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

 

Purpose of evaluation


 

Critical Issues to consider


 

Evaluating community health partnerships


 

Examples:
◦

 
Center for Health Care Strategies’

 
(CHCS) Regional 

Quality Improvement Initiative (RQI) 
◦

 
Robert Wood Johnson Foundation’s (RWJF) Aligning 
Forces for Quality (AF4Q)


 
Rochester Diabetes Physician Recognition Program 
(DPRP) incentive program



 

Wisdom for the NBCH and CDC efforts





 

How many of you bought a product/service 
from vendor in the exhibit hall during the 
main conference?



 

Did you believe the stories
 

told by the 
presenters at the main conference?



 

How many coalitions have fully implemented 
the medical home in your communities?



 

How many coalitions have developed and 
implemented robust pay for performance 
programs?







 

We are testing something in order to build the evidence base 
and to learn
◦

 

So others can benefit from the results of your work
◦

 

So you can learn from the work of others


 

Because the funder requires it


 

To find work for some poor academic researchers


 

Be careful about what passes for evaluation
◦

 

Data is dangerous and can be misleading
◦

 

Presenters are enthusiastic
◦

 

Funders and program sponsors often misrepresent their work
◦

 

Not everything in JAMA, NEJM or other journals is good science
◦

 

Program designers like to succeed –

 

or like others to think they have been 
successful (how many presentations did we hear about failures over the 
last few days?)

◦

 

Presenters have an ethical obligation

 

to be honest about the degree of 
confidence in their estimates of program impact


 

Why should this be any different than for the approval of drugs?



◦

 
How to improve the program
◦

 
What works under what circumstances 
◦

 
An evidence base for:


 

Social change


 

Practice in the field


 

Foundation grant making





 

The Foundation Board of Trustees


 

Grantees


 

Foundation Staff  


 

Practitioners in the field


 

Other funders and co-funders





 

The funder
◦

 

Pressure to succeed
◦

 

Poorly developed theory of change
◦

 

Limited evaluation resources
◦

 

Evaluation as an afterthought 


 

The grantee
◦

 

Pressure to succeed
◦

 

Poorly developed theory of change
◦

 

Limited evaluation resources
◦

 

Lack of appreciation for evaluation
◦

 

Main interest in boosting revenue or dishing out money


 

The program’s subjects
◦

 

Often don’t understand the value and importance of 
cooperating with an evaluation and thus don’t participate





 

“We already know the intervention works –
 don’t need to evaluate it”

◦

 
Then why are you testing the intervention?



 

“Not enough time to evaluate –
 

we need to 
get the interventions implemented”
◦

 
So what are you left with at the end?



 

“We don’t have research expertise”


 

“We don’t have enough money”
 

or, “We don’t 
want to pay for the evaluation”
◦

 
A legitimate excuse that requires discussion since 
evaluation is frequently underfunded





 

Funders say they are interested in learning 
but then apply pressure to succeed



 

Lack of solid scientific evidence base or 
theory of change for interventions



 

Time horizon is incredibly unrealistic


 

Assume coalition building is simple and a foregone 
conclusion



 

Not enough money
◦

 
Often grossly underfunded





 

Research Question(s)
◦

 

What are you testing?
◦

 

See Goldfarb and Greenberg presentation


 

Theory of Change –

 

Logic Model


 

Data Collection
◦

 

Quantitative
◦

 

Qualitative


 

Analysis


 

Disseminating Findings
◦

 

Reports to sites
◦

 

Reports to funding agency
◦

 

Peer reviewed articles, research summaries, and 
presentations





 

Strength of evidence needed
◦

 
Scope/funding for evaluation



 

Time horizon


 

Who’s perspective?


 

Cost of the intervention (aka CE)


 

Theory of change
◦

 
Assumptions regarding intervention strength and 
implementation



 

Generalizability


 

Scalability


 

Finding research expertise


 

Research protections







 

Sponsored by the Center for Health Care Strategies


 

RQI Goal: “…leverage Medicaid's significant purchasing power 
to improve care for people with chronic conditions through 
partnerships with other health care leaders in four regions --

 Arkansas; North Carolina; Rhode Island; and Rochester, New 
York 



 

Strategies for change
◦

 

Cross-Payer Data Aggregation and Reporting of Performance Measures
◦

 

Quality Improvement Infrastructure Development
◦

 

Consumer Engagement
◦

 

Realigning Resources and Creating Financial Incentives


 

2 year grant

 

ending in July 2009

















 

Case studies
◦

 
Key Informant Interviews
◦

 
Web-based “Alliance Survey”
◦

 
Tracking of RQI activities
◦

 
Observations of a QI consultant (Rochester) 



 

