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Session Outline

1. Introduction and Overview 
Mark J. Segal, PhD, GE Healthcare

2. DPRP Overview 
Jennifer Benjamin, NCQA

3. MQIC 
Michael Lieberman, MD, MS, GE Healthcare

4. C-EMR Customer 
Ed Pullen, MD



Overview: The 
Importance of Clinical 

Data in Quality 
Measurement and P4P



Clinical Data vs. Administrative Data
– Quality measures rely heavily on claims/ 

administrative data
– Clinical data collection costs high, with most 

clinical data needing manual abstraction
– Electronic Medical Record (EMR) use low
– Literature questions validity and reliability of 

administrative data for quality measurement



“These findings raise questions about the accuracy of 
administrative data alone for a number of clinical 
performance measures. The problems with 
administrative data may be even greater with physician- 
level measurements, which have smaller sample sizes 
and greater heterogeneity of patient populations than at 
the plan level.” pp. 556-557





Collecting Measure Data



Overcoming Claims Data Shortfalls
– Blending claims and clinical data

NCQA: Claims-based and “hybrid” HEDIS measures
CMS: BQI/Chartered Value Exchanges pooling payer data

– Medicare PQRI
Special billing codes with embedded clinical content – CPT II codes
Testing registries and EMRs as quality measure data sources

– Medicare P4P demos: 
Claims data augmented with clinical data 
New five-year program for 100 physicians in each of 12 communities who 
will report quality measures using EMRs

– Enabling EMR-based Quality Measures
HITEP: Framework for EMR quality measures
AMA/NCQA/EHR Vendors Association Collaborative



Pooling Public and Private Data

– BQI: Medicare’s Better Quality Information to Improve 
Care for Medicare Beneficiaries

Demonstration sites:  Six collaboratives
Goal: Pool private data with Medicare claims to produce accurate, 
comprehensive provider-level quality measures
Results: Used to provide performance feedback to physicians and 
Medicare beneficiaries

– Wisconsin Collaborative for Healthcare Quality: BQI site 
using a mix of claims and clinical data

– BQI transitions to Chartered Value Exchanges in 2008



PQRI: Coding Specifications

Source: CMS PQRI Module III, May 2007

Current Procedural Terminology © 2006 American Medical Association. All 
Rights Reserved.



HITEP Process
NQF charged to establish a Health IT Expert panel:
Accelerate current efforts to identify a set of common data elements to be 
standardized in order to enable automation of a prioritized set of AQA and 
HQA measures through EHRs

1. Establish a priority order for a subset of existing AQA and HQA 
measures. 

2. Identify a set of common data elements to be standardized to enable 
automation of AQA and HQA measures through electronic health 
records and health information exchange;

3. Develop an overarching quality measure development framework to 
facilitate developing, using, and reporting on quality measures from 
EHR systems

Convened twice in Washington, DC on May 31, 2007 and September 24, 
2007. 

Measure Development Framework
Data Quality Criteria

1. Authoritative source/accuracy: Is the entry in the EHR from an 
authoritative data source?  What is the accuracy of the data element in 
EHRs? [Weight 5]

2. Use of data standards: Does the data element use standardized data 
elements for coding? [Weight 5]

3. Fit workflow: Does capture of the data element by the most 
appropriate healthcare professional fit the typical EHR workflow for 
that user? [Weight 4]

4. Availability in EHRs: Is the data element currently available within 
EHRs? [Weight 4]

5. Auditable: Can the data be tracked over time to assess accuracy? 
[Weight 2]

Scale: 1-5; Weight (out of 5)

Purpose-Driven ProcessNQF HITEP Draft Recommendations
To CCHIT (and EHR Vendors)

• Develop functionality to efficiently capture 
distinctions between true hypersensitivity allergic 
responses to a drug vs. drug intolerance or side 
effects

• Develop functionality to efficiently code results of 
diagnostic tests (e.g., LVEF)

• Develop functionality to automatically capture the 
issuance of discharge instructions regarding specific 
conditions

• Develop methods of using pharmacy data to 
determine duration of medication usage



The NCQA’s Diabetes 
Physician Recognition 

Program



The Medical Quality 
Improvement 

Consortium (MQIC)



Unique clinical reporting 
solution
Centricity EMR Users
Use data to improve 
patient care
Strengthen 
clinical reporting

Disease management
Quality reporting

Clinical research
Free service

Medical Quality Improvement 
Consortium
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MQIC – Statistics 
November 2007

Membership
– 151 Members
– 10,032 Providers 
– 38 States
Database

– 8.13 Million Patients
– 54 Million Office Visits 
– 369 Million Documents



HIPAA-compliant
Remove patient-identifying information

– Name, SSN, Phone, Address
– Zip code to 3 digits only
– DOB --> Age
– PID --> transformed to EPID

