
A P R I L  2 0 1 0  •  W W W. R H E U M AT O L O G Y N E W S . C O M PRACTICE TRENDS 43

Accuracy of Cost-Profiling Methods Under Fire
B Y  M A RY  A N N  M O O N

C
urrent methods for profiling in-
dividual physicians as to whether
they provide low-cost or high-

cost care are often inaccurate and pro-
duce misleading results, according to
data from a recent Rand Corp. study. 

Health plans use cost profiling to limit
how many physicians get in-network con-
tracts and to allot bonuses to those whose
“resource use” is lower than average. In
each case, there must be a method for de-
termining physicians’ costs, yet the accu-
racy of these methods has never been
proved, according to John L. Adams,
Ph.D., of Rand Corp. and his associates.

The investigators assessed the reliabil-
ity of current methods of cost profiling
using claims data from four Massachu-
setts insurance companies concerning
1.1 million adult patients treated during
2004-2005. In all, 12,789 physicians were
included in the study. 

They were predominantly men who
were board certified, had been trained in
the United States, and had been in prac-
tice for more than 10 years. The physi-
cians worked in 28 specialties. 

The investigators estimated the relia-
bility of cost profiles on a scale of 0-1,
with 0 representing completely unreli-
able profiles and 1 representing com-
pletely reliable profiles. They then esti-
mated the proportion of physicians in
each specialty whose cost performance
would be calculated inaccurately. 

Only 41% of physicians across all spe-
cialties had cost-profile scores of 0.70 or
greater, a commonly used threshold of

acceptable accuracy (N. Engl. J. Med.
2010;362:1014-21). Overall, only 9% of
physicians in the study had scores of 0.90
or greater, indicating optimal accuracy. 

The proportion of physicians who were
classified as “lower cost” but who were
not in fact lower cost ranged from 29% to
67%, depending on the specialty. ■
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More ‘Comparative Effectiveness’ Studies
Needed to Improve Quality of Care

B Y  M A RY  A N N  M O O N

Areview of the recent litera-
ture confirms that “compara-

tive effectiveness” research—stud-
ies designed to help physicians use
existing treatments more effec-
tively—is severely lacking. 

Fewer than a third of the stud-
ies published in the six top jour-
nals qualified as comparative ef-
fectiveness (CE) research. This
finding “supports concerns that
only limited clinical research is
currently devoted to helping
physicians” improve the use of ex-
isting therapies and determine
which interventions and strate-
gies are the most effective and
safe, and the least costly, said Dr.
Michael Hochman and Dr. Danny
McCormick of Cambridge (Mass.)
Health Alliance and Harvard Med-
ical School, Boston. 

Congress recently passed legis-
lation to provide more than $1
billion to support CE studies, and
President Obama’s budget for
2011 recommends further funding
of CE research. Noting that few
data are available on the current
status of CE research, the investi-
gators reviewed all clinical med-
ication-assessment studies pub-
lished between June 2008 and
October 2009 in the New Eng-
land Journal of Medicine, Lancet,
JAMA, Annals of Internal Medi-
cine, British Medical Journal, and

Archives of Internal Medicine.
These publications “are the most
widely read, quoted, and covered
by the media, and thus are dis-
proportionately likely to influence
clinicians,” the investigators said
( JAMA 2010;303:951-8).

Of the 328 randomized trials,
observational studies, or meta-
analyses, only 104 (32%) were CE
studies. Only 11% of the CE stud-
ies compared medications with
nonpharmacologic treatments,
confirming a relative lack of such
research. Such studies are impor-
tant because they help clinicians
“make fundamental therapeutic
decisions,” the investigators said. 

Nearly 90% of the CE studies
relied on noncommercial fund-
ing, primarily from government
sources, a finding that highlights
how essential such funding is.
“Commercial entities presumably
devote much of their research to
the development of novel thera-
pies and to funding inactive-com-
parator studies aimed at expand-
ing indications for their products,”
they noted. 

