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The next evolution in healthcare value measurement: 3MSM Value Index Score

Payers and providers 
must complement 
existing quality  
measures with 
sentinel indicators of  
system performance. 
An ideal value 
measurement tool 
enables efficient, 
continuous 
and objective 
measurement of  
the processes and 
outcomes that 
lead to value. 

Executive summary 
As health care moves from volume- to value-based care, payers and 
providers need a road map for  achieving value, defined in this paper  as 
the ratio of health outcomes to the cost of achieving those outcomes.  
The dominant high-value paradigm is the Institute for Healthcare 
Improvement’s (IHI) Triple Aim that promotes enhancements to the 
patient experience of care, improvements in population health and 
a reduction of per capita costs.  How do payers and providers know  
whether  they are meeting these goals and delivering high value? This 
paper tackles that question. 
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Providers and payers want to lower  total costs of care. To do this, they  
must focus on population health improvement that’s fueled by metrics, 
incentives and clinical systems that align behavior across time, place and 
discipline. , 5 4

Current measurements fall short. Accountable care organizations 
(ACO) know  that most quality measures are limited in scope. These 
measures focus on processes of questionable importance, and they do 
not acknowledge shared accountability or costs. They also fail to align 
provider behaviors for system change. Quality measures often target 
specific diseases and often assume that poor  performance stems from 
individual failure rather  than a flawed system.6 

What if quality measures encompassed not only entire populations but 
also all interactive elements of a primary care system centered on the 
IHI’s Triple Aim?  What if powerful composite measures provided a 
single assessment of system performance and value? And what if  these 
measures were cost-effective, did not require special data collection, 
and could measure value and improvement continuously? 

4

3M Health Information Systems (3M) proposes that payers and providers  
can complement existing quality measures with sentinel indicators of  
system performance and outcome metrics that they can aggregate into  
a composite view  for  value-based payment. 3M Value Index Score (VIS)  
is built on proven principles of high-quality primary care, and it can help  
providers and payers focused on the IHI’s Triple Aim.  



  yet this extraordinary expense has not translated into better  
outcomes. Clearly, spending more is not the answer  to achieving better  
quality. Indeed, higher costs have sometimes been associated with poorer  
outcomes.

 

The road to value 
The United States spends more on health care than any other industrialized 
country,9

10 Providers and payers must rein in costs while improving quality, 
a goal the healthcare industry is pursuing with the fundamental shift from 
volume- to value-based care.11 

The ‘value agenda,’ as described by Porter,12 centers health system 
transformation on maximizing value for  patients. Porter  defines value as 
“the health outcomes achieved that matter  to patients relative to the cost 
of achieving those outcomes.”  The IHI’s Triple Aim, a leading force behind 
healthcare transformation efforts (including multiple CMS initiatives), 
specifies three linked goals essential to achieving a value-based healthcare 
system: Improving the patient experience of care, improving population 
health and reducing per capita costs.2 

1 

To achieve higher  value through the IHI’s Triple Aim, health system managers 
must assume greater responsibility  for  the populations they serve.  They  
must move beyond silos of  treatment that approach disease by disease and 
episode by episode. They must treat the individuals holistically by aligning 
micro and macro system processes within and across provider locations 
and provider  types. Health system managers cannot ‘right every  wrong,’ 
but they can measure, promote and reward system processes that facilitate 
the best chances for successful health outcomes in a framework of shared 
accountability. , , 13 54

3

The central role of measurement 
A  value-based approach to health care is one that is person-centered, 
population-focused, outcomes-based and cost-effective. Value 
measurement is essential to transforming care and achieving these goals. 
Transformation is not a linear process, and it often requires many starts and 
restarts. It’s important to have a measurement approach that easily allows 
for  continuous feedback. Without frequent feedback, it’s difficult to know  
whether  efforts are effective and when to make course corrections. 

