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XO2020 Recap 
(ZERO Preventable Patient Deaths by 2020) 

• Third annual Patient Safety, Science 
and Technology Summit, Irvine, CA, 
January 2015 

• Joe Kiani, founder of the Patient 
Safety Movement Foundation  

• http://patientsafetymovement.org/ 
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Joe Kiani 
Chairman/CEO 

Masimo 



President Bill Clinton—Key Points 

• Creative collaboration 
• People are dying to be asked to 

make a difference 
• Drug companies and the 

government need to figure this 
out. The big challenges will not 
be met by investments. 

• Not enough actionable data— 
co-resistance on both sides 
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Vice President Joe Biden—Key Points 

• Presidential healthcare issues 
for 2015 
1. Information technology (IT) 

and healthcare must talk to 
each other 

2. Affordable Care Act 
3. Financial incentives for 

hospitals 
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Michael Bell, MD—Key Points 

• Intersection of demand and 
capability 

• Antibiotic resistance is a national 
priority and a national security 
issue 

• When did we decide we don’t need 
to worry about infections? 

• Dr. Peter Pronovost: “Do what you 
are supposed to do.” 

• Effective oversight 
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Michael Bell, MD 
Deputy Director 

Centers for 
Disease Control 
and Prevention 

(CDC) 



Quality Innovation Network- 
Quality Improvement 

Organization (QIN-QIO)  
Areas of Focus 



What is a QIN-QIO?  
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• Funded by the Centers for Medicare 
& Medicaid Services (CMS) 

• Tasked with implementing the 
National Quality Strategy  
– Safer care 
– Ensure patient and family engagement 
– Support coordination of care 
– Advocate for disease prevention  
– Promote best practices of healthy living 
– Make care affordable 

Department of 
Health & Human 

Services 

Centers for 
Medicare & 

Medicaid Services 



Improve 
Coordination 

of Care 
Improve 

Nursing Home 
Quality 

Reduce 
Hospital 

Infections 

Value-Based 
Payment 
Modifier 

Improve Care 
Through Health 

Information 
Technology 

Improve 
Cardiac 
Health 

Manage 
Diabetes 

Patient is at the  
center of care.  
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Collaboration and Partnership 
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Ensure 
alignment 

of key 
messages  

Coordinate 
activities 

Collaborate 
to avoid 

duplication 
of efforts 

Work 
toward 

common 
goals 



About Health Services Advisory Group (HSAG) 

• Committed to improving quality of healthcare 
for more than 35 years 

• Provides quality expertise to those who 
deliver care and those who receive care 

• Engages healthcare providers, stakeholders, 
Medicare patients, families, and caregivers 

• Provides technical assistance, convenes 
learning and action networks, and analyzes 
data for improvement 
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HSAG’s QIN-QIO Responsibility 
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HSAG is the Medicare QIN-QIO for California, Arizona,  
Florida, Ohio, and the U.S. Virgin Islands.    

Nearly 25 percent of the 
nation’s Medicare beneficiaries  



 
Explain the financial difference between a Hospital-
Acquired Condition (HAC) and the Hospital Value-
Based Purchasing (HVBP) Program. 
 

Describe how participation with HSAG’s Healthcare-
Associated Infection (HAI) Collaborative Program can 
positively affect a hospital in multiple ways.  

At the End of This Presentation 
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 
Identify the value of the “Final Rule.” 



Final Rule 



Final Rule Process 

• Used by federal agencies to share meeting 
notices, changes to federal regulations, and 
new rules and regulations 

• Offers the public an opportunity to comment 
on the proposed regulation 

• Fulfills agencies’ requirement to address the 
public comments when the final rule is 
published 
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Final Rule 2014 



HVBP 



HVBP  

• Established through the 2003 Medicare 
Modernization Act, the 2005 Deficit 
Reduction Act, and the 2010 Affordable 
Care Act 

• Incentive-based program that rewards 
hospitals with payments for the  
quality of care they provide to 
beneficiaries. 
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Performance Standards 
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Point where a hospital 
loses reimbursement. 



Performance Standards (cont.) 
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Minimum level of 
hospital performance 
to avoid payment loss. 



Performance Standards (cont.) 
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A reference point 
used to define a high 
level of performance. 



HVBP Mixed Message  

Fiscal Year (FY) Withholding Percentage 
2013 1.00% 
2014 1.25% 
2015 1.50% 
2016 1.75% 

2017 and beyond 2.00% 
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Hospitals are paid for the quality of services 
provided, not the quantity of services. 