Performance data
◦

 
Rochester: Collected clinical performance data as 
part of their DPRP project  





 

RQI provided incentives to physicians to participate in NCQA’s 
Diabetes Physician Recognition Program (DPRP)



 

Incentives included
◦

 

Honorarium of $1000 per physician/per year of participation
◦

 

Payment of NCQA’s DPRP fees ($350 individual/$2,700 group)
◦

 

Provision of consulting services to assist with quality improvement 
activities and DPRP application process

◦

 

Provision of patient specific “registry”

 

reports combining claims 
data from multiple insurers



 

Intervention targeted 11safety net primary care practices in 
the Rochester, NY vicinity





 

Developed by NCQA in conjunction with ADA 
to promote improvements in diabetes care



 

Physicians may participate individually or as a 
group



 

Participating physicians must audit 25 charts 
for results on 10 performance measures



 

Performance measures are assigned weights 
and threshold values (see next slide)



 

Physicians achieving a score of 75 or higher 
(out of 100) receive DPRP recognition





 

Objective:  To assess the impact of a pay-for-
 participation program on primary care 

physician practices


 

Research Questions
◦

 
Was the program effective in recruiting physician 
participation?  What factors motivated their 
participation.
◦

 
Was the program effective in achieving 
improvements in diabetes care among the 
participating practices?
◦

 
What were the characteristics of the physician 
groups receiving DPRP recognition?





 

Exploratory case study


 

Data collection
◦

 

Physician performance data relative to DPRP indicators
◦

 

Interviews with key members of the RQI leadership team 
and other stakeholders

◦

 

Interviews with physician managers and QI specialists 
within participating practices

◦

 

Participation in on-site RQI meetings and telephonic 
progress reports with site leader and CHCS staff

◦

 

Observations from QI consultant using a standard data 
collection protocol





 

Eight of 11 invited practices participated


 

37 (47%) of 79 participating physicians 
received DPRP recognition



 

Relative to DPRP performance measurement 
indicators, practices performed:
◦

 
Well in LDL and BP control
◦

 
Moderately well in HbA1c control, foot 
examinations and neuropathy assessment
◦

 
Poorly in documentation of diabetic retinal exams 
(see next slide)



Percentage of physicians submitting individual DPRP applications
reaching indicator thresholds in their first round of participation

Diabetes Recognition Measures
Threshold

(% of patients)
%  Meeting 
Threshold

HbA1c Control  >9.0%  ≤15% 60%

HbA1c Control  <7.0% ≤40% 75%

Blood Pressure Control >=140/90 

 
mm Hg 

≤35% 83%

Blood Pressure Control <130/80 mm 

 
Hg

≥25% 81%

Diabetic Retinal Examination ≥60% 13%

Smoking Status & Cessation Advice  ≥80% 88%

LDL Control <100 mg/dl ≥36% 100%

LDL Control ≥130 mg/dl  ≤37% 94%

Foot Examination ≥80% 60%

Nephropathy Assessment
N = 52

≥80% 65%







 

Caveat:

 

Lack of pre-post data, control sites and small sample size 
limits generalizability of our findings



 

Physician leaders and QI staff noted the following motivations for 
participation:
◦

 

75% of practices noted that provision of incentives (primarily the 
honorarium) was a significant factor in their decision to participate


 

“…while the DPRP program was appealing, the honorarium greased the

 
wheels in our decision process”. 

◦

 

All practices noted their desire to improve quality. The RQI provided a 
good opportunity to interact with peers and engage in quality 
improvement activities

◦

 

All practices were interested in measuring their performance against 
nationally recognized indicators 


 

Chart audit process provided an opportunity to do this using data from 
their own records rather than from external sources (data trust issue)

◦

 

One physician manager noted: “While it was not our primary reason for 
participating (in the program) the prestige of having certification is 
appealing in and of itself.”





 

Strength of evidence needed
◦

 
Scope/funding for evaluation



 

Time horizon


 

Who’s perspective?


 

Cost of the intervention (aka CE)


 

Theory of change
◦

 
Assumptions regarding intervention strength and 
implementation



 

Generalizability


 

Scalability


 

Finding research expertise


 

Research protections





 

Goal: Multi-stakeholder collaboratives as 
catalyst for change in local health systems



 

Interventions: Funding, technical assistance, 
data 



 

Key Focal Areas/Drivers:
◦

 
Public reporting 
◦

 
Consumer engagement 
◦

 
Quality improvement
◦

 
Disparities reduction







 

Alliance Survey 
◦

 

Web survey of stakeholders on governance issues 
conducted every 18 months



 

Consumer Survey (2007-2008, n=8,079)
◦

 