Unfortunately, current measurement schemes are not up to the task.  The 
challenge for  ACOs, as posed by Elliot Fisher  and others,  is that current 
disease-specific quality  measures for  integrated delivery  systems are limited 
in scope, and they don’t recognize shared accountability. These measures 
also don’t consider costs, and they’re not practical for aligning provider  
behaviors for system change. 
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Current quality  measures typically  target specific diseases and are often built 
on the assumption that “poor performance is a consequence of individual 
failure, rather  than flawed systems.”  Providers and payers need measures 
that address each population as a whole and encompass all of  the interactive 
elements of a primary care system that contribute to achieving the IHI’s 
Triple Aim.  Providers and payers also need a single measure of  value that 
they  can disaggregate for  specific performance improvement initiatives. A  
bevy of disparate micro clinical measures cannot provide this utility.  Instead, 
composite measures summarizing performance on multiple dimensions   
could guide and reward health care improvements. By signifying the critical 
components of care in a person-centered system, composites can become 
accelerants for  improvement.  The use of  these measures must also be cost-
effective. The most common quality  measures currently  in use often require 
special and expensive data collection, rendering them both burdensome and 
impractical for continuous value measurement and improvement. 

7 

8
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6

Payers and providers 
want proven 
roadmaps for system 
change. The right 
value measurement 
tools can help 
provide this critical 
guidance. 

3 
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Value measurement 
should be inexpensive 
and continuous, 
providing feedback  
on individual providers 
and overall system 
performance, helping 
identify opportunities 
for improvement  
and innovation. 

Providers and payers must complement existing quality measures with 
sentinel indicators of system performance. These new operational and 
outcome-based metrics ideally  enable efficient, continuous and objective 
measurement of  the processes and outcomes that lead to value. 

The current state of value measurement 
Although hundreds of quality measures exist, there are many factors 
that limit the utility of these measures for population health management 
and system improvement. Thus, the call for a new set of complementary 
measures is needed. 

The following sections describe why and how existing approaches to value 
measurement fall short. 

Over-reliance on process measures and 
surrogate markers 
Donabedian established the structure, process, outcomes paradigm for  
quality  measurement and emphasized the need to define the causal 
processes at work linking these factors.  He also discussed the importance 
of delineating the level at which quality is assessed—the provider, person, or  
population/community—and the need for measurement to match the level. 

16

This paper  focuses on delineating each level of population health and calls 
for a systemic view  when measuring the quality of care at each of  those 
levels. It also advocates for attention to explicit models representing the 
essential components of population health processes and outcomes. The 
disease-specific process orientation of  most current measures does not 
meet this need. 

In a 2013 analysis of its nearly 700 endorsed measures and other sources, 
the National Quality  Forum (NQF) identified multiple gaps in measurement, 
including the need for measures on care coordination, population health, 
patient-reported outcomes and efficient use of  resources.  These are the 
very  features that make up a well-functioning care system and that providers 
and payers must view  together  to understand population health. Absent from 
the report was a recognition of  the need for ongoing broad-based measures 
of outcomes. 

17

Porter  defines outcomes as “the results of  care in terms of  patients’ health 
over  time,” distinct from processes designed to achieve those results or  
biologic indicators of  them.  Unfortunately, the dominant paradigm for  
measurement is a reliance on surrogates or biomarkers as substitutes for  
clinical endpoints— and this is problematic.19 

18

For example, many payers assess the percentage of a provider’s patients  
with diabetes who had foot exams or low LDL. Although these metrics may  
correspond with clinical guidelines, they don’t necessarily address more  
direct patient concerns (e.g., preventable encounters with the healthcare  
system, functional status, severity of disease status or quality of life).   
Some of  these outcomes are difficult to measure routinely; however, it’s  
feasible to collect other outcomes as part of a systemic performance  
measurement model. 



The focus is on specific diseases or settings 
Currently, most quality  measures focus on specific diseases and settings rather  than 
the person or population as a whole.7  While measuring disease-specific activities can 
help providers and payers understand and improve disease-specific issues, there is 
strong evidence to suggest that micro improvements are not sustainable. These micro 
improvements also come at the cost of improvements in other areas of primary care.   
In addition, disease-specific measures don’t allow  for  accurate provider  comparisons 
because they don’t take panel disease variance into consideration.  

20 

Measuring is burdensome, expensive, infrequent  
and incomplete 
Quality  measurement systems often require data collection efforts outside of  the normal 
workflow. Almost all systems require costly, disruptive and time-consuming medical 
record reviews. These data collection processes prevent frequent measurement that limits 
opportunities for feedback and improvement. 