Clinical 
Process 
of Care  30% 

Patient 
Experience 
of Care 

70% 

HVBP Weights FY 2013 

AMI, HF, PN, 
and SCIP 

measures* 

*AMI=Acute Myocardial Infarction; HF=Heart Failure; PN=Pneumonia; SCIP=Surgical Care Improvement Project  



Clinical 
Process 
of Care  30% 

Patient 
Experience 
of Care 

70% 

HVBP Weights FY 2013 

25% 

45% 

Outcome 

30% 

HVBP Weights FY 2014 

Mortality  
(30 days, AMI, HF, PN) 



Clinical 
Process 
of Care  30% 

Patient 
Experience 
of Care 

70% 

HVBP Weights FY 2013 HVBP Weights FY 2014 

Efficiency 

20% 
30% 

30% 20% 

Added Agency for 
Healthcare Research 

& Quality Patient 
Safety Indicator 

(AHRQ PSI) Composite 
Score and CLABSI** 

Medicare spending 
per beneficiary  

HVBP Weights FY 2015 

25% 

45% 

Outcome 

30% 

**CLABSI=Central Line-Associated Blood Stream Infections 



Patient Safety Indicators (PSIs) 90 

• 03—Pressure Ulcer Rate 
• 06—Iatrogenic Pneumothorax Rate 
• 07—Central Venous Catheter-Related 

Bloodstream Infection Rate 
• 08—Postoperative Hip Fracture Rate 
• 12—Postoperative Pulmonary Embolism or Deep 

Vein Thrombosis (DVT) Rate 
• 13—Postoperative Sepsis Rate 
• 14—Postoperative Wound Dehiscence Rate 
• 15—Accidental Puncture or Laceration Rate 
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Clinical 
Process 
of Care  30% 

Patient 
Experience 
of Care 

70% 

HVBP Weights FY 2013 

25% 

45% 

Outcome 

HVBP Weights FY 2014 

Efficiency 

20% 
30% 

30% 20% 

HVBP Weights FY 2015 

25% 

40% 

25% 

10% 

CAUTI, SSI Colon, and SSI 
Abd Hyster added to the 

measure score*** 

HVBP Weights FY 2016 

30% 

***CAUTI=Catheter-Associated Urinary Tract Infections; SSI Abd 
Hyster=Surgical Site Infection Abdominal Hysterectomy   



Clinical 
Process 
of Care  30% 

Patient 
Experience 
of Care 

70% 

HVBP Weights FY 2013 

25% 

45% 

Outcome 
30% 

HVBP Weights FY 2014 

Efficiency 

20% 
30% 

30% 20% 

HVBP Weights FY 2015 

25% 

40% 

25% 

10% 

HVBP Weights FY 2016 HVBP Weights FY 2017 

5% 

20% 
Safety  

25% 

25% 
25% 

CAUTI, CLABSI, CDI, 
MRSA bactermia, 

SSI, PSI **** 

****CDI=Clostridium difficile infection; 
MRSA=methicillin-resistant 
Staphylococcus aureus 
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HVBP in California 
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HVBP Program FY 2017  
HAI Performance Standards  
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Baseline period: 
PSI 90: Oct. 1, 2010–June 30, 2012 
All others: Calendar Year 2013 

Performance period: 
PSI 90: Oct. 1, 2013–June 30, 2015 
All others: Calendar Year 2015 

PSI 90 is a composite score.  
Infection scores are reported as 

Standardized Infection Ratios (SIRs) 
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“In assessing quality measures 
for hospitals, credit rating 
agencies will be gauging 

whether a hospital has the clout 
(scale) to deliver the metrics 

when needed along with each’s 
own mix of quantitative and 

qualitative indicators.” 

• Moody’s Investor Service: 
Risk-based revenues  

• Fitch Rating Service: 
Estimate future CMS 
penalties 

Source: Becker’s Hospital Review   



HACs 
 



About Errors 

Source: Institute of Medicine, http://iom.edu/ 



What is the CMS Perspective of HACs? 

• Adverse event for the patient  
• A significant economic burden  
• Preventable 
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87 percent of hospitals have not followed 
evidence-based guidelines that could have 

prevented the adverse event.   



How Were HACs Established?  

• Congress to Health and Human Services via 
Section 5001 of the 2005 Deficit Reduction Act 
2005, identify at least two conditions that: 
– Are high cost, high volume, or both  
– Resulted in a higher weighed Diagnosis Related  

Group (DRG) 
– Could reasonably have been prevented through the 

application of evidence-based guidelines 
• Affordable Care Act 2010—payment adjustments 
• CMS may revise the list of HACs 

 

35 



HACs in California Hospitals 



What are the Consequences of Mistakes in  
HAC Documentation?  

