,
0129, 0130‐0134, 0139, 0140‐0144,
0149, 0150‐0154, 0159, 016x, 020x‐
022x, 072x, 0987
ED Visit
99281‐99285
045x, 0981
Step 2 Determine all COPD Episode Dates. For each patient identified in step 1, identify
all acute inpatient discharges and ED visits. For ED visits that lead to an acute inpatient
stay with a primary diagnosis of COPD (identified in Step 1), exclude the ED visit and
include only the inpatient stay.
Step 3 Test for transfers. Exclude Episode Dates on which the patient was transferred
directly to an acute or nonacute care facility for any diagnosis.
Step 4 Test for readmission. Exclude inpatient ED Episode Dates on which the patient
was readmitted to an acute or nonacute care facility for any diagnosis on or seven days
after discharge.
Step 5 Calculate patient inclusion criteria
NUMERATOR
Electronic Collection: Patient was dispensed prescription for systemic corticosteroid (Table C) on
or within 14 days after the Episode Date. The user organization may count systemic
corticosteroids that are active on the Episode Date.
Table C
Description
Glucocorticoids

Prescription
•

•
•
•
•
•

•

betamethasone
dexamethasone
hydrocortisone
methylprednisolone
prednisolone
prednisone
triamcinolone

OR
Medical Record Collection: Patients who received an ambulatory prescription for a
systemic corticosteroid on or 14 days after the Episode Date. The user organization may
count systemic corticosteroids that are active on the Episode Date.
FREQUENCY
An 11‐month period that begins on January 1 of the measurement year and ends on November 30
of the measurement year. The Intake Period captures eligible episode of treatment.
SCORING‡‡‡
Earned Points = [numerator/denominator] x maximum available points for the measure
‡‡‡ Measure uses a denominator subset. If sample does not meet minimum of 25 patients for denominator subset, measure is
not scored and the recognition is achieved by physician earning a certain percentage of the remaining points available. 60% or
greater earns level I, 72.5% or greater earns level II, and 85% or greater earns level III.
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3.

30‐day readmission rate following hospitalization: COPD
•
•
•

Release date/latest Revision: October 2009
Source: Based on CMS 30‐day readmission rate measures
Link:
http://www.hospitalcompare.hhs.gov/Hospital/Static/InformationforProfessionals_tabset.a
sp?activeTab=2&Language=English&version=

DESCRIPTION
This measure is used to assess hospital‐specific 30‐day all‐cause readmission rate following
hospitalization for COPD patients.60
DATA SOURCE
Administrative claims data, rather than medical record data, are used to predict 30‐day
readmission. Using administrative data makes it possible to calculate readmission without
having to do chart reviews or requiring providers to report additional data. Research conducted
when the measures were being developed demonstrated that the administrative claims‐based
models perform well in predicting readmission compared with models based on chart reviews. 69
EXPLANATION
Readmission rates can provide important additional information about quality of care that is
currently not captured by the process and mortality measures and is currently unavailable to
providers. Variation in readmission, after adjusting for case mix, may reflect differences in
providersʹ general environments (such as coordination of care, patient safety policies, and
staffing) or variation in care processes not measured in the current core measure set. Outcome
measures can focus attention on a broader set of healthcare activities that affect patientsʹ well
being. Moreover, improving outcomes is the ultimate goal of quality improvement, and thus the
inclusion of outcomes measures assists in attaining improvement goals.
Readmission of patients who were recently discharged after hospitalization represents an
important, expensive, and often preventable adverse outcome. The risk of readmission can be
modified by the quality and type of care provided to these patients. Improving readmission rates
is the joint responsibility of hospitals and clinicians. This measure is also responsive to the recent
call by the Medicare Payment Advisory Commission (MedPAC) to develop readmission
measures.60
DENOMINATOR§§§
Admissions for beneficiaries with principle diagnosis of COPD and a complete claims history for
12 months prior to admission. 60