Greater adoption of EMRs won’t solve the problem, as EMRs don’t include information 
about comprehensive coverage across time, place and discipline. They also don’t include 
standard requirements for content and measurement. Relying on contemporary EMRs 
for  value measurement can produce serious gaps in information as well as potentially  
misleading pictures of performance. -24 21

5 



The next evolution in healthcare value measurement: 3MSM Value Index Score

 

 
 

 
 

 

 

 

 

 

Essential qualities of a value measurement tool 
An ideal value measurement tool enables efficient, continuous, objective 
and reliable measurement of  the processes and outcomes that lead to value 
across the full spectrum of primary care and patient populations. Such a tool 
can also identify  the critical path elements required for system change and 
clearly  quantify  overall progress toward an identified goal. Because cost is a 
crucial component of  the value equation, the tools also correlates outcomes 
with total cost of care (TCC). 

When considering how  to measure value in a primary care system, providers 
and payers must ask the following questions: 

1. Will the measurement have a meaningful impact on the IHI’s Triple 
Aim? To achieve the Triple Aim, providers and payers must direct 
balanced attention to the many tasks of macro and micro integration 
across providers, patients and medical neighborhoods within systems of 
care.3 A meaningful performance measure for lasting transformation will 
capture indicators of success in each of these areas: 

• Disease prevention  26

• Access25 

• Coordination and follow-up, especially  for persons with chronic 
conditions , , 27 525

• Judicious stewardship of resources  28 

• Effectiveness as demonstrated by  superior  impacts on health status ,  43

 

 

 

 

 

2.  Is the measurement  
consistent with the principles  
of primary care?29  

These principles are: 

•  

  

  

  

First-contact care  
(i.e., improving accessibility   
and reducing unnecessary  
specialist care) 

• Person-focused- rather than 
disease-focused care over  time 

• Comprehensive care  
(i.e., patients receive care 
for most problems within the 
primary care system) 

• Coordination of care,  
when necessary  
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3. Does the measurement support system change? A measure must be 
able to help providers and payers assess improvement across the entire 
primary care system. 

For example, reducing preventable readmissions requires the following: 

• Efficiency and quality during the hospital stay 

• Communication between the hospital and post-acute provider 
at the time of discharge 

• Tracking and follow-up post-discharge 

A measure must cross multiple aspects of care delivery to demonstrate 
change for lasting value. 

4. Does the measurement support continuous improvement? As noted 
above, a measure’s ability to support continuous improvement is directly 
related to its frequency of production and validity for the construct 
being evaluated, in this case system transformation for better population 
health. 

5.  Does the measurement minimize administrative burden? Measures 
based on easily-collected data not only reduce the administrative burden 
on providers and health systems, but they also help drive continuous 
improvement by facilitating the ongoing feedback necessary to 
effect change. 

6. Does the measurement include a composite score? Unlike disparate 
scores from multiple measures, a composite score provides a 
comprehensive view of overall provider and system performance. 
Organizations such as the Agency  for Healthcare Research and Quality  
(AHRQ), the NQF and the American Medical Association’s Physician 
Consortium for Performance Improvement® (PCPI®) have all recognized 
the significant value of  using composite measures.   As noted by PCPI, 
composite measures may help to “accelerate improvement of care...by  
focusing attention on the reliable delivery of all important components  
of care.” 

30

Physicians can report composite scores as an overall score and as 
individual disaggregated measures, allowing them to focus on the full 
scope of patient care. More broadly, composite measures support 
system change by enabling valid comparisons across providers for  
performance emulation and improvement. 

7. Is the measurement risk-adjusted? Provider performance on quality 
measures varies with the degree of illness, age and other factors in 
a patient population. As the complexity of care grows, so does the 
challenge of delivering high-value care. Ignoring risk adjustment can 
lead to false differences that are compounded by physician clustering. 
Risk adjustment removes baseline differences and accounts for 
individual patient burden of illness, thereby converting the question from 
‘Are the outcomes from Provider A better than outcomes from Provider 
B?’ to ‘Are Provider A and Provider B outcomes better than what can be 
expected for the group of patients attributed to them?’ 

8.  Can provider intervention 
influence the measure? An 
objective measure must include 
domains of care that providers 
can influence. However, as noted 
above, the measurement must also 
consider  the total system of care 
to determine where change may  
be necessary. For  transformation 
to occur, the entire enterprise 
must be engaged and committed 
to implementing the necessary  
infrastructure. 

