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Operator:  Ladies and gentlemen, hello and welcome to today's 2011 Physicians Quality Reporting Initiative.

Please note that all your lines will be on listen-only mode, and there will be time for Q&A towards the conclusion of the conference.

For any assistance, please press star-zero to speak to an operator.

And now, to introduce our first speaker, I'd like to welcome and turn the call over to Ms. Michelle Allender-Smith.  Go ahead, please.

Ms. Michelle Allender-Smith:  Thank you, and good morning to everyone.  I'd also like to welcome you to our 2011 PQRI Listening Session.  

I'd like to just go over a few housekeeping things with you.  If you have cell phones, please put those phones on silent.  For the folks that are on the phone, for our public comment period, your phones are automatically muted.  And until we get to the point in the presentation for questions, your phones will be unmuted at that time.

We'll be limiting the comments to two minutes, please, so that we can get through our questions here in the room and for those that are on the phone.  We'll be alternating those questions from folks here in the room as well as those that are on the phone.

If you haven't already located them, the restrooms are out to your right, it's my left--and down the hall on the left.  We're on the main level, and just one level below us there is a coffee bar, and there's also our cafeteria.

And now, I'd like to introduce some of the staff before I introduce Dr. Rapp, our first speaker.  As you already know, I'm Michelle Allender-Smith.  I'm one of the nurse consultants here at CMS, and I'm working on the PQRI Program as well as ePresribing.

Dr. Dan Green is our acting division director for ambulatory care and measures management.  He also leads CMS work with the registries, electronic health record testing, and ePrescribing.

Regina Chell is a nurse consultant, as well, and she'll be one of the speakers later.  She's here at CMS as well, and she's currently the program manager for PQRI and ePrescribing.

Yolanda Adkins is also a nurse consultant with CMS, and she is the PQRI measures content lead, and she also coordinated the listening session for today.

Rebecca Donnay is a health insurance specialist who currently is leading the education and outreach activities related to PQRI and ePrescribing, and Rebecca also works with Dr. Green on the registry work.

Diane Stern is also a health insurance specialist, and Diane is responsible for our Web hosting on the program, and those postings are related to education and outreach and our Frequently Asked Questions.

Aaron Lartey is also an employee here at CMS, and he is in charge of the physician directory content expert for Medicare.gov.  And you'll be hearing from him later, as well.

So, without further ado, I'd like to introduce Dr. Mike Rapp.  Dr. Rapp is currently the Director of Office of Clinical Standards and Quality and Measurement and Health Assessment Group.  There are three divisions that report through this area to Mike, those being chronic and post-acute care, hospital medication measures, and the Division of PQRI, where the ambulatory care and measures management work that--your sponsors for today are this division and for this listening session.  And I give you Dr. Mike Rapp.

Dr. Mike Rapp:  Thank you, Michelle.  And so, welcome, everyone, and thank you for those of you who made it all the way here to Baltimore with the predicted snow this afternoon, I guess, right?  So, anyway, thank you for coming.  

We are now at the end of the time when people can report for the 2009 PQRI, so for this--this is our third year.  Seems like we've been involved in this for quite a while, but it's really not that long.  And we've sought over the time that we've been responsible for the program to make some improvements to it, deal with many of the suggestions that you've made to us and incorporate them into the program.  

So, this has been, I think, a partnership in a lot of respects.  The measures have been, for the most part, developed by the specialty societies through the AMA, PCPI and others, but that's the bulk of the measures.  We've been able to expand the measures dramatically from when we started off with 16 measures in our voluntary reporting program all the way up to now, 175 measures for 2010, the 13-measure groups, and different reporting options that include not only claims-based reporting but the registry reporting.  We've introduced EHR reporting for this year, which we're quite excited about, and also have a group practice reporting option.

So, PQRI has expanded dramatically both in the content, the scope of measures, and the mechanisms that are to be used.  So, we're pleased about that, but we don't feel that we're done, of course, and we always benefit from the input that we can receive from the public and the stakeholders.  And so, a couple of years ago we started off with seeking suggestions for measures and having a formal process where the people can suggest to us measures which we then review and think about in terms of incorporating into the program in our rulemaking cycle, which is done in the physician fee schedule rule.  

Now, originally, the PQRI program had some very specific statutory requirements to qualify for the incentive.  We could only consider individual measures, and there was a requirement of 80 percent reporting.  But, in the MIPPA legislation, the secretary was given significant discretion, including not only the ability to expand the measures and think of different reporting options and so forth, but also to modify the criteria for reporting.  

And I think you're all aware that we took advantage of that in the electronic prescribing incentive program and changed the criteria for reporting for electronic prescribing from what was in the statute initially, which was 50 percent of applicable cases for a particular measure to requiring a certain number of ePrescribing events, 25.  

And I always have to remind people that 25 pertains to the measure denominator, however.  It's not just 25 times one electronically prescribed.  It's 25 times electronically prescribing for the cases that fit in the denominator of the measure.  So, if you report ePrescribing for something that's not in the denominator of the measure, it wouldn't be valid.  I always like to emphasize that caveat.

But, in any event, we took advantage of that, and we got a lot of feedback that that was a much better way of having criteria for the electronic prescribing.  So, similarly in the PQRI, we have that kind of authority, the secretary does.  We did not take advantage of that for 2010.  For individual measures, the requirement is still 80 percent of applicable cases, but that is an example of something that would--could be re-examined and could potentially be modified.  

And I know many of you have expressed concern that, for the claims-based reporting, the number or the portion of eligible professionals that end up qualifying for the incentive is somewhere around half rather than something higher.  And so, if there's suggestions that you have as to how we might address that sort of thing, we'd be interested in hearing them.

So, this is our first listening session where we have sought to bring you together.  Rather than simply just send in your suggestions for measures, we'd like to have a dialogue.  And we do find this extremely valuable to us to have some give and take, and we won't have too much to give in the sense of we can't tell you what the 2011 program will be like or not be like, but we can tell you that we'll listen carefully to what you suggest to us and take that into consideration as we go forward.

I do think that you're all aware that the authority for the secretary to pay incentive bonuses for PQRI does end with the 2010 program year.  We do not have any authority for 2011 to actually make incentive payments.  We had the same similar situation, I believe it was, for 2009.  As we went into the rulemaking cycle, we didn't have any authority, which later came in--when MIPPA was passed, I believe July 14th or 15th in 2008, we'd already proposed the 2009 rule, and we did identify and propose the measures.  

And so, we're sort of in the same situation at this point.  PQRI is a permanent program in the sense that the secretary's required each year to propose measures for the succeeding year.  As far as the ability to make a payment, that will depend upon further congressional action, and I know that you're probably all aware that, at least as it was most recently in both sides of the House and Senate, the legislation that was adopted by each of those houses did have some extension of PQRI.  So, we'll have to see how that proceeds from now on.

But, as far as the electronic prescribing incentive program, we do have the authority.  That is a permanent program, which will be supplanted by ARRA, ultimately.  But, for 2011, there is authority to--I believe it's 1 percent incentive payment for those doctors and other eligible professionals who qualify for electronic prescribing.  You can't qualify for both the ePrescribing incentive and the ARRA HIT incentive.  It's one or the other.

So, that's basically it.  You have the agenda.  So, we're going to cover the measures that have been suggested to us.  We have quite a bit of time spent for public comment.  We're going to cover the reporting options and ask you to make suggestions on that.  

And then, this year we have the group practice reporting option.  I think you're aware of how we implemented that.  We sought to go somewhat slow in that we wanted to limit the scope of the group practice reporting option.  We did that by saying that, to participate, you had to have at least 200 NPIs as part of 1 TIN .  We thought that would still be a fairly large number of practices, and I believe that's the case, much more so than are in the current demonstration.  But, that is subject to revision for the future, as well, and we do think that there's a lot of advantages to group reporting as opposed to the individual reporting.

And so, let's see, that's the agenda.  We have some other information that you have available and I'm sure you're probably mostly familiar with that.  So, without any further ado--we started a little bit late; I apologize for that.  But now, I will turn it over at this time to, I believe, Regina Chell, who will continue on.  

I think this is kind of loud, so, when we're not using the slides, probably if it's possible to turn those off, it might make it a little more comfortable from auditory standpoint.

Ms. Regina Chell: Okay.  Thank you, Dr. Rapp.  

And just before I get started, I just wanted to let you know, for those of you who watch your clock and have other things scheduled in your day, I know we started a few minutes late, but we'll probably make up about 10 minutes in this next session, so we should be pretty close to on schedule.  We built in a little extra time so that most of the time can be spent with the public comment section.

So, with that, if we can advance to slide seven, please?  And what we're going to talk about next is the 2011 suggestions that we've gotten for both individual and measure groups.  And I'll probably only take about the next 10 minutes to cover this information, and it'll be just a high-level overview as far as this, as well as the measure process that the measure developers go through.  

In order to get more detail with regards to this information, you can look in the appendix of the background paper and also reference the link that's provided on this slide.  We did receive 146 individual measure suggestions for the 2011 program year, and we'll talk just a little bit more about those suggestions.

If we can go to slide eight, we see that a lot of the measures require NQF endorsement, and not all the measures came in with current NQF endorsement or an up-to-date status.  So, it's important, and we want to point out to you, that during our analysis, we really do require having all the information.  For example, some of the things we've seen missing are the measure specs are not complete.  Information with regards to coding information is incomplete.  So, please be aware of that and pay special attention to looking at the requirements and providing us with complete information, and that will really help us with the analysis phase.

As we move to slide nine, you can see the recommendations that we've received for clinical conditions and topics, and right now it's just shy of 20 new clinical condition and topic recommendations.  I do like to call out, though, a reminder that receipt of a suggestion does not guarantee that the suggestion will move forward in the 2011 program year.

So, if we move to slide 10, we're going to talk a little bit about the measure groups and suggestions that we have received.  And up to date, we've received a request for six new clinical conditions and topics.  And you see those listed in the third bullet: asthma, audiology, stroke, cataracts, diabetic retinopathy, HIV/AIDS and hepatitis C infection.  Again, with the measure group suggestions, same as the individual measures, the receipt of a suggestion does not guarantee that the measure group will move forward for the 2011 program year.

And if we move to slide 11, here we just wanted to talk to you a little bit about--and Dr. Rapp alluded to this in his introductory remarks--with regards to future considerations for PQRI, we are very interested in your comments, and we're looking at reporting mechanisms, measure specification process, retention and development of high quality measures, and we'd also like your feedback on and recommendations for education and outreach effort.

An example that comes to mind is, as we move to the 2011 program year, how can quality measures be expanded via EHR?  So, if we move to slide 12, here we just wanted to give you a review of the measure process for measure developers.  

And as you can see here, the process takes about 12 to 18 months.  The lifecycle of a measure is a very complex process, requires expert panels, development of work groups for evidence-based practice, coding and billing expertise, and there's ongoing evaluation that takes place.  It really does require a lot of resources and a lot of effort on the parts of many.  So, keep this in mind, and measure specifications work for that reason cannot be up to date by the minute.  It really does have this complex lifecycle.  So, we have to anticipate that, moving forward, for future programs.

And if we move to slide 13, we wanted to provide you with a timeline for the 2011 kind of lifecycle of measure development, so to speak.  We've listed some proposed dates here for the measure development process, and we hope that this would assist measure developers in meeting the timelines for the 2011 year.  Many of these dates are inflexible, and that's partially due to the timing of the publication of the proposed and final PFS rule.  The tight timeline does require that measure developers have their coding issues and questions related to measures resolved prior to August 11th, 2010, so that August 11th date is a key date to keep in mind.

And if we move to slide 14, we wanted to discuss a little bit about how CMS looks at and evaluates quality measures for the PQRI program.  And we reviewed measure data based on many considerations, and a few examples are listed here.  Does the measure address a gap?  Do EPs have at least one measure to report?  And do clinical considerations support the measure?  

We will have a lot of time for the public comment section, and now I would like to turn it back over to Michelle Allender-Smith to lead us through that period.

Ms. Michelle Allender-Smith:  Okay.  

As I stated earlier, we're going to limit the comments to about two minutes.  Muna, I'd ask that you have those folks that are on the phone to go ahead and get in queue for questions.  We'll start with questions here in the room, and we'll alternate.

Operator:  Ladies and gentlemen--.

Ms. Michelle Allender-Smith:  --Those that are in the room--.

Operator:  --Press zero-one--.

Ms. Michelle Allender-Smith:  --You would form a line here in the center aisle where the microphone is, and we will begin the questions.  We're going to see if we can turn off this slide projector so that we can hear better.

Operator:  For the telephone audience, please press zero-one on your telephone keypad for any questions you may have at this time.  Once again, that's zero-one on your telephone keypads.

Dr. Daniel Green:  If you could please introduce yourselves and your--the organization you're representing when you make your comments, that would be helpful.  Thank you.

Ms. Judy Burleson:  Hi, I'm Judy Burleson at the American College of Radiology.  I'm wondering if you have considered, or will consider, using structural measures such that are used in the inpatient hospital quality reporting program, such as participation in a systematic database for one condition or another?

Dr. Mike Rapp:  I think we would like you to suggest to us what you think we should do rather than us indicate whether we're thinking about it or might do it, so this is an opportunity for you to tell us what you think we should do.  And so, if you could put it in those terms.

Ms. Judy Burleson:  I think you should consider using structural measures in the PQRI program similar to what's in the hospital inpatient program and maybe used in the hospital outpatient program.  That has some carry-over from the facility level to the physician level.  

So, for example, the structural measure, which is participation in a systematic database for cardiac surgery or for stroke care or for nursing-sensitive measures, there's similar registries such as that that may be used just as a structural measure.  You participate in that.  The facility is participating in that, but there's also individual physicians there participating in the registry, as well.  Could that be used in PQRI?

Dr. Mike Rapp:  So, what kind of registries do you have in mind?  And how do you see that playing into the criteria for reporting?