§§§

Concurrent with existing BTE clinical outcomes measures, this measure is presented without risk‐adjustment. However, as
an outcome measure, risk‐adjustment may be desirable to hedge against characteristics of patient mix a physician may feel
gives them an inherent disadvantage. If a participating physician feels their population warrants risk‐adjustment and so desires,
they may submit risk‐adjusted data as determined by an external performance assessment organization (PAO) based on
generally accepted methodologies. See CMS’ hospital 30‐day readmission rate measure as one example of risk‐adjustment:
http://www.hospitalcompare.hhs.gov/Hospital/Static/InformationforProfessionals_tabset.asp?activeTab=2&Language=English
&version=+&subTab=8#POC5.
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Use (Table A) to identify all patients with a primary diagnosis of COPD. Use Table B to
identify ED visits and acute inpatient discharges.62
Table A
Description
Chronic Bronchitis
Emphysema
COPD

ICD‐9 CM Diagnosis
491
492
496

Table B. Codes Identifying Visit Type
Visit Type
CPT
UB Revenue
Acute Inpatient
010x, 0110‐0114, 0119, 0120‐0124, 0129,
0130‐0134, 0139, 0140‐0144, 0149, 0150‐
0154, 0159, 016x, 020x‐022x, 072x, 0987
ED Visit
99281‐
045x, 0981
99285

Excluded Admissions: Admissions are excluded if they meet any of the following criteria:


Admissions for patients with an in‐hospital death are excluded because they are not
eligible for readmission.



Admissions for patients subsequently transferred to another acute care facility are
excluded because we are focusing on discharges to non‐acute care settings.



Admissions for patients who are discharged against medical advice (AMA) are
excluded because providers did not have the opportunity to deliver full care and
prepare the patient for discharge.



Admissions for patients without at least 30 days post‐discharge enrollment in plan
are excluded because the 30‐day readmission outcome cannot be assessed in this
group.70

NUMERATOR
Number of 30‐day readmissions for patients at that provider.
FREQUENCY
Most recent result over the last 12 calendar months from last day of the reporting period.
SCORING: See Table 5 for percentile rates.
(75th percentile rate – observed rate)
(75th percentile rate – 10th percentile rate)

X available points = points earned

For example, a physician who has a readmission rate of 21.35% will earn:
(.251 – .2135)
(.251 – .176)

X 40pts = 20 earned points
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Disclaimer
Measures specifications seen here are adaptations of original specification language used by
measure developers (cited as such). Where appropriate, slight adjustments in descriptive
language have been made for application to a commercially insured population and physicians
in an outpatient setting. The original clinical intent of the measures have been left unchanged
with regards to performance indicators. See citations for measure specification in their original
form as developed by measure IP owners.
Similarly, we note potential inapplicability of some claims codes (e.g. UB revenue codes) for use
by a primary care physician. Program sponsors should feel free to customize many aspects of
this blueprint as they see fit, including methodology used to attribute administrative data to
build sample sets for the numerator or denominator of each measure.

44

Appendix D: Bibliography
1

The Medicare Quality Improvement Community. MedQIC – Care Transitions.
http://www.qualitynet.org/dcs/ContentServer?cid=1181668673046&pagename=Medqic%2FContent%2FParentSh
ellTemplate&parentName=Topic&c=MQParents. (n.d.). Accessed December 18, 2009.
2

Committee on Quality of Health Care in America, Institute of Medicine. Crossing the Quality Chasm: A New Health
System for the 21st Century. Washington, DC: National Academy Press; 2001:337pp.
http://www.nap.edu/openbook.php?isbn=0309072808. Accessed May 26, 2010.
3

Kohn LT, Corrigan JM, and Donaldson MS. Committee on Quality of Health Care in America, Institute of Medicine.
To Err Is Human: Building a Safer Health System. Washington, DC: National Academy Press; 2000:312pp.
http://books.nap.edu/openbook.php?record_id=9728&page=R1. Accessed May 26, 2010.
4

The Commonwealth Fund. Why Not the Best? Results from the National Scorecard on U.S. Health System
Performance, 2008. http://www.commonwealthfund.org/publications/publications_show.htm?doc_id=692682.
Published July 17, 2008. Accessed May 26, 2010.
5

McGlynn, et al. The Quality of Health Care Delivered to Adults in the United States. N Engl J Med. 2003;348:2635‐
2645. http://content.nejm.org/cgi/content/short/348/26/2635. Accessed May 26, 2010.
6

