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Doctors Want Registry Data in PQRI
B Y  A L I C I A  A U LT

Associate  Editor,  Practice  Trends

B A L T I M O R E —  Outcomes reg-
istries, not claims data, should be the
base for the Physician Quality Re-
porting Initiative next year, physi-
cians and their representatives said at
a forum held in May by the Centers
for Medicare and Medicaid Services.

CMS officials said they are gath-
ering comments on how to evolve
from claims-based information to a
registry model, in an effort to pre-
vent duplicative efforts to collect
data and to encourage quality im-
provement. The agency’s final re-
comendations will be published in
the Federal Register in mid-August
as a proposed set of 2008 reportable
measures, agency officials said.

PQRI is a hot topic among physi-
cians. According to a Department of
Health and Human Services
spokeswoman, more than 600 peo-
ple attended the forum via confer-
ence call. The initiative was man-
dated as part of the Tax Relief and
Health Care Act of 2006. Beginning
in July, physicians can take part in
the initiative by reporting on spe-
cialty-specific measures. This year,
CMS has listed 74 measures (posted
at www.cms.hhs.gov/PQRI). 

To participate, physicians submit
data on those measures through De-
cember on at least 80% of their cas-
es. Those who participate will get a
bonus lump-sum payout of 1.5% of
claims submitted, some time in mid-
2008. Many physicians already re-
port on such measures to specialty
societies.

The longest-running registry is
maintained by the Society of Tho-
racic Surgeons. The 17-year-old reg-

istry contains more than 3 million
records, Dr. Jeffrey Rich of the STS
said at the forum. The STS supports
the PQRI effort, but “we feel that it
must go further, and we feel that can
be accomplished through the use of
registries.”

This year, PQRI is structured to
collect data on processes, not out-
comes, he said. Registries allow for
the collection of clinical data on pa-
tient outcomes, which is more use-
ful for quality improvement.

STS suggested that outcomes
measures should be vetted through
groups such as the American Med-
ical Association’s Physician Consor-
tium for Performance Improvement
and the AQA (formerly the Ambu-
latory Care Quality Alliance). Mea-
sures that cut across disciplines
should be harmonized, preferably
by the National Quality Forum, he
said. And input standards should be
established to ensure that the data
cover all patients, not just a random
sample, Dr. Rich said. Finally, reg-
istries should be subject to validation
and an audit mechanism. 

CMS officials also heard about
registries developed by the Ameri-
can Osteopathic Association, the
Wisconsin Collaborative for Health-
care Quality, users of GE Health-
care’s electronic medical records,
the American Medical Group Man-
agement Association, and the Amer-
ican Society of Plastic Surgeons.

The ASPS launched its Tracking
Operations and Outcomes in Plastic
Surgery (TOPS) registry in 2002.
TOPS collects data from all surgical
settings, including office-based pro-
cedures. About 10% of the organi-
zation’s 6,000 members use TOPS
now, said an ASPS representative at

the forum. The ASPS is currently
redesigning the registry in the hopes
that it will integrate more smooth-
ly with PQRI, she said.

Jean Harris of the American Col-
lege of Surgeons said that organiza-
tion is exploring registry develop-
ment through the Surgical Quality
Alliance. 

The American Board of Neuro-
logical Surgery has developed 15
procedure-specific outcomes mea-
sures that are available online, said
Dr. Robert Harbaugh of the Amer-
ican Association of Neurological
Surgeons. The ABNS envisions us-
ing the measures to teach neuro-
surgery residents how to collect out-
comes data and to use the data for
quality improvement, for neurosur-
geons to prepare for board certifi-
cation, and as part of the mainte-
nance of certification process.

In 2006, the American Board of
Internal Medicine began requiring
internists to begin using Practice
Improvement Modules (PIMs) in or-
der to maintain certification. With
PIMs, physicians enter medical data
about patients, and then receive re-
ports back from ABIM, which they
are supposed to analyze and use to
develop a self-improvement plan.

More than 5,000 physicians com-
pleted a PIM in 2006, and 5,000
more are currently working on
PIMs, Dr. Cary Sennett, ABIM se-
nior vice president of strategy and
clinical analytics, said at the forum.

Aetna, UnitedHealthcare, Hu-
mana, and several regional Blue
Cross and Blue Shield plans have rec-
ognized PIMs as fulfilling quality
improvement criteria, said Dr. Sen-
nett, who added that ABIM sup-
ported the PQRI effort. ■

Reporting Program
May Require Modifiers

Physicians who choose to participate in Medicare’s pay
for reporting program do not have to satisfy quality

indicators to receive a bonus. But in some cases, they will
need to cite why they did not follow evidence-based
guidelines. 

