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Episodes of Care Work Group Conference Call Notes

January 5, 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 Draft Congestive Heart Failure (CHF) Measure Specifications

1. The episode basis of these measures may not be appropriate given the nature of CHF as chronic and typically comorbid with multiple conditions – in some ways these measures may read as an attempt to measure the costs and utilization of CHF in isolation, which is unreflective of how the disease typically presents.
2. The methodology proposed for case mix-adjusting the CHF measures may not be adequate to account for the variety, mix, and severity of CHF patients’ comorbidities.
3. The draft specifications as written may be confusing in how they identify the manner in which certain cases of CHF would be excluded (e.g., codes identified would only be used to identify an exclusionary case if associated with an inpatient service).
4. The draft specifications attempt to isolate and exclude those cases where the patient clearly has Stage D CHF – this exclusion may prove ill-advised if A) it can be determined that no such clear delineation between Stage D CHF patients and patients with less severe CHF can be made, or B) the variability in costs and utilization of services experienced by Stage D CHF patients is worth capturing.
5. Since CHF is commonly treated by teams of physicians rather than by individual physicians (in most areas of the country these days), the proposed method of attributing CHF episodes to a single physician may be inherently flawed.
6. Other attribution points raised include:

· Episodes could be attributed at the physician group level, as physicians within groups often collaborate on the care provided to CHF patients.
· Episodes could be attributed not to the individual physician who provided the greatest number of CHF-related E&M visits to the patient, but rather to the individual physician who provided the greatest number of total E&M visits
Kevin Weiss has offered to take these suggestions back to the Technical Advisory Committee for their consideration as well as to Elliot Fisher or other experts who may be able to comment on the latest understanding of “loyalty measurement” with respect to primary care providers.
7. Questions were answered regarding the method proposed to standardize the calculation of costs associated with inpatient DRGs on a per diem basis and the method for identifying individuals eligible for inclusion based on their prior enrollment history (allowing only for a single break in coverage of 45 days or less during the previous 12 months).
On Breast Cancer Work Group Decisions

1. For both measures, the specifications propose to attribute breast cancer episodes at the region-/state-level because of the consensus within the Breast Cancer WG that the collaborative nature of typical breast cancer care prevents attribution at the individual physician level; attribution at the individual physician level would likely also be confounded by issues of small sample size (particularly after patients are stratified as proposed in the measure specifications).

However, some Episodes WG members argued that “population-level measurement for the screening measure is a cop-out.”  Kevin Weiss offered to press the Breast Cancer WG again to think about attributing the episode of breast biopsy measure to the physician who makes the initial mammography read.
2. It may be advisable to calculate all measures at the region-/state- level (in addition to the individual physician-level or other levels depending on what can be calculated for a given measure) to allow for systems and physician groups to compare their practices more readily to regional norms.
Further comments on these measure specifications and decisions could be sent to Robin Wagner (rwagner@abms.org) or Niall Brennan (nbrennan@brookings.edu).
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