Ms. Judy Burleson:  The three registries that are used in the hospital program could be--there are individual measures that are part of the registry.  In some cases, those measures are NQF endorsed individually, separately.  In some cases, use of that registry may be an NQF-endorsed measure itself.  

I'm considering submitting this suggestion for participation in a national mammography database registry, which includes four measures that are currently about to be reviewed by NQF.  This is being proposed as a facility-level measure, but just the fact of participating in the registry shows an effort for quality improvement.

Dr. Mike Rapp:  Well, thank you for that suggestion.

Dr. Patrick Torcson:  Good morning.  I'm Patrick Torcson with the Society of Hospital Medicine, and thank you for the opportunity this morning to--Dr. Rapp, Dr. Green, to give feedback and comments on the PQRI. 

SHM is the professional society that represents 20,000 hospitalists that practice in the US, and we're involved in about 50 percent of the inpatient care for Medicare beneficiaries.  So, we clearly practice in an area that has a very high impact on Medicare--on quality of care for Medicare patients.

We have recommended PQRI participation to our members since its inception and provide a lot of educational material.  And I think CMS has been very accommodating in helping us with conference calls and various other educational initiatives.  

With that high impact affecting so many Medicare beneficiaries, we have identified for 2011 a very high priority area of transitions of care, and would look to the recommended measures for inclusion in 2011 from Appendix B, temporary measures 11 through 14, and would strongly recommend that these measures be considered for inclusion in 2011.

SHM was part of the work group working through the PCPI, along with our colleagues at the American College of Physicians, the American Geriatric Society and the American College of Emergency Physicians to develop these measures and feel that they will have a very big impact on care transitions and improving quality for Medicare beneficiaries.  We anticipate that, by mid-February, these measures will be NQF endorsed, and again feel that this is a priority area, and would ask for consideration for inclusion for 2011.

I'd also like to say that I am a practicing physician and have been a PQRI end user since its inception, and managed to earn a little bonus in 2007 and 2008, and would just like to offer that PQRI workflow is really facilitated by the measure groups.  So, we really feel strongly and endorse the further development of additional measures workgroup.  

I notice that stroke is being considered for next year.  There are already the series of measures that are incorporated in PQRI.  They really will lend themselves nicely to a measure workgroup.  Additionally, there's a proposed measure workgroup for inpatient care of heart failure.  I think this would be another area that would deserve strong consideration and have a big impact on care.

And finally, I'd just like to make a proposal for another workgroup related to pneumonia.  There are four PQRI individual level measures already part of the programs, numbers 56, 57, 58 and 59.  Again, these measures would lend themselves to creating a single pneumonia workgroup, pneumonia, again, being a high priority area and a real opportunity to harmonize physician-level performance reporting with the hospital-level performance reporting that's already being done through the core measures in the hospital compare program.

So, again, thank you for the opportunity to have this listening session and to give feedback on the program.

Dr. Mike Rapp:  Thank you for--.

Ms. Michelle Allender-Smith:  --Thank you--.

Dr. Mike Rapp:  --That suggestion.

Ms. Michelle Allender-Smith:  We'll take one more comment here in the room, and then we'll go to the phones for a couple of comments.

Dr. Jason Byrd:  Hi.  I'm Jason Byrd.  I'm with the American Society of Anesthesiologists.  Also want to thank you for the opportunity here to provide comments.

My suggestion or comment has to do with looking at possibly rebalancing the development process with the measures and the endorsement process.  Obviously, the requirements that there has to be a national consensus organization that weighs in and provides endorsement.  We all know that the reality of that situation is that that organization is now down to one, and that would be the National Quality Forum.  

Like a rebalancing to look at sort of the providers and those folks that participate through PQRI and looking at their suggestions.  The way the system is set up right now is that there is a requirement for folks to develop measures and expend a lot of energy and a lot of money to develop those measures, which can then go through the organizational processes through NQF, which has its own call for measures and agendas.  

Things can be hung up in those processes, so you have a disconnect between providers and eligible professionals who say, "This is how we think we should be measured.  Here's how we want to address gaps for Medicare beneficiaries."  But, if things get hung up in a process for quite a bit of time, there's a disconnect, then, between providing quality care and getting quality measures out there for the PQRI program.

Dr. Mike Rapp:  I'm not quite sure what your suggestion there is.  In the MIPPA legislation, Congress provided for funding to go to a consensus-based organization under a contract, and that ended up going to the National Quality Forum, so I believe it's a four-year provision of funding.  And through that, that substantially increased the money that NQF had to be able to endorse measures.  So, they have lots of projects.  The contract itself is subject to HHS oversight.  

So, if there are measures, topics that aren't being timely considered by NQF and so forth, I think you could bring that to our attention.  But, I think their availability, the opportunity for the NQF to evaluate measures--it used to be that, if a developer developed the measures, then they had to find a project to--and possibly even fund a project, or they would have to look for someone that might fund it.  But now, there are these ongoing projects, including maintenance projects, and sometimes even new measures can get in as part of that.  

So--now, the secretary also--the original PQRI statute was fairly restrictive on what could be used to--as indicator of consensus to implement measures, but that again was loosened up somewhat in that the secretary has the ability to use measures that are not endorsed by consensus body as long as those are--the measures that are part of a consensus endorsement are considered.  And I believe in that particular provision, it lists the AQA as an option, but the point is that the secretary does not have to restrict herself to only NQF endorsed measures.  

So, if there's a strong case for some other measure that represents something that's not in the NQF portfolio, that would be a possibility, although, to date, I think the professional organizations have been rather opposed to that approach.  In other words, I think the idea has been that--from the feedback that we've gotten, that the public at large and the professional organizations in particular want us to restrict the measures that we would use to those that are either NQF endorsed or AQA adopted, and the AQA adopted measures, they have--they no longer provide an alternative to the NQF, so they don't endorse measures--or, excuse me, adopt measures for that purpose.

So, I'm not quite sure what you're suggesting, that we should look at measures, or the secretary should look at measures irrespective of whether or not they're consensus-endorsed or try to facilitate the consideration of measures, or what?

Dr. Jason Byrd:  I think both.  I think there should be additional consideration for the secretary's exception provision, which I think in reality is probably no longer on the table.  I think that you're strictly looking to NQF endorsement. 

And if--there are instances where there are measures that pertain to only specific specialties or providers, and I think as we continue to evolve the measurement development process and an idea of looking at more global measures and looking at folks--or measures that apply to--across the care and the continuum, that those measures that pertain to particular providers are lost in the shuffle, and there's not an opportunity to put those onto the agenda and get those forward in the process.  Meanwhile, those are the providers that are saying, "This is how we should be measured.  This demonstrates quality care," but there's difficulty in getting folks to buy into that and send it through the system.

So, if the alternative is either making sure there's an avenue through the NQF or having the secretary consider that exception going outside the consensus process, as long as you're demonstrating, obviously, that there's evidence and that there's a direct gap in care, I would ask you to consider that.

Dr. Mike Rapp:  Okay.  

Well, if there's specific measures that you've either put in, or others have put in, that you think that are not NQF endorsed that you think are such strong measures and aren't represented in the NQF portfolio, then you make that apparent to us.

Dr. Jason Byrd:  Great.  Thank you.

Ms. Michelle Allender-Smith:  Thank you.  

Muna, we'll take questions from the phone now, please.

Operator:  Thank you.

We have only two.  Our first will be Koryn Rubin, American Academy of Ophthalmology.

Ms. Koryn Rubin:  Hi.  Thank you for providing the Academy the opportunity to comment.

The Academy continues to recommend that CMS explore the inclusion of additional measures across the various methods of reporting to increase the number of measures for a clinical condition.  We strongly urge CMS to consider reducing the number of measures required for inclusion in a measure group.  If the criteria were to be changed, the number of measure groups could be expanded.  Measure groups are less of an administrative burden on carriers and physicians because their reporting requirements are less. 

As the PQRI advances, we support flexibility to allow participants to report on sets or groups of measures, as well as individual measures.  There are two potential measure groups in ophthalmology which address two of the major eye diseases found in the Medicare population: diabetic retinopathy and cataract surgery.  

For diabetic retinopathy, three measures cover critical aspects of patient management: ongoing evaluation, dilated eye exam in diabetic patient, appropriate evaluation, documentation of presence or absence of macular edema and levels of severity of retinopathy and care coordination, communication with the physician managing ongoing diabetes care.  Data from these three measures provide an overall assessment of a diabetic patient's eye in and coordination with the primary care provider.

For cataracts, three measures provide the means to assess the preoperative and postoperative status of patients: appropriateness of surgery and appropriate preoperative evaluation, comprehensive preoperative assessment for cataract surgery with intraocular lens placement, clinical outcomes, complications within 30 days of cataract surgery requiring additional surgical procedures, and patient outcomes related to daily functioning and activities, 20/40 or better visual acuity within 90 days following cataract surgery.  Results from these three measures provide a comprehensive picture of patients' appropriateness for and successful outcomes of cataract surgery.  

We thank you for the opportunity to provide input and are glad to see that they were on slide number 13.

Dr. Mike Rapp:  So, you're advocating that the measure groups go down to not requiring more than two measures?

Ms. Koryn Rubin:  Oh, yeah.  We are suggesting three as opposed to four that CMS has right now.

Dr. Mike Rapp:  --Okay, so the diabetic retinopathy group, is there a third measure in that one?

Ms. Koryn Rubin:  I'm sorry, there are three measures.

Dr. Mike Rapp:  Okay.  We just have two listed on our background paper, so there's a third.  Okay.  So, you're advocating that, instead of requiring four measures to form a measure group, that we use the number three?

Ms. Koryn Rubin:  Correct, or anything less than four.

Dr. Mike Rapp:  Well.

Ms. Koryn Rubin:  Yeah, so maybe two.  I mean.

Dr. Mike Rapp:  Four.

Ms. Koryn Rubin:  For us right now, you know, we're suggesting two different groups with three measures in each of them.

Dr. Mike Rapp:  What's that you're advocating?  We require two measure groups and three measures in each of those groups?

Ms. Koryn Rubin:  Yes.

Dr. Mike Rapp:  Okay.

Ms. Michelle Allender-Smith:  Okay, thank you.  We'll have the next question from the phone, please.

Operator:  Certainly.  Thank you, Ms. Rubin.

Next, we have Carol Bayer, Orthopedic Surgery Association.

Dr. Carol Bayer:  Yes.  I have a suggestion for 2011, the ePrescribing, if we could possibly get back a code for the handwritten narcotics.  And also, I have a question.  I don't know if I'm allowed to ask a question about EHR, the stimulus.  Is it per NPI number or per tax ID number?

Dr. Mike Rapp:  I'm not sure I grasp that second question.  The first one, you want a code for the G code that says that you didn't ePrescribe because it was a narcotic?

Dr. Carol Bayer:  Correct.

Dr. Mike Rapp:  Okay.  And how would that play into the 25 ePrescribing instances requirement?

Dr. Carol Bayer:  Well, one of our doctors mostly just prescribes narcotics, and that's all, so he will not get an ePrescribing bonus if that doesn't come back in.

Dr. Mike Rapp:  So, that means he mostly doesn't ePrescribe.

Dr. Carol Bayer:  Right.

Dr. Mike Rapp:  Well, we'll have to think about that, but it sort of obviates the goal of electronic prescribing.

Dr. Carol Bayer:  That's correct.  We understand that. 

Dr. Mike Rapp:  What was your second point?

Dr. Carol Bayer:  The Stimulus Program and EHR, if it's per NPI number or per tax--group tax ID number?

Dr. Mike Rapp:  Is what per NPI number?

Dr. Carol Bayer:  The incentive payment.

Dr. Mike Rapp:  See if Dan understands your question.

Dr. Daniel Green:  If I'm understanding you correctly, I think you're referring to the ARRA HITECH legislation, and that would be per the NPI, not per, strictly for the whole group.
Dr. Carol Bayer:  Okay.

Dr. Daniel Green:  So, it's an individual incentive.

Dr. Carol Bayer:  Thank you very much.

Ms. Michelle Allender-Smith:  Thank you.  

Muna, any more questions in queue?

Operator:  Yes.  We have one more from the telephone - Sarah Tunne, American Academy of Neurology.  Go ahead, please.

Ms. Sarah Tunne:  Yes, hello.  Thank you for taking our questions.

I'm wondering if there's an evaluation of the implementation of NQF processes.  For example, when you mentioned that there were 146 measure suggestions, and that 20 were fully endorsed, 17 were time limited and 109 were not endorsed, you give feedback to the measure developer more about, "Well, you didn't meet protocol testing, or the measures were denied because of XX."  

What I'm wondering is that the medical specialty professionals are being held to a higher standard, which we hold ourselves to our own high standards, but in testing.  And so, first of all, how many of the measures are also coming from professional societies?  And secondly, the current NQF measures that are endorsed haven't been fully tested, and so even though they've been endorsed, they aren't fully tested by very rigorous methods in terms of reliability, validity.  

I think the country's getting there, but I'm wondering, when you do deny these measures because they haven't been NQF endorsed, or you have approved the NQF endorsed measures, if you could give the measure developers a little bit more background of the application process for meeting those standards that really pass the bar at the PQRI level.  

Thank you.

Dr. Mike Rapp:  I'm not quite sure I grasp what you're suggesting.  Are you talking about the NQF endorsement process and what's necessary for that, or are you talking about what we require in terms of selecting measures for PQRI?

Ms. Sarah Tunne:  Well, one reason you select measures for PQRI is NQF endorsement.  And--like, you listed on your slide set that 20 are fully endorsed, 17 are time limited, 109 measures are not endorsed by NQF, but there aren't any reasons specifically.  Was it the rigor of testing?  Or even what criteria besides just NQF endorsement, because there are a lot of processes under the NQF endorsement process that aren't fully implemented to date.  And they're getting there, but some groups are held to higher standards than others.

