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Background: His/her role in the hospital and in implementing HVBP.

Contextual Factors: Exogenous factors that had an impact on implementation (e.g., 
other national initiatives, other programs in the hospital).

Program structure/design (planning): Planning activities related to implementation; 
this includes preparing to change policies, practices, and procedures and the 
individuals and resources involved in preparation.

Roll out (implementation): Roll out of changes required for HVBP; this includes 
changes to policy, practices, and procedures and the individuals and resources involved 
in making the changes.

Data and Outcome Measures (Benefits, Consequences): Data used or discussion 
about measures.

Ongoing Monitoring, Evaluation, and Program Improvement: How hospital staff 
monitors data related to Program measures and how they use the information to make 
additional changes.

Lessons Learned: What hospital staff learned from implementation, including what 
they would do differently and best or promising practices related to implementation.

Barriers: Barriers related to planning, implementation, or ongoing monitoring.

Facilitators: Facilitators related to planning, implementation, or ongoing monitoring.

 ■ The Program, and others like it, have encouraged 
hospital leadership to prioritize quality improvement, 
which enhanced hospitals’ efforts to improve care. 

 ■ Lack of harmonization in some measures creates 
additional levels of bureaucracy, increases staff 
frustration, and creates opportunity costs for 
hospitals. 

 ■ Hospitals today must address the requirements of 
multiple national quality initiatives, including the 
Hospital Readmissions Reduction Program, Electronic 
Health Record Incentive, and Hospital Acquired 
Conditions Program. 

 ■ Future evaluations should explore the impact of the 
HVBP in the context of the other national quality 
initiatives

 ● Particularly whether resource-constrained 
hospitals are disproportionately negatively 
impacted by the national pay-for-performance 
initiatives.

 ■ In October 2012, Congress authorized the Inpatient Hospital Value-
Based Purchasing (HVBP) Program in Section 3001(a) of the Affordable 
Care Act with a goal of promoting improved clinical outcomes and 
patient experiences of care during hospital stays. 

 ■ The Centers for Medicare & Medicaid Services (CMS) began to reward 
hospitals for inpatient acute care services based on care quality, not just 
the quantity of services provided. 

 ■ CMS adjusts hospitals’ Medicare payments by a percentage based on their 
Total Performance Score (TPS), which is made up of four key domains:

 ● Clinical processes of care (Inpatient Quality Reporting process 
measures)

 ● Patient experience of care (Hospital CAHPS®)
 ● Outcome (Hospital Mortality)
 ● Efficiency (Medicare Spending per Beneficiary).

 ■ To provide policy makers with a high-level overview of factors that may affect 
hospitals’ ability to implement and sustain the HVBP and other quality improvement 
(QI) programs, by talking to hospital key informants about their successes and 
challenges implementing and responding to the HVBP during its first two years.

 ■ RTI conducted eight semi-structured, key informant interviews with hospital staff. 

 ■ We used a convenience sample of two large hospital system academic medical 
centers in the U.S. 

 ● One hospital system was located in a highly urban area and was a safety-net 
provider.

 ● The other system was located in a suburban area in an affluent county.

 ■ Key informants
 ● Senior management staff (Chief Executive Officers, Chief Operating Officers, and 

Chief Financial Officers), as well as
 ● Clinical and QI staff involved in hospital quality efforts.

 ■ Respondents noted the following about the HVBP:
 ● It enhances quality improvement efforts throughout hospitals.
 ● The Total Performance Score measures often create unanticipated reporting challenges when measures have 

reached a ceiling or are not harmonized across other Health and Human Services (HHS) QI initiatives.
 ● It results in opportunity costs, in which hospitals must prioritize the resources needed for quality reporting over 

resources needed for other things such as patient care and education.

“Tying dollars to performance helped us make the 
case to our senior leadership to spend time on some of 
these measures that we might not have done as deep a 
dive [into] as when it was just in IQR [Inpatient Quality 
Reporting].” 

[The Program] “has given us a focus and certainly 
has given us a model and valuable guidance in 
implementing best practice care…[It] also helped us 
draw more attention to the HCAHPS measures… 
our care is better because of these programs.”  

“If you miss one measure, you could drop a significant 
amount of money because all these measures are 
already 98–99 percent.  We should all be 100 percent 
compliant with all these measures, but I would argue 
that the difference between 99.7 percent compliant 
and 99.1 percent compliant is not significant.  However, 
financially it could cost the hospital a couple hundred 
thousand dollars.  And, that’s wrong.”

“As [to] the under-resourced hospitals, …I think how 
they’re dealing with it is that they are either being 
gobbled up or being asked to be gobbled up by the 
integrated delivery systems.”

“You can’t manage the care if you don’t have  
the data.” 

“Some risk adjustment for socioeconomic status is 
really needed to not penalize safety net hospitals of 
the nation. We are one of those…[we’re]  not going 
to change [our] population.  We’re going to serve the 
underserved.  That’s our mission.”

“Some hospitals end up [teaching to the test] instead of 
using a measure to make real improvements.”

“We are ‘chasing down measures.’ ”

Finding 1: 
 ■ HVBP Program enhances quality improvement efforts throughout hospitals.

 ● Respondents reported that the HVBP has contributed positively to quality improvement 
efforts throughout the hospital. 

 ● The implementation process required staff to examine their current performance on core 
measures and determine where and how systems changes could improve performance. 

 ● The Program also “put a spotlight” on hospital pay-for-performance initiatives and enabled 
performance improvement staff to advocate for increased attention and resources for 
hospital-wide QI efforts. 

