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.0(Center for Global Health) 1T Hi{iE % H HYEEE 2 i€ - #E5% #1004+ Chunhuei Chi 2
TZEPBITT - ple Ry BRER R MNILARERAY J1 E25%  (Associate- J1 Scholar) » &40 Ml » 5% 50
AEFE AL S 2 (AR N B —(r R EE A L BRE2 SR Leif Edvard AARe L EIHER - AR A
MNERZREE TGS (West Hall) » Fill ARREA S BITFTERET -

RSt ] N YL R ER N Al AR B A SR B2 B2 e 2 248 S5 B 2508 e nT B s el AR Council
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OSU (S HhEE 5 1E) » 2 A\fE{E Chunhuei Chi g2 HE TBEEEASIIE > 250
BGERE » B - 2P FE P ERUR B RS 282 A ERZAHAR Mercy Corp » 5% 4H4%
HE RS EM R E - HENEM B EHS » BRI E AR » S A -

SN RN FERERERE 03 - HRATAE K OSU B78 4R /148 2 IR PR EL B i E
B R EGEERE » SEEfEA Chunhuei Chi 0% FRFAV BRI ORTELE T K SRRy
NGB o /NSRS 0 BT Ry TR SRRy NS - NS PR R~ e
EfARAYEEER | ( “Making small changes in the big world and big changes in small worlds” ~
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PrIFETEFEI » BT BRI BRI B B R M TH H FR S A frde
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3



2~ PIEAE
F—6 (RERESTEE AR

— - BHETE R

fEpRIaEEa T EY B AVIERRTHER - OB KAV - BFEIEEIEHtE - FokE - I

B B EE o BB A BT ROGE - B IR MEEEEAIRER

2T RREEAR > EEEE AR EER N - A S i R S AR T B

FEHE - (AL A A R PR R IR/ AFE e DA AH A N BT R - JE B

iE o S A BT EOR LR o (e B PR s BT 72 (National Institute for Health and

Clinical Excellence - NICE)STEAHRHTERT » LAE B S AECCR R MHRATT ARy A L@ A0S

BRYREE] B RAIRT R IR A o S R 5% e AL PR e IR 52 e (NI CE) £ 2007 4R

FYER TR 1] - FEAR B R/ ARSI > J5oetd)s MR

®  EORDEMEHVEEEE (BEHZR/ARE) ?

o  EORUCEMIETR ((TREME ?

o  FHEMLIBEMEEREE (AP fEEIks - ST ENHE TIEAR
ZHRIE/TETT) 7

® KBRS TS TR (REEETHIARVE R B THIEER ) 2

o M ERERIREEREZETR  EREEEIRAE ?

® 58271 Allintervention )ER&5 2R (outcome) TR IR HYER S » 1F 1 (G 2

5[] [ ¢ f R B PR T 22 B2 (NICE) £ 2008 SR HYR o5 Bfr 1 ST HME RS AFE B B

HERHEER(2] - B EEEIM R A BBIESEN A  tHITEE T et EHE)

st HIPR > RG4S A F e AT T A BRI B ISR T o] FIE8HE - sxms

{EEEIREERE B SE ~ BHE - /1 AJH7E (development-evaluation-implementation process)

s - B - B o SEAL - ETIEEREN AR ] e — ()2 RAVARAR -
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FVA P& B R BT - AR TmEUH B B AT E 1T R B B S B8 B Bk (pilot) e T B
PRETRE - RFE R DAEHS ~ gt T AT RE M ERIAESS T ATEHE - PSS FIRTAL AR A BH
EATTE(E 1) - SPEEIHE B FRERE R -

FRIGETE A T AR R R
. 1 1L/\!E]\\\EXD 5% 22 i%% /\[2]
Feasmllltyipllotlng
1 Testing prot
2 Estimating recrui Lmenu etention
3 Determining sample size
Development Evalua_tion )
1 Identifying the evidence base 1 Assessin g effectiveness
2 Identifying/developing theory 2 Understanding change process
3 Modelling process and outcomes 3. Assessing cost-effectiveness
Implementation
1 Dissemination
2 Surveillance and monitoring
3 Long term follow-up

I AFE A EIFE B
IEPE B EE SRR A0S BARF(TEEBRHYAE IR 2 Al 2K 2 o AfE e A — (2

EAVHEERATE ? B S EE R A R R AT 7 2 G RE ST i ASE
Jiti > LASEE AT DATERE A 5T 2 A5 22 R H B R AT A A RS 7 B A w6 15 (BAERY
TBIELE i HE systematic review) BIR/E B A WY (effective) S A% 7 (cost
effective) ? MR EEFZ AN » AT &R EAEHFEERIE P& - 17 H & A8 7T DAt
[&Z Y 7

WIFRAERELHENE R - AERGSHEATHE P AR TIER S - AI5R2RY
i —IHIEAE B BOREGEBICE » A EETE R T AT > hAFEME e
BT TN AT RERY 52 B S B I 2 12 P (i Y E H (rationale) - DAssat i & HYEF(HE
T3k o

S ER R ERHA AT M FE B (Piloting and feasibility)
PEPS R R RE S © ST S slBE AT T 9E TIE > DAKE(S /i AFE it n] 225

THEARCR 2 £ EHRFEITET - S EHCRHT A/ NI (size and variability) (R 822
AR 2



SEAL (S8 )P B (Evaluating the intervention)
IEPE RIS - TR ARG EE T » BURIBAVE S 2 & —(EE S ErvEE T

4 MFZIER - BA AT ? AR ESAIRERE IR B4 B R4 (randomized
controlled trial) & AIgEHY » HIZ A HEE 0 WIHEEEFE (cluster randomization) ?
NI TS ASE Y 52 B R BRI R E (secular trends)HEE » BB E(RE
(selection biases) 1] fEFEIF R GTECH K - AREEEURAINTE ST (observational design) 1] BE &
G o EEA R ARSI E AR B S HEE RIVET ?

EESh - BRI RHEE —TRIRIFAVICE - AR ARRE TR SR B 2= 31 Z eIy 22 52
DU fifg s (context) s BV AE IR - W FR Ot R LIE BB - EARaE s HE R R R FE
SERHASREREAED -

el # & (Reporting)

HEPE BV R AT © B S MR TAL B » ST 240 MY BB (systematic review) ?

AR R A — AR/ AEE - SRR ARG R AR - DIAR AT
FEEE RRUSERIE N o SRS R TE A D AFEHERY Z &MY [

(systematic review) HYEEFTEIE|A °
E P& E (Implementation)
FEPE B RREELRE - BB —(EARRARI0 TGRSR B FIE R (EGE R © RN

TEFAIFIEANE ? SOBIEHESE R BT A TR G SRS - FEARRR SR R R s > I
T ETHBRAYARAR Fr RAEEN TR ISR T - A0SR AT b R MRMOE - R
A BB A LR R SHE B R PR IIGER - BGEHEE R AREOE T HYRER

BT -

B E NG REHE
IEAHEFR SR E - 2 B AP - (B EEaHEES T T R SR -

— AR R A G RIE R - B E E E R WA - (LB A RAVEEE -
BT FTE IR AREEER - BERAEERE(L - J77ANGERAT N EERE PSR
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WEFIHIE - IS - AR AR TG LR “StEE BT (B0EH

Rt TEIHE TR AR AR AYIR A ) Campbell et al. [3]~ Campbell et al. [4]~ Flay[5] K

Nutbeam % A\[6] » ZBEEM T "8I - RN - &% HEMLISEE - HAERE

effectiveness ~ T[22 1%: acceptability ~ T[T feasibility ~ 2\ equity B1774: safety 517

FUCBREER - AR IBRE ETFI4S SR 7R 3 nTRE (E I E 0V TR B TRHE « Bl oy

MATUCEE R - RIS A4S E AR o tHFTEEE AR HETT R 8 -

st A BRI E R B Y H) » R lE T IAERARIRIZE -

® iR R EIRITT Rt

® LIS A A E AR MRS (I« R A B S U ARG - SR
pR D SYNEEE YN

® [EEWIRTEN BRI R T R A RN BRI A G ©

A G o3 M A A5 B AOPHE Y - B R e AL (BHE) AR EG T B HREEE MYIREL7)

® EENVEELLEL - AR ARAEIGR  ARTAR (T AR AR LT TthE sl
LB LIS EE L HE R, - 2R » ARTFARANTERE (/T A EEA SRR S Ly
75 (HE B RRI LIS B RSN AT ER (/i A B G R i
BEABTREEE K -

® KGJENRESUE" A7 o ERTA MRV EIRE A &S] -

® FELIREIRMER - WA ANGER - R EREM G O —(EE—AH
B B0 B R A (QALY ) - 73 BB & o] R B R AR e i SR Y L

® RN ARG FIEIE AL B SC SIS S B - BVRRRS Rl mT AR 1 AT
HPSUR P AR BB A - 5 HERZ I ST BHEIR - AR RIE SR -

® LURMTHELSHE I RSN S - Bl ¢ A S ERAL A - I RS R
H| DL AT BREA R AR B (R 1S I E T [E -

® ITHYMAREEZ TN - E e G A RE - RERETY AL A SRR b
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B[8] -

s

— ~ RE-AIM &=
FEAFAG A8 B BERE R AFE I - 5k = 1 B $ S L Uy 2B T e P AeHE
TRHE S > AFE R AL 2 FIRHESE - 456G T IBUR - BRI & (EH AT 25 @40 At T
EREaHIE - DU ATRREAYECE - HAEM HAVETTEFE - Glasgow RE, Vogt TM,
Boles SM {£ 1999 2t —{1E RE-AIM 153X > IR EFAG R (e S S N IR AR Y22
RE-AIM (U FL(ERFE (Y RESE R ¢ 2 (Reach) » TR (Efficacy) » £R47
(Adoption) > Ejifi(Implementation) F14EHF(Maintenance) « 72 £ ][] 1] 38 £E 11 2 {48 A1) (
W1 {ELA - s2FTEiHAR - 1t ) FIAH E1F F DU GE S A TR A g AR BR8] -
" F2E  (REACH)ZMr &M AJZH (B0 > 75 NBUET) HIM R BiZBEI - fild « #
2B BURE T ZE 5 B NBEEBIAIERT {2 - Reach (B Adoption) A7 K 2 LB
M o SHEE L2 BERAT e N BRVRERIEE B ABKEMERY - EREAOGED - frthA
OG- B  BORPISEEEN - WRES RS IIENRE
"3 (EFFICAY )Tk 7 22 & 1E S i 5 R4S S (outcome) » EUFETT Ky ~ ‘Edn i/ E I
S BB R PR 2L Bl (physiologic endpoints) © K258 LU L1 Ry FEREAY S (1]
HR— A AR R EEE S AN - B AR A EEAEN A
2 - FRETBE B il BE R R LI & AL (& SR (consequence) » AL » #B/E58
SAEYIEREE F (biologic outcome ) - FihlIE BRI ERR N R KA R & IFARAVERE -
PSS E LR IEERY ] - SRR EEN - EAER S EaRER
MEEZEYMENERIGEENE - T AR 20 B O A S E I EGET
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fifi » 9% (T RERIEE 2B (ARG, - EREEE » BJ7ED)) - IREIEER Y
ANE (Bl - BEmim A Fe o E - RETEHE) ~ (& Bl E # (payers and
purchasers) (40 @ FREU T AFER - SOEEBR) - B WHRHESEE KT LRy A0S
B ERER AR S ASIIRE o DHEMERENDSEEINE RS HE - N NE RS
HEHIREE - [RIEEZERA D% (EFFICAY) - (BRI A NS T 2GS
(effectiveness) » i Z E A FEAL B B 22 B BCREUT EHY HAE - Efficacy FEEEIRE B (clinical
trial) 548 5 (economic evaluation)2f5 " FEHM N HIRSMERNZEFET - #@EEH
Barh - TS EIAYRCR o Effectiveness FIlETE T (R T A EFREIR PRS- EIRYAY
Ry MEHEFAEZR -

"ER4N (ADOPTION)ZF5 /1 AFEHEHER FHEE BRI AR (A TAESAT - fd T
BCH IR ) - 4 R i i PR 2 S I L SN EGR B AT - H T R IR G PR RE S A -
", (IMPLEMENTATION)fSHY/ZE /T AFETEE A THIRRRE - & m] DAHEE R 2 Bt T
LHLUFER (Efficacy X Implementation = Effectiveness ) o " &t , A1 A J&HFI /T ZE
JETEIATHIE - EE A g b PHTEAE R i 2 Bl 1 2 B (follow-through) 20
FHY - AETTHRIEE - S AT TR AN B T T e i th 2 IR By - T &
fiti o EIRFESET YT A A B 5 _ LA A] 225k (set of intervention) il o] RE A XU £ RHEHE -
T4ERF ) (MAINTENANCE)ESTE A (Sehifeitls ) BYRIRT AT B R TR e B AT B
KIREREFE AT RE A AIRRTE (R (R A RIAH St & g T Y B A PR ER 2 (2 BRI AR 17 R 8 -
BN YRR 2y > AT RE-AIM 1Y 5 {EiH A (55 10 [9)) AUSREAH AR EH -
RE-AIM R0/ T DL P28 P Y - (EAHREDHI & (measure) FR AT EALHY ~ ATSERY RARHY -
MHAEREE AR - EEH - HHER AT D2 HY » 5Hd T &, (IMPLEMENTATION)
PR ZHIER BRI 2/ 078 6 [ H E] 1 4 ; 1fiaFE " 4657, (MAINTENANCE) Frds#E
U EE R 2 /DR 2 FaE & - sHERRERE SRR - BENEE - 1%
RE-AIM A5 2 B SALEHL 4T % - (58 77 LASg ] LA 82 2 2R R EEHER (R 7 AFE it -
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2 1~ RE-AIM 115 5 {EE A

TABLE 1—RE-AIM Evaluation Dimensions

Dimension® Level
Reach (proportion of the target population that Individual
participated in the intervention)
Efficacy (success rate if implemented as in Individual

guidelines; defined as positive outcomes
minus negative cutcomes)

Adoption (proportion of settings, practices, Organization
and plans that will adopt this intervention)
Implementation (extent to which the intervention is Organization
implemented as intended in the real world)
Maintenance (extent to which a program is Individual and organization

sustained over time)

*The product of the 5 dimensions is the public health impact score (population-based
effect).

= ~ MOST §2 SMART %!

Collins LM, Murphy SA, Nair VN, Stretcher V) 1/ 2005 -2 Z4H (L5505 | (Multiphase
Optimization Strategy, MOST) » DL B (4 77 2 B 7 255 Pt € 81 E Y - MOST FHLL N =
FESER4HRY © (A) Hifi(screening) - FEHHEREm& U5 [ - F FH B e BBk TAL 77 221/

B4 T4 (delivery component) » i BE{(E (5P ER AV E - (component); (B) FE5#HY
(refining) - FZLEREELAVENEE 5 - RELETH R & (covariate) RIFVMHEFER] -
FE—XFE DR LB R - AR SRR ER R/ PRI A4S, (C) FE

(confirming) < FHRFFTSEIHIEALS A - BN EERTBE % T TH B AR RET « oy T

[EIRAERSEIRER - MOST AR AT TE - 4187y B35t (fractional

factorial) [10] = Collins LM, Murphy SA, Stretcher VJ * 2007 £E[4: MOST Fii e-health [y
SRS SR A2 U RE T BB L( Sequential Multiple Assignment Randomized
Trial » SMART) » 22— THAPHAYIFSCEEET » Rl &7 R iEns i S L sy /o A
it (time-varying adaptive intervention) © SMART 1] [ A 4K i (empirically) i A7 HY

EE TSN SRAR A DL AFE i - 5w 2 MOST M1 SMART J57% » INH(E FRETEE

B o AERERGERSEA IR (1] -



-~ DEERERIER BRI TR LA

(Framework for Value-Based Purchasing Program Evaluations)

SR 5 A R B ] & HEEEE) 5 % (Patient Protection and Affordable Care Act> PPACA,
#fE ACA, {57H Obamacare)ffiiE » E#E(1)E L LU R (B {E HETEAY S 7%
(Value-Based Purchasing Program » VBP) » H VBP 5 Z/HE RN EIR IEEN /B 3 (2)
LT (= EIMERY - BRI ~ 5 FEIESESAEITE - G) AR REEHt S H T
AHpHY " FEIHEELHER ) (Accountable Care Organization @ ACO)MEHERTHYSZ (254 - It
Hh > H CMS (B rliz B BRI IR 5 . 00) 3¢ 1 Medicare Bl Medicaid £lJ#7H1.0):(The
Center for Medicare and Medicaid Innovation > f&## CMS Innovation Center » CMSI) » #E{T
MHRA T TR R R BUANES R s - IR R S M B inia i - iee e - &
{RER I -

HHFR B LS TR (S O Ay B Bz - S FLRHI BA BRI E B R4 A R
MVEBRFIA S - (H¥ VBP J7 3 TEHE A —LLPkE R 72/ - Megan McHugh B
Maulik Joshi £ 2010 HYBFE - £2t VBP SZ{f T NHVRHE 2R - 5am /5 T = TaHE
HEEAN TR BAPREY, - IFe AR 5 S A SRy s TEh(12]

McHugh B Maulik Joshi DLl i 2 2R A 1 (1] 2) el 1 e e BE SR bt e <tk - Bt/
71 Alimplementation) g2 28 (impact) » DU HESS VBP BAGHY T % « T BT
(Implementation research) £ 25 ™ AFETIIIE ATTENELRZ J7 2L [F] - LIFEATS VBP
HEE - BTSRRI RS T ZEAVRE R (building blocks) - flfh2 il (HEEERE(LE
R A - axatocg (Bl - AR ~ SOATEERE - SR A0 )N ) - e EifEfz VBP JF
ZEHERE (B0« FROEE AR AN F85E ~ BlotRE) ) - T 2295 ) (Impact research) £
af VBP STEAHRBHGTRAVER(L - 15 VBP 28R T SPEITE | SRSt BE =TT R - WA
IR R DU 7 S SR L > WA TR RE VBP i e TR H A

11
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2 ~ DUMEE BEBRAVRE S [ IRE 5 ZE 22 (Framework for Value-Based

Purchasing Program Evaluations) [12]

Contextual Factors

l/v Provider Behavior

Patient Outcomes

\‘ Program Spending

A 4

: Value-based Purchasing
Program Structure/Design >

Program Participants \lA

Roll-Out

Data and Outcome Measures

| !