The Medicare Quality Improvement Community. MedQIC – Care Transitions.
http://www.qualitynet.org/dcs/ContentServer?cid=1181668673046&pagename=Medqic%2FContent%2FParentSh
ellTemplate&parentName=Topic&c=MQParents. (n.d.). Accessed December 18, 2009.
7

Institute for Healthcare Improvement. How‐To Guide: Creating an Ideal Transition Home for Patients with Heart
Failure. http://www.ihi.org/NR/rdonlyres/8F0551D1‐DCD7‐4EE7‐BEE0‐
7C0DFBB5F6AB/5867/TransitionsHome_HowtoGuide_Final102207.pdf. Published October 2007. Accessed
February 5, 2009.
8

Bodenheimer, T. Coordinating Care – A Perilous Journey Through the Health Care System. N Engl J Med. 2008;
358(10): 1064‐71. http://content.nejm.org/cgi/content/extract/358/10/1064. Accessed on December 16, 2009.
9

Forster, A. et al. A The Incidence and Severity of Adverse Events Affecting Patients after discharge from the
hospital. Ann Intern Med. 2003; 138:161‐167. http://www.annals.org/content/138/3/161.full.pdf+html. Accessed
on December 16, 2009.
10

Kwan, Y et al. Pharmacist Medication Assessments in a Surgical Preadmission Clinic. Arch Intern Med.
2007;167(10):1034‐1040. http://archinte.ama‐assn.org/cgi/reprint/167/10/1034. Accessed on February 26, 2010.
11

The Commonwealth Fund. Why Not the Best: Results from a National Scorecard on U.S. Health System
Performance. http://www.commonwealthfund.org/Content/Publications/Fund‐Reports/2006/Sep/Why‐Not‐the‐
Best‐‐Results‐from‐a‐National‐Scorecard‐on‐U‐S‐‐Health‐System‐Performance.aspx. Published September 20,
2006, Accessed May 18, 2010.
12

The Commonwealth Fund. The 2008 Commonwealth Fund International Health Policy Survey.
http://www.commonwealthfund.org/Content/Surveys/2008/2008‐Commonwealth‐Fund‐International‐Health‐
Policy‐Survey‐of‐Sicker‐Adults.aspx. Published 2008. Accessed on March 9, 2010.
13

The Commonwealth Fund. AIMING HIGHER: Results from a State Scorecard on Health System Performance.
http://www.commonwealthfund.org/Content/Publications/Fund‐Reports/2009/Oct/2009‐State‐Scorecard.aspx.
Published October 8, 2009. Accessed on March 9, 2010.

45

14

Arbaje, A. Measures to Rate the Quality of Care Transitions and Impact Re‐Admissions: Lessons from Research.
In: Presentations from The World Health Care Congress Leadership Summit on Hospital Readmission: Best Practices
for Implementing Transitions of Care Models. January 28‐29, 2010; Washington, DC: World Congress.
http://www.worldcongress.com/. Accessed on February 9, 2010.
15

Kripalani S, et al. Deficits in Communication and Information Transfer Between Hospital‐Based and Primary Care
Physicians. Journal of the American Medical Association. 2007; 297 (8):831‐841. http://jama.ama‐
assn.org/cgi/content/full/297/8/831. Accessed on May 18, 2010.
16

Williams MV, Davis T, Parker RM, et al. The role of health literacy in patient‐physician communication. Fam
Med. 2002; 34:383‐389. http://www.stfm.org/fmhub/fm2002/may02/cwsp3.pdf. Accessed on February 11, 2010.
17

Medicare Payment Advisory Commission. Report to Congress: Promoting Greater Efficiency in Medicare.
http://www.medpac.gov/documents/Jun07_entirereport.pdf. Published June 2007. Accessed on March 3, 2010.
18

Medicare Payment Advisory Commission. Report to Congress: Promoting Greater Efficiency in Medicare.
http://www.medpac.gov/documents/Jun07_entirereport.pdf. Published June 2007. Accessed on March 3, 2010.
19

National Committee for Quality Assurance. The State of Healthcare Quality: Industry Trends and Analysis.
http://www.ncqa.org/Portals/0/Publications/Resource%20Library/SOHC/SOHC_2004.pdf. Published 2004.
Accessed on March 3, 2010.
20