9.  Does the measurement correlate 
with TCC? Reducing overall costs 
of care is central to the IHI’s Triple 
Aim and health care affordability. 

A tool designed to support value 
measurement must demonstrate 
an association between better  
outcomes and lower  TCC. 

10.  Is the measurement reliable? 
Simply put, are the measures  
well-researched and reliable,  
and do they  yield consistent  
results over time? 

These are ten important and  
difficult properties to achieve.  
The next section introduces a 
composite value score that has 
these properties and is currently  
in use to promote lasting value in 
health care as part of  value-based 
purchasing programs. 

7 
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Taking value measurement to the next level: The 3M VIS 

The 3M VIS is a value measurement 
system designed to meet the criteria 
noted above. Drawing on nationally-
recognized healthcare measures, 
3M VIS takes measurement to the 
next level by comprehensively 
capturing the interactive elements 
of primary care that can contribute 
directly to the IHI’s Triple Aim. 
There is often an inverse 
relationship with TCC and 3M VIS, 
meaning a higher VIS correlates 
with a lower TCC. Understanding 
how and why this occurs is critical 
to the value equation. 

3M VIS is an enterprise tool for  
measuring system change and the 
components that are necessary 

for  that change. It produces a 
single, holistic, composite score 
that clearly  quantifies how  well a 
provider  takes care of his or her  
entire patient population within 
a system of care, based on six 
critical primary care domains. 

These six domains derive from 15 
measures of key processes and 
outcomes that lead to value in 
health care. 

As shown in Table 1, the six domains 
of 3M VIS encompass fundamental 
components of high-value primary  
care expected to drive outcomes 
that matter  to patients: primary, 
secondary  and tertiary  prevention; 
 

panel health status change; 
continuity  of  care; chronic and 
follow-up care; and efficiency. Each 
measure within these domains is 
well-researched, and many are 
based on broadly-accepted quality  
measures. The composite score 
uses mathematical transformation 
to ensure that each measure is on 
the same scale so that an overall 
average can be determined, with 
each measure and domain weighted 
equally. In the next section, we 
review  the properties of 3M VIS that 
enforce its utility and validity. 

Table 1. Six domains of 3M VIS encompass components of high-value primary care 

3M Vis Domains Measure Concepts  Expected Outcomes  Measures (*= Risk Adjusted) 

Primary and 
secondary prevention 

Visits to educate, immunize and 
screen for prevention of disease 
(e.g., infant well care, adult 
screening) 

Education, motivation, immunization 
and screening that prevents or leads 
to early discovery and treatment 
of disease 

• Well-child visits for infants 
• Well-child visits for children 3-6 
• Breast cancer screening 
• Colorectal cancer screening index 

Tertiary prevention 

Admissions and emergency 
department (ED) visits for 
symptoms and diseases that are 
amenable to ambulatory care 
treatment 

Access to effective primary care 
reduces the incidence of ambulatory 
care sensitive condition (ACSC) 
admissions and ED visits 

ACSC concept translated into 
potentially preventable admissions 
and ED visits* 

Panel health 
status change 

Disease progression among panel 
members with chronic disease 

Good primary care delays disease 
progression in the chronically ill. 

Change in type and severity 
of 3M™ Clinical Risk Groups 
(3M CRGs)  *

Continuity 
Level of engagement and 
continuity for panel members 

Consistent patient engagement 
and care coordination increases 
adherence and the identification of 
health problems as well as decreases 
hospitalization and ED use 

• Continuity of Care Index* 
• Any PCP Visit? 

Chronic and 
follow-up care 

Chronic and follow-up care 
processes and outcomes 

Follow-up care reduces 
readmissions, and a regular source 
of chronic care improves patient 
outcomes. 

• 3M™ Potentially Preventable 
Readmissions (PPR)* 

• Post-discharge follow-up 
• Three chronic care visits 

Efficiency 
Judicious stewardship of 
pharmaceutical and ancillary 
resources 

Stewardship of resources is possible 
through better patient engagement 
and coordination with specialists 

• Potentially preventable services* 
• Generic prescribing* 



 

The benefits of using 3M VIS 

1.  Impacts the IHI Triple Aim in a meaningful way.  
3M VIS incorporates measures that impact 
population health (e.g., access, continuity, disease 
prevention and judicious stewardship). 