Implementation Research Impact Research

A 4

FHi3E 1~ A2 (IMPLEMENTATION RESEARCH)
W7 S AU B TR R0 2 Ry 2R AT 36 07 22 (T o A B o 2 AR RN R, - B %% >

BB T T EHibT L o VBP JTEREHEIVE—(EP R - WIFE N BB 30 st
DAFE g 75 ZE R MR AR B 7 ZR ARSI BB ARl - H > TS ) e EHE Y
(longitudinal) 5% o HAIHYIEIEZAE )T ZBALEHY 6-12 (& - (8 B — s T Bh i 5
SR - 281 > VBP J R HEE IS I HERS T R R A 45 MR (L (A0 > Hidigie &
FARHIFHER) siim st (FFS) 2 EEETE(VBP)HY S LiES - R SRS i -
Fofie i VBP J7 Y AR ERIR U - il — 2Bk - Bt WAEFEEEA
T ZEREETE T T BRI, WESEM: » DS AT RIS AR s M s} v
LIS AR BIPEES - 55 —(EPkEREITH b sehs - B T T EVEHBFHE | (Office of
Management and Budget + OMB) HHERIZAVTEIRT - EEIHF I EIRIEE » H
BRI EENA R 10 (E[EE 2025581 - 5 RIETEF (clearance process) » LAE Y
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. - OMB R H AT (STT P A I SRR N B e wtiliy) ~ T3

(appropriateness) Fx £4ffs(burden) - fRE4LE: - {TECEELAITATRIERIBIZET 7-9 (6
AHESERR - AR IS (B A e R - Lo BRI RIE - S =1
PR T ST A S I 92 S variation) » (AN 7E — (B BESBRER T

IR AR — A T3 - IERRIIR S > (EWTSE AN B AR R 7 ZEAE H A bR,
At A DAL T -

T E/E5EA9T | (IMPACT RESEARCH)

TRCETE ) REAE SR (BRI VBP) ~ 455 (RIGHEIEMEEAEF) - LUK EAL
(R A - BEERME) AVEEH - AR AR RIVEE 2SS SR SIESEEI -
1B S UEAH A X 78 BB S B R e R B -
A EFEAIR N E (Meaningful Outcome Measures) 2 I EZHY » VBP Y HIEEAEAH A
AT TR S E - SRR S FH LA EE S - R EHRE S 5
K (paver) il DAt EAESS ERFHIEM - W2 NSt a2l - B HATARE s {#
MEI RSN SRS TRV R (A0 - i) ~ RreE R B (AL - Ak
WEPRI ) HYBEEMEE - R fFEiE (A0FlalelEy) - IRm ABEFRSUEREA - E L]
B SR ZE b (Institute of Medicine > IOM)fR1E 7 RS E HARmEF (204 >
Felsg o @ AR A MEUE ARy T ) o A S AR E A [F 2 B Ay
B 5EHE (episode of care) BLFFARAAGE - b5 - AELLH RN A BRI ATARYVRA
HRABIEZABCERATHIE - FTREZ AN E BN E0V4H G - RE2 A PRERMERIEE
% N R E M ZH R AT BEE 1R (2 B AL IR 524 (episode of care) JRsiyin'e - 21w
HEZRWHIE - A EEEFTFREEEAPRE MR - fla0  (DEEARN - JF L Fbfh
VIEER AR - R SRR AR T &t 20V E K A gE N EIR SR Al AR
Y o (2)/EfREREE © BN bRER B AR R E AVIBE L SOh0E s o s R - [EH TSR
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sETE A E B AR B - A GRS - Q) BdERE - B EdE
EMEME AT RE S SR R AIRENAY 7 H BB EREE 7 AR DRI 2 B D - 28T - GRS 3t
(5 BT &R A B HE ORISR B BHE AR M - (4B : S MR Ry RE
(B2 SEHE RS 0] o3 BOAE S B IR PR - (5)ERHR (performance) Y AHRH M
{EFHHHIE - FEEEEfR M IR (i AR R ER A & ER

iy

] B AV S L HEEE A% A & & FH(Availability of Patient-Level Data across Care
Settings)¥} VBP " &2 285 | BIEFE EHENY - VBP ZE B ZE (f(bundled payment)sl 2
i 2 +f (global payment) - SYEIHRBHIEERR (LB IR EF - $2TT BEERIGE LS -
It - DR R R AR AT A\ [ Eps (B AR Y R - BRI BRI AR
B MBI - DUSEAF TR E RSS2 BRIV & - 1B LB S FH R B A
HEHARESE > FRRAPTE E IR AR LV IRE R (S A EEREE T F
&SRR T 3 A @ K& R ] M B A 5 -

14



FE - EREFIEENRREREREE (Medicare B2 Medicaid)
BAERERYTEENEZEE (Bundled Payments for Care

Improvement > BPCl)

—  EEETEN R R R RE(Medicare 8 Medicaid)f 1

SRR R Rl 1 B2 5 R T B R R SR Ry - BT ER (A (B O b 2 ol

fEERR IR - LEHEZEHRE N BRI EEFER o SEIBUR (BFRELN)

R B ORbe BB - EE R R R IREE Medicare(E AR IR (R &) B

INBURFAEREFS T3 81 T e i TR Y SR ) Medicaid (B A R Orbg) B 5 B (R

{rb#ETEE (Children's Health Insurance Program » CHIP) = FilZliEHS » {EBEFOfEAR - B HE

S7F (i BB R B R 7 0 ( Centers for Medicare & Medicaid Services » CMS) &2

[www.socialsecurity.gov] «

BB ORIR Medicare (2 AR GEIR R (rIR) EHZEIZ K 65 pRaibl ERFATRE

ESFRIEER rbgatEE - FeLb 65 BRLUTHY AA EARIERSIF B ROk - EIETRIEE -

IR E G A R AN ZE S A R R L (BB v

[IE) B3 - EBEEERI TR RENER - ENEEAIBEE HEE S

AR FIFEE ] - WRFSESRORIR Medicare ATU{E AL -

® Elrprkm (A &7y Part A) B (TERTR A BV FlrE [ - 8EsR T
btz i%  AIRAVECSEEHEREDT » F R R mE IR DUSCR A A SR AryE A -
B Eh R B OREHY

o EHE{RbEm (B #i5) - Part B) BT ST IBE AR DA A B 1L B e P b R R B Y
EET BRI S in - BRI Ese B R A R E N (G DGR TE) -

® IiFSERIRIEHVIESGTE (C B9y - Part C) TEFFZ MG TR ELEEATE - 7Eni
(s B ORI MRS T2 - [EINF A BIFIE R IRIany A B B ESpAY A L]
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LN C B3GR i B R o] — (B F2 (L B R (R R AR 5 Y B et s B e - 32
H ot A B B YTk, EIEmAE R IREREEENIIRIRE T E M IRE) -
® U KMNGREE (D &7y - Part D) EIBN(TE AR R G RORIE N B R IR JTHYEEY) - 15
o st E B A IR B R (G & AT E]) -
BN Medicaid (R AP ORIR) BB ORI Medicare(F A 2@ (R
PRI ERIEA [FRYETES - BFRAE) Medicaid 2 HNBUFEEIAVETE » B ARIATI
BEARSOZHEEN N TR BB EREREREE - SINBUF BT AR R
Medicaid HYFF & FREAFEARHENE FHRRUE - A AT LERRF S FIEE B ORbR Medicare
FISEREREE) Medicaid HYEHE o
SeEEfEFE(RE® (Children's Health Insurance Program » CHIP ) » H2 HMNEURF ERERYET = »
T ARRENIA Medicaid FURIASREE F B IEER Orig - DAREE S B mr e i i 5
Bt o WS SLEIVEEIR S E o

= - EETEHRRRE S HIERSEE

B 2010 -3 I A\ PragEE o] S HE I 4 (Patient Protection and

Affordable Care Act, PPACA) » F CMS(E& & (i BB B AR 75 57000 ) 2 17 Medicare Eid
Medicaid £l 5[ »(The Center for Medicare and Medicaid Innovation » f&f# CMS
Innovation Center > CMSI) » 5 {E 35 WG AIHTHY SZ (0 i B B A sl s i = > $RH26TH
agEt - ACHE AR SRR S > DUBD T2 - - - RFF e =5
FEE 5 DIYER Medicare 1 Medicaid & 5l & EE(Rfa5TE (Children’ s Health

Insurance Program > CHIP ) {7 227 (13] - $EHZEZE » AlF 0 (CSMI)E 2011 4

% 2019 F(MPIEESE) > n[fELS 100 (FETTHIYMBUERL - PASUE 2B R IREE I L £47 -
[3E © R IRE S LY 3 Jk5=oT] -

CMs BB REIHH > DURIECH Y S FI R B st U IS U S = 31 2 et S 8D
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CAEHS RV RIS LR - RGN B AiiE s e

(Inpatient Prospective Payment System) 1 A IEAR S {E R RERY B Bl =2 (+f

(Resource-Based Relative Value Scale for physician payment) o 5% gll#r O BEE AR E —(#H

4 HAVEETHI AT AR S BRI e B FIRCERAVE T  FEAh - ACA #2 TP M A

B (HHS) HEJy - IR BRI ERHE » Hoxis B n] e b S AT R B Rt i B 2R

v B e (N B PO S AR 5 (E SR R Y AN 15 48 SR AT R o P 0 [ AR

JE o EHEFEAERE AT - D/HRPE S - HERSOHAR R M CMS

FEAREATEIES © CMS BT 0T e 20 23RS (AR 2 9BIT-) [14] > a] 3 RyLL

R

®  ELJZE&EiE A (Primary Care Transformation)

® EE{FHYIHEZE (Accountable Care) »

® n[E IRy B S (% (Bundled Payments for Care improvement) -

® (RUTA = BRI H E (R R IRAFHIFE it (Initiatives Focused on Medicaid and CHIP
Populations) »

® BR(Rbm BB B e AV HE i (Initiatives Focused on Medicare-Medicaid
Enrollees)

® IR EE R ETE BRI (Initiatives to Speed the Adoption of Best Practices) »

®  IBRHTHY S A IR S Y BRI (Initiatives to Accelerate the Development
and Testing of New Payment and Service Delivery Models) °

BT E R E &N Medicare, Medicaid, 2 CHIP 5253 A; I AFESRIGEEIR AL » fE—

OISR > Bt SR - PIONISERHIRGE,; (SO ol - ERER

izl - WEEHVERracat - AR R - 1EAEE Ry 3 2 5 FifT - R EHESS

IR ABALS]
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R 2~ FEBATE BRI S HI R R T-[14] [15]

Four of the 26 Models Launched by the CMS Innovation Center.

Model Name Start Date Description Early Results
Bundled Payments for April 1, Composed of four broadly defined models of Within orthopedic surgery episodes that
Care Improvement 2013 care, which link payments for multiple clinical include acute and post-acute care (Model 2),
services during an episode of care. Under the participating hospitals in the fourth quarter
initiative, organizations enter into payment ar- of 2013 had significantly lower episode
rangements that include financial accountability payments for patients who used post-acute
for episodes of care. care services (33,724 savings on average
for a 90-day episode).
Comprehensive Primary January 1, Multipayer model in seven U.S. regions to sup- Inits first year, the model produced 2%
Care Initiative 2013 port primary care practice transformation gross savings (nearly enough to offset care
through enhanced, non-visit-based payments management fees), including reductions
(care management fees and shared savings), in hospitalizations, emergency depart-
data feedback, and learning systems. ment visits, and 30-day readmissions.
Pioneer Accountable Care  January 1,  Designed to show how particular ACO payment In the model’s first 2 years, actuarial sav-
Organization (ACO) 2012 arrangements can best improve care and gener- ings were $184 million (according to the
Model ate savings for Medicare and to test alternative independent evaluation, $385 million in
program designs to inform future policy for the risk-adjusted savings as compared with
Medicare Shared Savings Program. preceding and local market trends).
Partnership for Patients ~ December 1, Engages leadership of more than 3700 acute care Through 2013, a total of 1.3 million harms
2011 hospitals to align with the model goals of 40% were prevented and up to $12 billion and
reduction in all-cause preventable harm and 20% an estimated 50,000 lives were saved, ow-
reduction in all-cause 30-day readmissions. ing to model and other synergistic efforts.

Bk

X

A O A PR (1S] - E R E RIR IR an BRI EE - [RE CMS g
A an BN E DI R IE - Ea B AR SR A e B8 i S BB AT E
RARE - B T EBMOEMELEECE - ovs EABER AR ~ BIR WEHE
(National Quality Forum) s Ho At Az AHRA# > DUNISEAI i B HIE - 55— (EPkEGE ¥
E AR TRHE © B FLEHR » FERREIREYET (randomized-controlled design)—HE
Weme Rore i DA A HEBINZR Z BT E - (B R E e B IR 2 A v
1THY > NILFREA HALBGERYEHE 7% - Bd& > FrA RV O HEShRIIRAAL - B s
eI SR S BB B e T PP BLH IR (B R T AR — (R EAE - 5 —
e B IR B A AT Ry - B > PR A A YGRS SO i e B R
FEH - A E VAR ERTINIRGR » TR BRI S - & T RS
55 > Bl P LHIE R R AR KRR E A4 - S EEE RN LY -
FERE T ARHY 5 R > Bl O BUE R = (ERESEREI[15] - Bt - ERtEREHY S (T
TR B A= DUERHERITIE B B0 & 007472 - B0 > 4F 2015 42 2 - gl
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OFHE TR IEEERR S ISR LIRS (T (episode-based payments) » DUFIHYBESREFE
PEZALIRRY B A IEEE - S (EHE0 HHZEAR IRV EE R ORb A - Rt =i
B SRR IEE o S (EFT-2AE 2016 F > BT R E IREELH S (Next
Generation Accountable Care Organization, Next Generation ACO)HEZEFE L » B HIE 2 555
KRB EE I - AN E TR - o] DUEAFsth S ip i A S BRI E - Al
ARDURIHIRBHSE » HK > CMS IREESEL S TR AR N B A2 AH A > #EHIBEH]
HHEEIHY SR - DURE R RIS EEE - Rttt > sZ 808 L ih B B e (R IR S )
EEELTENNES - BSITIIPEE R SRS RS - i His AV E T - =
2 F R B AR TR A DAV ZUAIER 1A DT o BL(EARAR - KA RE I Ry frr it
PRI DA BT RIGE © 3% BT o CoRr A A 25 T HEBh 35 B B PR S 4 ey gt - SR
HIRE - DU AR HAE -

= - ERAaERATTIEENZ=:1E (Bundled Payments for Care

Improvement » BPCI) —{:febi 1% HANE ~ A ST

BELE LI A (per-capita) ~ FHIRERFIE (per-episode) 2 (B AL T HYSZ AR -
RIRH A 5L B 5872 (care episode) PN » 25-{ FE G 12 (it & 2 HRGE IR B B BE —#EERH L
if (MedPAC - 2008 ) [16] » 554 » RFEA4 1 35— PRlisi] & I8 By e (B S (YRS B
N2 %4t (global payment system) F&FCAnE &M - A EREFS(J[17] -

CMS B0 Y BRI (IR =T (Bundled Payments for Care
Improvement - BPCl) £ ERATREGIFEERIRBAVECA » [FERFOREFEHE
e E o BB B R IR TR ST (B B Y e & B R IR AIIE M S (5 28y
ARSI — 8 T AR S (EAS IS - BT DABIE A R A - SR e
PR E A RUFR AR o R - CMSI S8Ry rT 38 A PSR S (A R RS S ks
11 el % e 8 2 (P8 AR o B R RGNS AT RS » B R — (B R SR S [ (A - 1TAE
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2011 FEHEH S B MEAY A TSt BRE 122 BPCI » HLP IS DU A B L, » (&g B iasE
(post-acute care, PCA)E{¥: [ 24 B2 (acute care episode, ACE)Eil 214 A IEZE— (1152
Z A T AIREIE S - IR AT BIREE B AE (b R Tl e iV IEEE © (R ERefa(The
Tl o ZETEAEERE TR 4 TR R BREERR S~ ST T # (bundle) y fE—iE 0 2
BHEINSCE R RGER BN EF - w8 R -

BPCI /Y 4 FE 7 A=
BPCI 1My L& A il o o758 1 555 (Awardee) ~ HEGEFE B E) 3 (Episode Initiator,

El) ~ HEESTEUF# (Convener) - BPCI & LR FHEE ] - {1 EFH & (Awardee)[m] CMSI H
i LR Je 24 - BPCI HYSZ (I 173 EEEREIHIMAT (T - B & (Awardee)s
[F7E45 CMS —EHT{EA RE AR MR R > DAL AL S (Rt S CMS Fr s &= HY
Medicare {475 E\z - 13 4 AP IEREAVIEERIE G R - RAE=UEESZN - 8]
F(Awardee) 75 5 55 8 V7 i 55 B e [ Bl = R LB B S AR S S B (2 B

