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Current Performance Measures:  

Where do we get the data?  

From the medical and financial record: 

 Query: Were recommended services administered  
correctly? Were desired outcomes achieved? 

 

From patients:  

 Query: How satisfied were they with the health  care 
experience?  

 

 



Examples: 
Clinical Performance Measures 
Healthcare Effectiveness Data and Information Set (HEDIS) 
Examples: Asthma Medication Use, Persistence of Beta-Blocker Treatment after a 

Heart Attack, Controlling High Blood Pressure, Comprehensive Diabetes Care, 
Breast Cancer Screening, Antidepressant Medication Management, Childhood 
and Adolescent Immunization Status, Advising Smokers to Quit  

  

Consumer Surveys 
Clinician and Group Consumer Assessment of Health Providers and Services (CG-

CAHPS ) 
Examples: (a) Getting care quickly, (b) Getting answers to medical questions by 

telephone, (c) Coordination of care, (d) Doctor communication skills, (e) Health 
promotion and education, (f) Office staff communication skills  



Assumptions about Provider Performance and 

Patient Experience Measures 

1) Documentation is an accurate representation of care 

 

2) Patient satisfaction surveys accurately capture health 

care experience 



Limitations of Documentation based 

Performance Measures 

• False negatives due to under recording by physicians of 

services rendered, or other causes of missing data. 

 

• False positives due to reporting of services not rendered 

or not rendered correctly 



Limitations of Patient Surveys of Health 

Care Experience 

Patient surveys may fail to turn up serious problems: 

 

• Selection Bias: Patients who have bad experiences don’t 
return and are underrepresented, or are more or less likely to 
complete survey (non-representative sample). 

 

• Socially Desirable Response Bias:  Patients who stay with a 
practice may rationalize any shortcomings and wish to 
present a favorable view. 

 



What Current Measures Miss 
 

1) Process Measures:  Are procedures, such as vitals, being administered correctly (e.g. was blood pressure 
measured correctly)? Are screening services being delivered correctly (e.g. did depression screening occur as 
documented)? 

 

2) Communication Behavior: Effective and efficient transfer of health information to patients and other 
providers. 

 

3) Documentation Fidelity: What actually occurred during the visit 

 

4) Diagnostic Acumen: Recognizing a constellation of symptoms that herald a disease. (e.g. if key parts of the 
medical history are overlooked, there is no record of them).  

 

5) Critical signs and symptoms:  Spotting abnormal physical findings, abnormal labs, tests or radiographic 
data 

 

6) Contextual Acumen:  Addressing psychosocial or contextual factors essential to the care of individual 
patients. 



Directly Observing Care:   

The “Unannounced” Standardized Patient (USP) 

• Actors trained to consistently and repeatedly simulate a patient 
with a specific script and interaction behavior 

 

• Work incognito: At time of encounter provider unaware actor 
not a real patient 

 

• USP completes post visit checklist; may also carry concealed 
audio recorder; physician’s note is downloaded.  



Experimental rather than Observational 

Data 

 Rather than collecting data on incidence, prevalence of 

different kinds of errors, oversights… 

 

 USPs create situations when such errors could occur to 

see when and whether they do.    

 



Benefits of using USPs 
 
 Captures what actually happened, documented or not 
 
 No Hawthorne effect (practice staff unaware of being studied) 
 
 Incentivizes optimal behavior: Motivates staff to perform well at all times.  
 
 Intrinsically risk adjusted. Ideal for comparing performance of different providers 

in care of “same” patient. May be used to recognize and reward high performers 
 
 Can assess complex decision making requiring “contextualization of care.” 
 
 USPs are “connoisseurs of care”; may be more reliable then real patients for 

customer service standards and physician behavior assessment. 
 



Examples of a USP assessment  
• Used USPs to assess accuracy of medical record: Compared scoring of 

audiotapes to medical record. Medical record inaccurate. 

 

• Demonstrated that paper trail incorrectly measures accuracy of 
diagnosis 43% of time.  

 

• USPs reveal that doctors report physical exam maneuvers that they did 
not do. Overall false positive reporting rate is 33% 

 

A BMJ Study declared USPs the “gold standard” for measuring the quality 
of physician practice.  



Findings from USP visits 
• USPs assessed preventive counseling for skin cancer: 43% of PCPs 

did not mention use of sunscreen when 18 y/o with family history of 
skin cancer presented for physical exam for life guard job. Only 13% 
mentioned other measures. 

 

• USPs assessed DM management: 32 community internists showed 
wide variation in % eliciting key elements of history, physical exam 
and lab tests in USPs presenting with hx of DM. (e.g. < 10% 
examined feet) 

 



USPs detect costly contextual errors 
• A contextual error occurs when a care plan is consistent with guidelines 

but nevertheless inappropriate given a patient’s life situation, or context. 