Dr. Mike Rapp:  Okay.  

So, you're referring to the table of measures--you're referring to the 2011 temporary measure table?

Ms. Sarah Tunne:  Yes.  

And so, if you could give feedback to measure developers of the 2011 measures that are being proposed, it just looks like a check-off.

Dr. Mike Rapp:  I just want to make sure you understand. These are not measures that we have proposed.  The proposal will be in a physician fee schedule rule.  These are measures that have been suggested to us in our call for measure by the public at large.  

And we went through all of the suggestions and gave them a number, but that doesn't mean that they're proposed for PQRI or that they'll make it into the proposed rule or anything like that.  It just is an effort to compile the suggestions that we were given in a way that people could look at them besides just ourselves.  And then, we went through those to see, well, are these measures that have been suggested to us NQF endorsed?  That is a basic consideration that is given.

Now, as far as getting them NQF endorsed, as I indicated, the NQF has quite a few projects available.  And to the extent that there's any measure developer that--or any party that suggested these measures that is interested in them getting NQF endorsed, then I would encourage those individuals to contact the NQF and ask them what would be an available project that they have that these measures could be considered and see what the response is.  

Ms. Sarah Tunne:  --Yeah.  So--.

Dr. Mike Rapp:  --The response is, "Well, they can't be considered for X, Y, Z reason," but--it's not because they haven't been tested.  Now, when they have a project, they do a call for measures, and that call for measures is one that the public can send in measures.  And so, once one knows the appropriate call, the one would send in the measures, or the NQF will go out and find measures themselves.  

So, with this array of measures that have been suggested to us, one of the things that occurs to me is we could provide this to NQF and they could decide whether or not there's an available project to consider these or not.  And if there's not, then maybe they would look for a kind of miscellaneous project that they could do that.  So, we'll kind of take that on to at least communicate this to them.  

But just again, to be clear, none of these measures have been proposed by the secretary for the 2011 program.  These are all suggestions that have come to us.  And the purpose of today's forum is to allow people to continue to advocate for these or advocate against some of them.

Ms. Sarah Tunne:  And how else are measures brought forward besides these 146?  I guess you seek out other ones, or if NQF is working on a project such as outcome measures, you may look at those.

Dr. Mike Rapp:  We, of course, are not limited to these measures to consider, but again, this is a process that we seek to have the public participate in.  And if there are other suggestions that you have, there's nothing that stops you from sending us a letter or you making other suggestions.  It's just that we try to do this in some kind of organized way, and part of it is to get the public to give us their suggestions, and then we can look through these measures.  But, it's hard to implement things -if we get suggestions at the "last minute," when regulation is being considered or drafted, then it's hard to really effectively consider those things.  

So, that's why we set up this process to put some kind of time parameters.  People can get used to it and suggest these to us, and we can use our work time to effectively evaluate them.  But, if you have other suggestions, you can put them in, but, of course, these have been fully looked at, as you can tell, because we've put these in here, but it doesn't stop anybody from making other suggestions to us.

Ms. Sarah Tunne:  I guess the other suggestion we'd make is to have time parameter calls, such as this, from NQF as well in terms of how they're going to--so that some of the measure developers can also plan for upcoming call for measures from NQF.  So, what happens is Steering Committee members or call for measures are put out there without measure developers having any advanced notice.  So, we'd appreciate that.  

Thank you.

Dr. Mike Rapp:  You would like the NQF to have a more, I guess, transparent or more public notice in terms of what projects will be coming along in the future.

Ms. Sarah Tunne:  Yes.

Dr. Mike Rapp:  Thank you.  

Of course, we don't run NQF, but I'll take note of that.

Ms. Sarah Tunne:  Thank you.

Ms. Michelle Allender-Smith:  Thank you.  

We're going to go back to the room.  Anyone here have comments, please come to the center aisle microphone.

Ms. Kathleen Romanow:  Hi.  I was just wondering if CMS would be working with NQF at all to bring a call for measures for non-physician measures.

Ms. Michelle Allender-Smith:  Could you tell us your name and where you're from?

Yes, sorry, I missed that part.  I'm Kate Romanow, and I'm here representing the Audiology Quality Consortium.

Dr. Mike Rapp:  Are you making a suggestion?

Ms. Kate Romanow:  Yes, I am.

Dr. Mike Rapp:  So, what is that suggestion?

Ms. Kate Romanow:  That CMS work with NQF to encourage them to bring forward a call for measures for non-physician measures.

Dr. Mike Rapp:  So, you have some non-physician measures you would like to be considered for endorsement?

Ms. Kate Romanow:  Yes.

Dr. Mike Rapp:  Okay.  All right.  

Thank you.

Ms. Michelle Allender-Smith:  Thank you.

Ms. Jennifer Shevchek (American Medical Association):

I'm not really sure if this is the appropriate time for me to offer this public comment, because there are three distinct public comment sections in today's agenda.  

But, I think picking up on your introductory remarks, Dr. Rapp, with regards to the changes that MIPPA allowed CMS to make with regard to thresholds for successful reporting is something that we are very interested in.  I think 2007 and 2008 data proved to the AMA and many medical specialty societies is that, clearly, there continues to be problems in meeting the threshold for successful reporting.  

And I think that, if we're going to continue to incentivize physicians to get involved in this program, because it's the right thing to help them understand what a quality measure is, how to report on it accurately and consistently within the claim record through other multiple options, I think that they need to have an understanding that there really is light at the end of the tunnel and they can successfully participate.  

And I think that, just like you've exercised the authority of MIPPA to change and expand the options for reporting, as well as the timelines, that perhaps you can change the threshold.  So, instead of reporting 80 percent of the time on three or more measures as one option, perhaps lowering that threshold to meet successful reporting on 50 percent.  I know that you exercise that flexibility with the eRx reporting--or incentive program in terms of changing it from 50 percent of your patients to now 25 times with the eligible denominator.  I think that is something that should really be explored.  

And again, keeping the program statistically significant in the sense that it's still meaningful, obviously, for the physician to participate in PQRI, but perhaps maybe still in these early years of the PQRI--again, it's only in its third year.  I mean, let's be honest, it's not that long of a time, considering where we've come over the past five to 10 years when it comes to quality measurement within the physicians' office setting.  So, that's one consideration.

And secondly, too, just to echo Corinne Rubin's comments on AAO , we have commented through the AMA convened PCPI that measure groups--there's really no justification for why there has to be four or more measures, and we have articulated that in our comments to your call for measures that, you know, I think that three or more measures should be considered.  Obviously, that kind of made it a little bit bizarre because the original statute under TRHCA said, you know, three or more measures 80 percent of the time.  But, since we now have this new-found flexibility provided by MIPPA, I think changing the number of measures for measure groups is something that you can do and that should be done.

Dr. Mike Rapp:  Right.  

As far as the number of measures in the measures group, the four, the statute never said any particular number.  It just said a measure group.  So, you're right, the flexibility would be there to change that.

As far as the success of the doctors with the claims-based reporting, one of the practical issues in the claims-based reporting is the fact that, to make the claims process continue to be efficient, one cannot go back and put in a quality data code retrospectively solely for the purpose of doing that, because that would require resubmission of claims and the cost of processing claims that would come about.  

And so, because of that, it does make it somewhat difficult sometimes for the doctors to meet that 80 percent.  And we have had instances where we saw that they might make it 79.52 percent of the time and still not qualify.  So, those are things that I think do bother people, so we'll be happy to consider your suggestion.

Ms. Jennifer Shevchek:  And just one more point on that.  

I think, you know, data's powerful, and I think, now that we have two years of data, we can probably look at that data and see where some of these physicians fall.  I mean, I think if it's not 50 percent, maybe it's 60 percent.  And again, the AMA is not advocating for an easy way for physicians to just qualify.  We're looking for the best way, or the best threshold.  

And maybe it's not a threshold.  Maybe it's a number.  I'm just saying, I think we should, as a community, work with CMS to look at that data, to see really what maybe that more appropriate threshold or number is.

Dr. Mike Rapp:  The reason the 80 percent was originally picked was--well, it was in the statute, but the part of the information that was available at the time was a study that was done on the physician voluntary reporting program, which was if you require a certain reporting threshold because you want your performance rates to be accurate, and if the reporting rate is too low, then potentially someone could "game the system" and only report the cases.
Ms. Jennifer Shevchek:  Right.

Dr. Mike Rapp:  --Performance was achieved and leave out all the ones where it wasn't, and therefore you'll have distorted performance rates.  The question is whether in the current system, where you can't go back and resubmit and so forth, is 80 percent the right target.  Can you--could you--can you game it--even if the reporting requirement was 50 percent, could you game it in a way that your performance rates would be affected?  I think that would be up to some question.  

But, that’s really the issue.  We don't want to have information reported that purports to give us performance information which is not any way accurate and can be gamed easily.  But, those are the considerations.

Mr. Chip Amoe:  Hi there.  Chip Amoe, American Society of Anesthesiologists.

I'd like to echo, follow up a little bit on a comment that was made earlier from the folks at radiology.  And I would like to make the suggestion that CMS consider creating a measure, or allowing a measure, of allowing physicians to report to a quality registry, a qualified registry that would be able to give feedback to the individuals that are reporting back to--or that are reporting into the registry. This would not be reporting to a registry for the sake of reporting PQRI, but simply reporting certain information that the specialty society, or whatever society would deem appropriate and quality components.  

This would allow the development and better testing and examining information that's out there to create measures and to give feedback to physicians that may help improve quality.  And I think that the very fact of reporting on that would be of great benefit for the whole process as we move forward.

Dr. Mike Rapp:  And the criteria for the registry, you're suggesting the NQF endorsed measure on that?

Mr. Chip Amoe:  You could have an NQF endorsed measure, but this would be something that I think the secretary could use her prerogative to develop the criteria of what would be necessary for an approved registry that would give proper feedback back to the folks that are reporting into that.  So, I think it could be something that specialty societies could work with CMS to develop the necessary criteria and have that be a measure that's determined through the secretary's prerogative.

Dr. Mike Rapp:  Thank you for the suggestion.

Ms. Michelle Allender-Smith:  Thank you.  

Muna, any other questions in queue?

Operator:  We do.  

Jolene Peck, Chelsea Community Hospital, go ahead, please.

Ms. Jilleen Peck:  Hello, Jilleen Peck from Chelsea Community Hospital.  

I do billing for three physician practices, and I have a suggestion for the ePrescribe, which was mentioned earlier, too, to create an exception for practitioners that would prescribe narcotics primarily so that they won't get penalized for not using the ePrescribe system.

Dr. Daniel Green:  Thank you for your suggestion.  

As was stated earlier by Dr. Rapp, the ePrescribing incentive program is designed to encourage the adoption of electronic prescribing and to assess an eligible professional's uptake, if you will, of that technology.  The original measure, as you know, did have a provision for--or an exclusion, if you will, for the eligible professional writing either narcotics or the prescription being requested.  As you know, in 2010, we have changed the 50 percent reporting requirement to only 25 eligible instances.  So, the eligible professional would have to use a qualified electronic prescribing system, which is the same as it was in 2009, or 25 reporting instances.  

So, even in the example that you give, if your eligible professional is writing a lot of narcotics, it's likely that he or she is also writing some non-narcotic medications, such as non-steroidal anti-inflammatory drugs, or steroids like--you know, depending on if they're a pain physician, what have you.  So, in those instances, certainly he or she could electronically prescribe if they have a qualified system and, again, they are providing one of the services that spelled out in the denominator of the measure.  But, I believe the intent of the electronic prescribing program, again, is to encourage electronic prescribing and not necessarily just reward physicians for reporting that they didn't electronically prescribe.

The last part of your comment had to do with the penalty that is in the legislation, and that is considered for 2012.  And information, as it's developed, would come out in the form of rulemaking to address that.

Ms. Jilleen Peck:  Okay.  

I know some exceptions, or some problems that we've run into is that patients that get a narcotic possibly will get another prescription that could be ePrescribed, but the patient doesn't want to have one ePrescribed and then one paper copy.  They want both paper copies in their hand to walk out with.  So, that was our dilemma.

Dr. Daniel Green:  Thank you for bringing that to our attention.  Again, it is a tricky situation, certainly with narcotics in terms of electronic prescribing.  I do believe, though, that there is some consideration, I think, by the FDA in terms of looking into this situation further to try to address the acceptance, if you will, or the ability to electronically prescribe narcotics.  But, in addition to the FDA looking into that, of course it would also be--there'd be state-to-state differences based on the individual state's DEA.

Ms. Jilleen Peck:  Thank you.

Ms. Michelle Allender-Smith: Thank you.  

Next question from the phone, please?

Operator:  There are no further questions from the phone.

Ms. Michelle Allender-Smith:  Thank you.  Do we have any additional questions here in the room at CMS?  Okay.  

Well, I've been instructed that we would move to an early lunch.  Because of the way the agenda is set up, there would be potentially folks that are dialing in after the scheduled lunchtime for certain sections of our presentation.  So, if we don't have any further question from the phone or in the room, we're quite a bit ahead.  We're about an hour ahead of our scheduled lunchtime, which would have been 12:15, unless there are other suggestions, Dr. Rapp.

Dr. Mike Rapp:  Yeah. 

Well, Michelle, I think maybe for the benefit of the people that are in the room, maybe we could move ahead.  That doesn't stop us from this afternoon--.

Ms. Michelle Allender-Smith:  --Okay--.

Dr. Mike Rapp:  --Let's just move ahead with the next subject.

Ms. Michelle Allender-Smith:  --Okay.  

Well then, the next section, then, is the PQRI reporting options.  We will need to bring the projector back up, so give us just a moment.  Muna, for those on the phone, we're getting the projector back up.  We're going to move into the PQRI reporting options for individual EPs, and Dr. Dan Green is going to do that section for us.

Operator:  Thank you.