Celli, et al. Standards for the diagnosis and treatment of patients with COPD: a summary of the ATS/ERS position
paper. Eur Respir J. 2004; 23:932‐946. http://erj.ersjournals.com/cgi/content/full/23/6/932. Accessed September
11, 2009.
21

Mayo Clinic. COPD: Symptoms. http://www.mayoclinic.com/health/copd/DS00916/DSECTION=symptoms.
Updated June 23, 2009. Accessed May 22, 2008.
22

American Lung Association. Chronic Obstructive Pulmonary Disease (COPD) Fact Sheet.
http://www.lungusa.org/site/apps/nlnet/content3.aspx?c=dvLUK9O0E&b=2058829&content_id={EE451F66‐996B‐
4C23‐874D‐BF66586196FF}&notoc=1. Updated June 2009. Accessed September 11, 2009.
23

Mayo Clinic. COPD: Risk Factors. http://www.mayoclinic.com/health/copd/DS00916/DSECTION=risk‐factors.
Updated June 23, 2009. Accessed May 22, 2008.

24

Mannino DM, et al.; Centers for Disease Control and Prevention. Chronic Obstructive Pulmonary Disease
Surveillance ‐ United States, 1971‐2000. http://www.cdc.gov/MMWR/preview/mmwrhtml/ss5106a1.htm.
Updated August 2, 2002. Accessed September 23, 2008.
25

National Institute of Diabetes and Digestive and Kidney Diseases. National Diabetes Statistics, 2007.
http://diabetes.niddk.nih.gov/dm/pubs/statistics/#allages. Published June 2008. Accessed September 23, 2008.
26

Heron et al. Deaths: Final Data for 2006. National Vital Statistics Reports; Vol 57 no 14. Hyattsville, MD:National
Center for Health Statistics. http://www.cdc.gov/NCHS/data/nvsr/nvsr57/nvsr57_14.pdf. Published April 27, 2009.
Accessed June 8, 2010.
27

Jemal A, Ward E, Hao Y, Thun M. Trends in the Leading Causes of Death in the United States, 1970‐2002. JAMA.
2005;294(10): 1255‐1259. http://jama.ama‐assn.org/cgi/reprint/294/10/1255.pdf. Accessed October 23, 2008.

46

28

American Lung Association. TRENDS IN COPD (CHRONIC BRONCHITIS AND EMPHYSEMA): MORBIDITY AND
MORTALITY. http://www.lungusa.org/atf/cf/%7B7a8d42c2‐fcca‐4604‐8ade‐7f5d5e762256%7D/COPD_DEC07.PDF.
Updated December 2007. Accessed May 27, 2008.
29

Jencks, S., Williams, M. and Coleman, E. Rehospitalizations among Patients in the Medicare Fee‐for‐Service
Program. N Engl J Med. 2009; 360: 1418‐28. http://content.nejm.org/cgi/reprint/360/14/1418.pdf. Accessed on
March 9, 2010.
30

American Lung Association. TRENDS IN COPD (CHRONIC BRONCHITIS AND EMPHYSEMA): MORBIDITY AND
MORTALITY. http://www.lungusa.org/atf/cf/%7B7a8d42c2‐fcca‐4604‐8ade‐7f5d5e762256%7D/COPD_DEC07.PDF.
Updated December 2007. Accessed May 27, 2008.
31

Nordyke, B. & Shah, H. COPD: Consequences of an Underrecognized Disease. Business and Health. February 14,
2004. http://managedhealthcareexecutive.modernmedicine.com/mhe/Disease+Management/COPD‐
Consequences‐of‐an‐Underrecognized‐Disease/ArticleStandard/Article/detail/134306. Accessed September 15,
2009.
32

Kraczkowsky, K.; National Business Group on Health. Issue Brief: Preventing Chronic Disease in the United States
and Abroad. http://www.businessgrouphealth.org/pdfs/preventing_chronic_disease_issue_brief.pdf Published
December 2006. Accessed September 15, 2009.
33

Von Waldraven et al. Effect of Discharge Summary Availability During Post‐Discharge Visits on Hospital
Readmission. J of Gen Intern Med. 2002; 17(3):186‐192. http://www3.interscience.wiley.com/cgi‐
bin/fulltext/120132660/PDFSTART. Accessed May 28, 2010.
34

