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Embracing Patient Care Data 
Improving Outcomes 

*and*
Your Bottom Line

(or…Using Data & MACRA for Fun & Profit)

Jaan Sidorov MD

Care Centered Collaborative at the
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Using Data for Fun and Profit

Describe the:

• limits of “value‐based” care in the U.S.

• barriers to measuring quality

• role of physician leadership in microsystems

• responses to insurer meddling

• resources required to collect, analyze and act 
on quality measurement 

• impacts of MACRA

First of all…..
Healthcare Value i.e. Outcome/Cost
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1. The “Iron Triangle”

“Two Out of Three”: Access vs. Cost vs. Quality

Why U.S. Healthcare Value Ain’t That Bad

Cost

Quality Access

2. U.S. Cost Trends Are In Line with Global Patterns

Why U.S. Healthcare Value Ain’t That Bad
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3. “Cost Disease” Numerator/Denominator

Why U.S. Healthcare Value Ain’t That Bad

1) Mortality differences below age 50 account for 
two‐thirds of the gap in life expectancy
between American males vs. other countries. 
Among females, the figure is two‐fifths. 

Why U.S. Healthcare Value Ain’t That Bad
4. Social Determinants of Health (or “SDH”)

Contribution Of Cause-Of-Death Categories 
Years Of Life Lost Below Age 50 Between The United States vs. Other Countries. 

Jessica Y. Ho Health Aff 2013;32:459-467

2) The major causes of death responsible for the 
below‐fifty trends unintentional injuries, including
drug overdose, noncommunicable diseases and 
homicide. 

3) In all, this study highlights the importance of
focusing on younger ages and on policies both to 
prevent the major causes of death below age fifty 
and to reduce social inequalities
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But What About Quality?

Impacts can be significant…
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…but are more often modest…

And often don’t reduce costs
21 peer reviewed articles examining the association between integration, cost and quality

Am J Manag Care 2013;19(5):e175‐e184

“The vast majority of studies we reviewed have shown that integrated 
delivery systems have positive effects on quality of care. Few studies linked 
use of an integrated delivery system to lower health service utilization. Only 

one study reported some small cost savings.”

But….higher quality – even if modest can be achieved                   
at the same cost
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3 Minutes

What is the biggest barrier to assessing quality?

Other Barriers?

• Disconnected from the real world…..

• Threats to professional autonomy…

• Tool to penalize bad apples

• Lack of time….

• Lack of money….

• Pursuing quality measures are a function of 
knowledge, persuasion and decision….

• Using insights is a function of attitudes, beliefs 
and values.

Addington: Facilitators and barriers to implementing quality measurement Can Fam Physician 2010;56(12):1322
Schuster M: Measuring the cost of quality measurement.  JAMA 2017;318:1219
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Other Barriers

Process Measures
1. Don’t always lead to desired outcomes

2. Aren’t always captured

3. Rarely are a single link to an outcome

4. Can lead to unintended consequences

Outcome Measures
1. Not always linked to medical care

2. Not always measurable

3. Not risk adjusted

4. Can lead to unintended consequences
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Physician Support for MACRA?
Drew et al: Provider perspectives on APMs. Pop Health Manag Jan. 2017

N=242 with an interest in population health. 
Likert 1 (strongly disagree) ‐ 5 (strongly agree)

Domain Overall Health 
System 
Leader

Physician 
Leader

Non‐
leader 

Physician

P value

… changes in my 
practice/system have 
hindered its ability to 
provide high‐quality care.

3.00 
(1.19)

2.61 
(1.05)

3.16 
(1.26)

3.27 
(1.12)

P<.05

… I feel more professionally 
satisfied.

2.69 
(1.13)

3.11 
(0.89)

2.46 
(1.23)

2.54 
(1.10)

P<.05

… my practice/system has 
hired new staff to manage 
patients effectively

3.41
(1.39)

4.05
(1.14)

3.20
(1.39)

2.83
(1.40)

0.001

Attitudes Toward 
Alternative Payment Models 
(AAPM) Scale

3.05 
(0.52)

3.28 
(0.42)

2.91 
(0.57)

2.95 
(0.47)

0.003

Under Alternative Payment Models……

http://online.liebertpub.com/doi/full/10.1089/pop.2016.0128
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Local Physician Leadership
“Clinical Microsystems”

1. Collective goals & 
actions at the work 
unit

2. Evidence‐based vs. 
patient centered care

3. Monitor performance

4. Improve performance

Contrary to teaming

No…. 

• formal authority

• protected time

• training

• mentorship

• institutional support

Bohmer RMJ: Leading clinicians and clinicians leading. NEJM 2013;368:1468

Local Physician Leadership
The “SPAM‐R” Approach to Measurement

• Is it Simple?

• Can it be Piloted (and changed)?

• Will it be Accepted (and is locally relevant)?

• Is there Merit? (buy in)?

• If so, will the Resources be Committed?

Berwick: Disseminating innovations in healthcare.  JAMA 2003;289(15):1969
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Insurer Meddling?

Barlow W E et al. JNCI J Natl Cancer Inst 2004;96:1840‐1850

Health 
Technician

Inaccurate lists

• Yes, and all tests have false positives/negatives 

Alert Fatigue

• Yes, and you can outsource to team

• Substitutive, not Additive work

“Not my patient!”