Only EMR customers can re-identify 
individuals

Data Security

http://images.google.com/imgres?imgurl=http://www.concept-pkg.com/Downloadable_Files/combination%2520padlock%25201.jpg&imgrefurl=http://deanguelo.blogs.com/blackblog/webtech/&h=272&w=181&sz=14&tbnid=U_Wk4oHbJLoJ:&tbnh=107&tbnw=71&start=23&prev=/images%3Fq%3Dpadlock%26start%3D20%26hl%3Den%26lr%3D%26rls%3DGGLD,GGLD:2005-09,GGLD:en%26sa%3DN
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Data Captured



Data Values Require Harmonization 
Example: Systolic Blood Pressure

Entered Value Cleaned Value
120 120
110 RT 110
130 L LGE CUFF 130
Refused Text
3 Out of Range
5’ 10’’ Invalid Value
350 Out of Range



Textual Observations

approx. 1998

Smoking, Year Quit

EMR Data Element

Former

Smoking Status

Reporting Data Element



Diabetes Decision Support Example



Diabetes Decision Support Example



Diabetes Decision Support Example



NCQA DPRP Report



Summary

Tools to improve quality of care and manage 
populations
– Integrated decision support on the front end
– Registry functionality and benchmarking on the back 

end
Greatly simplify submission process
– 15 minutes via automated method





Single Specialty Private Family Practice Group
3 Clinical locations plus 2 Urgent Care areas 
associated
Separate administrative building
15 FPs, 10 PACs, 2 ARNPs
Using Logician/Centricity EMR since 7-1997

Sound Family Medicine



MQIC Experience

SFM was an early participant in MQIC
The concept of profit sharing for use of our 
data, while allowing us to mine our own data to 
improve our patient care was very appealing.
We looked behind the reports to assure our 
data was entered tied to observation terms that 
the MQIC reports queried.



How we use MQIC to improve our 
clinical care.

Compare ourselves to MQIC consortium database of 
primary care providers.
Find areas we need to improve.
Develop processes to accomplish improvement.
Compare ourselves to each other, and find out how our 
best providers do it.
Decide on interventions we need to make.
Implement these interventions.



Hypertension – our first project.

MQIC evaluation showed us our diastolic BP control 
was not as good as our Centricity/MQIC colleagues.
We put a program in place to use more aggressive 
treatment, recall reports, and follow up visits to improve 
BP control.
We submitted a report of our program to GE and won 
the GE annual award for excellence.
We were the only private group in WA to win a Qualis
(WA state IT / quality group) award for use of IT to 
improve patient care,



What really worked

After individual performance data was 
available, we asked the outlying physician (by 
far the best) how he did it, and adopted his 
techniques.
We shared all individual data with each other to 
create competition.
We dedicated staff resources to work recall  
reports.



NCQA DM provider recognition

We set a goal in 2006 that by 2007 we would become 
the first large physician group in Pierce County, WA to 
have all of our physicians NCQA recognized for DM 
care.
We started using our MQIC reports to get a baseline, 
and to monitor progress toward this goal.
Midway through 2007 MQIC allowed provider and 
patient identification, and we started using these 
reports to facilitate patient recalls.



NCQA DM provider recognition 
(cont)

We developed a quality dashboard to follow 
progress, and reviewed this monthly at our 
board meetings.  
We shared progress with all providers, and set 
rewards for each clinical location who got all of 
their providers qualified for NCQA recognition.
We set up reports in medical records to chase 
down labs for endocrinology patients.



DM NCQA Certification report
Available points 10 5 10 5 10 5 5 7.2 2.5 10 10 80
Score needed <20% >40% >65% >35% >60% >80% >85% >63% >36% >80% >80% 60
Date # Pts Ha1c HBA1C <140/ <130/ Eye Smoke LDL LDL <130LDL Microal Foot exaPoint

>9.0 <7.0 90 80 Done <100 <130
7/2/2006 854 29.3% 40.6% 74.2% 37.4% 1.9% 70.7% 84.5% 74.8% 53.2% 38.9% 26.0% 35

7/31/2006 886 29.5% 41.1% 73.9% 38.1% 4.2% 71.6% 84.7% 73.9% 51.9% 39.6% 27.2% 35
9/26/2006 920 29.6% 41.6% 74.6% 38.9% 10.2% 78.0% 85.2% 74.7% 51.7% 43.3% 33.4% 35

10/10/2006 930 29.2% 43.0% 74.7% 39.9% 13.1% 80.5% 85.9% 74.3% 51.7% 45.6% 37.7% 40
12/12/2006 969 23.9% 47.9% 77.2% 41.9% 21.2% 84.7% 84.7% 76.0% 52.4% 51.9% 49.3% 40

HTN Mgmt by MQIC reports Hyperlipidemia Mgmt MQIC reports

Date # pts Systolic <140 Diastolic <90 # pts LDL <12moLDL <140 HDL >40
Apr-05 3117 71% 77% 3925 55.13% 68.48% 68.33%

10/27/2005 4147 72.82 81.05 5200 53.37% 65.08% 60.43%
2/7/2006 4445 73.09 80.92 5640 52.75% 66.15% 62.14%

