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Most Practices Found Too Small for Assessment 
B Y  M A RY  A N N  M O O N  

Most primary care practices are
not large enough for signifi-
cant differences in performance

to be assessed using national quality and
cost benchmarks, according to a report. 

Nationally, fewer than 2% of all prima-
ry care practices were able to be reliably
assessed because their caseloads were too
small. Even when their case loads were

pooled with those of other physicians in
the practice, and even if 2-3 years’ worth
of cases were included, the numbers were
too small to reliably assess quality, ac-
cording to David J. Nyweide, Ph.D., of the
Centers for Medicare and Medicaid Ser-
vices and his associates. 

The CMS has “been overseeing a series
of value-based purchasing initiatives,”
including pay-for-performance projects
and the Physician Quality Reporting Ini-

tiative. Dr. Nyweide and his colleagues
questioned whether individual physi-
cians see a sufficient number of patients
with various disorders such that their
performance can be judged against com-
monly used quality and cost measures. 

Using national mean ambulatory
Medicare spending data, the researchers
calculated the caseloads that would be
necessary to detect meaningful differ-
ences on each commonly used perfor-

mance measure, including rates at which
66- to 69-year-old women received mam-
mography, rates of hemoglobin A1c test-
ing for diabetics aged 65-75 years, rates
of preventable hospitalizations associat-
ed with 13 specific adult conditions, and
rates of hospital readmission for heart
failure patients.

In all, 71,980 primary care physicians
who were affiliated with 30,794 practices
were included in the study. Most of the
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practices (61%) were solo. Caseloads
ranged from a median of 170 patients for
solo practitioners to 13,400 for practices
with more than 50 primary care physicians.

The investigators found that “only the
largest primary care physician practices,
which are also the most uncommon,
can be expected to have sufficient case-
loads to measure significant differences
in performance.”

A year-long caseload of 328 women
aged 66-69 years old would be needed to
detect a 10% difference in the rate of
mammography for that age group, and
19,069 patients would be needed to reli-

ably detect a 10% difference in the rate
of preventable hospitalizations. 

Overall, fewer than 2% of the practices
could be reliably compared on any of the
performance measures.

Even grouping caseloads by 2-year and
3-year periods failed to amass sufficient
sample sizes for reliable comparisons
among practices. 

“The results from this study call into
question the wisdom of pay-for-perfor-
mance programs and quality reporting
initiatives that focus on differentiating the
value of care delivered to the Medicare
population by primary care physicians,”

Dr. Nyweide and his colleagues wrote
( JAMA 2009;302:2444-50).

In an accompanying editorial, Dr.
Donald M. Berwick, president of the In-
stitute for Healthcare Improvement,
pointed out that by focusing on quality
metrics one at a time, Dr. Nyweide and
associates were “viewing care through a
tiny keyhole. … If valid quality metrics
could be constructed that cross condi-
tions, more patients could contribute
relevant data.”

In addition, “more could be known if
data could be aggregated from all payers,
not just Medicare. Creating shared pools

of transparent performance information
for Medicare, Medicaid, and private in-
surers would be a step toward maturation
in the ability to improve U.S. health care.”

At the very least, Dr. Berwick advised
that patients be asked directly about their
experiences of care. “Attributes of care
like ‘patient-centeredness,’ ‘timeliness,’
and overall responsiveness ... are impor-
tant qualities in their own right, and
each physician’s entire patient panel can
contribute to sample size for these qual-
ities” ( JAMA 2009;302:2485-6).
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