2.  Is consistent with the principles of primary care. 
The principles of primary care are the driving 
force behind 3M VIS. As shown in Table 2, 3M VIS 
domains correspond with core features of  effective 
primary care as described and researched by  
Barbara Starfield and others. , 32 29

3.  Supports system change. The composition of   
3M VIS is uniquely designed to drive overall system 
transformation. 

The six 3M VIS domains comprise key measures of  
change across the full continuum of primary care, 
prompting improvements in provider performance 
as well as productive and sustainable changes in the 
systems with which they  interact. 

Focusing on process improvements in a singular  
disease doesn’t lead to noticeable improvements in 
the overall 3M VIS nor does it meet the goals of  the 
Triple Aim. 

To illustrate, a model of  the interacting dynamics 
of 3M VIS is presented in Figure 1. The domains 
work together to produce better  outcomes, thereby  
reducing the TCC. 

4.  Supports continuous quality improvement. 3M 
VIS supports continuous improvement because 
all measures are derived from regularly refreshed 
administrative data, enabling ongoing near-time 
measurement and reporting on patterns and 
change efforts. With a continuous data source, it’s 
possible to rapidly review scoring information at all 
levels within a healthcare system through 3M VIS 
dashboards. This includes the ability chart progress 
for individual providers, a physician group, a region, 
or an ACO or network. 

5.  Minimizes administrative cost and burden. 3M VIS 
is rate-based—not event-driven. This eliminates 
the potentially costly and time-consuming need 
to obtain conclusive proof  and pass judgment on 
any one particular instance of care. Rather  than 
focusing on a specific admission or  ancillary  service, 
for example, the 3M VIS indicates whether overall 
admissions matched anticipated rates for a similar  
population. The same is true for  the volume of  
ancillary services. Using this information, a provider  
can see how he or she performs over  time compared 
to the system average. 

6.  Delivers a composite view of performance. As  
a composite measure, 3M VIS combines multiple 
related concepts of primary care into a single 
construct for  value, delivering a single number  that 
is more useful, reliable and representative than 
any individual number  tied to a single component 
of care. The potential power of composites for  
measuring health care has been well recognized;  
however, until 3M VIS, this capability has remained 
largely unrealized. 

30 

The power of  the composite is further enhanced 
by  the ability  to deconstruct 3M VIS into related 
actionable sub-metrics. In essence, the overall score 
is the gauge of system health, and the domains/ 
measures are the interacting pieces necessary  
for success. Targets for change can be set as 
improvements against baseline performance or  
against a policy goal to close the gaps in excellence. 

Principles of primary care 3M VIS domains 

Person-focused care Primary and secondary 
prevention 

First contact for care Tertiary prevention 

Comprehensive care Panel health status change 
Chronic and follow-up care 

Coordination of care Continuity 
Efficiency 

Table 2. 3M VIS is consistent with the principles of primary care 

9 
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   Figure 1. 3M VIS metrics working together to influence the IHI’s Triple Aim within a system of care 
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7.  Adjusts to variations in 
populations. Certain measures 
are risk-adjusted using 3M 
CRGs . Doing so addresses 
concerns regarding inaccurate 
performance assessment 
and inequitable peer-to-peer  
comparisons by accounting  
for  baseline differences in 
patient panels. 

8.  Can be influenced by  provider  
interventions. This includes 
direct interventions as well 
as greater engagement and 
coordination within the 
overall healthcare system. For  
example, there is substantial 
evidence that primary care 
physicians can have a salutary  
impact on a variety of 3M VIS 
domains, including ACSCs, , -   
coordination of care, ,  chronic 
disease progression -  and 
readmissions. -45 43

4240

3938

37343

9.  Is associated with lower  
cost of care. Better  3M VIS 
performance is associated with 
lower  TCC in any setting in 
which it has been tested.  
One example is displayed in 
Figure 2. Providers with a poor  
(i.e., negative) 3M VIS have 
a higher  than expected TCC. 
Those with a higher 3M VIS 
have lower  than expected costs. 