Ms. Michelle Allender-Smith:  Okay.  We should all be on slide 17.

Dr. Daniel Green:  Seventeen?  Think we can start on slide 18.

Ms. Michelle Allender-Smith:  All right.

Dr. Daniel Green:  Now, I don't want to threaten anybody here, but, if you all don't come up with some comments and suggestions, I'm going to end up having to spend the last hour of today telling jokes and stuff.  So, you've been forewarned, okay?

Well, again, thank you all for coming in today and for dialing in on the phone.  Wanted to talk about some of the PQRI reporting options because, in addition to what Regina and Dr. Rapp discussed this morning with respect to listening--suggestions for additional measures, we also want to talk about some of the reporting options that are available.  And we're looking to get comments or suggestions about either how--the good parts about the program, what things you like about it, or areas that you think that we could improve the program.

So, I think the best way to do that is to recap kind of where we are in 2010 with the different reporting options that are available.  And I think you can see the slide behind me.  Currently for 2010, there are 12 different reporting options available.  These include the reporting of individual measures, measures groups, and we've already had some comments this morning about--suggestions about how we might change the measure group reporting option.

The reporting periods, as you know, also are available for six months and 12 months.  And the reason why we liked that was because we realize that not all eligible professionals might be ready to start reporting January 1st.  And certainly with the 80 percent requirement, if you don't start, let's say, by March, it can be difficult unless you're reporting measures that only are required to be reported one time per patient per reporting period.  

So, again, in an effort to try to be as inclusive as possible, there are the two reporting periods - again, the six-month reporting period and the 12-month reporting period.

Let's talk about the individual claims option.  There are five individual measure options that are available.  There is a claims option for both six and 12 months, so an eligible professional could report on 80 percent of three or more claims for 12 months or for six months.  There's also the registry-based reporting.  And again, these are the individual measures, so three or more measures for six months or 12 months, 80 percent of the time.  

Obviously, if less than three measures apply to that eligible professional, he or she could report on one or two measures as he or she deems appropriate, but they would be subject to the measure applicability validation.  So, we would look for other clinically similar measures to see whether or not he or she could have reported on those measures.

And a good example just to explain that, because some people get confused about it, for instance, if somebody reported measure one, which is a diabetes measure, measures two and three have pretty much the same denominators.  So, if they can report measure one, that they are responsible for the hemoglobin A1c, we would think that that person should also be responsible for checking the diabetic's blood pressure and checking the diabetic's lipids.  In other words, that would be a clinically similar and close measure that he or she could report.  So, if they report less than three measures, again, they could be subject to--we call it MAV, Measure Applicability Validation.  

But, getting back to the different ways that you can report individual measures, we talked about claims, both six and 12 months.  We talked about registry-based reporting for six and 12 months.  And in addition, we're happy to include in for 2010 the ability to report, albeit for only the 12-month reporting period, measures through an electronic health record.

Now, there are currently 10 measures that have been received electronic specification and have undergone an exhaustive testing process, and there are seven vendors and products that are available.  They're listed on our website, that is, the vendors and their products on the PQRI website.  And these are the vendors--or I should say folks that are using one of these vendors' products, and it has to be the product that's listed on the website, can report using their electronic health record in 2010.  

Now, the actual data submission would not come in until 2011.  However, it is an exciting opportunity because, obviously, we want to encourage electronic health record use, and we do feel that, in the future, we'll be able to even have improved measures and get more meaningful information by the use of electronic health records, not to mention it's pretty easy for an eligible professional to report from his or her record, because they've already entered the data into the electronic health record anyway.  So, it's basically just having the record spit out a file, if you will, that they can submit through the PQRI portal to CMS.  

That's the individual measures.  There are six different options for measures groups.  There's the claims-based reporting of one measure group, where 80 percent of applicable Medicare Part B patients, so that would mean that an eligible professional reports on 80 percent of the eligible instances.  

That would be all the measures that are applicable to that patient for a particular measures group.  They have to have a minimum of 15 patients in the 12-month time period or eight patients for the six-month reporting period.  So, again, if they want to report a measures group, they have to have--report at least eight patients if they're reporting for six months, and at least 15 if they're reporting for the 12 months.  

The other option for claims-based reporting of a measure group would be to report 30 unique patients.  Now, this is a big difference from 2009 where we required 30 consecutive patients.  So, you can imagine, if you're going along and reporting, let's say, the diabetes measure group, and then all of a sudden when you're about to report patient 28 you're distracted by some emergency and you forget to submit that, so you miss out on patient 28, and you go to submit patient 29, well, you've had an interruption in your consecutive streak, so you're done.  I mean, you can still meet the 80 percent of the measures group, but in terms of the--from a consecutive basis, you would have previously been eliminated for that.

So, we've removed the consecutive requirement.  It is 30 unique patients.  So, if Mrs. Jones comes in for her diabetes and she happens to be measure number--I'm sorry, patient number one, and she comes back six weeks later and she would have been now measure number 26, you can't count her twice.  

But again, if you happen to collect your first 10 patients, let's say, in the first three months of the year, and for whatever reason you take a little time off and you collect your next 10 the middle part of the year and your last 10 the final month of the year, that's acceptable.  It's 30 patients that are unique, not necessarily consecutive.  So, we think that'll make it easier for eligible professionals to report.

There is the registry-based reporting of one measures group for 80 percent of the applicable Medicare Part B patients.  So again, if you're reporting through a registry, just like through claims, you can report on 80 percent of a measures group.  And again, you would need to report all the applicable measures for the patient.  

Now, what we do with the measures groups, and there were some comments earlier about measures groups, tricky thing for us about measures groups is we want to make sure that the denominator is in common so that, if one measure applies to a particular patient, all the measures would apply, with the caveat that, for instance, in the preventive care measures group, obviously you have men and women, and the mammography measure, for instance, addresses women only, not male patients.  

So, there are going to be some differences, but to the extent possible, in other words type of visit, age of the patient, we do try to make sure that the denominators are the same so people can report--the patient would be eligible for all the measures in a measures group.  

So again, registries, 80 percent of the measures group for the part--Medicare Part B patients, or the registries can report the 30 patients.  Again, it doesn't need to be consecutive, but 30 patients.  And just like in 2009, we did allow the registries, when we were asking for the consecutive patients, we allowed them to report non-Medicare patients, provided the patient fell in the denominator of the measures group.  

So, they could have a Blue Cross patient in there.  They could have Medicare Advantage patients.  They could have patients with different types of insurance, but they had to contain at least two Medicare Part B patients, so two Medicare fee-for-service patients.  That requirement for 2010 of having at least two Medicare Part B patients is still in place.  But again, if they're reporting the 30 unique patients, they can include Medicare and non-Medicare patients.

Okay, I think we're ready to move on to slide number 19.  And as Dr. Rapp described earlier, and I think Jennifer from the AMA made a comment with respect to the reporting threshold, as you know, we do require, for most of the reporting, that the threshold be 80 percent, again unless we're talking about reporting the 30 unique patients.  We do require 80 percent threshold of reporting.  

And so, what we'd like you guys to consider and provide comments, if you have them, and/or suggestions if you think that we should adjust the 80 percent threshold.  Again, Jennifer from the AMA certainly feels that way.  If others feel that way, obviously we would encourage your input.

We have the threshold for the measures groups at 30.  So, again, we require 30 unique patients.  Is that number of 30 a reasonable number?  Should the number be more?  Should the number be less?  We heard a suggestion of fewer measures in a measures group, but making somebody perhaps report two measures groups of three measures each.  

Again, are these numbers that we've implemented in the program, are these reasonable numbers?  Do they adequately assess?  And as Dr. Rapp was explaining, we wouldn’t want somebody to game the system, so we wouldn't want, basically, someone to cherry-pick all their well-controlled diabetics and tell us all about those, which is wonderful, but leave out the other half of their practice, which is perhaps, you know, not so well controlled.  

And this is particularly important, I think, as we move forward, looking at--more at performance rates, if that does come to pass in the future.  So, again, suggestions about the 80 percent and the number 30.

There is a 2011 PQRI background paper that was prepared for this listening session, and it goes into some of the additional questions that we're looking for comments from the folks in the audience and on the phone, if there are such suggestions.  We've specifically tried to keep the presentation rather brief because we figured you guys would have a lot to say, and we were wrong.  But, we do want to have ample opportunity for input from the audience, both here at CMS and on the telephone.

So, that's pretty much all I wanted to talk about with the reporting options.  There is one additional reporting option, which Dr. Rapp alluded to earlier and Regina will discuss either before or after lunch, and of course that's the group reporting--group practice, I'm sorry, reporting option.  And Regina will go into more detail about what that involves, and again, we'll be happy to entertain suggestions as far as that goes.

Michelle?

Ms. Michelle Allender-Smith:  Thank you, Dr. Green.

If there are questions in the room on the presentation, on the reporting options, please go to the center microphone, and then we'll go to the phones.

Dr. Daniel Green:  We--yeah, thanks.  

Ms. Emily Graham:  Hi, good morning, Emily Graham from the American Society of Cataract and Refractive Surgery.

With respect to the claims-based reporting, we continue to be concerned that there are analytical problems and that there may be things that need to be worked out similar to what you found with 2007 claims data, and there were analytical problems which required CMS to go back and do a re-run.  

We continue to believe that there could be problems, because we hear from our members continuously that they can go back and they can verify that they successfully reached the 80 percent threshold on three or more measures, which would be appropriate for ophthalmology, but that they do not receive a bonus, and when they receive their feedback report, their feedback report is so vastly different from the information that they're showing.  

So, we would encourage CMS to continue to look for problems and to continue to work with the specialty societies and with the providers that we bring forward their situations to continue to refine those analytics to ensure that there aren't problems as we continue to move forward.

Dr. Mike Rapp:  Just in response to that, I think you're aware that we did establish the inquiry process--.

Ms. Emily Graham:  --Yes.

Dr. Mike Rapp: --This year.  So, previously, for the 2007 program, we didn't have anything like that.  

So, in preparing for the 2008 payment, we did hire a contractor whose job it is to look at every one of the concerns or complaints or questions that people have, and they have the ability to go to the details of all the claims and so forth.  So, we haven't completed looking at all of the various issues that have been raised with us, but we would plan to look at those in detail.  And if we find issues that we need to address, we'll plan to do that.

Ms. Emily Graham:  We really appreciate the inquiry process.  It has been helpful, and I do believe that some additional issues have been identified.  And we would, as specialty societies, as a staff person, I'd like to continue working with you and your staff on identifying problems.

Dr. Mike Rapp:  Thank you.

Ms. Emily Graham:  With respect to registries, it would be great if CMS could do two things: one, hold the registries more accountable for the information that they provide to our eligible professionals.  

We have some concerns that some of the registries are providing inaccurate information to our members, which would prompt them to report things that are not appropriate for them, or perhaps try to report on things like measure groups, which may not be appropriate for an ophthalmology practice at this time.  And so, we would encourage that CMS look to see if there are some problems with information that's being provided by the customer service representative to the billing, coding and physicians that work in the practices that we represent.

In addition to that, CMS has a wonderful table on its website that gives information about the different registries that are eligible for the reporting year, and it includes, you know, their contact information, the measures that are appropriate to report through them, etc.  But, we would love to see the registries provide additional information that would help our members make a better decision about which registry they report through or which ones they contact.  

So, for example, it would be great if they would include information about cost in that table.  If there were additional information about the method that they use to do the reporting and how that takes place, information on success rates, and to the extent possible, I know some of the registries do focus maybe only on a specific condition, or maybe it's a society.  But, for the ones that, you know, are open for both reporting periods and you can essentially report any registry measure through, if there was a breakdown of the specialties that are predominantly using it, and they might be able to tell that based on measures.  Maybe there could be a breakdown of each measure and the success rate for that particular measure.

Dr. Daniel Green:  Thank you for all those great points.  

We did talk to them about cost, and there was no registry that was in favor of publishing the cost, because we did want to put that out there, as well.  And some of the points that they made, just as a quick FYI, "Well, we provide different services, you know, than the next registry that's listed below or above us," and some of it has to do with feedback, how often they give feedback and such.
With respect to the inaccurate information, we are looking into that, and we appreciate all the help and feedback that the Academy has given us in terms of letting us know about some of the areas where there may be some difficulties.  And we want to get it right.  I mean, we want to incentivize folks that earn an incentive, and we don't want to incentivize people that don't earn it.  That has to do with the claims, it has to do with registries and across the whole PQRI and ePrescribing spectrum.

With respect to the methods of reporting to the registries, I think that is a great suggestion.  That is something we can certainly look at.  But, the success rates, I'm not clear what you mean by the success rates.

Ms. Emily Graham:  I hope I remember the figure correctly, but that 96 percent of those providers that use your registry received a bonus.  Am I correct on that number?

Dr. Daniel Green:  It's in the 90s--.

Ms. Emily Graham:  --Okay--.

Dr. Daniel Green:  --Yes.

Ms. Emily Graham:  Well, it would be great to know which of those registries were maybe at 100 percent, maybe there was one that was at 80 percent.  Those kinds of things would be interesting to know-

Dr. Daniel Green:  --Just to clear it up, and I know this is not necessarily the forum, but since you asked and since we have extra time, I'll tell you very briefly.

We asked registries to submit data to us even for folks that they knew would not qualify for an incentive payment.  So, in other words, we wanted the people that were incentive-eligible, and again, they were calculating the results, so they knew this information pretty much, even though we ran it through our system to make sure they were incentive-eligible.  

But, we asked for those that were and were not incentive eligible.  And if you think about it, it's just exactly what we do with claims.  When someone reports in through claims, they don't know whether they're incentive-eligible from the get-go, but we do know we had roughly 150 or 160,000 eligible professionals submit.  And similarly, we wanted to know how many people were trying to submit through registries, and again, how many of them, of course, were successful. 