More than half of the random-
ized trials in this analysis used an
“inactive comparator” such as
placebo, rather than comparing a
medication against existing treat-
ments. Such trials were dispropor-
tionately funded by commercial
sources and were disproportion-
ately likely to show that a medica-

tion produced positive results. In
addition, 24% of the randomized
trials that did use an active com-
parator sought to demonstrate
only the noninferiority of a med-
ication to that comparator; there
was no effort to clarify the optimal
therapy, only to test equivalency.
Such trials were exclusively fund-
ed by commercial sources. 

Only 19% of the CE studies fo-
cused on patient safety, which im-
plies that safety concerns are not
adequately emphasized in med-
ication studies. 

Only 2% of the CE studies and
1% of all studies in the analysis in-
cluded formal cost-effectiveness
analyses, which are critical to pro-
moting efficient health care. 

Overall, the findings “under-
score the importance of the recent
legislation passed in the United
States to expand public funding
for CE studies. In particular, our
findings suggest government and
noncommercial support should
be increased for studies involving
nonpharmacologic therapies, for
studies comparing different thera-
peutic strategies, and for studies
focusing on the comparative safe-
ty and cost of different therapies,”
Dr. Hochman and Dr. Mc-
Cormick said. ■

Disclosures: The investigators
reported no financial conflicts of
interest.

Feds to Test Two EHR
Certification Programs

B Y  M A RY  E L L E N

S C H N E I D E R

The federal government
has put forward its plan

to test and certify electron-
ic health records in prepa-
ration for the Medicare and
Medicaid incentive pro-
gram that will reward
physicians for using health
information technology.

The proposed rule es-
tablishes a temporary cer-
tification program in
which Dr. David Blumen-
thal, National Coordinator
for Health Information
Technology, will designate
certain organizations to
test and certify complete
electronic health records
(EHRs) and related mod-
ules. Dr. Blumenthal’s of-
fice would take on many of
the functions (such as ac-
creditation) that will later
be performed by private
groups. The idea behind
the temporary program is
to ensure that certified
EHR products are available
before the first incentives
for use of certified systems
begin in 2011.

The rule also proposes
the creation of a perma-
nent, more sophisticated
certification program that

would eventually replace
the temporary one. It
would divide the responsi-
bility for testing and certi-
fication among different
organizations, and would
set forth the requirement
that certification bodies
perform surveillance of
certified EHR products.
Certification bodies also
may be able to assess addi-
tional health information
technology products be-
yond EHRs and their mod-
ules. Both certification pro-
grams would be voluntary.

Dr. Blumenthal called
publication of the proposed
rule an “important first
step” to bringing structure
to the evaluation of EHRs
and EHR modules. “The
programs will help support
end users of certified prod-
ucts, and ultimately serve
the interests of each patient
by ensuring that their in-
formation is securely man-
aged and available,” he said
in a statement.

Earlier, the government
issued a proposed rule out-
lining criteria for meaning-
ful use of EHRs and an in-
terim final rule that
included an initial set of
standards and specifications
for product certification. ■

Abandon Flawed Evaluation Programs

The Rand study verifies
the American Medical

Association’s longstanding
contention that there are
serious flaws in health in-
surer programs that at-
tempt to rate physicians
based on cost of care. 

The study shows that
such ratings can be wrong
up to two-thirds of the time for some
groups of physicians. Inaccurate in-
formation can erode patient confi-

dence and trust in caring
physicians, and disrupt pa-
tients’ longstanding rela-
tionships with physicians
who have cared for them
for years. 

Patients should always be
able to trust that the infor-
mation they receive on
physicians is valid and reli-

able, especially when the data are
used by insurers to influence or re-
strict patients’ choice of physicians. 

Given the potential for irreparable
damage to the patient-physician rela-
tionship, the AMA calls on the health
insurance industry to abandon flawed
physician evaluation and ranking pro-
grams, and join with us to create con-
structive programs that produce
meaningful data for increasing the
quality and efficiency of health care.
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reported no conflicts of interest.
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