 
 

Reliability and validity of 3M VIS 
3M VIS is well-established from five 
different perspectives: 
•  

  

  

Claims data reliability. 3M VIS integrates 
administrative data across multiple locations, 
disciplines and timespans. Substantial research 
has validated the reliability of claims data to 
monitor disease status, healthcare processes and 
outcomes. -  3M VIS overcomes concerns with  
low sensitivity in single source claims data by   
using multi-source longitudinal claims data via  
3M CRG software.

5346

  Used for  risk-adjustment and 
calculating some quality measures in 3M VIS,  
3M CRGs are built on longitudinal claims data from 
all settings over extended periods of  time. Users can 
easily aggregate information, creating a reliable, 
accurate and comprehensive picture of a patient’s 
disease burden. 3M CRGs also consider recent 
data and the recurrence of important indicators, 
producing strong specificity  and sensitivity. 

54

• Psychometrics. 3M VIS has good psychometric 
values, with statistically  significant modest 
correlations between domains and the overall score, 
indicating a unified construct without troubling 
redundancy. In addition, the average correlation 
for individual measures to their domains ranges 
between .60 and .79. 

• Demonstrated reliability. Based on a data set of  
approximately 3,500 providers with 50 percent 
retention rates and three years of experience  
using 3M VIS, there is a correlation of .71 from  
year to year, meeting the American Medical 
Association’s established target of .70 in time- 
over-time correlation for composite physician 
profiling measures.30 
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Figure 2. Better 3M VIS performance is associated with lower   
TCC in this analysis that also correlates with a variety of other  
studies performed on the metric. 

•  

  

Face validity. 3M VIS has clear  face validity   
(i.e., the degree to which a measure appears to 
perform its intended purpose in terms of assessment). 
Intended to measure change within the primary care 
system, 3M VIS is consistent with key principles of  
effective primary  care ,  and, as seen in Table 2, 
includes domains that address each one. 

2925

• Lineage. Each domain draws on well-researched, 
well-established metrics and concepts, described  
in the next section. 

11 
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3M VIS domains and support evidence 
The domains of 3M VIS 
•  

  

  

  

Primary and secondary prevention has four  measures for  well-
child and adult screening services designed for early detection or  
prevention of disease. Services and exclusions are based on the 
Healthcare Effectiveness Data and Information Set (HEDIS)®.55  

• Tertiary prevention uses the ACSC concept translated into 
potentially preventable ED visits and initial admissions.56 

• Panel health status change (i.e., disease progression) is a new  
measure that represents a long-studied concept in the academic 
literature that, to date, has been mostly applied in studies using 
health status surveys, many of  which are impractical for ongoing 
measurement. More recent literature supports the utility of   
new  classification systems to track disease progression in  
populations. , -  3M VIS uses an advanced system (i.e., 3M CRGs)515057

to assess health status changes of panel members with chronic 
conditions compared to a benchmarked similar panel. The domain is 
consistent with calls for measuring disease burden as a key outcome 
in the pursuit of population health   and for  measurement frameworks 
that conceptualize reductions in the occurrence and severity and 
disease progression across populations. These measurements form 
the basis for evaluating improvements in health more broadly  than 
the current focus on specific diseases.  58

4

54  

• Continuity  has two measures as well as the percentage of panel 
members with an identified PCP. Without at least one PCP  visit 
annually, it’s unlikely  that a panel member’s health needs are 
adequately addressed. Also included in this domain is the risk-
adjusted COC score.  One of  the oldest and most widely-used 
measures  for COC, the COC score was a numerical response 
to Shortell’s concept   that the fewer sources of care, the greater  
the likelihood that a patient will experience continuity of care, less 
duplication of unnecessary services, and better  follow-up and 
adherence. Higher COC scores have been favorably associated with 
these desirable primary care processes and outcomes: Decreased 
ACSC admissions; -  more well-child visits, screenings, and 
immunizations; -  reduced ED use; -  decreased costs of  care; -  
and better clinical outcomes of care.