Under the Physician Quality Reporting Initiative
(PQRI) slated to begin July 1, reporting for certain mea-
sures will include adding a coding modifier explaining
why a service was not performed. For example, the ser-
vice may not have been provided because it was not med-
ically indicated or the patient declined. 

The PQRI is a voluntary program that allows physicians
to earn a bonus payment of up to 1.5% of total allowed
Medicare charges for reporting on certain quality mea-
sures. The program will run from July 1 through the end
of the year. CMS officials have selected 74 quality mea-
sures and physicians are expected to report on between
one and three measures, depending on how many apply
to their patient populations. 

When reporting on measures, physicians must include
a CPT-II code or G-code. Some measures may also re-
quire that physicians add a modifier to the CPT II code
if the service was not provided. These modifiers are not
used when reporting G codes. The CPT-II modifiers in-
clude performance measure exclusion modifiers and a
performance measure reporting modifier. For example: 
� Modifier 1P is used to show that the service was not
indicated or is contraindicated for medical reasons. 
� Modifier 2P is used to indicate that the service was not
provided for patient reasons, such as the patient declin-
ing or religious objections. 
� Modifier 3P is used to indicate that the service was not
provided for systems reasons such as insurance coverage
limitations or a lack of resources to provide the service. 
� Modifier 8P is a performance measure reporting mod-
ifier and indicates that the action was not performed and
the reason has not been specified. 

Specific instructions on when to use a modifier in the
2007 PQRI Specifications Document, which is available
online at www.cms.hhs.gov/pqri. CMS officials also plan
to issue a detailed handbook on how to implement PQRI
measures in clinical practice, which will include when to
use CPT-II modifiers. 

—Mary Ellen Schneider
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Scenic California Central Coast
Atascadero State Hospital

BE/BC Psychiatrist
Atascadero State Hospital now pays board certified psychiatrists $159,000, plus a gen-
erous year-end retention bonus. Atascadero is the nationís premier center for the treatment
of forensically committed mentally ill patients. Our hospital is a teaching site affiliated with the
University of California, accredited by JCAHO, and recipient of the prestigious Codman Award.
All of our psychiatrists are board eligible and most are board certified. Many of our psychia-
trists have forensic subspecialty boards.

We are located midway between San Francisco and Los Angeles on the scenic central
California Coast, south of Big Sur. We offer a spectacularly beautiful environment in San Luis
Obispo County with temperate climate, beaches, world class wineries, cultural activities,
golfing, sailing, riding, clean air, and excellent schools through the University level.

Our benefit package is valued at an additional 30%, which includes retirement plans (including
safety retirement), health plans, professional liability coverage, paid holidays, educational leave,
and generous annual leave. On-call duty is compensated hour for hour over and above the base
salary. Applicants must hold a current California license, or have pending application with the
Medical Board of California.

For a prompt and confidential review, send CV to Jeanne Garcia, M.D., P. O. Box 7001,
Atascadero, CA 93423-7001; (805) 468-2005 or fax (805) 468-2138;
or e-mail us at jgarcia@dmhash.state.ca.us      We are an equal opportunity employer.

East Bay SF. Contra Costa Regional Med-
ical Center. Inpatient FT, M-F salary 150K-
175K / $80 - $95 per hour D.O.Q. or Psych
Emergency 2nd and 3rd shifts weekdays,
weekend & holidays $100-140 per hour.
mdrecruitment@bhrcorp.org

SIGN ON BONUSES AVAILABLE!!
Salaries vary based upon experience &
board certification

Outpatient Adult and Child Psychiatrists.
East SF–Union City, Oakland and
Martinez. 9-5. No call. Full benefits. Salary
140-170K / $80 - $110 per hour D.O.Q.
mdrecruitment@bhrcorp.org

Forward/send Confidential CV to:
mdrecruitment@bhrcorp.org
FAX to: (925) 520-0010 or
CALL us at: (925) 520-0005 ext. 102
Visit us @ www.bhrcorp.org

Integrative Child Psychiatrist
Integrative Child Psychiatrist (BE/BC) want-
ed to join a thriving cash only practice in Fort
Collins, Colorado. Experience or interest
in CAM modalities required. Options for
Multi-Systemic Therapy and residential
treatment center work on a generous hourly
basis can also be part of the package.
Please send CV and cover letter to:
Integrative Psychiatry, LLC 7603 Colland
Drive Fort Collins CO 80525

FOR CLASSIFIED RATES
AND INFORMATION:

Robin Cryan, Elsevier-Clinical Psychiatry
News, 360 Park Avenue South, New York, NY
10010. (212) 633-3160. FAX: (212) 633-3820.
Email ad to: r.cryan@elsevier.com


