Text for Health Affairs Article
Government “awards” for behavior intended to promote higher quality of care is a common theme of PPACA/ACA.  These “awards” to physicians include the “e-prescribing” (eRx) incentive for electronic prescription, the Physician Quality Reporting Initiative (PQRI) for selected behaviors, and the other remaining components of electronic health and medical records.  In each case, the awards are taking place in advance of evidence that the behavior has led to higher quality, and, in some cases, in the face of evidence to the contrary.  

On December 9th, CMS Office of Public Affairs released a report entitled “Medicare Demonstrations Illustrate Benefits in Paying for Quality Health Care.”  The report noted that “Three health care demonstrations” had provided “strong evidence that offering providers financial incentives for improving patient care increases quality of care and can reduce the growth in Medicare expenditures.”

CMS Administrator Donald Berwick, MD, who previously headed an organization that announced it had saved 100,000 lives, noted that these reports were “good news for all Americans with Medicare.”  

In December, the laudatory remarks before the Hospital Quality Incentive Demonstration (HQID), the Physician Group Practice (PGP), and the Medical Care Management Performance (MCMP) projects, demonstrations available to smaller groups, not part of the electronic prescribing, etc., available for general groups………
With regard to physician activity, CMS reported that all ten of the physician groups participating in the PGP demonstration achieved benchmark performances in at least 29 of 32 measures reported in the fourth year of the demonstration.  This included ten heart failure, seven coronary artery, ten diabetes, two cancer screening and three hypertension measures, for a total possible of 32.  The physician groups received payments totaling $32 million as part of their share of the $39 million of “savings generated for the Medicare Trust Fund in performance year four.”  In the smaller physician practice category, some 500 smaller and solo physician practices received $9.5 million for success in the promotion of record technology in the management of chronic conditions.  

Finally, the HQID program, now seven years old, awarded $12 million in the fifth year of its activities for “top performance,” part of a total of $48 million awarded.  

In smaller type on the second of two pages of the text, this appears: “An independent evaluation suggests that the demonstration contributed to quality incentives.  However, quality also increased substantially for similar hospitals that were not participating in the demonstration, but had reported quality information on Hospital Compare.  Only a small portion (10% - 17%) of the increase in quality for hospitals that did participate in the demonstration can be attributed to the pay for performance incentives.”

Hospitals that received incentive payments “raise their quality score” by an average of 18.3 percentage points over five years, but the hospitals that did not meet their benchmarks and did not receive incentive payments also “improved their average quality score by 18 percentage points.”  No similar caveat appeared for the performance of large group practices or solo practices whose quality could be measured, presumably because “Hospital Compare” can show this information for hospitals.  
What do we learn from this report?  First, we learn that the organization sponsoring these incentives report success.  Second, we learn that the success takes place, to the extent measurable, irrespective of the incentive payments.  We know that the Medicare program is out about $100 million worth of payments - - for these incentive programs alone.  We are assured that $100 million is less than the calculated savings to the Medicare Trust Fund.  And (http://www.cms.gov/DemoProjectsEvalRpts) we know that the reports singled out for this announcement of success are but a small fraction of the five dozen demonstration programs, going back to 1995, currently the subject of online reports from Medicare.  Finally, we know that these reports will be made in the form of news releases, rather than publications in peer reviewed journals.  
The most favorable hypothesis is that which is announced by Dr. Berwick, which is that incentive programs lead to improved compliance with predetermined parameters.  We know less about the relationship between those parameters and what would be perceived by the patient as quality in the care they receive from physicians.  We have a small window of information concerning the extent to which these demonstration projects may, in the end, be the result of a Hawthorne Effect.

Parenthetically, some lessons from the era of management engineering may be helpful.  

The Hawthorne effect is a phrase known, at least to previous generations, for the observation of researchers interested in changing work conditions in the Hawthorne Works plant, a Western Electric factory near Chicago, Illinois.  The researchers concluded that productivity improved simply as the subjects’ response to being studied, not due to specific changes implemented by the researchers.  The term has come to be used to describe short-lived increases in productivity brought on by attention or measurement.
In addition, we know that there is evidence from other organizations concerning the potential adverse consequences of premature adoption of electronic technology.  The Joint Commission, for example, in a document which has appears not to have received significant attention by policy-makers, lays out these problems, sufficiently severe to have resulted in the publication of a “Sentinel Event Alert.”  

We know also that “e-prescribing” had, at least in its early history, reviews in peer reviewed publications which demonstrated the difficulties in premature adoption, necessitating frequent “work-arounds” so that physicians could prescribe the drugs they actually intended for their patients.  [footnote]

CMS has adopted strategies aimed at improving the “quality” of what it measures in health care, or decreasing the “cost,” or both, far in advance of the development of a body of scientific, peer reviewed literature which would support that adoption.  
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