B 1~ SRR S {152 (Retrospective Acute Care Hospital Stay Only)
SRR > IR TE (episode of care) /&M (EHT/EHE - AR EF inE HATA R e s
SRR > T F B (Awardee) L A RN 2 5 B8 SR AT R A HYRIcAS ] ARl 5 4G B 5t
EASEET{F A< 57 (gain share) » T Medicare g &5 T fll(FFS)HY R 2 22 A
(beneficiaries) » FHAEF SN 1 sENEBEEMEER - MEn HEREOTS
Medicare JRiA B EE IE2 BRI A (MS-DRG) » & FI7 FH LS R S A » A 1 A5
(530F - BB LURAHY Medicare SHEIRIR TP {EHHY Part A Sl fEhed BTz

INEEESZ 5 (HEEETE HI| 47 Medicare Physician Fee Schedule (Part B) 7 {5}

B 2 ~ SMEER S MR R S =X (Retrospective Acute Care Hospital
Stay Plus Post-Acute Care)
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AR E A B K 2 S M LB B T MR S IR - (EZE 4 A BRI R (P 2E(2013 2%
EHEFT 48 TEERIRHR - SFEN & —TE DL MS-DRGs) » HEESZEFE (care episode) i 25 Fy (%
PeF kg 30-89 K5k 90 K LA_E (2013 A5 /A2 30 ~ 60 B 90 K) » A& AR
(EBEIRFS ~ SR IIIEE « AHREE LR - PI2aR - il - B R EEn S
SRR JeLGmERHINETTZ - EIER S Rl B RS e 2 HIMEE
EEEQIG S A% BEREE KB R EE TSI RIS T - A% IR IE N Medicare
s QUEBRACZAEE T LR B (Awardee)JHEL T Medicare ZfTill&ffat
HETEZ - CMS B REEHIR - dEFram BT - 7RISR - RS R 2angE
A1z 8 H AR EHEFTERE S A R HEE(E » Medicare &R & [ 2 &4845 T EE AL -
g e EE R HA AR BT Bt & (BT ~ PAC B R) 0= 1 K2 » EEHEAIZASEE

B HAME Z 80 - IO > By 1A R B R Ry SR B T AR R (L & IR e 7
&5ZE > Medicare [F]RFEEIL T on BB BURGEFRIE R BN > 1R B TE A IRGERIRAE AR 30
KW > k(2 Medicare 37 g EmE{E - EHREUFRIELTH Z 8 -

B 3 ~ MR HA IR R4 SZ fF (Retrospective Post-Acute Care)
A B R 2 SRS RS - (EZE AR EEES 2 U] > (I
RS RTEE HRX (E 2K Btk 30 RNBHMAME A E— TR IREE IR BEELS - &R 30
R1%(2013 3225 F5 30 ~ 60 B¢ 90 K) » A 2 RIE A SBEAIRH - (5205 ¢
Fellam ERTINE TS0 - AR RIEST R IR BRI S T 2 BB TEERO E S 15
ST o HEMERRQ)BE L ESTBS A I T - 2% IS RFEN Medicare S7H - B(2)
FEBEFEAETE T - EREI(Awardee) fEE 45T Medicare ZHTilIE it HEETE
Z o CMS B IEE AR - dERfamERTIN Y EREEETRL - RS R Bl
TE T ER o A R HAE(E - Medicare @14 T 2 S54SR H B A » AJEA
EfEER P EA RO - B0 - Sl 2 52 (skilled nursing facilities, SNFs) ~ {2
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MR (inpatient rehabilitation facilities, IRFs) ~ B f& 5 (#5155 14 4#5 (home health agencies,
HHAS)E 32 1 K2 > EEBEAZAGINIEE B EZ 280 - b > B T EREAA
Ry AT AR TR (L B I B F45 2 > Medicare [FJRF LT 1 an/B M & BEIEEE A
RREMN > REFEERGEFAEGE IR 30 RN > AL (EZEHY Medicare 57 HiE 18
REIE - EREBEAFREEH 28 -

R 4~ SMEEBERTIEME ST fF (Prospective Acute Care Inpatient Hospital Stay Only)

78 (B B IR e AR AR (L e R PR BRI P A S M (L B B e M B Rl 5.
THEAFEFLLE MS-DRG | - FEERIR_EAHRHHY 30 H AR ABeAe iy Fr A S e B
WER1EE RIS o CMS SR RITILHY e ME (R e B P e B i il — (B B 2R - (58 R E Y A
HE M E (8 145 E R HAL(Awardee) » TEFERTA RS @ WA T - SERZEIFN
T B AN IEE N BN E R Medicare S - (i H EEHAL(Awardee) (i thE15E
BRHE R o ARETE H AR e R H AR - EE BTSSR
TR P& B RCA 1] DAL 845 B& e B B Bl T F ] <22 73 Fic (gain share)

RTERITEE

et B THE T A=F58 0 > 2 1 s ]t 2013 4F 4 HE M - B nli et 2014 4 1
H - 185 2~4 53 By ZEffiHH (preparation period) EiJi| g 4 <2 1 (risk-bearing period) ffi& P&
BEST o CMS 12 2011 4 8 H 23 HEARHEEH A AL TH BB (Phase 1){£45
P& Bz — Ry ZE (i1 (preparation period) » CMS &7 B HH 55 24k BRI TGS AR U 5 il e > Ryl
RIEFEITHCER + SELBIEE—IGH CMS $U 0]l 44T R o & E i ala s > 4
BERK FyfEi%E 155 & (Awardee) > (i AP B — (Phase 2) &\ 4 523 (risk-bearing period) <
P EE AR S AIAE 2013 4F 10 HBfAR - 500Y 2014 4 1 HEAYG - B2 BEIXATRL 2 REE
e A Ut P B — i APS B — - (HF A IR 2 A g R IZ & 1 2015 4 10 H
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ZATEAPSEE "B TEITI18] - HATZET BRI — 2R g - B [
B TAF 201355 4 22(2013 Q4) A 15 {E EFEH #E (Awardee) Bl 19 (EIGERAIEREN &
(Episode Initiator, El) » fF 2014 55 1 Z£(2014 Q1) 27 93 {E F HE & (Awardee) i 211

E IR R ENE (E) - BA S DREMEE RS S F » BRI/ SZH, - 7Y 2015 4F 2
HH15Z2 CMS Z5EHY The Lewin Group ¥ 5T 1 FHYRER I FEHR & - W FF 4T

TR

%

BRI HIE PGS

£ CMS #EH BPCI Z FiT » FEEIEF S (L e FE B S R I ARG - th 2 iR st - (2
sHEEPRAIERUE S - 17 HRF R RGeS o0 B B2 > o IR TR ST - BB
RIS (ER € B3 (Acute Care Episode, ACE) A& HBERHVEEREN -
I E B (TS A PR e Al e B CREGE T T B AR, - SOk R ET
Zatim o (B&TERBELEEE RN — 2 - SEIEEFEELLLES (Agency for Healthcare
Research and Quality, AHRQ)Z Tt RAND Evidence-based Practice Center » #5820 (T
AR - DAEE) (1) B HERE R B~ A B BB S (o B IR S I B st
HIZEE > DUk (2) TRt /2 B B S (T YRR S s T 2 2R B A R B S A R SR AR R
[19]
RAND DA Z &8 SRR [E1fE /5 = (systematic review) » ¥f 1985 42 2011 -l RAVHT 7L 8 T
iz PubMed F1 Cochrane [EIFEE - ZA1& HHERE B SR HIET SCRAHIRITZE U575 Bldtm Y
B HEGHETT - RAND FEESURRE FTS It Zedtaman T
(1) BIFEZHIR#RETERA © 45T (bundle components) ~ SZ{/57AEx(payment
methodology) * 37 < /& 4k (level of payment) ~ H23E {5y F72 (method of determining
payment) ~ &z 57 ¥&F Ul (Risk-sharing properties) ~ (@2 1ET57%
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an'E I (use of quality measurement) ~ 2 BLESFRARFSFE (8 2 FIHYSZ (S 73T
(distribution of payment among participating providers)
(2) A IARERIRT G AT A B Sa T R S B B s BRI b -
(3) SUBREURHVEEE JEEA LSS - (H—EHVEHIRRUR | RS TEARU R A
EEEIAEARTE - BN —MRESZA T ARSI ERF 20T - BRI D
S FIBERER YRR - A5 10% -
(4) BF{TE—TERA ATRAR DB A SRES 2RI - A ERY S 3a T AR
TR ATHEAR — B -
CMS-BPCI
CMS Z2E The Lewin Group ¥t BPCI #558 2~4 #E7T 3 4E5Tf  The Lewin Group 7F 2015 4F.
2 HIRtHHSE 1 FaT sty - DIEHE APERL 2(phase 2)HY2 8158 Ra(h 5 - EITEL
Fr#fr(quantitative analyses) S'& [4: 53 fr(qualitative analyses) = B/ HTHYERIEL BPCI 25
—F[E (2013 Q4) RyE > EMESHRILIESE—FRAE _FE (2014Q1) BE - ELig
AR R T 26T A(RIPE B 2 > e F-H 2013 42 10 HBA4AE)AT 2 4(2011Q4~2013Q3) © 57
MR 2SS BPCI JT A2 BIE R B A Bl T iR S B W 2 I T 2P
e p A ~ HEAE DT R R B 5 » (2)% Medicare 2 HIAHIHGE mE 1Y
V2 s B (20] -
HFFesE FOR HIME = B BRE i R 2 BB E T - £ —FEA 15 |
FEH (Awardee) FI1tt {11y 98 { HEE R @) 7 (Episode Initiator, EI) - 55 —ZR[EA 93 {H
L EH (Awardee) Mt {IHY 2415 {HIEFERAZEE)# (Episode Initiator, EI) » FFR ST 7H
F RS A2 B BB R IRE R - 2B E T ESGRAR - HEWT
FEZARAEEY | - FECEHARREIAEIR o BLAD - TR BPCI SB35 B 5 B Ay R B 2
W& HEE2EBEREEAERRAE - WL - 5 1 FaHbERS TR AR BPCIHY

B AR L GBI
B E -
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HEPRET it T A DA RS 1 (2 (EZRE) A TR - The Lewin Group HYRIZE BHFT4E TRGE A
BPCI (LI F E&L R B R B R IEE R gy RIA - T -
(1) RZJUSHZAZBEHIHEN 2 - EEFRIEREE (B) EER2 R - HUREEHA
BEAVELT - 12 AT REFR A B 2RV E TR S IR B fr5a T (care redesign) © i1t
S LA E SRR H T AU e B M aTRE e — s =0 gt
R AR I S 2Ry H & -
(2) EEHEIROLCER T RGP ERR 2 EH & (Awardee) TR » EMHYZE
F R IEEE A R (utilization data) » SR N BVEFE IREE (e E & S RIAIER
i - MCHSEERARS RIS TAE N BRI T » 0(F ERAETEHY BPCI BB T - —SLFEH
FFon > MR IR R S ECE T B E B BPCI YR — 2B L - 5T 2R
S A\ 30 R H O B R AR 155 B B BB N Ry iE (T Y S (M R~ RE
WL - M FIRFREERRE - RBBEE—F R AR ERINYE R (surgical
orthopedic excluding spine episode)4# A BPCl 52 - 72 T 22 MR RHETESERRIET B - 2
T MR S (R B ANV ERIENE « FTHERE Tilu(elective, scheduled surgery) » EFH# %

> RIS BB HLAM (e 5 T TEOA - AR EEHraa T IR 7= > DURRREA - 6]
R ORFFEGREE RIS R - EREBERHER _FREBRAHYIA BPCI JTZEAVEIRE > Fra£ES—
PSR B SRR (L 2015 47 10 AT EISE - FEEL -
(3) &z 2 MHYIGEERARREN & (E)Eo IS E R RS M 1% € (post-acute care,
PAC)RA » M mis an'E - fhMRe At & I (5 FHHY PAC - fifi {8 PAC FRfEETERE
WA IR e - MBI AL B S e B Y PAC HREE - fEFTAHER 2 T
AVHEEERRIE » TE55—ZRE /> AR > BPCI ABEZ] SNF BYELH - AR D 5 (EH 77
> (B ABRREYERAY A 5 RE IEEE R (117 (home health care) AYEEFTHEN -
(4) FELEZEAI(ERE AR (anchor hospitalization) AT E - 5 HE% B be (£ H #i(length of
stay, LOS) » BPCI 55 A\ B ¥ IR4H IR BPCI 55 AFHEL » BPCI 5 A LOS "I  SfEZARIATHY LOS
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HRE R DB BRI EDERAS - 281 > FERZEUFIC T » ERA 222 Medicare $EEHFSZ
t o (R R R s {5 B AT REEERS 51 PAC » [T A A EEAY B e S (T » B Medicare {57
SZf+f PAC)

(5) DAFRsrEft R A g s B E - /£ 2 (ERE/a (anchor hospitalization) tHEE{ZHY
30 RINF AT A TS - BPC i NBLHTIRAHAYIE BPCI 5 AFHEL - SfEFZRIEE RTAER A B
EHATHEERUAEEBER EA T - {2 BPCH AR AR T 5 2 (g2 2.59%) - (2
BRIl AEERS - BPCHR A HI k2 (emergency department, ED)HJIET _EFT
IR T BB R E S - TS RV ERT R - FRE BPCIH AR
G BEIRE - A2 E R R -

(6) 15z 3 B4 SEER/D - fEE—F A R 2 8EA 4 HREA 3 > &
B AR/D - HET A RERE R T > (£S5 —FE > A 7 {E SNF Els; 5[ HHA
FI—{IE IRF EI 2111 BPCI J5 2 - &% 7 {[E SNF EI EL—fi% Medicare iy SNF /I IEE A[E
R B M EIREFIMERIALAT » 11—/ Medicare [ SNF £6°F 7096 # 2 LLVEF R H
0y > WAV Z — e il - fEAh - MM AERY PAC HYRFRIFHE R -

(7)  ARACHE ERF B M S A ] B o B R R A B (BAE BB HYZHAEIRAE > DU
FIMEE) © BEA  AARBARIHAN IR R - FTEEHE PAC HURCREIEAL - B0 © TRk
TEIR AP % 2 HHA B2 SNF AYFHRE 2= 52
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B=R BRI ERRHETA

— ~ AR IRE S B RS A

LRSS S (Agency for Healthcare Research and Quality, AHRQ)Z:E. RAND
Evidence-based Practice Center » PEEELFEZ L AF AT - SEZR RAND DLZ & SRR =] 5
Z\(systematic review)BRET IEEERRE - HEZ T FTER 42 LAY = {15 58 58 R LA A Ay At
RUTY AR Ry B (PR AT A (SHE) A8 25 [19] -

PRt EIFEA SRR = (BRI MR © ()RR ACTELUEE A 72U EE
Fosm Eati)/E IE S N BB & - WFZEsSIB TR R R fol 2 (2) AR
EE TG (key design features) - EEHIBERURAR ? (3) HEALMIERHIRENA
# (key contextual factors) » ZEEAFEIBRURASE ? RAND FYHFFE#R 4% 5 Dudley % A
[21]E2 Andersen[22]fYbFE TR LH SRR (& 3) » DIAIRTFEE LR I - Dudley 3¢
A [211690F 58 T I ARER B4R @A S (A RIRYEIE 5 Andersen[22] (YRS AT 2R B HEGE
ATATPEHER S (context) (R 2R - Sl RHgH R TRl (key design features) ] AT E 78 ELEE
ST BT TE HSSRIAAET < BRg
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3. EER T AHEIEE S HHE B 2R E R (Conceptual model for review of

the effects of bundled payment strategies on health care spending and quality of care)
[19]

Bundled Payment
Components (Intervention)

Key Design Features:

+ Bundle components

» Payment methodclogy

» Level of payment

* Method fordetermining
payment

* Risk-sharing properties

* Risk-adjustment
methods

+ Use of guality
measurement

+ Distribution of payment
among participating
providers

Organizations’ decision
to respond to the
incentive

1y

Organizations’ Response:

+ Care redesign

+ Investment in infrastructure

+ Selection of low-risk patients

= Upcoding, unbundling, other
manipulation of the program

KQ3

Contextual Factors

Predisposing Factors:

» General financial
envircnment

= Other incentives

+ Charters and missions of
participating arganizations

« Market characteristics

Enabling Factors:

+ Capabilities and goals of
participating organizations

+ Degree of integration of
participating organizations

« Staff (MD, RN, alied health

personnel) factors
+ Patient factors

1T

Program’s Incentive
Structure:

1 [ ka1

Study Outcomes — Change in:

» Health care spending per episcde

= Utilization rates for specific services

= Provider cost/resource use to
deliver episodes

+ Quality of care

« Average risk/disease severity of
patients treated

* Revenue potential

» Directand opportunity
costs of participating

« Nonfinancial
components

Note: KQ = Key Question (3 ## [ 5H)

FACU I S A E s AR - FEUR i BRI AR ~ BRI
2 H I (R R IR AR 4Ry S MBS 3 RN (R PR - 11 48 S AT (el RF L 2 R s AH 4 A A
N FE A% i AR AT S H B s D - 3 K A AT B BB R A T
A. B A i B 2 B i aE TR Rli(key design features) Bt 57+ JT = YA N
AT T ST
S @4k (level of payment) ~ JRTESZ (S HY 5% (method of
+ JE\pg 73 HE IR Al (Risk-sharing properties) ~ EBHIE A ~ dnE
M (use of quality measurement) + 2 BRI FE (i 2 Z [T SZ (5 73 (distribution
o NS ELAE I B B A Hor
(revenue potential ) F12: Bl 25 HY H HERA B & A