So, the fact that there was in the 90s that were successful, we asked the registries to submit data on anybody that would allow the data to be submitted, even, again, if they knew ahead of time that they were not going to be incentive-eligible.  So, the registries themselves were all successful at submitting the data.  All 31 that tried to submit data did submit data.  That was not the problem at all.  It was just those folks that didn't qualify because they didn't report adequately to the registry.

Dr. Mike Rapp:  Yeah, but I think the point that Emily's making is some of these registries may be better at going back and getting the information and so forth so that the doctors do meet that 80 percent.  I think that's what her point is.

Ms. Emily Graham:  --Um-hmm.

Dr. Daniel Green:  --Yeah.

Dr. Mike Rapp:  --Although I'm not sure that there's a great variation.  I don't think we have some that are zero percent and others 100 percent, but I think that's the point.

Ms. Emily Graham:  Well, I think just one other comment that you made I thought was really interesting, and that was that the registries overwhelmingly do not want to put their cost information out there because they feel that, you know, maybe the reason why they're more expensive, for example, is because they offer more services.  And that would be good information to know.  If there is some way or some reason that they can justify why they're more expensive, put that in the table, because we would like to know that.

And just because the registries don't want us to have that information, I don't really think that's a good reason not to include it.  A lot of physicians don't feel very comfortable right now with the fact that their information on PQRI is being publicly reported and made available on the website, and we have to do it.  So, I think that the registries need--.

Dr. Daniel Green:  --Yeah.

Ms. Emily Graham:  --To be accountable.

Dr. Daniel Green:  --And again, I'm not--I was--I wanted to give the cost.

Ms. Emily Graham:  --Yeah, I

Dr. Daniel Green: --Out there, too, but we have to rely on what--the information--.

Ms. Emily Graham:  --Right.

Ms. Michelle Allender-Smith:  --Thank you.

Dr. Daniel Green:  Thanks.

Ms. Emily Graham:  Thank you very much.

Ms. Michelle Allender-Smith:  Next question in the room, please?

Ms. Judy Burleson:  Hi, Judy Burleson at American College of Radiology.  

And I want to echo several comments from Emily.  The information that you've provided in the past year on registries on the website that – at least the number of measures, what measures they are able to report – that's very helpful.  Any additional information that can be provided on a registry, that's helpful.  I myself have tried to gather information on registries that can report radiology-related measures.  It is a laborious process just getting them to call you back.  So, trying to get enough information to give to our members on what potential--what registries they could potentially use is a difficult and time-consuming process, so any extra information would be helpful.

And also, as far as the inquiry process, we really appreciate CMS adding resources for that.  At least in the last month, I know three member practices that have been able to identify where they went wrong in the last reporting period because of that detailed information that they received on claims through the help desk.  That's been very helpful. That kind of information and feedback to CMS might be useful in determining additional information that could be used on the feedback report so that you don't have to do that through the inquiry process.

Also, with the additional reporting period that's been added, are there plans to have feedback report earlier in the year so that participants can see how they've done up until May/June timeframe so that they might be able to modify what they're doing in their reporting for the second reporting period, that would be helpful, because that would be one of the reasons, I think, that practices or individuals would use that second reporting period, to be able to catch up on what they didn't do correctly in the first part of the year.

And also, you might consider looking at the disparity between the success rate in registry reporting and claims-based reporting.  It's obvious that part of that's due to just the administrative issue of claims reporting.  And you're asking for opinion and suggestion on the requirement, the 80 percent requirement for reporting.  

It may not seem equitable to have a different requirement for registry participants and claims-based participants, but, until the time that the success rate for claims-based reporting gets to the same level as registry reporting, maybe the success rates for claims-based reporting could be lowered.  

There are still a number of individuals that can only report one or two measures, and a lot of specialties, I think, have that issue because specialists become very specialized, and the measures that are for a specialty don't particularly pertain to each one in the specialty.  So, until more participants can use registries, it would be helpful to have some help with the claims-based reporting.

Ms. Michelle Allender-Smith:  Thank you.

Dr. Mike Rapp:  Thank you.

As far as the feedback reports, it's difficult and costly to have an interim feedback report at the individual level.  Last year, we committed to periodically report aggregate level.  That, nevertheless, didn't come out until substantially into their reporting period.

One of the things that we're looking to do this year for 2010 on the aggregate level is to come out with something based upon the first month, that is January, and we can probably have that out, I think, by about April, the first of April or something like that, so at least, relatively early in the year.  Since we introduced the half-year reporting period, before we get to that, people would get a sense, at least at the aggregate level, as to what's happening for 2010.  

As far as the individual level, we are not really actively considering interim feedback reports at the individual level just because of the resources and the complexity of that.  But, we are looking at it for the ePrescribing to see if we could manage that.  That would possibly be even more informative because it wouldn't be a matter of fixing anything, but we could potentially provide information on, okay, you've reported on 25 cases, so, in effect, you're done.  So, that's one of the things we're looking into.  Whether we'll actually be able to do that, I don't know.  

But, we've heard the interest in the interim feedback reports and so forth, and so we'll see what we can do there.  Again, in the health reform legislation provisions, I believe, for that and funding to support it.  In both the TRSHA and MMSEA and the MIPPA legislation, nowhere in there is there any provision to require the secretary to provide feedback reports at all.  And so, basically, we had to allocate some of the resources that we had for the program overall for those feedback reports.  So, we're trying to do what we can within the certain constraints and recognizing that there is no real provision in law at all for the feedback reports.

Ms. Judy Burleson:  Is the detailed individual information available throughout the year from the inquiry system?  So, if someone started participating in 2010, would the help desk have that detailed information, if asked?

Dr. Mike Rapp:  No, not really, because they would have to run it for the individual, but that's, I suppose, something to consider, but that would probably run havoc with the inquiry process, because is the inquiry about something that's not really ripe to inquire about.

Dr. Daniel Green:  It is--just to follow up, that one of the benefits of registry reporting, because the registries--some of them certainly--they're all required to give a feedback report to the provider or eligible professional at least once, but many of them do it quarterly and can do it more frequently if requested.  So, it's kind of a nice way that the eligible professional can check to see how he or she is doing, you know, during the course of a year.   For us to do it, in addition to what Dr. Rapp said, with the volume of data that we receive, you can imagine, with over 150,000 people submitting claims, and then all the quality data codes and what have you, getting the payment files and processing them, there is a significant time period between the end of the month, for instance, and when that information even would become available.

Ms. Michelle Allender-Smith:  Thank you for your comment.

Dr. Daniel Green:  Thank you.

Ms. Michelle Allender-Smith:  We'll take an additional question here in the room, and then we'll check the phone line.

Ms. Fay Shamanski:  Okay.  Fay Shamanski with the College of American Pathologists.

I just wanted to ask you to reconsider opening the registry reporting option to physicians with fewer than three measures.  Currently, pathologists have two measures, which not all of our pathologists can report on.  And though we are working very hard to develop more measures so that more pathologists can participate, we don't anticipate that there will be three measures for each pathologist in the foreseeable future.  So, we really would like you to reconsider opening that option to more physicians.

Thanks.

Dr. Daniel Green:  Thank you.

Ms. Michelle Allender-Smith:  Thank you.

Muna, do we have questions in queue?

Operator:  We do.  We have a question from Denni McColm, Citizens Memorial Hospital.  Go ahead, please.

Ms. Denni McColm:  Hi, this is Denni McColm with Citizens Memorial Hospital.  

We would like to encourage the synchronization of the quality measures and the reporting mechanisms between PQRI and the quality reporting that will be required for the HITECH act for meaningful use, and obviously that the eligible providers won't have two sets of measures and two reporting mechanisms to manage.  Is there any hope for that type of synchronization between PQRI and the meaningful use definition?

Dr. Mike Rapp:  The HITECH legislation talks about not synchronizing, exactly, but avoiding duplicative reporting, so we're obviously committed to do that.  But, as far as the criteria for PQRI and the criteria for HITECH, they're sort of independent, I would say.

Ms. Denni McColm:  So, even the measures that--are different between the two sets of quality measures between the two definitions.
Dr. Mike Rapp:  Right.  They are different.  Of course, PQRI has been in place for longer.  There are quite a few more measures.  The HITECH rule is something that's been proposed.  What it's actually going to look like when it gets finalized remains to be seen, so it's open for public comment at this point.  So, I can't really tell you much about the HITECH other than you've seen what's proposed, and in that it is reflected that the statute suggests--or not suggests--admonishes the secretary to avoid duplicative reporting.

Ms. Denny McCollin:  Yeah.  

We would like to see PQRI be just part of that meaningful use definition instead of the entire thing that they tried to create with meaningful use.  Do you see any hope for that?

Dr. Mike Rapp:  Well, again, we're open to your suggestions.  We don't really have anything to really respond.

Ms. Denny McCollin:  Great.  We'll make those suggestions.  

Thank you.

Ms. Michelle Allender-Smith:  Thank you.  

One more question from the phone, please?

Operator:  Next we have Tom Loughrey, Nautilus Healthcare Management Group.

Mr. Tom Loughrey:  Yeah.  My question deals with something you said earlier regarding registry reporting.  We're moving toward registry reporting for most of our physicians, and you mentioned that non-Medicare patients could be reported as part of--in order to meet the required numbers for measures.  

Does this apply only to the registry reporting?  Does it apply to claims reporting, as well?  And I'll add one more question because I'm sure it's going to come from our compliance officer: is there any HIPAA concern that we should be aware of in that regard if we're using non-Medicare patients as part of our reporting?

Dr. Daniel Green:  So, let's talk about the first question.

With respect to the 30--I'm sorry, with respect to the non-Medicare , that option is only available if you're reporting through a registry and you're using the 30 unique patient reporting option for a measures group. So, if you're reporting individual measures, that doesn't work.  If you're reporting 80 percent of a measures group, even if it's through a registry, they have to all be Medicare Part B patients.  However, again, if you're trying to collect the 30 unique patients for a measures group using a registry, there can be some non-Medicare patients in there as long as there are at least two Medicare Part B fee-for-service patients in that group of 30.

The other thing to consider with respect to whether or not you're violating HIPAA, first of all, I would encourage you to consult with your own attorney, because we're not looking to give out legal advice.  However, we are asking only for aggregate information.  We're not asking for any individual level data on that particular patient.  

So, again, we wouldn't be getting anything specific other than to say Dr. Jones reported the diabetes measures group and, for measure one, they reported on 32 patients and--unique patients, and measure two was 32 unique patients, what have you, and their performance rate was whatever the performance rates are for those particular measures.

Again, please remember, it's for measures group only, and the patients, even if they're non-Medicare patients, have to fall in the denominator of the measures group.  So, if it's the preventive measures group, for instance, those patients, even if they're non-Medicare, have to be 50 or older to be part of the group and have to have received a service that's in the denominator of the measures group, for instance, for preventive care.

Ms. Michelle Allender-Smith:  Thank you for your comment.  We're going to go back to the room.

Ms. Allison Diehl:  Allison Diehl on American Health Information Management Association.  My comments align with the first caller, and that is to just encourage you to collaborate or somehow work with HITECH legislation and align a synchronized  reporting effort.  

I do have one, I guess, request for clarification in slide 18, and that was for the PQRI reporting options available for EHR-based, could you please clarify that you have to use one of the seven vendors for the reporting?

Dr. Daniel Green:  Sure.  For 2010, you would need to use one of these seven vendors that are currently "qualified."  They're listed on our website.  In addition--using one of the vendors, you have to use one--the product that they are "qualified" for.  

So, if you're using ABC Vendor version 1.0 of the software, and what's been qualified is ABC Vendor version 2.5, you'd have to be using 2.5.  The reason behind that is that's the version that we've tested.  That's what we know can put the information in the proper format and send to us.  We don't want eligible professionals relying on an EHR to submit information to us and then, come next January when they actually try to submit the information, they're getting error message after error message.  I mean, that's a possibility anyway, but we've tried to mitigate that with exhaustive testing so that we think that they will be a good match and they will be successful at getting their data in.

Ms. Allison Diehl:  As a follow-up question to that, then, has that information been shared with the meaningful use activities, as that could potentially become part of a certified EHR?  And some of those measures do have some claims reporting like PQRI measures.  So, just encourage you to perhaps share that information as it could become part of the certified EHR.

Dr. Mike Rapp:  Well, I think that those are somewhat independent things.  PQRI has a certain set of measures and it has certain data elements to support those measures.  And the first way to report was claims, second, registries, and we sought to move ahead to have a different vehicle, the EHR, as a way of reporting.  Now, what's reported is, of course, the individual data elements with us calculating the measures, which is different than what's contemplated or proposed in the HITECH, so they're sort of different in that respect.

So, at least in the EHR reporting, we sought to basically duplicate the same data, just a different mechanism, and develop the electronic prescribing and so forth.  As far as what's required for a certified electronic health record, those regulations have already been published by the Office of the National Coordinator, and I don't think they address that particularly except with regard to certain standards for reporting.  They do talk about PQRI registry standards.

But, obviously, as time goes on, one would seek to blend these programs.  The HITECH, as far as what's proposed right now, is really just the first "stage" or "phase."  That really doesn't kind of prejudice where it will go after that.

Ms. Michelle Allender-Smith:  Thank you.  

We have two more comments here in the room, and then we'll go back to the phone.

Dr. Jason Byrd:  Hi, Jason Byrd with the American Society of Anesthesiologists.  My comment has to do with the CMS question related to retirement of measures, specifically related to high performance rate and whether that should be a condition.

I would encourage that that not be a factor in and of itself for retirement of measures.  I think that there's a great deal of literature out there, and folks that are experts in continuous quality improvement would say that, once you start to take your eye off the ball, so to speak, on a particular measure, that's when the quality of care starts to suffer.  So, I would encourage you to continue to use those measures and work with the folks that propose those measures to see if there are any modifications that need to be made or get feedback from them as to whether that measure should be retired before the ultimate decision is made.