The National Quality Form. NQF‐Endorsed Definition and Framework For Measuring Care Coordination.

http://www.cfmc.org/caretransitions/files/NQFendorsedAr%20Care%20Coordination%20Definition%20
&%20Fram%20ework%20(2006).pdf Published 2006. Accessed on April 27, 2010.
35

Jack, B. et al. A Reengineered Hospital Discharge Program to Decrease Rehospitalization. Ann Intern Med. 2009;
150: 178‐187. http://www.annals.org/content/150/3/178.full. Accessed on December 16, 2009.
36

Daly, et al. Trial of a disease management program to reduce hospital readmissions of the chronically critically ill.
Chest. 2005; 128(2):507‐517. http://chestjournal.chestpubs.org/content/128/2/507.long. Accessed on January 29,
2010.
37

Jiang, J., Russo, A., Barrett, M.; Agency for Healthcare Research and Quality. Healthcare Cost and Utilization
Project Statistical Brief #72: Nationwide Frequency and Costs of Potentially Preventable Hospitalizations, 2006.
http://www.hcup‐us.ahrq.gov/reports/statbriefs/sb72.pdf. Published April 2009. Accessed May 19, 2010.
38

Bodenheimer, T. Coordinating Care – A Perilous Journey Through the Health Care System. N Engl J Med. 2008;
358(10): 1064‐71. http://content.nejm.org/cgi/content/extract/358/10/1064. Accessed on December 16, 2009.
39

Osman et al. Quality of life and hospital readmission in patients with chronic obstructive pulmonary disease.
Thorax. 1997;52:67‐71. http://thorax.bmj.com/content/52/1/67.full.pdf. Accessed May 11, 2010.
40

Bourbeau et al. Reduction of Hospital Utilization in Patients With Chronic Obstructive Pulmonary Disease. Arch
intern Med. 2003;163(5):585‐91. http://archinte.ama‐assn.org/cgi/reprint/163/5/585. Accessed April 11, 2008.

47

41

de Brantes F, Rosenthal MB, Painter M. Building a bridge from fragmentation to accountability ‐‐ the
Prometheus Payment model. N Engl J Med. September 2009; 361:1033‐1036.
http://content.nejm.org/cgi/reprint/361/11/1033.pdf?ijkey=fd1affae7d00de5a7a7ca232959bfc45bca701bf
Accessed May 18, 2010.
42

Dudley, RA and Rosenthal, MB. Pay for Performance: A Decision Guide for Purchasers. Rockville, MD: Agency for
Healthcare Research and Quality. Publication No. 06‐0047. http://www.ahrq.gov/qual/p4pguide.pdf Published
April 2006. Accessed May 18, 2010.
43

Med‐Vantage; The Leapfrog Group. 2006 National Pay for Performance Study Results.
http://www.medvantage.com/Pdf/National%20List%20of%2020062007P4PProgramswithEnrollment123107.pdf
Published 2007. Accessed May 20, 2010.
44

Bridges to Excellence. Bridges to Excellence Programs.
http://bridgestoexcellence.org/Content/ContentDisplay.aspx?ContentID=4. Accessed May 18, 2010.
45

Felt‐Lisk S et al. The Centers for Medicare & Medicaid Services. Using Payment Incentives to Improve Care for
the Chronically Ill in Medicare: First Year Implementation of the Medicare Care Management Performance
Demonstration.. http://www.cms.gov/Reports/Downloads/Felt‐Lisk_2009.pdf. Published March 2009. Published
March 4, 2009. Accessed May 18, 2010.
46

American Academy of Family Physicians, American Academy of Pediatrics, American College of Physicians, and
American Osteopathic Association. Joint Principles of the Patient‐Centered Medical Home.
http://www.aafp.org/online/etc/medialib/aafp_org/documents/policy/fed/jointprinciplespcmh0207.Par.0001.File.
dat/022107medicalhome.pdf Published February 2007. Accessed June 2, 2010.
47

U.S. Department of Health & Human Services. Fact Sheet: Medicare‐Medicaid Advanced Primary Care
Demonstration Initiative. HealthReform.Gov. http://healthreform.gov/newsroom/factsheet/medicalhomes.html
Accessed May 24, 2010.
48