=

4=k (incentive structure) © 4H B8 T (bundle components)
£ (payment methodology)

determining payment)

of payment among participating providers) °

A B R - BRI R

ll

(direct and opportunity costs)
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B. IRIE[AIZ (contextual factor) I FE{H [A][A ZZ(predisposing factor) B {figE K 2% (enabling
factor) I « (HAIN R EIE—MERIRE (VSRR EAE K ) - HoAth
FIATFHERZAMO © TS iR (LA AR AR M COEAR A ) - (ERE
ZEESIHSARE IR B - Fos AR ST ELE T/E A ERHE ARE -
C. (EFFIELHMAVIEL « MR AE 5T (care redesign) ~ & SRS ~ i
(P A ~ £ S RIm B B Z 4R (up-coding) ~ HiE = BRI HoAt S 1+ J7 3
FIHRAE -
RS RERE 2 R PRt 3R Rl (design features) 4K HHAH B fEE AR HE G AH 45k AY S FE TS Y
s o WS EIEIA T IR 4G I 2 i B — (AR A R S B AT Ry AR FE T R S (S HE Y
FEERZE o HAASRTT ROCEAIRIE - 2[5 K Z (predisposing factor) B {fiFE X
2 (enabling factor) < Wi fH BH P ER IR R 22 (key contextual factor) HY5 [ o 4H&RT T Ryl B HY
REFT e A A THE RV ECR A E B RIRIRN - RTEA ¢ R et B A
B 1 B ¢ BREEEE R A L e B T AR B At S S 5 T Ayt -
R RS 3 BIEPRETERIRIAER (contextual factor) &K HAH B (R HRGE4H 48y S FEFTI& it
(R EE - EEMERZEREIRZL CME R S M HVsA R ARl AR SR 2 - R RERE 1
PRE (R RS AR 4y S e A ] 5 B B e DR (S LR IR i Y 2 I DU ZRAIH H
U1 IEEHEAE (episode) Y HHEE 37 t(health care spending) ~ 7 & HHEE 5 1] FHI E (utilization

rate) ~ (& T IRGERRIR AT SCE R ~ I8 A E ~ 9 ARV JEU b S g B -

T~ BERA K EENZ=ETE (Bundled Payments for Care Improvement >

BPCI) RYRHiliJ7i%

S i
CMS B HREE S 5125 (BPC 2 H ABC = R ELEE VR Z2HH The Lewin
Group HETT/HTEHS - BPCHE ST M E e m MR ey L R A s T2 -
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The Lewin Group P = R BIREMEURIHFE 0 T 286 - Wit 2015 FEAYEE —F# (201 %] AB

W {8 AR H BPCI {E ARG 45 2R - 25 = (BRI (C)RME IR o & PR i - S R4E

=

A.  BPCI J7ZE M2 BRIV UM ] 2 MFIAE B 5 2R oy i 8 2

B. BPCl J7 ¥ IEEREAE (episode)HYRAS ~ Medicare B rbmat e M frlin <2 an A\ IGGE
BB ?

C. R - IERMEE - R N SERRNZR G BPC (Y& A5 R ?

PFCRIRE A /2 T % BPCI 7 RAY2B15 ~ MRy HE B #rats T(care redesign) » 15U 3R

TRBIRIES )7 R B - Wik HOm NRPE BU M2 B0V EEE - ulian T -

Al @ 2HBLF il BPCI £ 55 # (Awardee) BLIREEFEAE B )& (Episode Initiator, EI) » 3lf;
R EMBEHESELE T 2 (ERHE LR - BHE © AL~ BRI ~ TGRS ~ B
BRI 2 (Medicare share) -

A2 : TG RE— (R R EEE TG AV4EHE - nTRE & 22 BPCI 2815 B AR (th B i E
RILE A TER LR % - TS AT RE &2 BPCI S ELEE S HHIEME - BPCI
SELFHE AT A TR - $INEAH BPC SBLEIITT » /AL (2 2 [
Y3 7 ~ SRR AR AT RE I DL B B (B8 ¢ (managed care) (Y7277 (penetration)

A3 : 5 INEETEHYRF R —BPCI 5% 1 5 7 (Awardee) i £ 4% % aa AL (HUEEE - E1% BPCI
R~ HEREHERR - JEBRAY/KSF 5 S AT fE IR - B4 gainsharing ©  CMS i@ %%
PEATEREE > DIFPHIGS Lo T B BPCI ST E A S & - FRelsk ]
(Awardee) BE{EYELE T Rl (design feature) BE i {fiE CLBERAVEN -

A4 (R HEEE R BT R B & AN Y SRS R B —BPCI SRR BLMBIE T - 1EORET
BEE A B MRS IRSRER - EEE(Awardee) AT LA B TR T HEE (care
redesign) B AELY RIS EER BPCI HAF o L EEHAEMIRY 1P Mkl 5o sk iE Lo TRk -
MAETESAHE CMS Pz -
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A5 i NBFRFE— ELiR BPCI jps N [E]RFH[E] MS-DRG HYFTA B& R IRIE 2 2 A
(Medicare beneficiaries)VRFE - BLEE © 4EHS ~ MR ~ BRI E RS (Medicaid eligibility)
HCC (hierarchical condition categories + CMS-HCC)43 8 ~ F-%2{¥: 5 (anchor hospital stay)
AIFAYES A
BIFERIRE B AURTAS 51 B I (L i BPC SERNYRE - DURS ST BT ~ bk
BB N B (impact) o SFHERHLLTT -

B1 : {HEFIZEER] ] (utilization) ~ SZ{+f (payment) RIS (efficiency) 22— F&HH BLFE
SEEIEA RN N P2 (A Pl R (o FH BBl A S84 - PR Ot 1 IR R (it 2 ey [ e
BPCI HYERH - MRIEHACK/N ~ & E e % (risk adjustment) 41955 A HYI (1I2H & (patient
case-mix) 3l & (e R I i ik 1y R i, (secular trend) » m[RE AR 55 A1 R R AR 825/ LR
% BPCI HYRUR » E B NAY BRI F DARAE RS A R - S MR IEEE (PAC)
HH B B R (W MR AR IR B R R » SO BURRYEB R INLLFEE -

B2 : ¥ E R E— T REEMBISEIICEN - A R HIVREA R - AT E
(AN NREL G TE) - B IRAHELET - WEE A R AR
(difference-in-difference - DID)ZK iz i & -

B3 : HAt AR ERRIR— FREMEF(E BPCI A S AR - B4 « IHEEE
AR ARIERE » I @S A A MERE o 55775 Forl th B B AH s RE s
BRIERER - R AR RS SR A N GBI o R IRF T2 KL BPCI FZEAH
582510l DRG S2ETHYEEE > DABRHIE A RHR A S At BPCI BLZE -

St I A RSB HIER A B b (quantitative) SE'E 14 (qualitative) AT T 7ARVSE S
Bt

BALEHEPRHIEFE RE T (non-experimental design) » & LR B BPCI HYBRGEFZ (A
PRV HEEE R Ry S Ha4H - ELEE BPCI /T AIR B AT » 2B B R BRAH AL
e 7 A5 M FIZES 7 F(difference-in-difference - DID)ZR{&ET/E Y BPCI HYRUR »

31



HME 2 Fs © BPCI YRR =[(2B14HAE BPCl /M AIRHYPEE4ER - S B4HAE BPCI /T ARFIHY
PHLEIR) - (HHIRAHAE BPCI /P ATRHYIGEESE - HHIRAHAE BPCI /P ARTHYHIIEE )] -
DID &5 5 ARY A PR AL PR BRI 2 B R 4H A PR R LY 72 52 R 2R (time invariant
difference factor) - 554b - BETNBIIRAHAYEERE - tMREF R AR E B2 BEHIRE S
PEEEE AL I BEA57 % ( propensity score ) SREEHUETIRAH - MifEE T ERIZHAVAE S
(outcome)iif » =5 44 el e f R EAL R Ao o i T A AL 0.
4&E R AYHIE (outcome measurement)
GEERAYHIE EAE IREE AL E (quality) ~ BREER A (utilization) ~ Jp5 A S 51/ (patient
case/shifting) 5 S {f(payment) o s/BUHIE (U135 3) 245 © MR IGGERIER - —E /]
NI M= FBE % (unplanned, all-cause readmission rate) ~ HiEfA &1
% » —EHIENAVHIAR 522 (Emergency Department use without hospitalization) ~
e MEEREBEN 2 ASE T (acute hospital all-cause inpatient mortality) ~ tHifE{& 30 HA
ERSEER ~ TR IIEEE(PACHFRIERIGTE —EIENHI ERSE TR - - IREERHE
AR T2y - Bl B8 SMERIEE H B Db —(ES MR I -
75 A\ (91 /AL Y HI & 25 © MS-DRG case-mix index » Home Health Agency case-mix
index - Skilled Nursing Facility case-mix index + Long-term Care Hospital case-mix index ~
Inpatient Rehabilitation Facility case-mix index - Rate of outpatient APCs of Similar BPCI
Episodes F Rate of Inpatient Admissions of Related but Non-BPCI MS-DRGs

° 2 (payment) Y HIE T HIZ ] 2014 FEEFOHEVIEIEE K S S EREHERELLIA]
ELER o AERVEZEHES - AARERGESAE - SEa0iff s 1 -
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x3-

<[ BPCI fiGE S E IR (20]

JHH /BPCI =

R 2- MR
M & HA IR ]
WIS 5
(Retrospective
Acute Care

Hospital Stay Plus

Post-Acute Care)

R 3-Te % B
65 [E] P S T
(Retrospective
Post-Acute Care)

A - EBEATIE
PR
(Prospective Acute
Care Inpatient

Hospital Stay Only)

JEatEM =N

{EF7# (unplanned,

all-cause

readmission rate)

HFE%((30 H ~ 60
H ~90 HA)IEET
_riilﬁm%

£ B

1. e H s
KRR
(home health
care)FERRYAT]
30 HARYIEET

SN ER

3 o
=

2. BB PAC 1t
% > 30 HRYIE

tHifEf&(30 H ~ 60
H ~ 90 HA)JEEtE
MeNEERR -

%T%‘fi’i\ﬁ@

P
KMERZ Z2® ‘EH i%(30 H ~ 60 | 1. HpiigEREEE | HPii%(30 H ~ 60
(Emergency ~90 HN) RMF | EZIEFERE H 90 HA) R{EFE
Department use BJUZ%’“EQ—.— (home health care) | &2

without

hospitalization)

2R AEATRT 30 H

WHIARER Z E2

2. HEBHE PAC 1A
& > 30 HPHYR{E

btz s o
2RPETHE HFEt% 30 HANZ | PACHERERIMEAVAT | 1. =M ERREASR
(all-cause RSET-%(30-day |30 H ~60 H ~90 H RIZET % (Acute
mortality) Post-discharge NERFET R hospital all-cause

all-cause mortality)

inpatient
mortality)

2. tibetg 30 HN%
RIPELC R
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EFEA L THEEE ST (BPCNGS S E Y E R R EA T » AIE N EE 6 AT : i
TR %54H & (Service Mix)#1 MS-DRG ~ 5 AR A I B2 RFEE BREE CRaROME (20 © 485 ~ 151 ~
HEZEELK ~ Medicaid status) ~ E&PRESEEAF(Clinical Factors)#l1 HCCs indicators ~ {£FEAi
HIEEER ] (utilization measures)WIzw2 ~ TGN T-(AIEHAIGEEN2ER - % F
FiTf) ~ IEEIR BB B (RRER/ N ~ REBA) - SEbf 5% 2 - BURRCERYJT0E - mIRES
FEETANTME PR A S EAY A ERS e 1E - B DA onE Be s Ry A RSt =Xy
EEIH - 48R S ORHE IS SR R - B U I & SR B TR R M AR A4
F o DAnEER RO FERR  SECR - SR SR EA/MEEER - 0 ~ &
2 I EAE AR - d DA &R o5 [l it 2 Logistic regression) S E\Ba o IE - S IHE&EERMI
B 2 JR P IR CEEART 3% 3 -

=N vagii

B AT B AROE E4E £ 5 E (Awardee) EBIE MY 1P il 5C Skt P 5 B Sk
asca TR B HY el B 5 £ 35 (Awardee) ~ B EE A2 BE) & (Episode Initiator, EI) ~ 7
NWYFEE S E MR - 15 e R R @ S M R ER Ry -
Al BEFE 2111 BPCI ~ JE45 7> F (gainsharing) Y 77k ~ A28 B CHY SRS - a0fal e
SNSRI R IR EE 522 (clinical episode)  ~ Wl EEfE A B IEERIRAVIS IR - A1
BIERGIEBHE - ROV ERR AT EIFRRCE M MIHI 20 H 1 (goal) - {HZEHTFTH -
CHEHSHANEAES - E¥rEE TR (care redesign) ~ DR Il B M A B GBS
T8 N A 2R B B 152 BRI 488 - 40 - BEEERYIER - Bl WARE S e
1 - TIREAREE (functional status) » 7 &f(mobility) » HEFE {7 (care transition) 5 f BT ]

At -
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UGN - BEUIEEZE L4 (Integrated Delivery System, IDS)

— DS KIS
Shortell SM, Gillies RR, Anderson DA, Mitchell JB, Morgan KL i* 1993 4844 = I ZEigy 15
ZHi(Integrated Delivery System, IDS)EFe fy © —{lE4E4EHYAHAR - FROALBCZEHERIRr E BT
fef BRI AaR A M - RS H IS AR RV&S REA R BN B IEERRAVE £( "a
network of organizations that provides or arranges to provide a coordinated continuum of
services to a defined population and is willing to be held clinically accountable for the
outcomes and the health status of the population served”) [23] -
Marriott J 5 Mabel AL 5 1996 FE1F 15 KB @74 58 (National Forum on Health) 1
A IEE IR S 40(10S) /Y 7 (B E B ~[24]
1.E MR (R -
2RI I S SRV DAY -
3. E IR IEE 24 YR & B2 - (Achieve integration and coordination in and
beyond the health system.)
4.5 2 R R IEE S HMRRAE N AEE - (Empower the population through involvement
in health systems management.)
5. FE{R[OIFER AAYEESK © (Ensure responsiveness)
6.FELR/N Y © (Ensure equity)
7B AR s o (Improve cost-effectiveness)
T 5 L SHAR(WHO)E 2008 3R ila i & 1 B & Z U5 ik (integrated service
delivery)/VE8G TIFHVEFE © " EFINHRHHER IGEIRES - (% v DARBR AR
[E]J& R LG K B2 FED R e IR B A 4E Y 1 (“The management and delivery
of health services so that clients receive a continuum of preventive and curative services,
according to their needs over time and across different levels of the health system.”) [25] -
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ZHR TR AR o RS A e ¢ (LA (user) ~ £2:E (provider) ~ 4H4%
(organization) J 22 (professional) ©

Cristina Hernandez-Quevedo, Rayden Llano 7 Elias Mossialos Z& A A 2013 SEAF BN (B

Z=Tll(Eurohealth incorporating Euro Observer)f5t * {5 HEEAG 2 5 A\ 2 EARIEMERR
PR T ETHHUBRER - SRS TARME AR EE - (W 7 B SRV E -

AT R FEH A5 (financial incentives) SiEf# e & U IEER S ETE - (HATIE

B BRI A A S B A BB SR 1Y 5 1 38 Ry B S Tt Y RS h 7 A —
bt o T E 0t BRI B A s R s SR AR S N T 26] -

=~ BoIRENE AR E RS
Sandra G. Leggat and Peggy Leatt HYF & [H #5457 4E4%[27]

Sandra G. Leggat and Peggy Leatt £22% Kaplan and Norton HY #7200 -FiE 28] &
Marriott J Eil Mabel AL {F j[15 K BY 2t A= st (8 sV B2 & UG8 e 122 20478 (1DS) HH AR
[24] » $EH$S IDS Bl (performance) YRF{h AR > 40 NHflE] 4 -

4 ~ BETIEEHIE RS (I0S) BEU AL HE 6 FE T 2R

Figure 1: Framework for Monitoring the Performance of a
Strategic Alliance

~— gl FINANCIAL PERSPECTIVE
How does the 1DS look to funders?

CUSTOMER PERSFPECTIVE INTERNAL BUSINESS
How do patients/other customers ——® PERSPECTIVE
view the IDS? At what must the IDS excel?

t ry
IMNVOMATION & LEARMNING PERSPECTIVE |
How can the I1DS continue to improve? o

COMMUMNITY BENEFIT
How does the IDS impact the health status of the population?

Adapted from Kaplan & Norton, 19921712

[27]

Kaplan and Norton fZHHPLEFEATS ~ &5 ~ NERZERS AR E B (financial, customer,
internal business and innovation perspectives) ZEVUSH RNt R BT & HERIR
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[28] - Sandra G. Leggat and Peggy Leatt £ [ A0 4> M2 K Marriott J Bil Mabel AL
FENNZE AR B 2R 4= 5 tE (National Forum on Health) (28 H YR & U IR Hi 25 %40 (10S) H R
[24] > $2H¥T 1DS pleAS(performance) RTd fEEL & 74 1HEREERRHY S (&I & BhRaNEA Y
[F][27]

® EIEUM{AIERF IDS ?

® i \/H At A (AR 1DS ?

® % IDS [ FHIT I MR ATEE 2

®  YI{3E IDS FFEENE ?