37 

HACs tracked by ICD-9 
codes via 

documentation 
(condition determined 

by provider) 

Once a chart is 
submitted to CMS, 

ICD-9 codes CANNOT 
be changed.  



How Accurate is HAC Reporting?  
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91% 

3% 
6% 

Coded correctly

Conditions not coded

Conditions coded with
no documentation

749 Charts Reviewed 

Source: Accuracy of Coding in the Hospital-Acquired Conditions–Present on 
Admission Program, Final Report, June 30, 2012  



The Exponential Cost of an Infection 
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INFECTION:   Vascular catheter-associated infection HAC  

PENALTIES: HAC Patient 
Safety 

Indicators 

Readmissions 
(This infection is associated 
with a 33 percent increase 

in the odds of being 
readmitted within 30 days).   

One Infection = Three Penalties 

Source: Readmissions Due to Hospital-Acquired Conditions (HACs): Multivariate 
Modeling and Under-coding Analyses Final Report, September 2012  



HAC Penalty 

• Hospitals scoring in the 74th percentile or 
below will not lose or gain reimbursement 
money. 

• A total HAC score greater than the 75th 
percentile will subject a hospital to a payment 
reduction.  

• Currently 1 percent reduction in total 
Medicare reimbursement 
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HAC Scoring for Payment (FY 2015)  

Measure Domain Score 

     AHRQ PSI 90 One 35% 

     CLABSI SIR* Two 
65%      CAUTI SIR* Two 
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There are processes if a hospital does not have data  
for either CLABSI, CAUTI, or both. 

ICU Patients Only  

* Standardized infection ratio  



HACs in the Future 

Measure FY 2015 and 
Beyond 

FY 2016 and 
Beyond 

FY 2017 and 
Beyond 

AHRQ PSI 90          
CLABSI SIR          
CAUTI SIR          
SSI SIR       
CDI SIR    
MRSA SIR    
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Comparison of HVBP and HACs 

HVBP HACs 
Program Type Incentive Penalty 

Metrics 
contributing to 
score 

HCHAPs, NHSN data,  PSI, and Core 
Measure*  

PSI and NHSN data  

Monies at risk Incremental increase,  
currently at 1.25 percent of  
total reimbursement 

   1 percent of total 
Medicare    
payment for fiscal 
year 

Monies for quality 
of care 

Varies based on amount of money 
collected from penalties (based on 
a performance curve)  

Penalty only 
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*HCHAP=Hospital Consumer Assessment of Healthcare Providers and Systems; 
NHSN=National Healthcare Safety Network  



Opportunities to Reduce HAIs 
California HAI Reduction Collaborative 



Common Characteristics: High Performers 

• Support and encourage transparency 
• Engage executive leadership, physicians, and 

clinical leaders 
• Willing to invest resources to resolve the 

problem (people and materials) 
• Use evidence-based interventions, supported 

by national guidelines and associations 
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Common Characteristics: Non-high Performers 

• Assign the responsibility of infection reduction 
programs to the infection control department 

• Lack of senior leadership engagement with 
the initiative 

• Are not likely to hold nurses or physicians 
accountable for their practices 

• Are not likely to invest in resources (materials) 
needed for HAI reduction 
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Lessons Learned 

• Without constant vigilance, hospitals do not  
stay on track to improve. 

• Written implementation plans and infection 
investigations are not automatically 
completed. 

• Lack of improvement, or an upward trend in 
the number of infections, requires immediate 
attention. 

47 



 
 

Celebrate:  
Mentors 

Monitoring 
Results 

 
Investigation and 

Monthly Reporting 
 Evidence-based 

Interventions 
 

Implementation Plan 
 

Recommendations 

Assessment 



Foundation of Improvement 
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Recommendations 
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Implementation Plan 
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Observation Bundle 

Tool mirrors the CUSP bundle 
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Learning from Defects— 
Investigating What Happened 
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Additional Efforts to Reduce HAIs 

• Partner with cross-aim tasks 
– Readmissions (30 percent of the patients with 

CLABSI will be readmitted within 30 days) 
– Nursing homes can be a major source of CDI 

• Actively participate with California 
Department of Public Health 

• Collaborate with the California Hospital 
Association 
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Thank you! 
Suzanne R. Anders, MHI, RN 

818.265.4675 
sanders@hsag.com 



This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement 
Organization for California, under contract with the Centers for Medicare & Medicaid Services 

(CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do 
not necessarily reflect CMS policy. Publication No. CA-11SOW-C1-02102015-01 
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