 ● Respondents situated the HVBP within their broader strategic plan for quality improvement.

Finding 2: 
 ■ HVBP Total Performance Score measures often create unanticipated reporting challenges 

when measures have reached a ceiling or are not harmonized across other HHS QI 
initiatives.

 ● Measures that have essentially reached a ceiling represent financial risk for hospitals when 
they must spend additional resources to perform better on measures that are already 
extremely high in order to avoid Program penalties. 

 ◆ For example, respondents noted that if they “slip” on a particularly high measure, they 
could receive financial penalties, even if they score 98% on the measure.

 ● Lack of evidence linking some process measures with improved hospital outcomes 
is frustrating, which, in turn, may erode support for the Program measure reporting 
requirements. 

 ● Some Program process measures lack harmonization with similar measures in other national 
QI initiatives. 

 ◆ For example, patient populations for some Program measures differ from populations in 
other national initiatives. 

 ◆ The disparate measures require additional time and resources for managing and 

monitoring Program data and make data analysis more challenging.

Finding 3: 
 ■ HVBP Program results in opportunity costs in which hospitals must prioritize the 

resources needed for quality reporting over resources needed for other things such as 
patient care and education.

 ● Unintended consequences associated with balancing multiple initiatives that all require 
financial and staff resources. 

 ◆ Hospital leadership must evaluate the resource needs of each initiative to avoid straining 
hospital capacity. 

 ◆ Opportunity costs such as investment in staffing, training, and data infrastructure can 
arise, and ensuring adequate resources for the HVBP may mean that the hospital cannot 
implement improvements in other areas.

 ● Smaller hospitals or hospitals with financial constraints may not have the resources to 
implement and sustain the reporting requirements for HVBP and other QI initiatives at the 
same time. 

 ◆ Leadership in smaller or resource-constrained hospitals may have to choose between the 
costs of implementing the HVBP and potentially making tradeoffs with optimal patient 
care.
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Table 1. Hospital VBP Measures Examined in this Report

Measure 
Category Hospital VBP TPS Measures Examined in this Report

Clinical 

Process 

Measures 

•  Fibrinolytic Therapy Received within 30 Minutes of Arrival at the Hospital   
(AMI-7a)

•  Primary PCI Received within 90 Minutes of Arrival at the Hospital (AMI-8a)
•  Discharge Instructions Received  (HF-1)
•  Blood Cultures Performed in the Emergency Department Prior to Initial Antibiotic 

Received in the Hospital  (PN-3b)
•  Initial Antibiotic Selection for CAP in Immunocompetent Patient  (PN-6)
•  Prophylactic Antibiotic Received within One Hour Prior to Surgical Incision  

(SCIP-Inf-1)
•  Prophylactic Antibiotic Selection for Surgical Patients (SCIP-Inf-2)
•  Prophylactic Antibiotic Discontinued within 24 Hours after Surgery  

(SCIP-Inf-3)
•  Cardiac Surgery Patients with Controlled 6 a.m. Postoperative Serum  

Glucose (SCIP-Inf-4)  
•  Surgery Patients on Beta-Blocker Therapy Prior to Arrival Who Receive a Beta-

Blocker during the Perioperative Period  
(SCIP-Card-2)

•  Surgery Patients with Recommended Venous Thromboembolism Prophylaxis 
Ordered (SCIP-VTE-1)

•  Surgery Patients Who Received Appropriate Venous Thromboembolism 
Prophylaxes within 24 Hours Prior to Surgery to 24 Hours after Surgery  
(SCIP-VTE-2)

Hospital 

CAHPS 

Dimensions

•  Communication with Nurses  •  Discharge Information
•  Communication with Doctors   •  Cleanliness of Hospital Environment
•  Staff Responsiveness    •  Quietness of Hospital Environment
•  Pain Management    •  Overall Rating of Hospital
•  Communication about Medicines

Mortality •  AMI 30-day Mortality Rate   •  PN 30-day Mortality Rate
•  HF 30-day Mortality Rate

“We made conscious decisions that not only are we 
going to maintain our palliative care, we’re actually 
going to enhance it because it is the right thing to do 
even though it hurts us on our data, particularly on our 
mortality rates.”

“Because the Hospital VBP model is different than the 
readmission model, it, first of all, causes confusion…
having two programs that are slightly different patient 
populations just makes it more difficult for the analytics 
folks to make sure that we are accurately reporting the 
information that we’re supposed to…It’s just double 
work,…and it takes additional time and effort to be 
able to maintain and explain what’s taking place.” 

“There’s some more questions as to whether the Value-
Based process measures really impact the desired 
outcome measures…And that just causes more 
consternation with the medical staff because they’re 
saying, ‘Why are we doing this?  We are all about 
providing the best care for our patients, but you’re 
telling us to do something that doesn’t impact the 
outcomes?’ ” 

“I distinctly remember being tasked with figuring out 
how much money would we lose in our Medicare 
reimbursement if we didn’t participate and what the 
expected cost to the Program would be.” 

“We actually understand and incorporated Hospital 
Value-Based Purchasing as another point on our 
compass in terms of determining how we continue 
our journey [towards quality, safety, and service]…. 
Hospital Value-Based Purchasing is really another tool, 
another indicator of how we’re doing, but we don’t 
focus on specific scores or measures.”

“[The QI council] picked [improvements] that are 
broad, things that are clinically meaningful, and that 
will improve the lives of our patients, and things that 
are aligned with external mandates or incentives 
like readmission prevention…. That’s how we set our 
improvement goals.”