® DS W2 fE ERAVIEREIRIL 7

$IIL S B A AT RERYEEAL AR BRI S » SR 5% 4 - DUA R EURLELH] 2R aRt it Ky
1] - &FfL 1DS A5 B RAVEEEINNC > RIRERYEFALAEAI Sy © 1DS JRvie 1 (2 B KAy
RERE - IDS BEHE A B RN AT ~ 7 DS AT LIEIRE AT @S - HlE (@R
HKPHERF B = H AR ~ 1DS AV E il & AR SRV B2 I05E ~ 5% 1S 2t

T eAE e MR IE RS N RS - s RN AR E AR EE AR
BT 4 -
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K 4~ BET IS RG0S BERREHE 27

TEHERTRAE AR (POTENTIAL JEAEHRE I 2 (POTENTIAL
PERFORMANCE CRITERIA) PERFORMANCE MEASURES)
DS Jigje fL & (R AR K - TR TR

- ATTHPGHYEHRRRITE LR
- DHREIRREFE1R

- R

- B

- JEfE

- BEAKF

- BT

IDS EEIE A H ISR - FERE
- fLlEmtE
- (R (e A/ TR
- FHER AR LTEAR

#% 1DS R LUMECR Je #ry 4 e 22 6 ERGNFEHAHEEENE R
EAT R AR

R R B s AR | AR IE A

IDS HEEEER B o HF KL ERE | -BEWE

STt IR
ST GO e e S
- SHESNE A
- S
3% 1S 15t T IR HIIHER - (LR | - R R I R A I
- e\ R

= ~ EE RIS (Accountable Care)

MELBEEREN AN E - A EAREE N A BE R ZHES - ERBFEIRG
PEHEARAZEL - #EDURRERR ~ e BEREmE - —EESERRECRN
B o 5B CMS (ki A & HE HTEE A (Affordable Care Act, ACA) » 1T T B prIL=E]
#5TE (Medicare Shared Savings Program ) » i ZE 55T (MSSP) < E 25w E
ST IR 2 %5 (Medicare Fee-For-Service beneficiaries) » —f&#fJ Medicare 37 -}
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FE0 M g e 2 VR &7 - IeE g s - B AR - 7
GIRFAVIREERR (L - n AR S B —(E & R EEEIHFEAH4E, (Accountable Care
Organization » ACO) SHIIMZRVEIGETE - LEEEIEN=HHEE + HHFAIEA
I 1 (Better care for individuals) ~ 5 47 HY R (2 (Better health for populations) ~ [
BB S HipY = (Lowering growth in expenditures) - Z:EAfY ACO FSREFE(REIE RAVESF
B - (Al e A B A R A\ 2 ERVELS, i A SEEE -
[https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram

/]

H‘FE%%? R IREHS(ACO) ?
H IR IEAAR (ACO) BB ARG - BN EME R B R RAHs: - &

FE B R TR THY Medicare i A » 45 T daty e a8 B0 - 1iai g A B R

A RS MR A e AE IEREATE RS S TEREAYIREE - 0 DU 00 R B B e s B

B (- &Pt Fy H A

R MSSP 7 ZEHRE - —{IE ACO B4 —4HiRtit B MIGE R At EE (Bl - B - B

A RIEA 22 Bips A BREGE ) - RE L [m Tl IR GE fh MT P IS Y Bm 5 T A = ACO HY B IEE

HefE ORbg 2 25 N\ 4% (seamless) H S an B HEEE - TR & SCHERZRFAYIGEE - ACO 2 —(EPA

AR LTSS - i ATIIGEE At e = 20 E IR HIE SRR - nTaiEny@RR

& EHE R ACO T RE LIS IEE FE (g Bl ] (L FE B O 7 IR < AH A8 oy DA T :

® ACO BZEAL (B FF&AEERNIEENE) LIEFEG#IZE (group practice
arrangements) J7 =CAH A

® (i A\ ACO Y44

® E[EH ACO B A B RIGHENIGEBRIEZHE -

® EliieEH ACO HE AL

® HALY CMS JuE B IRERMHEE -
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ACO FATTREML

CMS BRI L B RTEAEE 3 M0 S R IEEMHE, (ACO ) & Jeg%Rd ACO(Pioneer
ACO) ~ TH{FEX ACO(Advance Payment ACO) K 47 & A HH B4 IEEEFE = (Comprehensive End
Stage Renal Disease Care Model) - S54) » fE{ES 57 ACO A1 = E44 51 (Shared Savings
Program)&% &g » CMS HEH N —1{t ACO 5% (Next Generation ACO) » A 2015 4 5-6 H ST
FE—umHFETEYE - % 2016 4 3-5 HIEITE “amHEE R o N —{U ACO AR AL &
HEE—(ERTie - FEEE nI AR 1S HAR - [iiRft il z A E 2N E it

{11 (coordinate care) » 22 5| Hof e HEFE A B AR H R -

==

=

[http://innovation.cms.gov/initiatives/Next-Generation-ACO-Model/]

ACO s AMERIRE AL T - 2012 £EBHYA » ACA FEILEE (rILZEI & 512 (Medicare Shared
Savings Program) - DLiil ACO HY#5feE - sARIHIME >  Ba A e, B2 T fElbe ,
T - T EEERE ) FX 0 RS ELHY ACO (REFER A ST R AT 3 s
BRMEETHY HARE N > RIAMREA & B EEIEE » 2 nJE S e A TR
FHY 50% » HERETEHATTHE (savings)Bw4s CMS » ¥ T (b, 15550 - ZEAEHY ACO 1]
1FEMEIRIY savings (1512 60% ) » {HXE S M T THE HEE » ACO WVRIEEE 117

BH[29] -

4457 ACO (Pioneer ACO)EITHEE

A DL ACO Ryl - Rl BT RIR - Sl ACO 25 A & BRiom A ESths
7 B AR AL E T aET « Jud® ACO fE=URY 2012 FEff4G » A 32 (E5E54%4L ACO 2Ed »
ST 3 AESIER 2 F - HAi(2014 F/E)A 19 {E5T#E ACO i 2015 FFi#E AGTEEHY
55447 THER 2017 4 2 A4 IETE < RUNEARE—(EHSH A HE e 5SS
BRZE  F0 AR E R Ry LS8 K (shared losses) o {H 1A 7E£ LT
FRABRE R TR BN Se8E ACO » oA —ERAA G A\ BRIt ZEIGETE - g
A JE b A A HL R B IR - E AT 8 625000 FYBSFR (Rbe 2 4m A2 Jese il
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ACO HYHERE  Jod¥ ACO T 2 FHVRIAUR MFE A AN B YA FI4E R [30] -
Nyweide, D. J., Lee, W., Cuerdon, T. T.Z% AJA 2015 fEAYERSC[31] 0 $1%F 32 (#4547 ACO »
AT B A PRbR 2 26 A TRt S 1 47(2012) 5155 2 5(2013) Y SR 2 Y S H S AT
(utilization)fE TS AR AV L (EHERTHYAL A Ky 2010- 2011 4F) - 4KEA[E HARIAH R &8 <2
e NB LS 5 H S (T YRS IR A DA #E o 7% L (difference-in-difference) J7AMERES - &5
oy ¢ JedEA ACO 24 A o B Em B I B8 PR Ore 32 25 A (Medicare FFS
beneficiaries)fHEL - Su##fl ACO Z 7 AHYSRIREE ST N RN » AEHYIGEEAR B A A
ARFERRERTED - ABFER AV ER R F 70 o e R T -

A IS R C B B R IR

Jei# ACO HYEFZ 43 AEEH (per-beneficiary-per-month > PBPM) 1 2012 437 HEE ¥
ZHETRDS 35.62 0 9596C1 By (-$40.12> -$31.12) GEfHLEIE4Y 2.8 {E35E 5 £ 2013
T Se$g ACO Y2 am N H SZ IHEESHEAH BUR/DS 11.18 » 95%C1 fy (-$15.84 0 -$
6.51) GatH&E T 1 BE=® -

B BRI A YL

B ElAH BAE 75 (Physician-related services) » WA IGEE ~ MR EG GRS E focae A
AR -

C R mEE

SELJER] ACOs Y B AR SZ AT I AR %5 F & SR S BT BIVESHM: (Timely Care) ~ B89 7% 18
(Clinician Communication) <[] [F] A 8= 1Y 0 8 (B EAM =40 © B E B A ERIE

(Ease of getting care) - B ER 5 JES EFIEZHNIEZE ( Access to specialists) It A FEE o

/g ~ ACO HURHL /574
Elliott S. Fisher Bl Stephen M 2 A » & T —FE¥ ACO SHEMY" #HRIE R, (logic model) »
YRIE S o PGS [FAMTA0R ] ACO 1Y SZ A5 7 2R B A s i 228 s & m] DLZE B THHARYL
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R~ EH TR THHAR B R A TR T T R A R AT RE & 52 2 ACO 2 Ak T[32] -
IEAEFCHYRF (2R ACO %5 CMS 7 B2 H AR5 4 1 (i R et s Ak A5 B R (R AR s B B
B R > AL » DL ACO HYJE [ (formation) 25 A (implementation) Kz H R
(performance) & £5¢ > F7IERET H5#e T (local

i RH4E B (intermediate outcome) ~ £
i BB NN BURF Y BUR B & Rt 7y i 5484
B AN AE & (health IT capacity) 5 7RSS LTS © ACO HUASHEELAE & (40 « EH

R B R A AR ) S ACO S 4RFME(AD ¢+ JE\ b BRI R bR Y (R SRR

) BATEEELRE ¢ GRS B A R s - R B
FHERE - BEENARRYARR . THESRER  EFENRRAVEERE
BRI ~ IR SRR © e B EHE ¢+ (R IREE nT AT B A 40

AVCERR R ~ (RFFEHIhRER GBS ~ BRI IRL -

& (environment context) ~
readiness) ~ Z& A JE#f( implementation activities)

E(impact) & 1 KIREAN - IREEIHEIEL

|

5+ ACO FHE @RI [32]

Schematic Overview Of The Accountable Care Organization (ACO) Evaluation Logic Model

Environmental 5,  Local . Implementation —y, Intermediate 3, Impact

context readiness activities outcomes
National and state ACO structure Implementaﬁon Degre: Ic-f
context: and capabilities: of healthIT, health IT Improved
Policies, Governance, health information capacity P q
investments, leadership, and exchange achieved access an
and activities health IT across providers Sxperience
infrastructure + * * +
Improved
Data sharing by Improvement healt_h a_nd
providers incare functioning
and payers processes
Local ACO contract § A v A Reduced
context: characteristics:
Market Degree of risk, Development of Degree of

incentives for
health IT adoption

structure and
health IT capacity

public reporting
infrastructure

ACO formation and implementation activities

integration of
care achieved

ACO performance
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Elliott S. Fisher #i Stephen M ZE A A EHE ACO JE:Z ZIEAVEEEL > [R5 " ACO HYTZ R

Ay K TACO HIRE ) S KT E FE AT

ACO HITERRELE A TEE)
ACO =&JHVFFEL » MEEEHE AR - P © 8 KR EE (e 2 (payers) BdFe (it & HEEHY

P AELB - FEEIEEETE » ZH T eI ses T B aR Rng &g (B0 - ElRRsZ ) - DUk
AR EAGROEAS - W AL > H TR RS IR A 28 ACO -

¥ ACO &M ~ DHRENIEE) - 7H T (A) &5R% ~ BHL - SHER] ACO R HLAH plcHA Y SRS
(B)%¢fEe ACO 55 IHY B EEELEhHE K PUBIRE RV ALE (C) BRI HAt ERIREE N B2
BARYSRESFIRE Fr (D) (HEER & SHAVELATRE /7 ~ SOTFISIT (E) TERIAR A S (8 Bt
MEAVEELF) ECCER TS - SENEAZRE -

(i ACO JERHIETTHYERSS - JH T R(A) SIS HVESAIENRE » (Il © &AM AL
FET NS IE(B) & ith 2|25 FHEAE (multi-stakeholder) {5 5 Y EERE(C) T EAL & St
HEENABH (public reporting) 815 4355 5 (<] (pay-for-performance) H&LEz(D)  H AT AL
SCHRIREER ] > m] R 2R By BB (savings) A & iR B2 (E) PN R RaER S > B4 - 2 P
b H 7 ELEA B FRE A B 57K F(Medicaid payment level) -

ACO HYERZY

[B87° ACO HYRELRZ 2L - Elliott S. Fisher Bil Stephen M S A5 Al 77 Ry M1 5 Bl (B
(Populations of interest) B ISZER A FE K 455 (Processes and outcomes of care) <5 [ {[& BH #2
HEFE AT - B FIE RE {7 E#(Populations of interest) - )£ (A) ELRENIfET #2252 254 (B)
ACO & 4JHREER T A (C)H A IR ACO RS A (D) ACO HEFEI S HI IR (B) IpE 2 43
B EIVERS > B S EREGE AR AR A - SO SIS - i
(Safety-net)S2 it ZHIp A

FINIEEERYHEHE f2 45 (Processes and outcomes of care) > [T (A) B2 Y EHZ M E
(measures) > 41 : ATATME ~ Tt ~ (REE TR B ER A IEEE (B A\ HVEESR » BLFRVEENEE »
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SEAL[ERE ~ AR (C) {EFFY4E 3 (Health outcomes) - FLFE (R EFE ~ ZEFHARN -
DIEEM4E (D) AER ) fIAEERH (&) -

\

CMS %} ACO s B IR AISEY ST
ACO B B ({8 AL By S7 (-1 77 % (Value-Based Purchasing Program » VBP) » FEBEELHA

SRR S R - CMIS 3 FER ACO RIS B IR S A LAY SY
AT -

B HTE (Quality Measures)

CMS LA 33 {[E25H H AR E — {1 ACO J& 77 B IL SR/ (shared savings) /Y& - 2 33 ab'E

e 25 PR S I s A/ BRGE SR R B Y48 B (Patient/Caregiver Experience) ~ HEZE {77
25 /9E N\ ZZ4=(Care Coordination/Patient Safety) ~ TH[j{R{E(Preventive Health) » DL K 51
AFBF(At-Risk Population) » LT 5% 5 72 33 anEHIE B CMS HAth S B 5 =5 P AR
B0 B BEANE S £ 4 (Physician Quality Reporting System > PQRS)FI1EE+-{&
EEECH%(EHR)EhE12EE (Electronic Health Record Incentive Programs) o VU A 5/E SEIE Y 33
{lEH H 2 fE4n R (33] -

I A/ TEER Y4 Efi(Patient/Caregiver Experience)— 7 7 IEFHE LK

® Getting Timely Care, Appointments, and Information

® How Well Your Doctors Communicate

® Patients’ Rating of Doctor

®  Access to Specialists

® Health Promotion and Education

® Shared Decision Making

® Health Status/Functional Status

HeEEE 177 35/9% N\ %4 (Care Coordination/Patient Safety) — & 6 IH

® Risk-Standardized, All Condition Readmission
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Ambulatory Sensitive Conditions Admissions: Chronic Obstructive Pulmonary Disease
Ambulatory Sensitive Conditions Admissions: Congestive Heart Failure

Percent of PCPs who Successfully Qualify for an EHR Incentive Program Payment
Medication Reconciliation: Reconciliation After Discharge from an Inpatient Facility

Falls: Screening for Fall Risk

THEI R {d(Preventive Health) — 7% 8 TH

Influenza Immunization

Pneumococcal Vaccination

Adult Weight Screening and Follow-up

Tobacco Use Assessment and Tobacco Cessation Intervention

Depression Screening

Colorectal Cancer Screening

Mammography Screening

Proportion of Adults 18+ who had their Blood Pressure Measured within the preceding

2 years

=& AEf(At-Risk Population) — 7 12 I8

Diabetes Composite (All or Nothing Scoring): Hemoglobin Alc Control (<8 percent)
Diabetes Composite (All or Nothing Scoring): Low Density Lipoprotein (<100)
Diabetes Composite (All or Nothing Scoring): Blood Pressure <140/90

Diabetes Composite (All or Nothing Scoring): Tobacco Non Use

Diabetes Composite (All or Nothing Scoring): Aspirin Use

Diabetes Mellitus: Hemoglobin Alc Poor Control (>9 percent)

Hypertension (HTN): Blood Pressure Control

Ischemic Vascular Disease (IVD): Complete Lipid Profile and LDL Control <100 mg/dlI
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® Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antithrombotic

® Heart Failure: Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction (LVSD)

® Coronary Artery Disease (CAD) Composite(All or Nothing Scoring): Drug Therapy for
Lowering LDL Cholesterol

® Coronary Artery Disease (CAD) Composite (All or Nothing) Scoring:
Angiotensin-Converting Enzyme (ACE) Inhibitor or Angiotensin Receptor Blocker (ARB)
Therapy for Patients with CAD and Diabetes and/or Left Ventricular Systolic
Dysfunction (LVSD)

#4(Reporting)

R DA i A B A Sl 2 187 web SRUHI[E]#z CMS © CMS HYER AT TECE RHE A

PRETEEAMAE » DUR/DTTEUENE - CMS BAE TS L Z6EE SR 2 (N

2012~2013 F)AY5H A LEERFHA - 2014 5L - ACO FREFHRIENI LT —(# CmS ZEERY AL

[P (vendor) ARAET T A\ S8 2

e & EE45T (Quality Performance Scoring)

ACO ZHEG IH o e % TR R e B R A ge S HE AR VBN & - STERTHY SR 5

CMS € 55 /B U AE Ry e B H BT 3t 33 SHATA Y E IR &R - (ERB 1R AT T

I bR TH5E R HZAERERY P A s BB B RN P B R e AR - 3

B8 DA B U - B30 - 56 2 A5 25 THIVAYE SERT AR » 55 3 45 32

T E SR G IR - RSN (functional status)HYFHE E R AIZEH#H - CMS

S EEmEETEIH (FFS) SR E H o th kG T 4525 {E (performance benchmark)

HEMESEMCEE » (K ACO VB S EHE S S EILEC 7 - B4 ZEF(EGEHE 9096

(26 90 ) A EfS-i = B (2 57) - ZEFBGEE S 8096 (2 80 /- fir) Al [ ¥#45: 1.85

g3 WRIEHEHE 2 ZE F s 1 3096 (2 30 H 70 (in) Al AT MR 1.1 75 - (L 3096(2 30 H o7

fin)A % 0 73 » (3 : SRAE T ERECHIIEIE R 2 % > RaZHR =S 4 7]
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B~ DSHERR

P8~ RORSUTETERREHETTA

— - ErEFHMERTAE BRI

Rt E SRR E R ARIGER M EREEAREFE LT » #EAR EE2EF R

ARGERHIIGE - S — It A E WIS E R oy B IR EHE > 5 2 > AR

PRI fTETEE - BRI A BT BRI EstE R - 2EEME - HiIENE A EM

FI9 ™ ASERE - AR AR R (E e T R g2 — ()8 AR BEER - BFG © 4R

&~ S~ B~ e - ASER - BCSET - FTATR AT R E Y o B e SR

EEHE - TR BB EE B B (pilot) R B AV E IR MR - RS S LIRS ~ B0nfT

PEARAYC AFETE © RIE - FEAREIPS R EBETEN S - BIFRHREE IS SRR -

sTEREHEHVHEEE BT - HATMFENEEZERE » #EE SN - (BT

i AR - 5ot 0 PimfEatEREIEE: - SGEHE —HIEAE B BUEREEEH L

% > (I9PATE AR T T T AU BRI v RE Y s BAE E BUR K R R P i AV B F

(rationale) » DAskat il EMRHE 0% o BB HUIRIERIRES: - mIREH Ny AR B R (R

BRI BT 72 e (NICE) VTS S 2 (1] -

® =ORIEENVIERE (HEEHS/ AR 7

® EORUGEMETR ((THHEEATEHE) °

® FEIENILIFREMEEREANER (YRR - STIHEtERHE TIEARZ
SEYE/ BT 0

® UNfA[KIEE S AR T Ry (EE 2RSS R EL (TR E SRR ) 2

o ittt ENRAJREERETR - ETREEEIIE ?