American Academy of Family Physicians, American Academy of Pediatrics, American College of Physicians, and
American Osteopathic Association. Joint Principles of the Patient‐Centered Medical Home.
http://www.aafp.org/online/etc/medialib/aafp_org/documents/policy/fed/jointprinciplespcmh0207.Par.0001.File.
dat/022107medicalhome.pdf Published February 2007. Accessed June 2, 2010.
49

Center for Healthcare Quality & Payment Reform. Transitioning to Episode‐Based Payment.
http://www.chqpr.org/downloads/TransitioningtoEpisodes.pdf. Accessed June 14, 2010.
50

Integrated Healthcare Association. IHA Launches Episode of Care Payment Project.
http://www.iha.org/pdfs_documents/news_events/04_26_10_BundledEpisodePaymentPressRelease.pdf.
Published April 26, 2010. Accessed June 14, 2010.
51

Cys, J. Accountable care organizations: A new idea for managing Medicare. American Medical News. Published
August 31, 2009. http://www.ama‐assn.org/amednews/2009/08/31/gvsa0831.htm. Accessed June 14, 2010.
52

Norman, J; The Commonwealth Fund. MEDPAC Probes Effectiveness of Accountable Care Organizations.
Washington Health Policy Week in Review.
http://www.commonwealthfund.org/Content/Newsletters/Washington‐Health‐Policy‐in‐Review/2009/Apr/April‐
20‐2009/MEDPAC‐Probes‐Effectiveness‐of‐Accountable‐Care‐Organizations.aspx. Published April 20, 2009.
Accessed June 14, 2010.

48

53

Consumer‐Purchaser Disclosure Project. Changing Delivery & Changing Care: Summary of the Delivery and
Payment Reform Elements of the Patient Protection and Affordable Care Act of 2010.
http://www.healthcaredisclosure.org/docs/files/Disclosure_PPACA_SummaryDeliveryPaymentReform.pdf.
Published April 5. 2010. Accessed June 21, 2010.
54

Agency for Healthcare Quality Research. National Quality Measures Clearinghouse Website.
http://www.qualitymeasures.ahrq.gov/. Updated April 12, 2010. Accessed April 13, 2010.
55

Jiang, J., Russo, A., Barrett, M.; Agency for Healthcare Research and Quality. Healthcare Cost and Utilization
Project Statistical Brief #72: Nationwide Frequency and Costs of Potentially Preventable Hospitalizations, 2006.
http://www.hcup‐us.ahrq.gov/reports/statbriefs/sb72.pdf. Published April 2009. Accessed May 19, 2010.
56

Bodenheimer, T. Coordinating Care – A Perilous Journey Through the Health Care System. N Engl J Med. 2008;
358(10): 1064‐71. http://content.nejm.org/cgi/content/extract/358/10/1064. Accessed on December 16, 2009.
57

Coleman, E. Falling Through the Cracks: Challenges and Opportunities for Improving Transitional Care for
Persons with Continuous Complex Care Needs. J Am Geriatr Soc. 2003; 51:549‐555.
http://www.caretransitions.org/documents/Falling%20through%20the%20cracks%20‐%20JAGS.pdf. Accessed May
24, 2010.
58

Bourbeau et al. Reduction of Hospital Utilization in Patients With Chronic Obstructive Pulmonary Disease. Arch
Intern Med. 2003; 163(5):585‐91. http://archinte.ama‐assn.org/cgi/reprint/163/5/585. Accessed April 11, 2008.
59

Jiang, J., Russo, A., Barrett, M.; Agency for Healthcare Research and Quality. Healthcare Cost and Utilization
Project Statistical Brief #72: Nationwide Frequency and Costs of Potentially Preventable Hospitalizations, 2006.
http://www.hcup‐us.ahrq.gov/reports/statbriefs/sb72.pdf. Published April 2009. Accessed May 19, 2010.
60

Agency for Healthcare Research and Quality. Acute myocardial infarction (AMI): thirty‐day all‐cause risk
standardized readmission rate. National Quality Measures Clearinghouse Website.
http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?ss=1&doc_id=14749. Updated April 12, 2010.
Accessed April 13, 2010.
61