Dr. Mike Rapp:  Well, thank you for that.

Another factor, of course, is the people that are reporting maybe have a high performance.  It doesn't really tell us about the majority of the professionals who are not reporting.  And so, perhaps one stage is just to get the reporting more--then you'll have a clearer idea of what the effect is with respect to the beneficiaries as opposed to that segment that's reporting.

Dr. Jason Byrd:  I would agree.  Thanks.

Ms. Michelle Allender-Smith:  Thank you.  

Next comment?

Ms. Christine Kenton:  Good afternoon, Christine Kenton at Metro West Physician Services.  

I would like to echo the previous concerns with the 80 percent threshold at this time.  It is a little bit too high, considering the early inception of the PQRI program.  One suggestion I had would be to re-evaluate that threshold, set a new threshold, and possibly incrementally increase that in the next couple of years.

I think one of the challenges that we face is training not only the physicians and the office staff and the MAs and the billing staff on reporting of the PQRI measures, is compliance with the physicians and the staff, as well as just getting used to the requirements and how to report them effectively.

Dr. Daniel Green:  Thank you.

Ms. Christine Kenton:  Thank you.

Ms. Michelle Allender-Smith:  Thank you.

Muna, we're going to go to the phone for a few questions.

Operator:  Thank you.

As a quick reminder, ladies and gentlemen, zero-one on your telephone keypads for any questions you'd like to ask.  Once again, zero-one on your telephone keypads.

Loretta Shapiro, New York Cardiology Associates, go ahead, please.

Ms. Loretta Shapiro:  My name's Loretta Shapiro.  I'm calling from New York Cardiology.  And I have received from one of our doctors a fax of--an excerpt from Cardiology magazine indicating that, for measure six, which is an ACC developed measure, we must submit through a registry, and they are giving us a particular registry name, which is Pinnacle.  Is that correct?

Dr. Mike Rapp:  Talking about measure six for the 2010 program?

Ms. Loretta Shapiro:  Correct.  And this is from Cardiology magazine, January through February 2010.

Dr. Mike Rapp:  Does anybody have an answer to that question?  I don't have the list of measures here, but it's possible. Insofar as that is the case, there are a variety of measures that we did change from claims-based reporting to registry measures. Okay--.
To registry-based reporting, not because we've got anything against the measures, but where they've caused significant issues with the claims-based reporting, and there was high lack of successful reporting, we moved those, or if they were unduly complex, like numerous parts to it.  So, it's possible that that's one of them, but did you have a point that you wanted to make?

Ms. Loretta Shapiro:  No.  I'm just confused by this, because this is the first I hear about it.  It is measure six, anti-platelet therapy.

Dr. Mike Rapp:  If you want to get that information, we do have our PQRI website.  And in the codes and criteria, there's a list of all the measures and whether they're reportable by claims, by registries or whatever, or EHR.  So, we could possibly, during the lunch hour, try to get an answer to your question.

Dr. Daniel Green:  And again, you could call the help desk.  But, as Dr. Rapp said, we'll announce that at the start of the post-lunch session.

Ms. Loretta Shapiro:  Great.  Thank you so much--.

Dr. Mike Rapp:  The measures specification release notes will also explain why a measure may not have been--have been moved from claims to just registry reporting.
Ms. Loretta Shapiro:  Okay.  

Thank you very much.

Ms. Michelle Allender-Smith:  Thank you.  Do we have another question in queue on the phone?

Operator:  No, ma'am, we do not.

Ms. Michelle Allender-Smith:  Okay, thank you.  

We'll go back to CMS.  We have three folks here in the room.

Ms. Camille Bonta:  Hi, CamilleBonta on behalf of the American Society for Gastrointestinal Endoscopy.  And I know we've moved on from the discussion of asking for feedback on the measures that were submitted, but I'd like to just make a quick cheerleading comment and try to tie it to the relevancy of the reporting options.

ASGE is strongly, strongly in favor of temporary measures 66 and 67 regarding endoscopy and polyp surveillance.  And as we looked at, in particular, the measures that are being proposed for reporting through the HITECH act, as we start to move to other mechanisms for reporting from claims base, it'll be important to include these two measures, because they are more robust for gastrointestinal endoscopists.  Thank you.

Dr. Daniel Green:  Thank you.

Ms. Michelle Allender-Smith:  Thank you.  

Next comment?

Ms. Jennifer Shevchek:  This is Jennifer Shevchek, AMA, and I have three comments just related to the questions listed here on page five and six of this background paper.

On question number two, it says, "Can quality data codes, instructions and specifications for new measures and revised measures be completed by measure developers in time to meet CMS critical timelines."  I think, over the past--you know, since 2000, since the AMA PCPI has been convened, a lot of this work has been done with resources funded by the specialties and the AMA primarily.  And I think, as we move forward and more deadlines continue to become apparent to meet demands put forth by Congress via statute, I think that there needs to be serious consideration by CMS, as well as Congress--which is another issue we've been working on--to help provide additional resources to the specialties and the AMA for meeting these deadlines.

We don't want this work to be done by others.  It should be done by us.  And because of issues related to science and also ensuring that those on the front lines clearly understand what's being required of them.  So, I think that's one comment.

And my second comment gets back to what Jason said from ASA with regard to topping out measures.  And I know there's been serious discussion in the hospital world about retirement of measures and topping off.  And the program, as we all know, was created as a result of MMA in 2003, and they're now getting to the discussion of topping out and looking at these measures.  And I think this is a good question to pose now, but it is premature, and I hope that perhaps maybe the AMA, along with others, can look at this a little bit more seriously.

But, to consider retiring measures within the PQRI program, I just think for next year and the coming year is just something that needs more consideration, considering that there are not many measures that physicians already feel comfortable reporting with, and this is a reporting program.

And my final comment relates to question number four, which states, Some measures have a high rate of invalid reporting, suggesting that participants may not understand when and how to report a measure.  What are suggestions for activities that CMS and stakeholders might undertake to improve education and outreach efforts for participants?

I think we've all seen, and this is something we've seen, and I've looked at some of the PQRI feedback reports, there's a column that says that the measure--you know, they over-reported the measure, for example.  Well, currently, there's no penalty for over-reporting a measure.  And I think there's been rampant paranoia in some physician offices that we're just going to report on this measure every single time because we want to meet this high threshold, for example.  Granted, they're not a bad physician.  They're not bad quality.  They're--again, you know, compliance for compliance's sake.  

And again, not something we support, but I think, in looking at this issue, it would be helpful in the feedback reports--and this is a comment that AMA has made in the past, and it's challenging because I don't know how it would work in terms of analytics, but to be able to break that out.  So, once they meet the threshold or something, the additional reporting maybe could be highlighted in the sense that, okay, you met your 80 percent threshold, but guess what?  You reported this on way above, beyond, and on patients that it wasn't even applicable to.  

So, I think that's just an important distinction, because, again, I think this needs to be teased out further because this is important.  But, helping participants, obviously it's going to be a concerted effort between CMS and the specialties of further educating stakeholders about the measure numerator and denominators and really familiarizing themselves with those measures.  But, in essence, there's always going to be that spillage that--you know, where these physicians do over-report, but it's not necessarily bad reporting.

So, I just think it's something that we need to look at and maybe, if possible, include in feedback reports.  

Thank you.

Dr. Daniel Green:  Thank you.

Ms. Michelle Allender-Smith:  Thank you.  

Next question--or comment, I'm sorry.

Dr. Patrick Torcson:  Patrick Torcson, Society of Hospital Medicine.  

I would just like to echo an earlier comment regarding the 12-month cycle for individual claims-based reporting.  I think that a six-month cycle really should be considered in terms of looking at an effective time period to give feedback on individual claims-based reporting that will allow an opportunity to improve the reporting cycle.  And also, I think 12 months is too far removed from the actual patient care to have an effective cycle for improving quality.  So, in terms of reaching that 80 percent threshold, I think that the 12-month reporting period could actually be an obstacle to the 80 percent threshold.  

The challenge of claims-based reporting is creating a reporting infrastructure that's effective enough to meet the threshold for the reporting.  And I think that we've seen--and with our specialty, that groups that have electronic charge capture and practice management software are much more effective and have a much easier time of reaching the threshold, but that requires an investment in the practice management software that may not offset the amount of money to be earned by a bonus.  

And with that in mind, Society of Hospital Medicine also supports the move away from claims-based reporting towards the registry.  I think it's important to point out that registry reporting, or signing up the registry right now, is very much a consumer experience.  You really have to shop around with these CMS-qualified registries regarding cost and quality to see what you're getting.  I will tell you that the investment in a registry for 2010 for my group, in my experience, does exceed what we can expect to achieve from a bonus based on 2008 data.  

But, I think the offset here is that the promise from the registry is that we will have feedback and a tool that's actually going to improve quality of care and not just meet the reporting threshold to earn the bonus, and recognizing that right now this is pay-for-reporting program with the option to put AP modifiers on all of your claims in sort of a built-in opportunity to game the system, so to speak.

One more comment has to do with your questions, number seven on page 10, on the background report.  And just--our society, we would advocate that you maintain the flexibility for individual specialties to choose the measures that they're going to report rather than create mandatory measures for specific specialties.  And the thought would be that different specialties in different practice settings, whether it be academic medical centers or multi-specialty groups, are going to rule.  There is enough variation in the scope of practice, whereas mandatory measurement application may not be appropriate across all the different settings.

Thank you.

Dr. Mike Rapp:  Great.  Thank you.

Ms. Michelle Allender-Smith:  --Thank you.  We're--.

Dr. Mike Rapp:  --Now probably got to the point where we can have lunch.

But, before we do that, I am advised that measure number six is claims and registry on an individual basis, and possibly the inquirer was talking about the coronary artery disease measure group, which number--measure six is one of the measures within that group.  That measures group is registry only but, reported on an individual basis, measure number six is claims and registry.

Ms. Michelle Allender-Smith:  Thank you, Dr. Rapp.

I just have a few instructions since we have people participating in multiple venues.  Those folks that are participating by audio, you may disconnect your phone lines and then call back in at 1:15.  We'll resume at 1:15.  The folks that are participating by WebEx, your computers may be logged off to the website, but then you will resume when you return from lunch.  And then, for those that are here in the room, as I stated earlier, our cafeteria is on the next level down, and we will resume promptly at 1:15 and start the next portion of the 2011 Listening Session.

Thank you.

PM Session

Operator: Ladies and gentlemen, hello and welcome back to the 2011 Physician Quality Reporting Initiative.  

Please note that all your lines will be on listen-only mode, and there will be a Q&A session periodically.  

For any assistance you may require, please press star-zero to speak to an operator.

And now, to re-introduce our speakers, I'd like to welcome and turn the call over to Michelle Allender-Smith.  Go ahead, please.

Ms. Michelle Allender-Smith:  Thank you very much.  Hopefully everyone has enjoyed their lunch break, and we're going to resume our program.

Just for those folks that were on the phone or that may just be joining after lunch, we did complete the reporting section earlier this morning because we were running a little bit ahead, so we will be moving into the group practice reporting option, GPRO, and Regina Chell will be presenting that for us.

Ms. Regina Chell:  Okay.  Thanks, Michelle.

And just before we get started, for anyone on the line who may have missed the reporting options presentation this morning but did want to provide public comment, you still can do that during the open comment section sessions this afternoon.  And again, thanks for your interest and your participation this morning and for a large number of suggestions, recommendations and comments.  We do appreciate that.

So, let's talk a little bit about our new reporting option for 2010 PQRI, and this is the reporting option for group--large group practices, and we've respectfully labeled that G-P-R-O, or GPRO.  And what defines a large group practice is a TIN with 200 or more NPIs.  So, again, this is a group reporting option for practices who assign a TIN with 200 or more NPIs.  And we do have listed here the URL where you can get additional and detailed information with regards to the GPRO reporting option.

I want to talk a little bit more about the TIN and the EPIs in this reporting option, because an EP, once you've assigned his or her billing rights to the TIN, if that group practice is selected to participate in GPRO, then the NPI cannot--or that EP cannot participate in individual PQRI reporting.  They must report at the large group level under that TIN/NPI combination.

So, with that being said, however, an EP participating in PQRI through a different TIN, not participating in GPRO, may still participate in PQRI.  So, I just wanted to--we've gotten some questions about that, and I wanted to try to make that a little bit clearer.

Then, if we move to slide 25, with GPRO, you need to report all 26 measures included in the tool.  So, GPRO, or the large group practice, will not be reporting the way PQRI does currently.  It is through tool-based reporting, and there are specific--a real detailed explanation of that on the website.  And we didn't plan to go into that today since we really want to hear more from you with your suggestions and recommendations and comments.

But, just in brief, you must report on all 26 measures.  There are four disease modules and a preventive care module.  The GPRO must complete the partially pre-populated data collection tool for the first 411 ranked and assigned beneficiaries for each disease module and the preventive care module.  If the pool of assigned beneficiaries does happen to be less than 411, then the group practice must report on 100 percent of the assigned beneficiaries.

And then, before we close on GPRO, I did just want to talk a little bit about posting reporting from GPRO.  Currently, as you're aware, and we heard again this morning that PQRI participants are posted on the CMS website--.

Ms. Regina Chell:  --We are considering public reporting of GPRO results in 2011, so we would welcome your comments and suggestions with regards to that when we open up for public comment section.

And now, I'm not sure if Aaron has joined us to go over the tool.  Okay.  We're going to change--we're going to skip over the next slides.

Ms. Regina Chell:  --And we will come back to them.  We do want to walk through the tool that's used for the GPRO, which is largely based on the same tool that's used in the PGP demo and the MCMP demo, but, due to our time change, the presenter for that has not joined us yet, and he is the subject matter expert on that piece.  

So, we'll skip over that, and we will come back to that when Aaron arrives.  And then, I'd like to turn it over at this time to Rebecca Donnay, who will discuss public reporting.