12/19/2006 5075 75.06 84.14% 5572 53.84% 66.80% 69.63%

Dashboard report at the start of the DM project



DM NCQA Certification report
Available points 10 5 10 5 10 5 5 7.2 2.5 10 10 80
Score needed <20% >40% >65% >35% >60% >80% >85% >63% >36% >80% >80% 60
Date # Pts Ha1c >9 Ha1c<7 <140/90 <130/80 Eye exam Smoking LDL done LDL <130 LDL < 100 Microal Foot exam Points

7/2/2006 854 29.3% 40.6% 74.2% 37.4% 1.9% 70.7% 84.5% 74.8% 53.2% 38.9% 26.0% 35
10/10/2006 930 29.2% 43.0% 74.7% 39.9% 13.1% 80.5% 85.9% 74.3% 51.7% 45.6% 37.7% 40
4/27/2007 991 21.1% 50.8% 76.3% 38.0% 26.3% 88.7% 88.3% 78.0% 54.9% 60.3% 59.9% 40
5/18/2007 1012 20.8% 51.7% 76.3% 38.5% 27.1% 89.7% 88.0% 77.5% 54.8% 62.1% 62.2% 40

New goals & points Ha1c >9 Ha1c<7 >140/90 <130/80 Eye exam Smoking LDL >130 LDL <100 Microal Foot exam 75 need
15 pts 10 pts 15 pts 10 pts 10 pts 10 pts 10 pts 10 pts 5 pts 5 pts%
<15% >40% <35% >25% 80.0% 80.0% <37% >36% 80.0% 80.0%

7/16/2007 970 19.3% 50.1% 24.8% 37.7% 28.1% 91.8% 37.4% 37.5% 85.9% 70.3% 60
8/20/2007 968 18.59% 51.65 25.10% 37.91% 29.8% 92.7% 37.39 38.11 86.4% 72.7% 60
9/19/2007 975 9.12% 52% 25.64% 37.12% 29.84% 93.23% 18.46% 37.94% 86.05% 75.69% 85

10/23/2007 985 8.73 52.69 24.77 37.66 29.74 93.19 18.37 37.36 86.39 77.05 85
11/19/2007 992 8.26 54.53 25.3 38.91 31.14 93.64 18.44 36.99 86.89 78.52 85
1/16/2008 1009 8.62 55.5 25.56 39.74 30.92 94.35 17.14 38.35 87.11 78.09 85

HTN Mgmt QIC reports Hyperlipidemia Mgmt MQIC reports
SFM MQIC SFM MQIC SFM MQIC SFM MQIC SFM MQIC 

Date # pts Sys <140 Dias <90 # pts LDL <12moLDL <12moLDL <140 LDL <140 HDL >40 HDL >40
Apr-05 3117 71.33% 77.25% 3925 55.13% 68.48% 68.33%

1/23/2007 5270 74.52% 66.83% 84.04% 85.56% 5743 52.57% 65.60% 65.82% 77.89% 69.21% 77.01%
8/20/2007 5518 73.69% 68.81% 81.14% 85.55% 6149 52.97% 63.83% 64.75% 78.27% 67.19% 74.41%
9/19/2007 5589 74.11% 69.17% 81.27% 85.67% 6218 52.62% 63.94% 64.98% 78.45% 65.79% 74.05%

10/23/2007 5675 74.00% 69.11% 80.96% 85.66% 6286 52.34% 64.11% 65.08% 78.59% 65.93% 73.72%
11/19/2007 5739 73.98% 68.95% 80.74% 85.59 6343 53.00% 67.35% 64.54% 78.66% 64.17% 73.27%
1/16/2008 5860 72.67% 68.28% 81.34% 85.41 6504 53.14 64.61 64.55 78.86 64.79 73.21

Dashboard at the end of 2007, 18 months into project



What made the difference?

Capturing data at the time of MA rooming the 
patient.  Improved forms to encourage this.
Using MQIC reports with patient reidentification 
to find the patients who needed to improve 
indicators.
Teaching everyone at SFM why this is 
important, using Bridges to Excellence data, 
etc.



As of Dec 31, 2007 we just missed

We now have 9 of 11 physicians who have 
been with us for a year as DPRP through 
NCQA.
One is ready but there is an issue with the 
report on MQIC temporarily and we are waiting 
for that to get fixed to qualify her.
One has 5 really impossible patients that keep 
them from qualifying.



P4P

So far there really is no P4P in Washington 
State.  
We have a commitment from Aetna to pay us 
$100./ patient/year for their patients whose 
identified PCP has DPRP status.
Far more profitable has been the increased 
Fee for service care we have provided to help 
our patients achieve better disease 
management.



Visits per patient per year

In 2005 we were below MGMA mean for patient visits 
per year at 2.9.
In 2007 we were well above MGMA mean for patient 
visits per year at 4.6.
This is in part due to active chronic disease 
management of our diabetic, hypertensive, and 
hyperlipidemic patients.
Our average physician-partner income increased by 
73% from 2005 to 2007.



So it is possible to 
“Do well by doing 
good.”



Questions and 
Comments
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