® [/ Alintervention )Ei145 5 (outcome) AT (B HY B G A ] 2 1F 17 (/BB 2
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= - st ERHMERVEE

P EAGHIEEE PR B ¢ B/ /T A(implementation) B2 & (impact)5¥h - AZHY 4
[RIBORSZATETE - Aime B RE I iE 7% - 4 ¢ GG (pay for performance) B
o UGS HI 2L 24 (Integrated Delivery System, IDS) » B2 25 S8 AHAY aL'E Orag O B U E
5% » B E B E RAATERY (/5% (Value-Based Purchasing Program » VBP) » H[JZ&
FE B IREE i E Y () - K McHugh B Maulik Joshi [12]%f VBP HyzFffismil - " B/
IO AGHE ) FEREHE S AFE AT ATTEELRZ J7 FRAVR T 5 - WIFERTS VBP J5%E
B LER e R R AR R AL T R AR RCEE (- (building blocks) - EIFEZ:ELE (HREEFEAEENI
N axatezR (Bl - AR ~ SZAT4E  S5EIeEE R/ ) > RHEH SRS VBP J7RHY
AR (I SR BB AR AN 2185 - £l - T o BRE ) AIERET VBP SHEAHRALS
RAYEAL - 17 VBP 22 - T 22 TAh ) PRITIGERMEE 1T R ~ W NS R DU TS
FESTHEAE - HERASTRRERRE VBP TR R FHEE AR - B0 RIS
fEmmmE o B ERRY B FH AU ER A

= - 5 HRIFHY RE-AIM FP(E2248

o BRI SR EAURES, - 1T HLRGE S IR EYRFAE 2R - &8 Glasgow RE, Vogt TM,
Boles SM fZ£HHHY RE-AIM f5HU[9] » RE-AIM 2 U FL{E R F Al (A2 Y - 4 5S 2%
(Reach) » Tij&X(Efficacy) > £R4M(Adoption) > EJii/4 1 A (Implementation) F1H48
(Maintenance) - 4525 [Hi[E 1] FHEAL S TEE MK 236 - T E% | (REACH)Z &2
B BUR BT Fsg B NBEL ORI RS2 0 T D535 (EFFICACY )t RR 2y B IE R W U7
HY45 R (outcome) » {EA AR Wi (Effectiveness)—3d] » i BT /& A3 2
FIBCRETEHTE R - BEFY EFFICACY ZHEEFER] N HIEIMENZRE T FATEEIRYRL
5 1M Effectiveness RINZAESESER] N HYEFEERIE P ATSRIHYRCR » BUASERER A T 2L
% (Effectiveness)—3] » DIFFEEIRE MR 5 T ER4Y (ADOPTION)ZH5 71 At 2 fH
[BAIAH AR (S ) B YL BIAICERE © T B/ /A 5 (IMPLEMENTATION)FE (/2 11 A&
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BITHEE - AE NGRS - EE A - SRESEEN S BRE
(follow-through) /@AY - AETTZEEHE » /i AFSHHY TAE N BofFaZ 5 ZE 8T 2 el AR
I FE EENY 5 T 54, (MAINTENANCE)fERT &7 AFE T AT 357 ABIRESE - ELFE(E A S
PRt -

g~ E{LEEEMR T ITA

T334 P BR A & (B (quantitative) KB 14 (qualitative) S AT HRH S AR MGG © (RERAYSZ(S
eTE o B RE R (502 B4R ) B BRAH = AN AT THY » (R - RS I S BAH YRy
BRI EEAR DR - DUREHHBRZE o MEPA SRR S AT HI P = 0 B

[ propensity score ) ST ARAH » (H R o3 BAEA: 7R (1 I 48 o5 W2 B (logistic
regression) > BH R85 - SR EECEAIHE (U774 « BTG S Tat SRR
BF > TJER A 22 2 22 B (difference-in-difference » DID)RGETEN S ATETE T/ AL BYRL
S0 B EREGETE N AREL AR - SBAHAE & RO IR S B 2 2R - BT
EMERERIRES R 5T ARVRUER=((S B4t E /T A RHPI4ER - SR
BT ARTHFEEER) - CHIGARAERTE N ARIV ISR - BIMEET = ARIHYF
HEER)] o TAEET R AHAIEE IR (outcome) iy » 1] =578 41K o g i i B R AL ok o 1 9 5 Y
TGN - BT R 2 B (B AR IR At 2 Bl WA sa i - EE 20
MV E LSS  BEfraca TRz (care redesign) ~ DUS LTl BRI A B« o A
TRFE PR BB HE 2 8 ny ek s - 40« IREEAYRER - - W AR S 08 > 40 ¢ TR
iIRR&(functional status) » £ #fj(mobility) » HEEEFri¥#(care transition) ; K HHEEHYATAT:
h - ARANERES AR A LS E HNVEEAGR R

EFA B S HIEERA 2409 B 556 CMS SUERYIE B (E B R ATRI S A 7%
(Value-Based Purchasing Program » VBP) » AHETHEE T RAVHAY » MRS A BEIEE
B I8 247 LAl DA A (lower costs through improvement for our health care system) -
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FR I AN 4F Y EEE (better care for patients) - {ie2E B {11 [ (better health for our
communities) © 45 3/ & (outcome measurement) - ZH1SZ (T E A EL HIRIME -
PV LTS > CMS & FRVAESOIE £ ¢ &ML E (quality) ~ BEEEFIFHE
(utilization) ~ 7 A7 B/#8F% (patient case/shifting) & 7 (& H - /B HIE T2 E © Hbt
& —E AR HIEE TS 2 N F(ERE % (unplanned, all-cause readmission rate) ~ Hf5E{&
— ERARIAHIAR(EE 2 2522 (Emergency Department use without hospitalization) &z 4=
RIZET % (all-cause mortality) o B 584 = HEEE G 15 22478 (Integrated Delivery System, IDS)
YRS > CMS DL 33 i /B RIS BH H AR R E — (i ACO J2&#r B Z2fi 4 (shared savings)HY
Bt o i3 33 mE R E VRGBS ¢ A/ IR R E U 4C B (Patient/Caregiver
Experience) ~ HEZE 38/ A\ Z24>(Care Coordination/Patient Safety) ~ FEJ/j {2 (Preventive
Health) » DLK 5 /& A BF(At-Risk Population) » 5FEAIT£% 5 » 22 EHIE /RO {E By IDS HYRFA(d
TR - HEEEAZE - HEHENHERREEZE LB 30 HAYIR » BIREE
FUREDHIH Bet& 14 HARGIRM » HEER—E RN EE2ER - SEUEEMN 30 HA -
KEAEEH 3 HNES A= -

N R E R AR

FEE S CMS FEAETER - TS EeGETHBINTITT - B SRS T A Em i
BT EITEERAVIIST - IR S BN IEEFRIEME © 55— 7 © CMS fERTATHE
tHHY BPCI 24 ACO - W E & 2 I 5T ZeaTam - 9 AT 7 ZE G T EET A - 340 Benton
County HYf#A:EBFIEE Charlie Fautin 72 2015 4 8 H 11 [H AR B I M IR ER A A4
B RS2 e BRI IR O B e oy AR A i A 4Kl - o SEEU R AR
B FEEEH SR A R T G AT o RS BRI e R BT
EERFRUE -
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B~ REEEERE TR RAYELEL

— ~ REMEZ PR

184 2300 # A > 5 A GDP(B A= 2 B 4H)4Y 22635 27T » FREIATIELY
3.2 BA > P A GDP(EINAETEH)LY 54272 7T - FEVE JTIHEEAE 2 RIER
P2 RAWR - B R R R B DR (R B BB RAE T F AR IRIR 2R - BIREDR
N (SHEOREAL) BRI R ORI T r - V& T E B R B U IR R 4 B e
Pt » BRI B P (R ORP B A S PR (L BRI - SRRV R e 58
BTG EES] > DIREERR AL - BURFRCR Rl o S2EIBURT (B BN S e %
CRbg > SRS A R SRR Medicare BEETJNEBUNFAEIEFS H$t T e isig
BRI = B frbz Medicaid K i B (Rt (Children's Health Insurance
Program » CHIP) » &{R A& 535 A LIRY V4 2 183 - FTSErs - (el fEsh » @i
NGRS R Rl B A = B S PRl iR 75 00 ( Centers for Medicare & Medicaid
Services » CMS)E 5 « 28T » {EREUHHYRTAAHRAERIERS - FREI# IR N BB St
flEFEE CMS JEHI9E - T H CMS 22 AT YRR A 5] 204 4 (Managed Medicare) » 477
TREg AR IE A (carrier) AHHHE < (Rl > CMS FYZ(THIFE L S ATB KAV ET & IREE A - HECR
ST IREE E Y H AR - MR R R A2 B CMS HUET SRR AEH - s S
BRI S (R IR IR SR B R R A IRIR B (R RIE A HI4Y
TE > MR SRR - ER IR AR R IR B et E e - Bk
(EER Orbe s B B R 0L ( BB R B ) WA MR 25 -

= BOSIFERZ 2R —REERINMIEE) - SEER R
BB IR T2 e BRI s J7 % A1 & 8T (pay for performance)
B PUIREE R 2 223 (Integrated Delivery System, IDS) » B & SRR A1 E TRaE R BE K

BT > SRR AEAIN R MDA (extra-payment) » BlI - B IRBIEAEFRRIAA
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FREAYSATAE - i AR IR S R (& e B ZE AL S IS BRI NS - BRI IS CMS
ATEFTZRIBINT SN T > R sl (A FR GG S H - RIS PREVE R 51T (fee for
service)fill{ili FHYHEEE SZ HATHEE » ZORORBERIR AR SS CMS —ERVITE » BUZ
R PRI 1] 7 S E4A (SAVINGS ) H: E SRR FSEbs - piiadl - BB I
afdE (BPCI) ZORIESEE 155 F (Awardee) HHE(ITE » (HERSIHE BIEE LT &M
EREAE - CMS ik N 2B E R BRI (Awardee) /7 5 1 (REU © E R (R IEEAH AR
(ACO)  IRHFFE A EFEAERIIENE > £ 2 YRS D S i FTEiiE FHEHY 50% ( T 5[
JEpg ) 1) o SRR T EEE R R 2 RRY ACO IS EIEURHITHRLE I (savings)
(=% 609 ) {HA 37 AR T THEL B 15 ACO VB BB I 4E ( e i Els ) -
S CMS SBIEIERIEUS - R G AR R AFRE200 ? LB RN REHY
B B[] PN KB e A B SRR R e S BR R o0 T Chunhuei Chi a5
FENATRERY R A RO © (1) IRIEH B i - BEd o Rl A Ria i
EEMSAN - (22 CrigRIEANME CMS FrEry ©Eig | » B IRGER HEE EARL
VR > (A G AT AE - HIFRAATRERE CMS SRk R A (EGHy 2 (& T3
REERHGH A5 T (capitation) » H (KRR S &Cage FIIE T BN R R EE AT E
> RRIZ IR ABCZ(T - B CMS BEREVEIT 5% > & Ll E T (fee for service)
I IR S I F R s o HARCEE = sm AT - AR odihehe > NbAeEiEE
FHEZER] -
WEIBRIMINZUREY - RAERERTERGIE T - ERaigie it A N R F s g
'8 > KBS AR S o EERERIE A e ISR e R b PR e
San'E > WESHIIY - 5550 0 BEIHY TW-DRG > R BB ST {H e #e e
LB > TR AR R R o' E

i

52



=~ ERFIHIEER

TR E i TW-DRG BB T - (E A B (R S (R ATHAR - 553
MR W IR (PAC) i E AR S R IRER T 3w HSZ L S T BB S A - SEEHE
s Y BPCI A5 DU S (-5 G e e M e B e M1 B B GEE (PAC) 5 ol — (18] L B (5
2\ 2) > BUZE(E (PAC)E B — (BRI B A (B 3) - RIEUAVIE A FEI[34] - SSEGHE
HE - NS ERERACI IR B ISR - HEUNERTHERR EZEE ki 30
H AR » EAZE EEOEEOA % 14 HNAGIR » hleig—E R NEEE R
SELEEH 30 HIN > AZRIZEN 3 HNEGAEZ - BHIREAE 2012 FH=5E4F X
BEAERAI TS T R0k TW-DRG SZ (I 2 plSEHE BIGEHTE | [35] 0
ARG i 7R B 55 CMS Zeatht el 2L - PR (E Pk Bt IR B PR A 2 R 2 R
(difference-in-difference » DID)SRALETE A SCATETE S T AR - BEIFRAVEHR S P ELEE
R~ A - BRISE - FEE B ROnIAS RN - BN RE RS - WA
EREID R - (B E R IR S E SO 8 s B A — 2 - FEdzE
IR TW-DRG (RIS Af% - B1JE TW-DRG 4HLLHEL - TW-DRG 48 P9 ke H #os»
0.329 H - thbef& 30 HAFH{EReRMRE A - {H35E] CMS Z23E The Lewin Group ¥f
BPCI HYfRZL 2 #]5F » BPCI s ABLAIRAHAYIE BPCI i AAHEL - BPCI i A ME(ERe P4
{EREH B 0.2 H > HFE% 30 HAFEERRED 2.5%(20] -
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P ~ S CMS #7253 77 RV PREREER R 3% B R B B 2 PR

B SRR E R
f#E CMS TrEhFE tH on BB LINGE R R IRE » (Han B I ERIEH A B H 5 5 Hin

BHERERCRE - K T HEISCEMEEHACE - CMS EEEER AR -
Zat'E w8 (National Quality Forum) K EA Az M2 - DUBNSRA 5 o & HI & [15] -
R i B B 2 2 R AT - SR AR AR A SR A e B B
= o (B A BB ERPRLLE TSI - 140 : OECD /Y HCQIP F51Z » HindAst—1IES - 2Rif
RS AL AL R LI A RS R B A B AR E TR ZH AR - EAE
AIPEZ > BN B R an B A B RS (TRt EATR BN B 6 1R - BREEh2 5
EIFEER A FETR(BIA0 - OECD BGSRE) SLACE o] AV EDRLE - 281 SR B S RETamAR
FEESR > WEEIRMEAIHECE -

HEEH AR RE

BRI BT I (randomized-controlled design)—EL#0 Ry 2 /A AT HIHY
FERNREZHET A > BRRES L EEER IR E R AR R A ATy
BEFR A HMEEAYSHS 774 » B0 B B B s B A AT R A IRAE15] - S<EEd
WEIHIZIMI e - BAERILES - 28 - AFECETHETEHEHRE - EEREN
R 1A PR ERE AT A fe 1T 2B IEL RS » TR Ry RI 15

T AR —(EER AT AR
S5 CMS Bl Lo HEBIHYR AL > sRIH s ith K 22 B B e s T MR PR (R AV IRGE
(EEE A — (R e IR - BB BB IRIR R EIIT Ry ~ IR - %
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MZRSALR AR S B LR R R R EE - FrAE — DR ERI IR - TS
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1 AR R EE T E (BPCD4E R AV HIE (outcome measurement)

[E 25 - CMS Bundled Payments for Care Improvement (BPCI) Initiative Models 2-4: Year

1 Evaluation & Monitoring Annual Report. February 2015.

http://innovation.cms.gov/Files/reports/BPCl-EvalRpt1.pdf ]

Outcome Name Technical Defi

Quality

U Episodes with one or | 30-day Post- Binary outcome (1= at least one readmission | Beneficiaries who: 1) have a complete FFS

Readmission Rate more unplanned, all- | discharge, 60-day | during measurement period; 0= no eligible enroliment history six months prior to

following inpatient | cause readmissions | Post-discharge, readmissions during measurement period). | admission; 2) have non-missing age & gender

hospital discharge after inpatient 90-day Post- Eligible readmissions inpatient prospective data; 3) maintain FFS A&B enroliment

(Models 2 & 3) discharge for any discharge payment system claims with a DRG not on throughout the measurement period or until
eligible condition the list of excluded DRGs for the given clinical | death; 4) are discharged from the anchor

episode. Measure was based on
specifications for the NQF-endorsed all-cause
unplanned readmission measure (NQF
measure 1789). Similar to the NOF-endorsed
measure, we excluded planned admissions,
based on AHRQ Clinical Classification System
Procedure and Diagnoses codes.

hospital stay in accordance with medical
advice); 5) have a measurement period that
ends on or before March 31, 2014,

Outcome Name

Definition/
Description

Measurement
od(s)

Eligible Sample

Unplanned
Readmission Rate
during first 30 days
of Home Health use
following inpatient
discharge

(Model 3)

Episodes with one or
more unplanned, all-
cause readmissions
within first 30 days of
Home Health use for
any eligible condition

First 30 days of
Home Health use

Binary outcome (1= at least one readmission
during measurement period; 0= no eligible
readmissions during measurement period).
Eligible readmissions are inpatient
prospective payment system claims with a
DRG not on the list of excluded DRGs for the
given clinical episode. Readmissions must be
unplanned, based on AHRQ Clinical
Classification System Procedure and
Diagnoses codes.