  

• Example: USP presents at 50 practices as an uninsured patient on a 
costly brand name medication for asthma with poor asthma control and 
comments “boy, it’s been tough since I lost my job.”   

 > 20% of PCPs did not respond to comment and > 60% failed to 
suggest a less costly alternative. 

 

• Instead of switching patient to cheaper generic, these doctors ordered 
unnecessary tests and additional medication, driving up costs and 
providing ineffective care.  



Measuring hidden costs of contextual error:   

• Unannounced standardized patients visited 111 internal medicine 

attending physicians at 14 practices.  

• Portrayed four cases, each with four variants. 

• Each case had opportunities to make both biomedical and 

contextual errors. 

• Costs of missed or unnecessary services computed using Medicare 

cost-based reimbursement data. 

• Mean $30/visit for biomedical errors and $231/visit for contextual 

errors.  

Failure to address contextual factors results in inappropriate and costly 

care that is undetectable using chart or claims based data. 

   
Schwartz A, Weiner SJ, Weaver F, Goldberg J, Yudkowsky R, Sharma G, Binns-Calvey A, Preyss B, Jordan N. 

Uncharted Territory: Measuring Costs of Diagnostic Errors Outside the Medical Record. BMJ Quality & Safety. 

2012;21:918-924. 

 



Step 1: Form a team and identify goals: 

 

I3PI consultants meet with practice leadership to assess 

concerns and needs and to form a practice improvement 

team with representation from managers, providers and 

support staff.  

 

 

I3PI Value Cycle 



 

I3PI Value Cycle  

Step 2: Select from 3 available modules and menus:  

 



Step 3: First wave of simulated visits:  
Orchestrated using unannounced standardized patients 

trained to collect and compile evidence based 

performance data.  

 

The information is analyzed against known industry 

benchmarks utilizing I3PI proprietary customer service 

and clinical performance analysis software. 

I3PI Value Cycle 



Step 4: Review data & customize interventions: 

IP3I consultants review findings and customize 
interventions in collaboration with practice team 

 

Step 5: Assess change : 

Subsequent waves of simulated visits assess 
change and document when goals are met.  

 

I3PI Value Cycle 



Example Results from I3PI 

Study on diabetes management conducted in two 

practice groups in 2016 



• Funded by Robert Wood Johnson Foundation 

• Partnership with American College of Physicians and 

Horizon BCBS of New Jersey 

• Studying 60 physicians at 14 practices with two rounds 

of USP visits and QI interventions between rounds 

• Will also compare cost of care with 14 matched practices 

not involved in USP project 

Current Project 



Project Aims 

• Provide clinicians a safe opportunity for confidential and standardized 

feedback on their clinical interactions using validated methods of direct 

observation. 

• Focus on addressing patient behaviors and conditions that broadly impact 

Horizon’s 2017 selected clinical quality metrics, including medication non-

adherence, depression, inattention to preventive health, chronic pain. 

• Provide physicians with both individualized feedback and aggregate 

comparative data. 

• After clinicians identify and implement new strategies measure impact on 

Horizon’s Value Based Program metrics.  



Logistics 

• USPs present like real patients 

• Clinician is notified patient was a USP after they enter 

their note. 

• Following visit, USP uploads encrypted audio and 

checklists to a secure I3PI server for coding.  

• Clinicians receive confidential written feedback on their 

own performance. Only aggregate data is shared with 

anyone else.  



Benefits 

• Unique opportunity to get highly personalized and confidential 
feedback on individual performance in managing common and 
consequential clinical interactions using validated measures.  

• Prioritizes improving 2017 Horizon Clinical Quality Metrics which are 
incentive based. 

• This is an ABIM and ABFM Maintenance of Certification Program. 
Physicians receive 20 points of MOC Credit 

• Eligible for NCQA PCMH recognition activities to meet PCMH 6C 
Factor 4 

 

…..All while providing usual care.  



Why hotels, stores etc…pay for this 

data  
• To monitor and measure actual performance 

• Improve customer experience 

• Highlight to employees what is important in serving customers 

• Monitors facility conditions 

• Ensures product/service delivery quality. 

• Allows for competitive analyses between locations 

• Ensures positive customer relationships on the front line. 

• Enforces employee integrity and knowledge. 



Review Article 

Weiner SJ, Schwartz A. Contextual errors in medical 

decision making: overlooked and understudied. Academic 

Medicine: Journal of the Association of American Medical 

Colleges. 2016;91(5):657-662. 
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