69 68

-  The COC score is the basis 
for  the only claims-based measure for care coordination endorsed 
by  the AHRQ in its Care Coordination Measures Atlas.72 

71 70

67 6665 64

6362
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60 

59



•  

  

Chronic and follow-up care has three measures for  the physician’s 
provision of post-hospital care and engagement with panel members 
who have chronic conditions. The measures are rates determined by  the 
3M™ PPR grouping software,  a post-discharge physician visit -  and 
the occurrence of at least three visits annually  for chronic care. The last 
measure is an innovative approach to setting threshold requirements 
for chronic care management and is derived from concepts expressed 
in the Chronic Care Model by Wagner, et al. -   This model is based 
on the premise that high-quality chronic care is characterized by  
productive interactions between the practice team and patients, 
involving assessment, self-management support, optimization of  therapy  
and follow-up.   After consultations with clinicians, it was determined 
that at least three visits would be necessary  to achieve this model. The 
purpose of  these visits would be to conduct an annual exam; manage 
complications, comorbidities, and exacerbations; monitor  and manage 
recurring and complex medication regimens; conduct case management 
sessions with the patient; and educate, encourage, and provide self-
management support for  the patient.81 

78

7776

757473

• Efficiency  represents judicious stewardship of  two key healthcare 
resources (i.e., pharmaceuticals and ancillary services). One measure 
captures the use of generic prescriptions, and the other measure 
represents the cost of ancillaries that have high variation. The second 
measure is similar in concept to the ideas expressed in the Choosing 
Wisely campaign  and is implemented in 3M VIS using potentially  
preventable services.58 

80

3M VIS in action 
Payers currently  use 3M VIS to differentiate and reward provider  
performance within commercial and public payer  ACOs, fee-for-service 
environments and patient-centered medical home arrangements. It has 
provided measurable value to payers and providers in a variety of settings. 
First employed in 2011, 3M VIS has been tested and improved based on the 
experience of almost two million patients and more than 7,000 providers. 
Generally, 3M VIS deployments are designed to improve a network mean, 
or overall distribution of performance (cost and quality), by using 3M VIS 
in an incentive and reporting plan designed to improve performance. 

Benefits of 3M VIS 

•  

  

  

  

  

  

  

  

  

Meaningfully impacts the  
IHI’s Triple Aim 

• Remains consistent with 
principles of primary care 

• Drives system change 

• Uses claims data for  
analysis 

• Supports continuous 
measurement and 
improvement 

• Ensures low administrative 
burden and cost 

• Includes a composite  
rate-driven,  
risk-adjusted score 

• Provides population- and 
person-focused analysis 

• Captures processes and 
outcomes that lead to value

•  Allows ’apples-to-apples’ 
comparisons of providers 

•  Responds to provider  
interventions 

•  Correlates with TCC 

•  Provides reliable and  
valid data 

 

13 



14 

The next evolution in healthcare value measurement: 3MSM Value Index Score

 

  

Conclusion 
In response to spiraling costs that have not yielded corresponding 
improvements, the healthcare industry is changing its focus from volume 
to value. Consequently, the drive toward accountable care and value-based 
purchasing has pushed value measurement front and center for payers 
and providers. 

A holistic systems approach to value measurement plays an essential 
role in monitoring and shaping meaningful change in primary care and 
achieving the IHI Triple Aim. Yet traditional quality metrics are generally  
comprised of  narrow, disparate process- and disease-specific measures 
that don’t adequately capture the full primary care experience for entire 
populations or allow equal peer-to-peer comparisons. These metrics also 
often require burdensome data collection, which curbs their utility  for  
continuous measurement and improvement. 

3M VIS addresses these challenges with a population-based, claims-derived 
composite measurement designed to reflect systemic changes in care 
delivery  with minimal administrative burden. Built on the principles of primary  
care, the tool includes continuously  reported, well- researched, risk-adjusted 
measures of  the processes and outcomes that drive value. These measures 
are rolled up into a single composite score to provide an objective and 
comprehensive overview of performance that users can easily deconstruct to 
provide a roadmap for improvement. As studies have demonstrated 3M VIS 
to be associated with TCC, 3M VIS complements cost measures in defining 
true value within a primary care system. 

Ultimately, 3M VIS offers insight that can help providers better  understand 
and improve patterns of care for all patients. It can also assist ACOs in their  
efforts to support providers and the systems surrounding them to transform 
care. Finally, it can help objectively  determine and reward the achievement 
of value-based care. 

For more information on how 3M helps payers, providers and government 
agencies navigate the journey  to value- based care, please visit 
www.3m.com/his/vbc. 

www.3m.com/his/vbc
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