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Episodes of Care Work Group Conference Call Notes

February 19, 2009

The following is a high-level review of the discussion points that were touched upon during today’s Episodes of Care Work Group conference call.  
On Ongoing Discussions with Regional Collaboratives

1. Niall Brennan indicated that preliminary discussions have taken place with regional collaboratives in Wisconsin, Michigan, and Pittsburgh, and that each has suggested that they would be very interested in testing the NQF-endorsed hospital readmission measures developed by Harlan Krumholz and staff at Yale.  Initial discussions with Krumholz’s team have also taken place.  Now QASC staff will begin to follow-up and develop more robust work plans and timelines for this engagement.

2. Terrisca Des Jardins and Jan Whitehouse of Save Lives, Save Dollars in Detroit and Shauna Spencer of the Pittsburgh Regional Health Initiative echoed Niall’s comments regarding their eagerness to participate in this effort.
3. A question was raised about the range of possible costs it was expected the regional collaboratives would incur for data acquisition (as needed) and processing.  This point will enter into the next round of discussions with the regional collaboratives.
On Feedback to the Workgroup Regarding their Previous Input on Diabetes Measure Specifications

1. Kevin Weiss explained that the workgroup’s question on attribution of complications of diabetes (e.g., hyperglycemia, dehydration) was raised with diabetes WG.  It was determined that costs of these types of complications will be included in the measure, but the costs associated with longer-term complications (e.g., AMI) will not be captured because of the need to measure them over a longer time period.
2. Kevin explained that the workgroup’s question on attribution of patients receiving less than 30% of their care from one physician was raised with the diabetes WG.  It was determined that project staff should examine empirically the proportion of patients in this category and reassess.  Thomson-Reuters Marketscan data should be available to inform this issue relatively soon.

3. Kathy Coltin noted that free-to-use all-payer datasets for the New England region may be available for the testing of these and other measures as well.  Project staff agreed to follow-up with her on this issue.
4. Kevin explained that the workgroup’s question regarding whether or not the measure should have an upper age limit was raised to the diabetes WG.  The WG did not have a decisive response.  Project staff will look at the rationales used for the identification of upper age limits for other extant diabetes measures and report back to the WG.

5. Kevin explained that the workgroup’s question on whether the measure should require 2 visits during the identification year for inclusion in the measure denominator was raised to the diabetes WG.  The WG felt this was necessary to avoid the inclusion of patients with one-off diabetes diagnosis codes that may not truly indicate a diabetic patient.

On Hiatal Hernia (HH)/GERD Work Group Decisions

1. Kevin Weiss provided an overview of the key decisions made by the HH/GERD workgroup during their in-person meeting.

2. One workgroup member asked whether for any of these measures whether the attribution rule’s tabulation of E&M codes necessarily had to be GERD- or HH-related, respectively.  Kevin clarified that in order for an E&M visit to count toward attribution, a GERD- or HH-related ICD-9 code needs to appear on the E&M claim (though not necessarily in the principal diagnosis field).  Specifically, any of the ICD-9 codes identified in the specifications as “clinically-related services” will be counted toward attribution.
3. One workgroup member noted the differences in the attribution rules across the HH/GERD and COPD measures:

· HH/GERD measures’ attribution:  Episodes will be attributed to the individual physician who provides a plurality of related care (defined as the highest number of clinically related E&M claims during the measurement period, assuming that physician accounts for at least 30% of the observed E&M visits).

· COPD measures’ attribution:  Episodes will be attributed to one or more individual physicians who provide significant proportions of related care, as defined below:

i. Costs and resource use assigned to a single provider if that physician has more than 50% of the E&M claims during the measurement year (single attribution); OR

ii. If no provider has more than 50% of the E&M claims, costs and resource use are assigned to each of the providers that have more than 30% of E&M claims for a patient during the measurement year (multiple attribution); OR

iii. If no provider has at least 30% of the E&M claims during the measurement year, the care for that patient is not attributed to any provider (no attribution).
Another workgroup member suggested that perhaps the WG should consider attributing the GERD episodes to the provider who accounted for 30% or more of the patient’s resource use (noting that for some cases a patient could see a gastroenterologist only once, but that gastroenterologist could order a significant number of tests).  Kevin addressed the variation in attribution rules by indicating that he and project staff would discuss these attribution rules with the WGs and with the TAC to see to what degree these rules could or should be standardized across measures.
4. One workgroup member asked if the resource use associated with the long-term management of GERD patients necessitated measurement.  Kevin indicated that it is unclear at this point, but to some degree the 12-month GERD measure should capture resource use associated with extended (and possibly inappropriate) diagnostic processes pursued by some physicians with these patients.

On COPD Work Group Decisions

1. Kevin Weiss provided an overview of the key decisions made by the COPD workgroup during their in-person meeting.

2. One workgroup member asked for clarification around the 1st measure’s trigger.  Kevin clarified that the episode could be triggered by the presence of a claim for a particular drug, and it was not based on whether the physician wrote a prescription or not.

3. Regarding the costs associated with long-term (>14 days) antibiotic regimens, Kevin clarified that these antibiotics were not included in the measure because such regimens were indicative of tuberculosis, which the WG did not want introducing unnecessary noise into the measure’s calculations.  However, since such long-term antibiotic regimens may also be indicative of inappropriate utilization, project staff will raise the issue with the WG.
On Draft Low Back Pain (LBP) Measure Specifications

1. Kevin Weiss provided an overview of the LBP measure specifications provided to the workgroup.
2. One workgroup member suggested that these two measures, while they are expected to observe variation with respect to imaging (unspecified measure) and surgical procedure utilization (radiculopathy measure), they present opportunities to look at a much wider range of services that may be used variably from provider to provider.  Kevin agreed and indicated that these measures would be used to look at a large bucket condition-related services.
Further comments on these measure specifications and decisions can be sent to Robin Wagner (rwagner@abms.org) or Niall Brennan (nbrennan@brookings.edu).
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