Ms. Rebecca Donnay:  Hello, everyone.  Thank you. 

Actually, I guess I will go ahead, in Aaron's absence, and discuss the public reporting website.  It's the physician and other healthcare reporting directory on slide 28, please.  Thank you.

This is a screen shot of the public reporting website mock-up.  It's not current yet, but this will be for the posting of 2008 PQRI participation results on the physician and other healthcare professional directory which is on Medicare.gov.  This will give you an idea of what the public reporting website may look like, but it's still a work in progress.  

And to the right side of the screen, you'll see a little red box.  Next slide, please.  This is a screen shot of what is PQRI tab in the public reporting website mock-up.  So, we'll transition to slide 30, please.  Thank you, Aaron.  Okay.

On page 12 and 13 of your listening session background paper, we will discuss the CMS requirement with regard to public reporting of PQRI information, including the intention to post names of eligible professionals and GPRO participating group practices.  CMS intends to publicly report via this physician and other healthcare professional directory, which Aaron just reviewed with you.  

As we move forward with public reporting for PQRI and PQRI GPRO, we are interested in a number of questions related to the type of information that should be reported, as well as the display of performance results.  Specifically, should participants' names be updated yearly?  Should those who participated but did not earn an incentive be listed on the directory?  Should performance rates be displayed by composite rates?  Is there certain information that should be suppressed and not displayed?  Should benchmarks be provided?  At what level should results be displayed - community, specialty, etc.?  Should all GPRO participants' results be displayed?  

At this time, we have another opportunity for public comment on the questions I've posed or any of the other questions put forth in your background paper. 

Thanks.

Ms. Michelle Allender-Smith:  Thank you, Rebecca.

If there are questions here in the room, we'd ask that you approach the microphone in the center aisle.  Mona, if there are folks on the phone, we ask that you put those folks in queue so that we can open up for comment.

Operator:  Certainly.

Ladies and gentlemen on the telephone, please press zero-one in order to take part in this session.  Once again, zero-one on your telephone keypads.

Ms. Michelle Allender-Smith:  We'll start with CMS.

Ms. Mary Patton:  Hi, Mary Patton, Association of American Medical Colleges.  

And we'd just like to say that we really appreciate that you deferred the performance reporting for 2010.  And I think as you start considering really what's going--what you want to do with performance reporting, we want to make sure that we get any kinks out of the system, that we have the mechanism down correctly.

I also think, when it comes to, you know, the benchmarks, we need to make sure we have enough sample size and enough people participating in it.  And, it may take a year or two to really figure out what your sample size is and who's reporting and really get more information about some of the questions that you're asking.  I think you're asking some of the right questions.  I don't know if we really have the answers yet.

Thank you.

Ms. Michelle Allender-Smith:  Thank you.

Muna, do we have any questions in queue?

Operator:  We do.  

Cheryl Bumgardner, go ahead, please.

Ms. Cheryl Bumgardner:  Good afternoon, and thank you for taking my question.  I work with the Pennsylvania Association of Community Health Centers, working with the Pennsylvania's federally qualified and look-alike health centers.  

And since federally qualified health centers and other community health centers have not been able to participate in either the PQRI or ePrescribing due to their payment methodology, I was wondering if this might change.  Even though we will be able to participate in the Medicaid side of the meaningful use, some of our health centers actually see a higher percentage of Medicare and may not be eligible for the Medicaid side.  

So, do you see this ever opening up to allow federally qualified health centers and like safety net providers be able to participate in the PQRI?

Dr. Mike Rapp:  Well, first of all, we're here to talk about PQRI and not the HITECH, so--but, as far as the federally--the basic issue, I believe, has to do with the way that--first of all, in the claims, we--the PQRI is an individual reporting mechanism, so we have to be able to identify the individual doctors.  And I'm a little bit handicapped by not knowing--I don't have my colleagues from the payment side of things about how the federally qualified health centers – that’s different.
Unidentified Man:  They're capitated.
Dr. Mike Rapp:  Yeah.  So, it's the individual aspect of it, right?  So, that's one aspect.  You can't do it individually.  It's possible on a group.  So, is that what you're suggesting?

Ms. Cheryl Bumgardner:  Well, no.  I mean, we do PPS and we do fee-for-service.  And our concern is that, with the meaningful use, we will only be able to do the Medicaid side.

Dr. Mike Rapp:  Well, again--.

Ms. Cheryl Bumgardner:  --However, some of our health centers see a larger population on the Medicare side, and we have always not been able to participate in the PQRI even though our health centers, when the initiative was first announced, were very eager to jump on the bandwagon.

Dr. Mike Rapp:  Okay.  So, we have some commentary from another person, Maria Durham.  She's going to tell you a little bit about it--what--.

Ms. Maria Durham:  --I mean, I think it's something that could be considered in the future, but there are a lot of obstacles that would have to be overcome, like federally qualified health centers don't report HCPCS codes.  They are paid an all-inclusive encounter rate.  They, at this point, are not required to report rendering providers at a line level.  So, you know, all of these things would have to be worked out.

Dr. Mike Rapp:  So, it is sort of what I was talking about.  For the PQRI, the analysis is at the individual level, so you have to have an NPI number for the individual professional that's providing the services.  You have to know how much physician fee schedule Part B services are provided by that particular eligible professional, because that's the nature of the incentive.  It's so much--it's the charges for that particular individual.

So, there is some--so, since we don't have that, it makes it pretty much impossible to do it at the individual level.  Now, if we were to look at this as a group, the nature of the groups is you don't have to be able to track by individual what the charges are, but you do have to know the individuals that are involved, which NPIs will you be talking about.  But, it would be a potential way to approach it, to do the analysis at the group level and make the incentive payment that way.  

But, this is something we've struggled with.  We want to make the availability of the program as comprehensive as possible, but it hasn't been practical.  But, we hear what you're saying, and the way that we could potentially approach it would be to look at it from the group perspective.

Ms. Cheryl Bumgardner:  Thank you.

Ms. Michelle Allender-Smith:  Thank you.  

Do we have another question in queue from the phone?

Operator:  We do not.

Ms. Michelle Allender-Smith:  Okay.  

We're going to go back to right here in the room.

Ms. Emily Graham:  Hi, Emily Graham from the American Society of Cataract and Refractive Surgery again.  

We continue to be concerned about public reporting, mainly because--well, there's actually a lot of reasons, number one, that there are so many other ways that you can demonstrate quality, and we wouldn't want beneficiaries to go on this website and make an assumption that a provider that does not participate in the PQRI program is a low quality provider.

The other thing I would say is that you ask some questions in here about, once CMS begins reporting the names of eligible professionals and group practices who satisfactorily report PQRI measures, should CMS publicly report the names of eligible professionals and group practices that participate in PQRI but do not qualify to earn an incentive payment.  

Understanding that there are still a number of problems with the PQRI, and there are still some kinks that need to be worked out, it doesn't seem like it would be a good idea to report those individuals who received an incentive payment, because there are some people who perhaps should have received an incentive payment and they didn't, and perhaps their data will be rerun in the future.  But, you know, there's a year that's going to go by where their name won't be listed on the website.

The other thing is, you have to think about the fact that there were some--you talked about the length of time, how long should the name be listed.  Well, for a lot of our cataract surgeons, there were measures available for them in one year, but then the following year, all of their measures went away and there was nothing for them to report on.  So, if you put their name on there for one reporting period, but then you take it off for the next, and then now there's cataract measures so they can report again, it doesn't seem very fair to penalize them and not include them as, as having been involved in the program at all when there were no measures available for them to report.

Ms. Michelle Allender-Smith:  Thank you.

Dr. Mike Rapp:  Okay.  So, you're urging us to--let's see, for the 2007 and 2008, we posted the names of all the doctors--or all eligible professionals who participated, defined very liberally by anybody who submitted a quality data code.  So, we have those names.  For 2009, MIPPA said we have to post the names of those who satisfactorily report and subsequently, so it's different than what we did for 2007 and 2008.

So, you're advocating that we would--whether or not we put it in the physician finder, that we at least have the names of all those listed for each year in terms of what they did.

Ms. Emily Graham:  Well, I would say that, you know, for the year that you couldn't, it wouldn't be fair not to include them because they weren't able to.  But, they've shown that they wanted to participate, and they tried to do that in a previous year, but--.

Dr. Mike Rapp:  --I see.  So, you're advocating that we put the names of individuals who participated some year, but without specifying?

Ms. Emily Graham:  Yeah.  

I mean, to the extent that you're going to do this, obviously we really would prefer that you not do it at all, but, if you're going to do it, and it sounds like you have to do it, if you could just put the individuals who have done it before.  And then maybe much further on down the road as this program continues, you can make decisions about how you'll keep doing it, or you might change things later.  But, right now, if you've even attempted to, you should be able to have your name on there.

And the only other comment that I would like to say is--and we've recommended this in our comments previously-- on the example you showed that there's a box about what is the PQRI program and what does all this information mean, and you have it in red.  And that's really nice.  It's definitely an improvement over what it was before.  

But, we would still advocate that CMS have some sort of a pop-up display so that as soon as somebody goes onto that section of the website, that the individual is forced in some way to read that material.  I mean, maybe they'll just click through it, but I think of it in terms of the CPT licensing agreement.  So, every time you go on to something where there are CPT codes, you have to, you know, agree to some sort of disclaimer.  And there should be something very similar to that, and I don't think that would be too difficult for you to do.

Ms. Rebecca Donnay:  Thank you.

Dr. Mike Rapp:  Thank you for that suggestion.

Ms. Michelle Allender-Smith:  Thank you.  

We have another comment.

Dr. Mike Rapp:  And your confidence in our IT infrastructure.

Dr. Patrick Torcson:  Patrick Torcson, Society of Hospital Medicine.  Just one comment about the group practice reporting and one comment about public reporting.

Recognize that the group practice option is really a move toward population health and managing large numbers of Medicare beneficiaries by what seems it would be a multi-specialty group, and certainly, you know, appreciate that, and would also advocate and consider a restructuring or re-engineering of the group practice option to move toward single specialty groups that consist of a less number of providers, certainly something less than 200, that are all billing under the same taxpayer ID, providing the same type of care to the same types of patients.  

I think that the PQRI workflow by a single specialty group that's going to be considerably less than 200 providers would lend itself to that type of same efficiency and effectiveness.  So, I would just ask that you consider that.  And there may even be a need to choose different measure groups reported by the group practice, just, you know, something to consider for future.

As far as public reporting goes, the Society of Hospital Medicine, we feel that it's really premature to begin posting actual performance reports on the Web page.  I think you have the statutory requirement now to provide information about whether or not a provider did or did not participate.  

But, considering that the program is still payment for reporting and not payment for actual performance, I think that the level of information that would be placed on the website having to do with whether or not a provider successfully reported would really not be something that could be readily interpretable by the average consumer or patient to know if this really translates into some type of quality or performance level.  It's strictly for reporting.  So, you'd be recognized for having an adequate reporting structure and not for actual performance.  

So, we're very much in favor of transparency and consumer choice, but think that, for now, that public reporting of actual PQRI results is premature.

Dr. Mike Rapp:  Okay.  Thank you for your comment.

Now, what we did propose last time only dealt with the group reporting and not the individual reporting, and groups have different considerations in terms of reporting than individuals in that you're not identifying any individual, for one thing, and second of all, you have a larger population of patients.  

So, I just wanted to make that point.  We did not propose last year anything about individual public reporting.  But, it is the only arena where we don't have public reporting of the performance information. We have it for hospitals.  That's a pay-for-reporting program, too.  It's not pay-for-performance, but the information is, nevertheless, made publicly available.

Ms. Michelle Allender-Smith:  Thank you.

Before our next comment, I'd like to just remind folks that may have joined us here at CMS late or by audio, that we've had presentations on the 2011 PQRI program and on the reporting options, as well as the group practice reporting option.  So, if you have questions on any of those topics, or comments, rather, this session is open now for those that are on the phone or may have joined us late here at CMS.

Ms. Jennifer Shevchek:  Jennifer Shevchek, AMA.

And I think I agree with most of the comments that have been made thus far under this particular comment section, or part of the agenda.  

I think one thing that we've been grappling with at the AMA and that I don't think has really been reflected in this discussion or in these questions is the ability for physician review, or at least the ability to comment that, if you didn't participate, for example, in the 2010 PQRI program, why was that?  I mean, there could be a legitimate reason.  Maybe I work at a special, I don't know, facility in rural Nebraska, and we're focusing all of our efforts on a totally different quality initiative.  

And I just think that the devil's in the details on this.  And I think, at the end of the day, these are physicians' reputations that are on the line, and you can participate in many quality programs.  

But, I think, as Emily and others have alluded to, it doesn't necessarily mean that perhaps because you report in PQRI that you are a better cardiologist, or whatever.  Maybe you're trying to just learn more about what this program is about and the systematic processes involved with the PQRI program.  And I just think that on that website, while there have been improvements made, and we thank CMS for that.  I mean, it does look a thousand times better than it did over a year ago in terms of the red and the pop-up and whatnot, and I did like the display.  It was very user-friendly here on the large screen.

But, I think there needs to be some type of--and we have these principles on AMA's website if you want to look at release of public data --you go into details about our guidelines and our principles for that.  

But, I really think there needs to be some type of opportunity recognizing the failures that have transpired with this program and the physician's ability to get meaningful feedback and be able to understand what went wrong.  The fact, then, that their name is being listed, and their name's worth a lot to them. I mean, that's their career.  That's their identity.  For them not to be able to provide some type of a comment about why they didn't participate or why maybe they weren't "successful" needs to be considered.

Dr. Mike Rapp:  Thank you.

Ms. Michelle Allender-Smith:  Thank you.

Muna, do we have any questions in queue?

Operator:  Not at this time.

Ms. Michelle Allender-Smith:  Any additional questions from folks here in the room?