Beneficiaries for which the initiating PAC
setting is Home Health and who: 1) have a
complete FFS enrollment history six months
prior to admission; 2) have non-missing age &
gender data; 3) are discharged from the
anchor hospital in accerdance with medical
advice; 4) have a measurement period that
ends on or before March 31, 2014.

Unplanned 30-day
Readmission Rate
following discharge
from institutional
PAC

Episodes with one or
more unplanned, all-
cause readmissions
within 30 days
following discharge

First 30 days post-
discharge from
institutional PAC

Binary outcome (1= at least one readmission
during measurement period; 0= no eligible
readmissions during measurement period).
Eligible readmissions are inpatient
prospective payment system claims and with

Beneficiaries for whom the initiating PAC
setting is not Home Health and who: 1) have a
complete FFS enrollment history six months
prior to admission; 2) have non-missing age &
gender data; 3) maintain FFS A&B enroliment

hospitalization
following inpatient
hospital stay
(Models 2 & 4)

requires medical
treatment butis not
admitted to the
hospital after
discharge from an
inpatient hospital stay

90-day Post-
discharge

readmission during measurement period).
Eligible ED visits are outpatient claims with a
code indicating the beneficiary used the
emergency room but was not admitted.

(Model 3) from institutional a DRG not on the list of excluded DRGs for throughout the measurement peried or until
PAC setting for any the given clinical episode. Readmissions must | death; 4) are discharged from the institutional
eligible condition be unplanned, based on AHRQ Clinical PAC setting in accordance with medical advice;

Classification System Procedure and 5) are alive at the time of discharge; 6) are

Diagnoses codes. discharged from the qualifying hospital stay in
accordance with medical advice ; 7) have a
measurement period that ends on or before
March 31, 2014,

Emergency Episodes with one or | 30-day Post- Binary outcome (1= at least one ED visit Beneficiaries who: 1) have a complete FFS

Department (ED) more ED visit for discharge, 60-day |without readmission during measurement enrollment history six months prior to

use without which the beneficiary | Post-discharge, period; 0= no eligible ED visits without admission; 2) have non-missing age & gender

data; 3) maintain FFS A&B enrollment
throughout the measurement period or until
death; 4) are discharged from the anchor
hospital in accordance with medical advice; 5)
are living at the time of discharge; 6) have a
measurement period that ends on or before
March 31, 2014,
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Outcome Name

Definition/
Description

Measurement
period(s)

Technical Definition

Eligible Sample

Emergency
Department (ED)
use without
hospitalization
during first 30 days

Episodes with one or
more ED visit for
which the beneficiary
requires medical
treatment but is not

First 30 days of
Home Health Use

Binary outcome (1= at least one ED visit
without hospital readmission during
measurement period; 0= no eligible ED visits
without hospital readmission during
measurement period). Eligible ED visits are

Beneficiaries for whom Home Health is the
initial PAC setting and who: 1) have a
complete FFS enrollment history six months
prior to admission; 2) have complete
demographic data; 3) are discharged from the

of Home Health use | admitted to the outpatient claims with a code indicating the | anchor hospital in accordance with medical
following inpatient | hospital during the beneficiary used the emergency room but advice; 4) have a measurement period that
hospital stay first 30 days of Home was not admitted. ends on or before March 31, 2014.

(Model 3) Health use

Emergency Episodes with one or | First 30 days post- | Binary outcome (1= at least one ED visit Beneficiaries for whom the initiating PAC
Department (ED) more ED visit for discharge from without hospital readmission during setting is not Home Health: 1) have a complete
use without which the beneficiary | institutional PAC | measurement period; 0= no eligible ED visits | FFS enroliment history six months prior to

hospitalization
following discharge
from institutional
PAC

(Model 3)

requires medical
treatment but is not
admitted to the
hospital during 30
days following
discharge from
institutional PAC

without hospital readmission during
measurement period). Eligible ED visits are
outpatient claims with a code indicating the
beneficiary used the emergency room but
was not admitted.

admission; 2) have complete demographic
data; 3) maintain FFS A&B enrollment
throughout the measurement period or until
death; 4) are discharged from the anchor
hospital in accordance with medical advice; 5)
are alive at the time of discharge; 6) have a
measurement period that ends on or before
March 31, 2014,

Acute hospital all-
cause inpatient
mortality

(Model 4)

Death from any
cause during anchor
hospital stay (rate)

Acute

If date of death is on or before discharge date
from the anchor hespital stay (including
transfers), then mortality outcome =1.

Beneficiaries who: 1) have complete FFS
enrollment history six menths prior to
admission; 2} were not enrolled in the
Medicare Hospice program in the six months
prior to the index admission; 3) have
consistent, reliable and known mortality status
data. For beneficiaries with multiple anchor
hospitalizations, one hospitalization per
quarter is randomly selected for inclusion in
this measure.

Outcome Name

Definition/
Description

Measurement
period(s)

Technical Definition

Eligible Sample

All-cause mortality
(Models 2 and 4)

Death from any
cause during
measurement period

30-day Post-
discharge

If date of death occurs during measurement
period, then mortality outcome =1.

Beneficiaries who: 1) have complete FFS
enrollment history six menths prior to
admission; 2) were not enrolled in the
Medicare Hospice program in the six months
prior to the index admission; 3) have
consistent, reliable and known mortality status
data. For beneficiaries with multiple anchor
hospitalizations, ene hospitalization per
quarter is randomly selected for inclusion in
this measure.

All-cause mortality

Death from any

Episode start +30,

If date of death occurs during measurement

Beneficiaries who: 1) have complete FFS

(Model 3) cause during episode start + 60, | period, then mortality outcome =1. enrollment history six menths prior to
measurement period | episode start +90 admission; 2) were not enrolled in the
Medicare Hospice program in the six months
prior to the index admission; 3) have
consistent, reliable and known mortality status
data. For beneficiaries with multiple anchor
hospitalizations, one hospitalization per
quarter is randomly selected for inclusion in
this measure.
Utilization
Acute Inpatient Total number of Acute For Model 2 and Model 4, the number of Beneficiaries who have: 1) complete FFS
Length of Stay inpatient days during days between the anchor admissien date and | enrollment history six menths prior to
(Al Models) the anchor stay the anchor discharge date (including any admission 2) consistent, reliable and known
(Models 2 and 4) or transfer stays). For Model 3, the number of | mortality status data
qualifying stay days between the qualifying admission date
(Model 3) and the qualifying stay discharge date
(including any transfer stays).
Post-Acute Care Total number of 30-day Post- The total number of days of care (not Beneficiaries who: 1) are alive at the time of

Number of days
(various settings)
(All models)

institutional days of
care per institutional
setting

discharge, 60-day
Post-discharge,
90-day Post-
discharge

necessarily consecutive) during the
measurement peried in each of the following
PAC settings: skilled nursing facility (SNF),
long-term care hospital (LTCH), inpatient
rehabilitation facility (IRF), home health
agency (HHA), and inpatient (readmissions).
The outcome for each setting is limited to
patients who had at least one day in the
setting during the post -discharge period.

discharge; 2) have a complete FFS enrollment
history six months prior to admission; 3)
maintain FFS A&B enrollment throughout the
measurement period or until death; 4) have
consistent, reliable and known mortality status
data; 5) have a measurement period that ends
on or before March 31, 2014.
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Outcome Name

Definition/
Description

Measurement
periods)

Technical Definition

Eligible Sample

Post-Acute Care
Total Number of
Days in an
Institutional Setting
(Al Models)

Total number of days
of institutional care in
any institutional
setting (SNF, IRF,
LTCH, inpatient)

30-day Post-
discharge, 60-day
Post-discharge,
90-day Post-
discharge

The sum of the total number of days of care
(not necessarily consecutive) during the
measurement period in all of the following
PAC settings: skilled nursing facility (SNF),
long-term care hospital (LTCH), inpatient
rehabilitation facility (IRF), and inpatient. The
outcome is limited to patients who had at
least one day of institutional care during the
post-discharge period.

Beneficiaries who: 1) are alive at the time of
discharge; 2) have a complete FFS enrollment
history six months prior to admission; 3)
maintain FFS A&B enrollment throughout the
measurement period or until death; 4) have
consistent, reliable and known mortality status
data; 5) have a measurement period that ends
on or before March 31, 2014.

First PAC setting
following inpatient
discharge

The first PAC setting
following inpatient
discharge.

Admission to an
IRF (freestanding
facility or distinct

The first PAC setting following inpatient
discharge. Identified as:
® The first institutional PAC setting used

Beneficiaries who have: 1) complete FFS
enroliment history six months prior to
admission; 2) consistent, reliable and known

(Models 2 & 4) Institutional PAC use | unit within acute within 5 days of hospital discharge (SNF, | mortality status data; 3) are alive at the time
must have started hospital), LTCH, or | LTCH, or IRF) or HHA use if started within | of discharge; 4) maintain FFS A&B enrollment
within 5 days of SNF within 5 days 14 days of discharge. If none of these throughout the measurement period or until
discharge or home of discharge from conditions were met, the patient was death; 5) have a measurement period that
health must have an acute hospital. defined as “home with none” ends on or before March 31, 2014.
started within 14 HHA within 14 ® Ppossible outcomes include SNF, LTCH, IRF,
days of discharge. days of discharge HHA, or home with none.

from an acute
hospital. All other
patient discharges
are classified as
discharges to a
residential care
setting, without
home health.
Patient mix/shifting
MS-DRG case-mix Weighted relative NA Cross walks from MS-DRG weights were used | All patients

index
(Models 2 & 4)

value of MS-DRG for
clinical episode

to assign weights to anchor stays by linking
by MS-DRG and fiscal year. The geometric
mean of the weights of all anchor MS-DRGs
of episodes was computed for each provider,

DRG group, and quarter.

Technical Definition

Eligible Sample

Home Health Weighted relative Cross walks frem HHA RUG weights and Patients with 3 HHA episode as the first PAC
Agency case-mix value of Home Health HIPPS Code were used to assign weights to setting for Model 2; all patients in a HHA
index Resource Groups HHA PAC stays by linking to the PAC claim by | episode initiator for Model 3
[Models 2 & 3) across HHA users. MA RUG and year. The geometric mean of the
weights of all HHA episodes was computed
for each provider (episode initiator], DRG
group, and quarter.
Skilled Nursing Weighted relative Cross walks from SMF RUG IV weights were Patients with a SNF episode as the first PAC
Facility case-mix value of Resource used to assign weights to SNF PAC stays by setting for Model 2; all patients in a SNF
index Use Groups [V across linking by SNF RUG IV and fiscal year. The episode initiator for Model 3
[Models 2 & 3) SNF users. simple mean, weighted by units of each RUG,
NA of the weights of all SMF RUGS for a SNF stay
wias computed for each episode. The
geometric mean of the weights of all SNF
episodes was computed for each provider
[episode initiator], DRG group, and quarter.
Long-term Care Weighted relative Cross walks from LTC DRG weights were used | Patients with a LTCH episode as the first PAC
Hospital case-mix value of Long-term to assign weights to LTC PAC stays by linking | s=tting for Model 2; all patients in a LTCH
index Care Dizgnosis to the PAC claim by DRG and fiscal year. The | episode initiator for Model 3
{Models 2 & 3) Related Groups (M5- LK geometric mean of the weights of all LTC
LTC-DRGs) of LTCH episcdes was computed for each provider
usErs [episode initiator),, DRG group, and quarter.
Inpatient Weighted relative Cross walks from IRF RUG weights and HCPCS | Patients with an IRF episode as the first PAC
Rehabilitation value of Case-Mix codes were used to assign weights to IRF PAC | setting for Model 2; 2l patients in an IRF
Facility case-mix Groups (CMGs) stays by linking to the PAC claim by RUG and | episode initiator for Model 3
index across IRF users NA fizcal year. Comorbidity tier was determined
[Models 2 & 3) from the first character of the HCPCS code.
The geometric mean of the weights of all IRF
episcdes was computed for each provider
[episode initiator), DRG group, and quarter.
Rate of outpatient | Rate of outpatient Claims finishing The number of claims with a related APC was | Patients with an inpatient admission included
APCs of Similar BPCl | APCs similarto BPCl | within quarter calculated per provider (episode initiator], in BPCI or patients with an cutpatient visit
Episodes episodes per hospital and divided by the sum of the number of related to providers’ selected M3-DRGs
{Models 2 & 4) claims with related APC and number of BPCI

episcdes. See Appendix J for a listing of
outpatient APCs by each of the 48 clinical

episodes.
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Measurement

Technical Definition

Higible Sample

Medicare Total Part
Aand Part B
Standardized
Allowed Amount

Average total
Medicare Part A and
Part B standardized
allowed ameunt,

The sum of Medicare payment and
beneficiary out-of-pocket amounts for all Part
Aand Part B services included in the bundle
definition Payment in the lowar/upper ends

Beneficiaries who: 1) have a complete FFS
enrollment history six months prior to
admission; 2) have non-missing aze & gender
data; 3) maintain FFS AR enrollment

Included in the converted to 2014 Bundle period | are winsorized. throughout the measurement period or until

Bundle Definition | dollars using Medical death; 4] have a measurement period that ends
CPl, included in the on or before March 31, 2014; 5) do not have
definition of the missing data for any Part A or Part B category.
bundle

Medicare Total Part | Average total The sum of Medicare payment and Beneficiaries who: 1) have 3 complete FFS

Aand Part B Medicare Part A and beneficiary out-of-pocket amounts for all Part | enrollment history six months prior to

Standardized Part B standardized Aand Part B services that are NOT included in | admission; 2] have non-missing age & zender

Allowed Amount | allowed amount, the bundle definition. Fayment in the data; 3] maintain FF5 AZB enrollment

Not Included inthe | converted to 2014 Bundle period | lower/upper ends are winsorized. throughout the measurement period or until

Bundle Definition | dollars using Medical death; 4) have a measurement period that ends
CPl, not included in on or before March 31, 2014; 5) do not have
the definition of the missing data for any Part A or Part B category.
bundle
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[EH}2EJE - CMS Bundled Payments for Care Improvement (BPCI) Initiative Models 2-4: Year
1 Evaluation & Monitoring Annual Report. February 2015.
http://innovation.cms.gov/Files/reports/BPCI-EvalRpt1.pdf ]

Exhibit 11: Predictive Risk Factors Used to Risk-Adjust Outcomes

Domain Variables

Alternative specifications

® Anchor MS-DRG

® MS-DRG group: anchor M5-DRG grouped with and without complications together

® 48 clinical episodes

® Clinical groups (see Section IIL.A.4)

® Age brackets (under 65, 65-80,80+)

Patient Demographics | ® Gender

and Enroliment ® Medicaid status

® Disability Status

Alternative specifications

® HCCs indicators from qualifying services and diagnoses26 from claims and data for
months preceding the anchor admission or qualifying stay

® HCC aggregated to 45 risk variable groups (RV-HCC) according to NOF measure 1789
(Appendix | shows a crosswalk from HCC groups to RV-HCC)

® HCC index, HHCs indicators weighted by their relative weight in the CMS-HCC model

Alternative specifications

® |ndicators for utilization of ED, inpatient, SNF, IRF, HHA services in the month

Service Mix

Clinical Factors

Utilization measures
preceding the start of

preceding the start of the episode
Indicators for utilization of ED, inpatient, SNF, IRF, HHA services in the six month

the anchor preceding the start of the episode
stay/qualifying ® Number of days of ED, inpatient, SNF, IRF, HHA service use in the month preceding
inpatient stay the start of the episode
® Number of days of ED, inpatient, SNF, IRF, HHA service use in the six months
preceding the start of the episode
® Managed care penetration
Market _ . i
® Median household income in the market
Factors

State indicators (Model 3)

26 The hierarchical condition categories (CMS-HCC) model is a prospective risk-adjustment model used
by CMS to adjust Medicare Part C capitation payments for beneficiary health spending risk. The
model adjusts for demographic and clinical characteristics. The clinical component of the model uses
diagnoses from qualifying services grouped into several HCC indicators.