Chronically ill in 14 communities + national sample 
◦

 

Diabetes, hypertension, heart disease, asthma, 
depression

◦

 

Care experiences, public reporting, engagement in care



 

Physician Survey (2008-2009, n=1,809)
◦

 

Small and medium size practices in 14 AF4Q 
communities + national sample 

◦

 

Use of care management practices and QI incentives 





 

Key informant interviews of stakeholders
◦

 
Site visits (2006-07; 2009-10); follow up calls every 
6 months
◦

 
Vision, governance, activities resources, barriers



 

Tracking (ongoing)
◦

 
Alliance composition, activities, market context



 

Secondary sources
◦

 
Dartmouth Atlas
◦

 
H-CAHPS



Key Informant 
Interviews

Key Informant 
Interviews

Key Informant 
Interviews



◦

 
Site visit data


 

Round 1 complete and being analyzed


 

Topical & Conceptual coding completed (n=275)


 

Currently being analyzed using Atlas.ti 
◦

 
Alliance Director 6 month follow-ups


 

20 completed to date


 

Interviews with Alliance leaders every six months
◦

 
Site expert interviews


 

Periodic conversations with leads for PR/PR, CE, QI and 
new AF4Q focal areas



Alliance 
Survey

Alliance 
Survey

Alliance 
Survey



66.7%
4.8%

28.6%

Yes No Don't Know

From your organization's perspective
do the benefits of participation in the Alliance

appear to outweigh the costs (Q21)

81.0%

9.5%

9.5%

Yes No Don't Know

From your professional/personal perspective
do the benefits of participation in the Alliance

appear to outweigh the costs (Q22)

Benefits of Alliance Participation
 Source:  AF4Q Seattle Alliance Web Survey 



Consumer 
Survey



Respondents report coordination of 
care problems

In general, do you think that coordination among all of 
the different health care professionals that you see is a 
(b12):

Major Problem* Minor Problem

Seattle 11.0% 21.7%

Detroit 10.2% 14.5%

Memphis 9.0% 20.2%

Wisconsin 5.9% 19.0%

Cincinnati 6.4% 19.1%

Cleveland 11.6% 17.2%

Kansas City 15.9% 16.2%

Minnesota 6.9% 21.1%
* Other response options 
include “Not a problem at 
all” and “Don’t know”



Sizeable variation in the reporting of 
unfair and disrespectful treatment

* Black and Hispanic



Physician 
Survey



Sites Electronic 
Registry 

Guideline- 
Based 

Reminders

Physician 
Organization 

(PO) Gives Data 
to MDs

PO Sends Care 
Reminders to 

Patients

Site A 25.0% 41.7% 50.0% 25.0%

Site B 22.2% 50.0% 88.9% 0%

Site C 50.0% 77.8% 70.0% 40.0%

Site D 44.4% 44.4% 44.4% 33.3%

Site E 25.0% 33.3% 33.3% 25.0%

Source: NSPO2

Care Management Processes (CMPs) for Asthma Care



Secondary Data 
Sources

Secondary Data 
Sources



Percent of diabetics having blood lipids tested in sites with 20+ hospitals with 500+ 
patients
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Dartmouth Atlas Data: Diabetic Lipid Testing



Alliance 
Tracking

Alliance 
Tracking

Alliance 
Tracking

Alliance 
Tracking







 

Strength of evidence needed
◦

 
Scope/funding for evaluation



 

Time horizon


 

Who’s perspective?


 

Cost of the intervention (aka CE)


 

Theory of change
◦

 
Assumptions regarding intervention strength and 
implementation



 

Generalizability


 

Scalability


 

Finding research expertise


 

Research protections





 

Evaluation web-site: 
(http://www.hhdev.psu.edu/chcpr/alignforce/)
◦

 

Community snapshots
◦

 

Research summaries
◦

 

Research articles and reports
◦

 

Presentations



 

Reports to the AF4Q sites summarizing key results of each of 
our surveys (Consumer Survey, Physician Survey, Alliance 
Survey) with benchmarks



 

Site leaders have used these results for board presentations 
and to guide decision making in selecting new strategies

http://www.hhdev.psu.edu/chcpr/alignforce/








 

Impact and Learning -
 

How to Most 
Effectively Use Available Resources?
◦

 
Several small projects or a single larger project?
◦

 
Single multi-site project designed with broad 
coalition participation to ensure relevance


 

Exploits variation across communities along many 
dimensions


 

Health care supply differences


 

Utilization variation


 

Include evaluation expertise early on in 
project planning



 

Exploit lessons learned along the way



More information regarding AF4Q evaluation team at: 
http://www.hhdev.psu.edu/CHCPR/activities/project_alignforce.html
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