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uality has been become the
new buzz word in medicine.
Everyone is talking about
quality—Centers for Medicare &
Medicaid Services (CMS), hospitals,
and payors. Most doctors feel that
they provide quality care. Doctors
want to do to the right thing, and
they want to do well by their pa-
tients. They are competitive by na-
ture and want to perform well. So, in
general, feedback via performance
data is actually something doctors
like. They use the data to improve
their performance; for example,
physicians strive for better door-to-
balloon time if they are given feed-
back, and there is higher utilization
of B-blockers and angiotensin-con-
verting enzyme inhibitors when in-
dividual physicians are given feed-
back on their performance. But
inherently, they are suspicious of the
data—who collected them, why they
collected them, and, ultimately, what
are the goals of all these data?
Hospitals and payor groups are be-
coming more and more interested in

collecting individual physician per-
formance data. In 2006, the Califor-
nia Physician Performance Initiative
(CPPI) was launched. They stated
that they wanted to develop a sys-
tem to measure and report the qual-
ity of patient care that is provided by
individual physicians in California.
CPPI's stated goal is “to improve pa-
tient care and its affordability by: re-
porting results to physicians to help
them gauge how well care for their
patients meets national standards of
care; secondly, applying perfor-
mance results so as to help con-
sumers and purchasers get better
value for choosing health care; and
lastly, adopting performance mea-
sures and reporting methods using
the best available science to set per-
formance standards.”

A CPPI advisory group was orga-
nized and provided clinical review
and guidance related to the design of
the program, selection of measures,
review of findings, and presentation
of results of physicians. Sixteen qual-
ity measures that were initially spec-

ified by the National Committee for
Quality Assurance (NCQA) Health-
care Effectiveness Data and Informa-
tion Set 2008 (HEDIS) and the Physi-
cian Consortium for Performance
Improvement (PCPI) were chosen.
Eight of these are relevant for the
cardiologist and were used as the
quality measures in the 2009 Physi-
cian Performance report (Table 1).

Data collection utilized combined
commercial PPO and HMO claims/
encounter data from 3 California
health plans—Anthem Blue Cross,
Blue Shield of California, and United
Healthcare. Performance scores for
each measure were calculated as a
ratio, in which the denominator rep-
resents all patients who should have
received a particular service and the
numerator represents the number of
the denominator-qualifying patients
who received the service, based on
the information found in the claims
data maintained by each health
plan.

The California Physician Perfor-
mance Initiative clinical quality results
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were mailed to more than 13,000
California physicians on July 24,
2009. The deadline to request a
physician’s patient list was Septem-
ber 9, 2009. The corrections pro-
vided by September 18 were applied
to correct the quality results before
the information was provided to the
health plans. According to Ted von
Glahn, the director of Performance
Information and Consumer Engage-
ment for the Pacific Business Group
on Health (PBGH), who provided
guidance for the CPPI project, ap-
proximately 1200 physicians pro-
vided corrections. The correction
process was laborious, but provided
some further process refinement.
For example, if a patient refused
a medication that was deemed

necessary, the physician could state
that the patient refused. However,
starting next year, this option will no
longer be available. Mr. von Glahn
said that there has been a “spirited”
discussion with regard to the patient
adherence issue.

Mr. von Glahn also states that the
CCHRI executive committee is pro-
viding guidance to health plans on
how to use these data. He believes
that in 2010 these plans will use the
data to recognize top performers.

Many physicians were surprised by
the CPPI report. The California
Chapter of the American College of
Cardiology (CA ACC) received many
phone calls with questions, con-
cerns, and pleas to help navigate this
process. The purpose of this article

was to describe the process. CPPI will
be an ongoing process; after my dis-
cussions with Mr. von Glahn, the CA
ACC has been invited to be on the
advisory group to help refine the
process.

I would like to hear from you
about your experiences: Did you sub-
mit the corrections? What were the
barriers you faced? Your feedback
will help us better represent you in
this process. This initiative, along
with others looking toward collect-
ing individual physician data, is here
to stay. We need to become active
participants. I look forward to
hearing from you. Please feel free
to contact me at drdipti@yahoo
.com or Lianna Collinge, CEO, at
Lianna@caacc.org. [ |
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modalities has led to widespread

concern about burgeoning expen-
ditures for these procedures. Although
recent growth has been most robust
for CT, PET, and MRI modalities,
echocardiography remains the most
utilized cardiovascular imaging test.
This has led payors to institute mea-
sures that address the appropriateness
and utilization of echo services.

One company, Wellpoint, Inc.
(Indianapolis, IN), has already unilat-
erally instituted a program of pre- and

Increasing use of advanced imaging

postnotification for echocardiogra-
phy. This program is applicable to all
Anthem Blue Cross providers of out-
patient echocardiography examina-
tions, whether in a hospital, office, or
free-standing facility. Notification of
such requirements was mailed to
20,175 physician offices in May 2009.
At present the prenotification process
is voluntary and not required for pay-
ment, but Anthem has expressly
stated that prior authorization will
become mandated sometime in 2010.
At that time, any echocardiographic

service performed without an autho-
rization number will be denied even if
the service was medically necessary.
The program is being administered by
American Imaging Management
(AIM), a wholly owned radiology ben-
efit management subsidiary of Well-
point. AIM’s proprietary utilization
guidelines cover indications and fre-
quency of use for transthoracic, stress,
and transesophageal echocardiogra-
phy services and are available for
review on its Web site (http://www.
americanimaging.net).
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