Variables

® Size
® Qwnership status

Provider
Characteristics
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[E 25 - CMS Bundled Payments for Care Improvement (BPCI) Initiative Models 2-4: Year

1 Evaluation & Monitoring Annual Report. February 2015.

http://innovation.cms.gov/Files/reports/BPCI-EvalRpt1.pdf ]

Exhibit 12: Risk Adjustment Model Specifications for Model 2 and Model 3 (SNF episode initiators),

by outcome group

‘Outcome Model .
Group Specification Maodel 2 Model 3 (SNF)
" Age, gender, Medicare status, disability status (no ESRD) | Age, gender, Medicare status, disability status [no ESRD)
® M3-DRG group: anchor M3-DRG grouped with and " MS5-DRG group 469/470: anchor M3-DRG grouped with and
Logistic without complications together without complications together
Mortality regression ® RW-HCC: aggregated HCC indicators
" Indicators for utilization of ED, inpatient, SNF, IRF, HHA
services in the month preceding the start of the episode
" Provider size, ownership status, Census region
® Age, gender, Medicare status, disability status (no ESRD) | ® Age, gender, Medicare status, disability status [no ESRD)
" MS3-DRG group: anchor M5-DRG grouped with and " Anchor M5-DRG 465 and 470
. roanr without complications tog.etl'_ier " HCCindex
Readmissions ireis " RW-HCC: aggregated HCC indicators " |ndicators for utilization of ED, inpatient, SNF, IRF, HHA
" Indicators for utilization of ED, inpatient, SNF, IRF, HHA services in the 6 months preceding the start of the episode
services in 6 months preceding the start of the episode ® Provider size, Census region
® Provider size, ownership status, Census region
® Age, gender, Medicare status, disability status (no ESRD) ® Age, gender, Medicare status, disability status (no ESRD)
" Anchor M5-DRG " Anchor M5-DRG 465 and 470
ED Use logisric_ " HCC indicators " HCC index
regrassion " Indicators for utilization of ED, inpatient, SNF, IRF, HHA " Indicators for utilization of ED, inpatient, SNF, IRF, HHA
services in the month preceding the start of the episode services in the month preceding the start of the episode
" Provider size, ownership status, Census region " Provider size, Census region
® Age, gender, Medicare status, disability status (no ESRD)
" 48 M5-DRG clinical episode groups
Discharge by | Multinomial " HCC indicators
Setting regression * Indicators for utilization of ED, inpatient, SNF, IRF, HHA | /- NotaModel3 outcame.
services in 6 months preceding the start of the episode
" State indicators
" Age, gender, Medicare status, disability status {no ESRD)
" Anchor M3-DRG
Discharge to . o
Institutf:n s I'OEIS‘IC. - HC? indicatars R . . " NA.NotaModel 3 cutcome.
Home Health TEgression ® Indicators for utilization of ED, inpatient, 3NF, IRF, HHA
services in 6 months preceding the start of the episode
" State indicators
LLETHE SIe Model 2 Model 3 [SNF)
Group Spedification
® Age, gender, Medicare status, disability status [no ESRD) | ® Age, gender, Medicare status, disability status (no ESRD)
" Anchor MS-DRG or MS-DRG group (ancher MS-DRG ® Anchor M3-DRG 462 and 470
Mumber of grouped with and without complications together) " HCCindex
Days in PAC OLS regression " HCC indicators " |ndicators for utilization of ED, inpatient, SNF, IRF, HHA
Settings ® Indicators for utilization of ED, inpatient, SNF, IRF, HHA services in 6 months preceding the start of the episode
services in 6 months preceding the start of the episode ® Provider size, Census region
" Provider size, ownership status, Census region
® Age, gender, Medicare status, disability status [no ESRD) | ® Age, gender, Medicare status, disability status (no ESRD)
" Anchor MS-DRG " Anchor MS-DRG 462 and 470
" HCC index " HCCindex
Duralfinn Duration models ® Indicators for utilization of SNF, IRF, HHA services in 6 " Indicators for utilization of SNF, IRF, HHA services in 6
Inpatient Stay months preceding the start of the episode, and indicator months preceding the start of the episode, and indicator
for utilization of inpatient in the moenth preceding the for utilization of inpatient in the month preceding the start
start of the episode of the episode
® Provider size, Census region, Medicare penetration " Provider size, Census region
30-day post discharge 90-day post discharge
" Age, gender ® Age, gender, interaction
® Anchor M5-DRG " Anchor MS-DRG
" Prior SNF use " Prior SNF use
Part A 30-day bundle 60-day bundle
Pa'fm_ent.. S R : Age, gender, interaction " Age, gender, interaction
Inpatient Anchor M5-DRG 470 ® Anchor MS-DRG 470
Acute Stay " Prior SNF use " Prior SNF use
90-day bundle S0-day bundle
® Age, gender, interaction " Age, gender, interaction
® Anchor M5-DRG " Anchor M5-DRG
" Prior SNF use = Prior SNF use
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[EK}ZEE © Sandra G. Leggat and Peggy Leatt. A Framework for Assessing the Performance
of Integrated Health Delivery Systems. Healthcare management forum. 1997, 10 (1):11-18.]

Figure 2: Evaluating the Performance of an Integrated Health

Delivery System

CUSTOMER PERSFECTIVE:
How do patients and other customers view the D57

POTENTIAL PERFORMAMNCE CRITERIA
The IDS maintaing or improves client satisfaction
The IDS maintains or improves quality of care

The IDS improves client flow through services delivered

The IDS improves client outcomes

The defined lewel of clinical integration is achieved

POTENTIAL PERFORMANCE MEASURES
« glient satistaction surveys

- quality of care measures

- glient satistaction surveys

« glient satistaction surveys

- transfers among services

- time from referral 10 initiation of service
- admissions for the IDS

- putpatient attendance for the IDS

- admissions for the organization(s)

- putpatient attendance for the organization{s)
- client satistaction surveys

- mortality & morbidity statistics

- funclional status assessments

« level of clinical protocol development

= level of medical records accessibility

- percent shared clinical cutcome data
- percent shared programmatic planning
- percent shared clinical support services
- percent shared clinical servicas

FIHAHEIAL PERSPECTIVE:
How does the IDS look to funders?

POTEMTIAL PERFORMANCE CRITERIA
There is improved access 1o resources

The IDS increases the strength of the participants
in financial negotiations
The IDS results in decreased operating costs
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POTENTIAL PERFORMANCE MEASURES
- aperating budgetis)

= level of physician-system integration
- fundraiging

= successful staff hires

- medical staff recruitment

- gtaff turnover

- access o technology

- negotiating process

- operating budget(s)

- cost par episode of care

- operating margins

- fransaction costs



INNOVATION & LEARNING:
How can the ID5 continue to improve?

POTENTIAL PERFORMANCE CRITERIA
The IDS promotes increased industry legilimacy

The industry position is strengthened

The IDS can attract sufficient resources forresearch,
development and innovation

The ID3 results in increased sharing of clinical
knowladge and resources

The IDS results in a stronger position for the
participating organizations

The IDS improves organizational survival
The IDS encourages innovation in heakth
care delivery

POTENTIAL PERFORMANCE MEASURES

- perceplions of legitimacy of key stakeholders

- demonstrated impact on policy making process
- reputation of alliance

- profile of industry

- proportion of standardization within industry

- level of trust among participants

- research grants

- balance sheet

- joint education initiatives

- number of consults

- critical mass requirements

- competitive advantage

- perceptions of legitimacy of key stakeholders
- tlient satistaction

- staff satisfaction

- reputation of organization(s)

- number of years in operation

- new technologies or treatments introduced

INTERNAL BUSINESS:
At what must the IDS excel?

POTENTIAL PERFORMANCE CRITERIA

The IDS maintains or strengthens the mission and values

The IDS responds to regulation requirements

The goals of the IDS are met

The IDS results in improved productivity In service
delivery

The related participant organizational goals are met

The defined level of functional integration is achieved
The participants in the IDS perceive the existence

of acceptable norms of equity

(continued on page 14)

POTENTIAL PERFORMANCE MEASURES
- perceptions of key stakeholders

- percent of regulation requirements met
- parcent of IDS goals achieved

- productivity measures

- percent of participant organizational goals
achieved

- percent of functional items standardized

- perceptions of reciprocity

- perceptions of fair rates of exchange

- perceptions of distributive justice
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(Figure 2 continued from page 13)

The IDS results in improved attraction, recruitment, - measures of morale & job satisfaction

retention, and metivation of staff - measures of organizational commitment
- statf turnover

COMMUNITY PERSPECTIVE:

How does the IDS impact the health stalus of the population?

POTENTIAL PERFORMAMNCE CRITERIA POTENTIAL PERFORMANCE MEASURES

The IDS meets community health needs « community health status indicatlors

- preventable morbidity & mortality
= functional status indicators
= immunization rates
- poverty
- housing
- education levels
- literacy
The IDS assists individuals to take responsibility - education programs
for their health status = community development
= health promotion/prevention initlatives
- community health status indicators

The IDS ensures sufficient community input = membership of board and advisory
committess
- reputation in the community
Community health levels are maintained or - health care costs per capila
improved with decreasad costs
IDS clients receive their care in the location - ¢lient safisfaction
most appropriate to their needs - altarnative level of care days in hospital

= ufilization review measures

- unscheduled hospital readmissions

= wait lists for services
The IDS provides sufficient opportunities for = number of health care students
education of health care professionals = consistency with human resources plans

Adapted from Leggat and Leatt (1996)."*
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5. ER cMS % E & 1EZE4H & /8 HIE (Quality Measures for Accountable Care

Organizations)

[ERIEE - Improving Quality of Care for Medicare Patients: Accountable Care
Organizations, Fact Sheet (April

2014) .https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingspr
ogram/Downloads/ACO_Quality_Factsheet ICN907407.pdf]

Gluality AlM Domain Measure Title NGF Method Year1 Year2 Yearl
Measure Measure # of Data Pay for Pay for Pay for

Measure Submizsion RorP RorP RorP
Steward

1. Better Patient/ CAHPS: Gefting | MQF &5/ Survey R P P
Care for Caregiver Timely Care, AHRGQ
Individuals | Experience Appointments,

and Information
2 Better Patient/ CAHPS: MOQF &5/ Survey 34 P P
Care for Caregiver How Well AHROQ
Individualz | Experience Your Doctors

Communicate
3. Better Patient/ CAHPS: MQF #5/ Survey R P P
Care for Caregiver Patients' Rating | AHRO
Individuals | Experience of Doctor
4. Better Patient/ CAHPS: Access | MQF &5/ Survey R P P

Care for Caregiver to Specialists AHRG
Individualz | Experience

5. Better Patient/ CAHPS: Health | MQF &5/ Survey R P P
Care for Caregiver Fromotion and | AHROQ
Individuals | Experience Education

B. Better Patient/ CAHPS: Shared | MGF &5/ Survey R P P

Care for Caregiver Decizion Making | AHROQ
Individualz | Experience
7. Better Patient! CAHPS: MQF #5/ Survey R R R

Care for Caregiver Health Status/ AHRQ
Individuals | Experience Functional

Status
8. Better Care Rizk- MQF #TBDY | Claims R R p
Care for Coordination/ | Standardized, CMS
Individualz | Patient All Condition
Safety Readmission
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Quality Domain Measure Title HGQF Method Year1 Year2 Yearl
Measure Measure & of Data Pay for Pay for Pay for

Measure Submiszion RorP RorP RorP
Steward
9. Better Care Ambulatory NQF #8275/ Claims R P P
Care for Coordination/ | Sensitive AHRO
Individualz | Patient Conditions
Safety Admissions:

Chronic
Obstructive
Pulmonary
Disease

(AHRGQ
Prevention
Quality Indicator
(PQl) #5)

10. Better Care Ambulatory NQF #2771 Claims R P P
Care for Coordination/ | Sensitive AHRO
Individualz | Patient Conditions
Safety Admissions:

Congestive
Heart Failure
(AHRG
Prevention
Quality Indicator
(P} #8)

11. Better Care Percent of CMS EHR R P P
Care for Coordination/ | PCPs who Incentive
Individualz | Patient Successfully Program
Safety Qualify for an Reporting
EHR Incentive
Program
Payment

12. Better Care Medication MQF #9771 CMS Web R P P
Care for Coordination/ | Reconciliation: | AMA-PCPI/ Interface

Individualz | Patient L NCQA
Safety Reconciliation

After
Discharge from
am Inpatient
Facility
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Domain Measure Title NQF Method Year1 Year2 Yearl
Measure #/ of Data Pay for Pay for Pay for

Measure Submigsion RorP RorP RorP

Steward
13. Better Care Falls: NQF #8101/ CMS Web R P P
Care for Coordination/ ) MNCOA Interface
Individuals | Patient Screening for
Safety Fall Risk
14. Better Freventive Influenza MOF #41/ CMS Web R P P
Health for | Health Immunization | AMA-PCPI Interface
Populations
15. Better Preventive Pneumococcal | NMOF 243/ CMS Web R P P
Health for | Health Vaccination MCOA Interface
Populations
16. Better Preventive Adult Weight MOF #4217 CMS Web R P P
Health for | Health Screening and | CpS Interface
Populations Follow-up
17. Better Preventive Tobacco Use MOF 28/ CMS Web R P P
Health for | Health Aszessment AMA-PCPI Interface
Populations and Tobacco
Cessation
Intervention
18. Better Preventive Depression MOF 2418/ CMS Web R P P
Health for | Health Screening CMS Interface
Populations
19. Better Preventive Colorectal MOF #3234/ CMS Web R R P
Health for | Health Cancer MCOA Interface
Populations Screening
20. Better Preventive Mammography | NOF #31/ CMS Web R R P
Health for | Health Screening HCOA Interface
Populations
21. Better Preventive Proportion of CMS CMS Web R R P
Health for | Health Adults 18+ Interface
Populations who had their
Blood Pressure
Measured
within the
preceding
2 years
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Quality AlM Domain Measure Title NGQF Method Year1 Year2 Yearl
Measure Measure #/ of Data Pay for Pay for Pay for
Measure Submizsion RorP RorP RorP
Steward
22 Better At-Risk Diabetes MQF #0729¢ | CMS Web R p P
Health for | Population — | Composite MM Interface
Populations | Diabetes (All or Nothing | Community
Scoring): Measurement
Hemoglobin
Alc Control
(<8 percent)
23. Better At-Risk Diabetes MQF #0729/ | CMS Web R p p
Health for | Population — | Composite MM Interface
Populations | Diabetes (All or Mothing | Community
Scoring): Measurement
Low Density
Lipoprotein
(=100)
24, Better At-Risk Diabetes MQF #0729¢ | CMS Web R p P
Health for | Population — | Composite MM Interface
Populations | Diabetes (All or Nothing | Community
Scoring): Measurement
Blood Pressure
<140/90
25. Better At-Risk Diabetes MQF #0729/ | CMS Web R P P
Health for | Population — | Composite MM Interface
Populations | Diabetes (All or Hothing | Community
Scoring): Measurement
Tobacco Non
Use
26. Better At-Risk Diabetes MQF #0729¢ | CMS Web R p P
Health for | Population — | Composite MM Interface
Populations | Diabetes (All or Nothing | Community
Scoring): Measurement
Aspirin Use
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Guality AlM Domain Measure Title NGF Method Year1 Year2 Yearl

Measure Measure &/ of Data Pay for Pay for Pay for
Measure Submizsion RorP RorP RorP
Steward
27. Better At-Risk Diabetes MNQF #55¢ CMS Web R P P
Health for | Population — | Mellitus: MC A Interface
Populations | Diabetes )
Hemoglobin
Alc Poor
Control (>3
percent)
28. Better At-Risk Hypertension MNOF #18/ CMS Web R P P
Health for | Population — | (HTH): NCOA Interface
Populations | Hypertension
Blood Pressure
Control
29. Better At-Risk Ischemic MNQF #75/ CMS Web R P P
Health for | Population — | Vascular NC oA Interface
Populations | lschemic Dizease (IVD):
Vascular
Disease Complete Lipid
Profile and LDL
Control <100
mig/idl
30. Better At-Risk Ischemic MNQF #68/ CMS Web R P P
Health for | Population — | Vascular NCQA Interface
Populations | Ischemic Dizease (IVD):
Vascular
Dizease Use of Aspirin
or Another
Antithrombotic
3. Better At-Risk Heart Failure: MNOF #53/ CMS Web R R P
Health for | Population — AMA-PCPI Interface
Populations | Heart Failure | Beta-Blocker
Therapy for
Left Ventricular
Systolic
Dysfunction
(LVSD) ‘
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Guality AlIM Domain Measure Title NQF Method Year1 Year2 Yearl
Measure Measure # of Data Pay for Pay for Pay for
Measure Submission RorP RorP RorP
Steward
32. Better Af-Risk Coronary NQF #74/ CMS Web R R P
Health for | Population — | Artery CMS Interface
Populations | Coronary Disease (CAD) | (composite)/
Artery Composite: AMA-PCPI
Disease All or Nothing (individual
Scoring: component)
Drug Therapy
for Lowering
LDL-
Cholesterol
33, Better At-Risk Coronary NQF #66/ CMS Web R R P
Health for | Population — | Artery CMS Interface
Populations | Coronary Digeasge (CAD) | (composite)/
Artery Composite: AMA-PCPI
Disease i (individual
All or Hothing component)
Scoring:
Angiotensin-
Converting
Enzyme (ACE)
Inhibitor or
Angiotensin
Receptor

Elocker (ARB)
Therapy for
Patients with
CAD and
Diabetes
and/or Left
Ventricular
Systolic
Dysfunction
{LVSD)
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