
 
  
 

 
 

 
Overview 
In 2016, Princeton Healthcare System, QURE Healthcare and Premier, 
Inc. built a partnership to improve clinical outcomes and economic 
performance at Princeton. Using Premier’s Quality Advisor (QA) data, 
which indicated that Princeton had higher readmission rates and 
average costs per case than their peers, a group of leading clinicians 
from Princeton and QURE identified sepsis and COPD as the top 
opportunities. Princeton implemented QURE’s validated, CPVâserial 
measurement and feedback approach to engage physicians around 
evidence-based practices. The explicit goal of the P2Q2 project was to 
improve patient care and outcomes and to reduce costs. Results 
were tracked using CPVâ and Princeton patient-level data.  
 
Princeton, now Penn Medicine Princeton Health, is a 429-bed 
integrated health care system located in Plainsboro, NJ serving more 
than 1.3 million people. The P2Q2 project began in September of 2016 
and finished in December 2017. The participating hospitalists came from four provider all four of its 
hospitalist groups: 1) academic teaching, who actively teach resident curriculum and care for patients, 
2) directed teaching, who participate in resident practice oversight and also care for patients, 3) 
independent community, who exclusively care for hospitalized patients, and 4) independent individual 
physicians, who work as hospitalists but are not affiliated with a particular group. In all, 33 hospitalists 
participated in the project.  
 
Reduced Variation and Better Evidence-Based Care Decisions  
At the start of the P2Q2 project, 73% of participants 
reported that the variation in their care compared to 
peers was only “Low” or “Moderate”. Baseline 
practice measurement using the CPVs, however, 
found wide variation in care decisions across the 
participants.  
 
The high level of variation was under-appreciated and 
uniquely quantified using the CPV tool. Over the 
course of four rounds of serial CPV measurement and 
feedback, care variation decreased 24% and quality 
of care scores increased 21%1. Quality of care scores 
were measured against specific evidence-based care 
criteria verified by local clinical experts.  
 
Quality of care performance scores improved across all domains of clinical care. The most significant 
improvements were seen in diagnosis and treatment (+27% and +15%, respectively), domains of care we 
know are most linked to patient outcomes and cost. Condition-specific gains were also made. For 

                                                        
1 This decrease in variation and increase in quality scores is one of the most impressive improvements seen among QURE’s 
projects across the country nation-wide projects. 
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P2Q2‘s 4 guiding principles 
 

1. Build a cohesive, higher standard 
of care among all hospitalists 
collectively  

2. Make clinical practices transparent 
to medical leadership, providers 
and their peers 

3. Create safe, engaging venues for 
physicians to sharpen their skills  

4. Confirm practice improvement 
through serial measurement with 
CPV simulations and patient-level 
data   



 
  
 

 
 

example, in sepsis we saw a 34% increase in adherence to the 3-hour bundle and in COPD a 35% 
increase in adherence to Princeton antibiotic regimens.   
 
Tracking Clinical Improvement: CPV and Patient-Level Data  
We looked at Princeton’s patient-level data for a pre-post analysis of utilization, outcomes and cost to 
determine the impact of the CPV-led improvements on care quality, care standardization and costs. As 
previous research has already shown, we found practice trends seen in the CPVs paralleled changes in 
the patient-level data at Princeton.  
 
Examples of Patient-Level Care Quality Improvements (compared to CPV):  

• 22% increase in appropriate sepsis and COPD diagnoses (compared to a 35% CPV 
improvement)   

• 6% increase in appropriate respiratory failure diagnoses, which are very important for both 
clinical care and appropriate billing (compared to a 30% CPV improvement)  

 
Estimated P2Q2 Economic Impact: $4.9M in hard dollar cost per case savings 
We expected that higher quality and greater standardization would lead to significant cost savings. 
Princeton’s patient-level financial data revealed significant improvements in observed compared to 
expected (O/E) utilization, length of stay and cost per case for COPD and sepsis patients. We calculated 
the economic returns from these improvements and found a hard dollar savings of $4.9M (see table 
below). This savings may, in fact, grossly underestimate total financial benefits from the project, as it 
does not take into account avoided readmission penalties, increased utilization from additional capacity, 
fewer complications from better practice or externalities of practice change among non- hospitalists in a 
broader economic analysis.  
 

Target  Condition(s) Baseline Estimated Impact  Total Savings 
Unnecessary 
Testing 

COPD + 
Sepsis  

1.3 unneeded 
tests/patient 

41% reduction in spending 
($70/patient)  $114,590 

Length of Stay COPD 5.95 14% relative reduction  658 days saved 
Sepsis 8.96 23% relative reduction 803 days saved 

Cost per Case COPD $17,838 20% relative improvement $1.8M 
Sepsis $29,556 11% relative improvement $3.1M 

  
Estimated P2Q2 Mortality Impact: 33 lives saved 
With cost-savings and decreased utilization, we wanted to confirm there was no adverse impact on 
patient outcomes. In a pre-post analysis we observed that care standardization led to a significant 
decline in the O/E mortality ratios, resulting in an estimated 33 lives saved.  
 
Changes in Observed over Expected Mortality for COPD and Sepsis Patients: 
 

Disease Baseline Post Improvement 

COPD 1.46 1.05 28% 

Sepsis 1.62 1.27 22% 

 