Dr. Mike Rapp:  About anything.

Ms. Michelle Allender-Smith:  Within reason.  We have some time--.

Ms. Emily Graham:  Emily Graham, again, from the American Society of Cataract and Refractive Surgery, and this kind of falls on something that Jennifer said earlier.  

You guys recently put out a 2009 six-month aggregate data report, and it showed, you know, some of the problems, or some of the measures and what other reasons why they weren't valid.  And that was extremely useful for the Societies.  Like, our organization, I know some of the others, we do a lot of education for our members and what have you.  

But, I think it would be great if you could drill down and give us a little bit more detail.  And I could be getting this measure wrong because I don't have all the information in front of me, but I want to say that it was measure 117.  There was an extraordinarily high rate for using the measure improperly.  

And when I look at the data, it made me think this is probably related to over-reporting because, when you look at the criteria, the age criteria, it's 18 to 75.  And since this is a Medicare reporting program, and most of the practices are just kind of looking for that match and a numerator and denominator, so they're reporting on patients who are probably over 75.  And that could be--maybe that could be the reason why there is this anomaly.  

But, as an organization that's trying to educate our providers on how to do things correctly, I don't know that that's what's wrong.  And so, to the extent that CMS has the ability and the capabilities to drill down and to provide us additional information, for example, if it's an incorrect diagnosis code, what is the diagnosis code that's being reported incorrectly so that we can say, hey, if you guys are doing your claims, it's not this diagnosis, it's this diagnosis.  

So, thank you.

Ms. Michelle Allender-Smith:  Well, thank you.

Dr. Mike Rapp:  Okay, thank you.  

We're trying to, as you indicate, provide regular information that would do that, but that's something we haven't done. That part about what's the erroneous diagnosis, but we can look into that.

Operator:  We have since received a question from the telephone audience.

Ms. Michelle Allender-Smith:  Go ahead.

Operator:  Thank you.

As a reminder, ladies and gentlemen, zero-one on your telephone keypads if you'd like to ask a question by phone.

Next we have Rebecca Swain-Ang , American Academy of Neurology.  Go ahead, please.

Ms. Rebecca Swain-Ang:  Hi, this is Rebecca Swain-Ang, American Academy of Neurology.  Since we've got a little bit of time here, I just had a question regarding how the PQRI program does evaluation of measures for inclusion in the PQRI program.

Basically, my question is, besides NQF endorsement, what measure evaluation criteria does CMS use for which measures will be included in the PQRI program?

Dr. Mike Rapp:  Well, we outlined those in terms of what we use for 2009--or in 2010 in the final rule.  I don't have all those in front of me, but we identify how we identify them.  But, why don't we find out from you what you think we should use?

Ms. Rebecca Swain-Ang:  Well, I know that our association works pretty closely with the AMA-convened Physician Consortium for Performance Improvement on following their criteria for measurement development, and we try to follow that closely because we believe that every association should be using a national process for when they do measurement development so that we're all using the same process.

But, when it comes to PQRI, we're still kind of at a loss for how a decision is actually made for which measures will be included.  And specifically for 2011, I know our association submitted several epilepsy and Parkinson's disease measures, but as to how those will be evaluated, and since this is the first time that we've been the measure steward and had to submit measures instead of having PCPI submit them, we're unaware or unsure of what the next steps that PQRI or--excuse me, CMS will be taking to do the evaluation.  And it seems like there needs to be--I know I've talked with other association professionals from medical societies.  There's a need for more transparency for how this is done.

Dr. Mike Rapp:  Well, again, I'm not sure if you reviewed the 2010 rule, or the rule we published last year, in fact here for 2010, but we articulated how we made a lot of those decisions.  And one of them is the endorsement status.  Another is how well developed the measures were.  We have to implement them in various ways.  

But, for example, is the measure capable of being specified?  Has it been specified for claims-based reporting?  We know that there are some physician specialties or types of practice that don't have measures to report, so we were sensitive to that.  Audiology, for example, speech-language pathology didn't have measures.

Ms. Rebecca Swain-Ang:  Sure.

Dr. Mike Rapp:  Or--and so, we sought to deal with that.  Anesthesiology was an area where they didn't have as many measures.  

So, we're sensitive to that.  We want to get to the point that we have adequate numbers of measures.  We look to coordinate with other types of programs that we have, think in terms of HHS priorities for quality and so forth.  So, there's a lot of considerations that we articulated as to how we selected the measures for 2010 and that we'll articulate how we selected the proposed measures for 2011 when we publish that, but those are the types of things that we relied on previously.

But again, we're open to suggestions.  And if you think there are arguments in favor of a measure with regard to whether they met criteria we previously used, or you think we should use other criteria, then that would be something we'd be interested in hearing from you.

Ms. Rebecca Swain-Ang:  Okay.  

I'll definitely talk with our association members more about that, and we'll be submitting a letter to CMS about this.

Another just kind of comment that I had, I know you had mentioned earlier a lot about--we talked significantly about NQF endorsement and measures.  And I think it was the gentleman from the American Anesthesiology Society had mentioned his difficulties with getting his measures passed through NQF because there wasn't a call for measures.  

And I would just say that we echo that same sentiment here at the AAN.  I've actually had several discussions with staff at the NQF about trying to get our measures in.  And currently, we're actually submitting measures not as a whole measurement set.  For example, to CMS we submitted 10 Parkinson's disease measures and eight epilepsy measures, and a subset of those we are submitting to NQF underneath a call for safety measures and a subset underneath a call for mental health measures.  And that's not the optimum way that we would like to do that.

So, I would just echo the comments that were made earlier.  Thank you.

Dr. Mike Rapp:  Yeah.  Well, I think, if the main job of the NQF is to endorse measures, and there is substantial government funding for this.  So, if there are projects, there's a need to have different projects than they've had, they don't have adequate calls, then I think you should bring that to our attention so we can at least have that be something we're aware of.  

But, I do believe that they have a robust set of projects, and I really, frankly, have a hard time imagining that there's not some vehicle for them to consider measures.  Now, maybe not quite in the timeframe that one might have in mind, but that's something that can be considered, too.  But, if you've got specifics that there are numbers of measures that are kind of waiting in line to be considered by NQF but there's no ready vehicle to do that, then why don't you bring that to our attention?

Ms. Rebecca Swain-Ang:  Thank you.  

In talking with NQF staff, I've asked specifically if they'll be doing a call for neurological measures or as they relate to the disorders that neurology covers, and they have said that, right now, they're focusing, as you'd mentioned, on the Department of Health and Human Services 20 major conditions, and that's their focus right now.  And if it's not covered underneath one of those conditions, they can't tell me when it will be seen--when they will be putting out a call for measures that would not be covered by one of those conditions.  

So, thank you again for the opportunity to comment.

Dr. Mike Rapp:  So, the condition you're talking about is epilepsy?

Ms. Rebecca Swain-Ang:  Epilepsy and Parkinson's disease.

Dr. Mike Rapp:  Parkinson's disease.

Ms. Rebecca Swain-Ang:  Yes.  

And then, we're developing patient safety measures.  I know there's a call for patient safety measures right now, but we will not have them tested and validated.  The patient safety measures--call for measures actually closes at six p.m. Eastern today.  

So, we'll be developing dementia measures.  One of our members is actually on the PCPI-led and also American Geriatric Society, American Academy of Neurology, and the American Psychiatric Association are also on there, as well as one other group, leading dementia measures.  And they're just starting that process now, but, when talking to the NQF, they don't know when they'll be able to actually submit those measures for endorsement since they're doing a call for mental health measures that also ends at six p.m. Eastern today.  I don't know if PCPI staff might have more information than I do, but that's the information that I got yesterday when talking to NQF staff.

Dr. Mike Rapp:  Okay.  

Well, thank you for that information.

Ms. Michelle Allender-Smith:  Thank you.  

We are in our afternoon public comment period.  We have progressed through our agenda.  So, if you've joined us late and you have comments that you'd like for us to hear regarding the individual measures, measures groups, the group practice reporting option, the discussion on the reporting options for 2011, please put your questions in queue, or those that are here at CMS, if you would come to the center aisle microphone.

Muna, do we have questions in queue?

Operator:  --We have a comment or a question from the telephone.

Ms. Michelle Allender-Smith:  Great.  Yes.

Operator:  Koryn, thank you.  Please go ahead.

Ms. Koryn Rubin:  Yes, hi.  This is Koryn Rubin from the American Academy of Ophthalmology.  

I'm just seeking some clarification, Dr. Rapp, from you.  Earlier you said that NQF, I guess as part of their contract they received from CMS, that they have money to pay for testing of measures, because it's our understanding, as our measures are going through the testing process with the time limited endorsement, that we've had to put up a significant amount of money in order for this to occur.

Dr. Mike Rapp:  No, I didn't--I don't think I said anything about NQF testing measures.  I was talking about NQF endorsing measures.

Ms. Koryn Rubin:  Okay.  I thought I heard you say testing as well, but I--that's why I wanted to seek clarification.  

Thank you.

Ms. Michelle Allender-Smith:  Thank you.  

Any additional questions in queue, Muna?

Operator:  We do.  Next we have Joel.  Go ahead, please.

Mr. Joel Harder:  Hi, this is Joel Harder at the Society of Cardiovascular Angiography and Intervention.  My question is about the CMS measurement development process.  

We were involved in a 30-day all-cause readmission measure development, which CMS led, and through its vendor, Yale Outcomes.  And how that process worked was that CMS set up a measurement development group, and then established a technical expert panel, followed by a comment period.  

And the problem that I have with the process was that the measurement development group did its function.  The technical advisory panel provided its response back to the measurement development group.  There was also a public comment period that CMS did on its down outside of NQF.  But, none of those public comments went back to the measurement development group.  

And we had sent a letter to Dr. Rapp on this matter, and I just wanted to get some comments back from you.  Is there any change on this process, going forward?  Because how it was established for this process was not adequate.  

Thank you.

Dr. Mike Rapp:  Well, you're talking about the hospital side, for one thing.  You're talking about measures that were developed for the hospital.  And I'm not quite sure what the concern you have is, but, regardless, there is an opportunity for public comment during the development of the measure, but, in addition to all those measures in the real--those are sort of formative comments that they're taking into consideration by the measure developers.  It's not an endorsement process.  It's a development process.

Now, when you get to the NQF, then it's an endorsement process, and that--that's where you really get all of the stakeholders involved.  The development period is more, I would say, a phase of technical work and input, but we still do include a public comment in our process.  

Once the measure's finalized from a development standpoint, it's not implemented, generally speaking, at that stage, it then goes to NQF.  At that point, then the whole NQF membership has an opportunity to weigh in, and the Steering Committee and so forth, and they have a certain amount of influence in possibly changing the measure at that point.  

I think the measures that you're talking about ended up getting accepted and endorsed by the National Quality Forum as they stood.  I believe you're suggesting you may disagree with some aspects of the measure, but, nevertheless, the entire consensus process resulted in NQF endorsement of the measures.

Mr. Joel Harder:  Well, to clarify, I am speaking about the development process and not the NQF process.  And in the CMS development process, there was a public comment period, and it did go for 25 days, and I think there were over 50 different commenters from the public.  But, that did not go back to the Measurement Development Committee that--for vetting and refinement of the measures, and, in fact, it felt like how it happened was that the CMS contracts ended and it was immediately submitted to the NQF process.

So, my issue with CMS is that you need to structure the public comments that are included in that comment period to be well vetted by the Measurement Development Committee instead of--in my opinion, it was rushed through.  

Thanks.

Dr. Mike Rapp:  So, you're saying you were on the technical expert panel?

Mr. Joel Harder:  I was both on the technical expert panel and the measurement development group. And what I'm stating is that the measurement development group did not address the public comments that were collected by CMS during the public comment period.

Dr. Mike Rapp:  Okay.  I hear you.  

So, thank you for that analysis.

Mr. Joel Harder:  Thank you.

Ms. Michelle Allender-Smith:  Thank you.  

Any other questions in queue?

Operator:  Not on the telephone.

Ms. Michelle Allender-Smith:  Other questions here in the room, or comments?  We're seeking your comments. 

Dr. Mike Rapp:  If not--.

Ms. Michelle Allender-Smith:  --Okay.  Well, if not, we're going to move to our closing remarks.  Dr. Green, if you'd like to start, and Dr. Rapp will wrap up.

Dr. Daniel Green:  I just want to thank everyone for taking the time to come to CMS today, and those of you that dialed in on the phone and through the Webinar.  

We appreciate and take seriously the comments and feedback that you provide us.  We want to make the program as good as it can be.  We want to encourage participation.  We want folks to be successful.  There have been some bumps early on.  We've done our best to try to address those issues and correct them, going forward.  And again, also encourage folks to be able to report by increasing their reporting options.  

Still in all, however, if you do have additional comments, our proposed rule will be out in the physician fee schedule the end of June, early July, and we would invite your comments at that time, or in the interim, obviously you can send us comments sooner.  

So, again, thank you for your participation. I'm going to turn it over to Mike.  But, safe travels because, when Baltimore gets a flake of snow, it's like the whole place shuts down.

Dr. Mike Rapp:  So, likewise, I'd like to thank you for coming.  I do also want to thank the CMS staff and contractors.  I believe that the documents that were put together were quite comprehensive and I think gave you an opportunity to look over the measures and understand the program.  So, my kudos to the staff that have--and contractors that have worked on this.  I think it was really well done.

And again, thank all of those--of you who came and called in on the phone.  This was, from our standpoint, really quite successful.  We appreciate the feedback.  It does give us a chance to understand the viewpoints of the public and stakeholders on this so that we can help design the program in an optimal way.  

So, without further ado, we'll get you home a little bit early.  Thank you all.

Ms. Michelle Allender-Smith:  Thank you.  Muna, this closes us out.

Operator:  Thank you for your time and attendance, ladies and gentlemen.  This conference is concluded.
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