Centers for Medicare and Medicaid Services. Hospital Information for Professionals: Hospital Outcome of Care
Measures.http://www.hospitalcompare.hhs.gov/Hospital/Static/InformationforProfessionals_tabset.asp?activeTa
b=2&Language=English&version=+&subTab=5#POC3. Updated February 24, 2010. Accessed April 13, 2010, 2008.
62

National Committee for Quality Assurance. HEDIS 2009 Technical Specifications for Physician Measurement.
http://www.ncqa.org/tabid/784/Default.aspx. Published October 2008. Accessed April 21, 2010.
63

Agency for Healthcare Research and Quality. Medication Reconciliation Post Discharge. National Quality
Measures Clearinghouse Website. http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?doc_id=13078.
Updated April 12, 2010. Accessed April 13, 2010.
64
Agency for Healthcare Research and Quality. Medication Reconciliation Post Discharge. National Quality
Measures Clearinghouse Website. http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?doc_id=14974.
Updated April 12, 2010. Accessed April 13, 2010.
65
American Medical Association. Care Transitions Performance Measure Set. p. 30‐40. http://www.ama‐
assn.org/ama1/pub/upload/mm/370/care‐transitions‐ms.pdf. Published June 2009. Accessed April 14, 2010.
66

Wenger N, Young T. Quality Indicators for Continuity and Coordination of Care in Vulnerable Elders. J Am Geriatr
Soc. 2007; 55(S2):s285‐2292. http://www3.interscience.wiley.com/journal/117995994/abstract. Accessed
February 25, 2010.

49

53

Consumer‐Purchaser Disclosure Project. Changing Delivery & Changing Care: Summary of the Delivery and
Payment Reform Elements of the Patient Protection and Affordable Care Act of 2010.
http://www.healthcaredisclosure.org/docs/files/Disclosure_PPACA_SummaryDeliveryPaymentReform.pdf.
Published April 5. 2010. Accessed June 21, 2010.

54

Agency for Healthcare Quality Research. National Quality Measures Clearinghouse Website.
http://www.qualitymeasures.ahrq.gov/. Updated April 12, 2010. Accessed April 13, 2010.

55

Jiang, J., Russo, A., Barrett, M.; Agency for Healthcare Research and Quality. Healthcare Cost and Utilization
Project Statistical Brief #72: Nationwide Frequency and Costs of Potentially Preventable Hospitalizations, 2006.
http://www.hcup‐us.ahrq.gov/reports/statbriefs/sb72.pdf. Published April 2009. Accessed May 19, 2010.

56

Bodenheimer, T. Coordinating Care – A Perilous Journey Through the Health Care System. N Engl J Med. 2008;
358(10): 1064‐71. http://content.nejm.org/cgi/content/extract/358/10/1064. Accessed on December 16, 2009.

57

Coleman, E. Falling Through the Cracks: Challenges and Opportunities for Improving Transitional Care for
Persons with Continuous Complex Care Needs. J Am Geriatr Soc. 2003; 51:549‐555.
http://www.caretransitions.org/documents/Falling%20through%20the%20cracks%20‐%20JAGS.pdf. Accessed May
24, 2010.

67

Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global Strategy for the Diagnosis, Management
and Prevention of COPD. p. 1‐108. http://www.goldcopd.org/Guidelineitem.asp?l1=2&l2=1&intId=2003. Updated
2008. Accessed April 21, 2010.

68

Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global Strategy for the Diagnosis, Management
and Prevention of COPD. p. 1‐108. http://www.goldcopd.org/Guidelineitem.asp?l1=2&l2=1&intId=2003. Updated
2009. Accessed April 21, 2010.

69

Centers for Medicare and Medicaid Services. Hospital Information for Professionals: Hospital Outcome of Care
Measures.
http://www.hospitalcompare.hhs.gov/Hospital/Static/InformationforProfessionals_tabset.asp?activeTab=2&Langu
age=English&version=+&subTab=5#POC3. Updated February 24, 2010. Accessed April 13, 2010, 2008.
70

Agency for Healthcare Research and Quality. Acute myocardial infarction (AMI): thirty‐day all‐cause risk
standardized readmission rate. National Quality Measures Clearinghouse Website.
http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?ss=1&doc_id=14749. Updated April 12, 2010.
Accessed April 13, 2010.