• there’s no doc‐patient relationship

Lacks Scientific Excellence…..

Scientific Evidence
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What is the Ultimate Goal?

Data

Information

Insight

Ad‐hoc Reporting

Simulations

Forecasting

Drill Downs

Predictive Modeling

Actuarial 

Alerts

Standard Reporting

• Standard Reports
• Spreadsheets

• Dashboards
• Data Marts
• Gaps in Care
• HEDIS etc.

• Enterprise Analytics
• Evidence Based Queries
• Outcomes vs. a Control

• Admission/Readmission Likelihood
• “Impactablity”
• Self‐Efficacy
• Social Determinants of Health

Transactions

Fee for Service

Risk Transfer
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https://www.strategyand.pwc.com/global/home/what‐we‐think/innovation1000/rd‐intensity‐vs‐spend‐2014

How Much Resources?

How Many Records?

No standard….

• For example: the “Medicare claims review process” 
will look at “20‐40 claims” 

• In general…10‐90 medical records/45‐365 days

Challenges…..

• R Squared: goodness of the fit of records to “truth”

• Confidence Intervals: random variation vs. “truth”

• Generalizability and Benchmarks: “my patients are….”
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Hawthorne Effect

• Often unconscious behavioral changes due to 
an awareness of being observed, plus

• Compliance with the wishes of the observers

Directionality

A (clinical) tide raises all (measurement) boats
Direct…. and Indirect.

“Cervical Cancer Screening”

• Denominator: all women 21-64 years of age

• Numerator: screened every 3 years

“Mammogram Reminders”

• Denominator: all patients with a mammogram

• Numerator: entered into a reminder system

The results will vary by payor, clinic or analyst, 
but ALL should improve over baseline.
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Then What? Patient Enrollment

• Recruitment that uses incentives, is 
culturally appropriate via multiple 
channels, including mail, telephony and 
social media. 

• Data are stored in Registries: multi-
sourced repositories of formatted data 
– Easy extraction and manipulation of 

individual or grouped information 
including demographic, insurance claims, 
survey, clinical and other data.

• Challenges: recruitment rates typically 
run   5-15% thanks to limited patient 
incentives and lack of physician buy-in, 
time and compensation of work effort.

Then What? 
Education/Intervention

• Old: print materials, one‐on‐one face‐to‐
face and telephonic instruction

• New: education that leverages behavior 
change using psychological principles of 
recruitment, engagement, assessment of 
barriers, formulation of strategies to 
overcome barriers, goal setting, coaching, 
support and follow‐up.

• Includes “texting,” variations of email and 
social media such as Facebook.

• Challenges:  disconnected from the 
electronic health record and physician 
input
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Then What? Non‐Physician 
Involvement

• Collaborative assessment, planning, facilitation and 
advocacy for care options and services to meet an 
individual’s health needs through communication 
and available resources to promote quality cost‐
effective outcomes

• Provides education, promotes informed decision 
making, develops a care plan that coordinates 
insurance benefit designs, psychosocial issues, input 
of family, community resources and the physicians’ 
judgment. 

• Associated with greater frequency of self care, 
control of lifestyle behaviors, problem solving, 
medication compliance and improved outcomes

– Facilitate patient enrollment

– Advocate on behalf of the 
intelligent adoption of guidelines

– Collaborate & Integrate providers

3 Minutes

What Quality Measures are your Best Opportunity?
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MACRA
“Hello doctor, I’m from the government and I’m here to help”

Avoid the “fiscal cliff” of the SGR

“Making patients healthier”

“Streamline” quality measures

Passed the House on March 26, 2015 (392–37)
Passed the Senate on April 14, 2015 (92–8)
Signed into law by President Barack Obama on April 16, 2015
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Quality: Report at least six quality measures: 60 points
ACI and CPIA are based on “Attestation”

ACI: Protecting PHI, ePrescribing, health information exchange etc…..
CPIA: Full credit for NCQA, URAC or other Patient Centered Medical Home       

(PCMH); there are other improvement activities…. 

Linking Dollars to Quality
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And here come the other payers….
“The main issue is to make more 
models available to providers since 
many are eager to enter these type 
of programs and are looking for 
partnerships with payers.”

Performance
Pool

Region

Work Unit

How Much Money?
Typical Models

Doc
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Not This Time….

Even worse….
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Some MACRA Upsides?

Upsides

Patients:
higher quality, 
same price

Physicians
Recognized for quality
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A MACRA MIPS Dashboard Example

43

©2017 Mingle Analytics

44

A MACRA MIPS Dashboard Example

©2017 Mingle Analytics
IA (15 max)
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A MACRA MIPS Dashboard Example

©2017 Mingle Analytics 45

Our Triple Aim Pledge

Costs, and… Outcomes… 
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Make that our Quadruple Aim Pledge

… a fourth aim: improving the 
work life of healthcare 
clinicians…

In Conclusion

• “Administrative Time”
• Substitutive Work
• One OA assigned part 
time to patient record 
reviews

• 0.5 day/week for 
summary data reviews 
and enrollment updates

• Overhead flexed to 
value‐based payments
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Using Data for Fun and Profit

Describe the:

• limits to “value‐based” care

• barriers to measuring quality

• role of physician leadership in microsystems

• responses to insurer meddling

• resources required to collect, analyze and act 
on quality measurement 

• impacts of MACRA