58

Bourbeau et al. Reduction of Hospital Utilization in Patients With Chronic Obstructive Pulmonary Disease. Arch
Intern Med. 2003; 163(5):585‐91. http://archinte.ama‐assn.org/cgi/reprint/163/5/585. Accessed April 11, 2008.

59

Jiang, J., Russo, A., Barrett, M.; Agency for Healthcare Research and Quality. Healthcare Cost and Utilization
Project Statistical Brief #72: Nationwide Frequency and Costs of Potentially Preventable Hospitalizations, 2006.
http://www.hcup‐us.ahrq.gov/reports/statbriefs/sb72.pdf. Published April 2009. Accessed May 19, 2010.

60

Agency for Healthcare Research and Quality. Acute myocardial infarction (AMI): thirty‐day all‐cause risk
standardized readmission rate. National Quality Measures Clearinghouse Website.
http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?ss=1&doc_id=14749. Updated April 12, 2010.
Accessed April 13, 2010.

61

Centers for Medicare and Medicaid Services. Hospital Information for Professionals: Hospital Outcome of Care
Measures.http://www.hospitalcompare.hhs.gov/Hospital/Static/InformationforProfessionals_tabset.asp?activeTa
b=2&Language=English&version=+&subTab=5#POC3. Updated February 24, 2010. Accessed April 13, 2010, 2008.
62

National Committee for Quality Assurance. HEDIS 2009 Technical Specifications for Physician Measurement.
http://www.ncqa.org/tabid/784/Default.aspx. Published October 2008. Accessed April 21, 2010.

63

Agency for Healthcare Research and Quality. Medication Reconciliation Post Discharge. National Quality
Measures Clearinghouse Website. http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?doc_id=13078.
Updated April 12, 2010. Accessed April 13, 2010.
64
Agency for Healthcare Research and Quality. Medication Reconciliation Post Discharge. National Quality
Measures Clearinghouse Website. http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?doc_id=14974.
Updated April 12, 2010. Accessed April 13, 2010.
65
American Medical Association. Care Transitions Performance Measure Set. p. 30‐40. http://www.ama‐
assn.org/ama1/pub/upload/mm/370/care‐transitions‐ms.pdf. Published June 2009. Accessed April 14, 2010.

COPD81752MHC

66

Wenger N, Young T. Quality Indicators for Continuity and Coordination of Care in Vulnerable Elders. J Am Geriatr
Soc. 2007; 55(S2):s285‐2292. http://www3.interscience.wiley.com/journal/117995994/abstract. Accessed
February 25, 2010.

49

50

White Paper
67

Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global Strategy for the Diagnosis, Management
and Prevention of COPD. p. 1‐108. http://www.goldcopd.org/Guidelineitem.asp?l1=2&l2=1&intId=2003. Updated
2008. Accessed April 21, 2010.

68

A Re‐engineered Delivery Model for
Transitions of Care:
Addressing Evolving Market Trends

Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global Strategy for the Diagnosis, Management
and Prevention of COPD. p. 1‐108. http://www.goldcopd.org/Guidelineitem.asp?l1=2&l2=1&intId=2003. Updated
2009. Accessed April 21, 2010.

69

Centers for Medicare and Medicaid Services. Hospital Information for Professionals: Hospital Outcome of Care
Measures.
http://www.hospitalcompare.hhs.gov/Hospital/Static/InformationforProfessionals_tabset.asp?activeTab=2&Langu
age=English&version=+&subTab=5#POC3. Updated February 24, 2010. Accessed April 13, 2010, 2008.
70

Agency for Healthcare Research and Quality. Acute myocardial infarction (AMI): thirty‐day all‐cause risk
standardized readmission rate. National Quality Measures Clearinghouse Website.
http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?ss=1&doc_id=14749. Updated April 12, 2010.
Accessed April 13, 2010.

Prepared for Boehringer‐Ingelheim by:

D I S CER N
Discern, LLC
1501 Sulgrave Avenue, Suite 302
Baltimore, Maryland 21209
(410)542‐4470
www.discernconsulting.com

COPD81752MHC

