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All Aboard the PQRI Express ... Next Stop, Health System Reform
Jason Byrd, J.D.
he rumble and clickety clack you hear is the health care
system freight train barreling down the track toward
value-based, patient-centered, cost-effective, high quality of
care. The signs of this freight train coming are hard to
ignore with the extensive media and pundit coverage, political talk and incoming administration. Much has been said,
both positive and negative, about one of the prominent cars
on the train, the Centers for Medicare & Medicaid Services’
(CMS) voluntary Physician Quality Reporting Initiative
(PQRI). Conceived by the Tax Relief and Health Care Act
of 2006 (TRHCA) (P.L. 109-432), PQRI will begin its third
programmatic year in 2009.
Implemented in 2007, PQRI has quickly evolved from a
program with 74 measures to 119 measures in 2008, and
now to 153 measures in 2009. In 2009, much will remain
the same with respect to your participation in PQRI;
however, a number of interesting changes provide some
insight as to where CMS might be headed with respect to the
future of the program.
While the 2009 PQRI measure set does not include
Measure 75: Prevention of Ventilator-Associated
Pneumonia – Head Elevation, anesthesiologists still retain
Measures 30: Perioperative Care: Timing of Prophylactic
Antibiotics – Administering Physician, and 76: Prevention
of Catheter-Related Bloodstream Infections (CRBSI) –
Central Venous Catheter Insertion Protocol. Since anesthesiologists generally only have these two measures on which
to report, claims-based submission, rather than registry
submission, is required.
Measure specifications provide the technical
requirements you will need to ensure you are submitting
information on the appropriate patients in the appropriate
manner. These were made available on the CMS Web site
in December, www.cms.hhs.gov/PQRI/15_Measures
Codes.asp# TopOfPage. Please keep in mind that CMS is
able to alter the measure specifications annually. All PQRI
participants should check the measure specifications for
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PQRI each year. Here are the basic changes to the measure
specifications for Measures 30 and 76 in the 2009 PQRI
Program. The numerator options for Measure 30 have
changed to the following:
• Report CPT Category II code 4048F when Prophylactic
Antibiotic was Given Within Specified Timeframe
• Report CPT Category II code 4048F with modifier 1P
when Prophylactic Antibiotic not Given for Medical
Reasons (eg, contraindicated, patient already receiving
antibiotics)
• Report CPT Category II code 4047F with modifier 8P
when Prophylactic Antibiotic not Ordered
• Report CPT Category II code 4048F with modifier 8P
when ProphylacticAntibiotic Ordered but not Given
Within One Hour, Reason not Specified
The denominator requires listing of an anesthesia code
from the list provided by CMS for those commonly
indicated for associated surgical procedures (please see
CMS list). With respect to Measure 76, the denominator
now includes CPT code 93503.
Criticisms have been volleyed on PQRI since its
inception; but much like that grand old flag at Fort
McHenry, the initiative is still standing. The April 2008
ASA “Practice Management” column illuminated a number
of your concerns with participation, including the complexity
of participation and poor incentive (see www.asahq.org/
Newsletters/2008/04-08/pracMgmt04_08.html). A Medical
Group Management Association (MGMA) survey revealed
a number of frustrations from respondents, such as the
administrative burden of participation (92.9 percent), the
difficulty accessing and downloading feedback reports, and
the delay in availability of reports after the data submission
www.mgma.com/press/article.aspx?id=21974.
Still, with all of these criticisms, many anesthesiologists
have participated in PQRI and received praise for their high
level of participation. For instance, 1997 CMS statistics
show that approximately 81 percent of eligible providers
reported on Measure 30: Perioperative Care: Timing of
Prophylactic Antibiotics – Administering Physician.

And there are good reasons for anesthesiologists to
participate in the 2009 PQRI program:
1. 2.0-Percent Reimbursement Incentive – all eligible
professionals who satisfactorily report data on quality
measures for covered services provided between
January 1, 2009 and December 31, 2009 receive this
incentive measured by your total estimated allowed
charges. In 2008, the incentive was 1.5 percent.
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2. Public Listing of Participants – In 2009, the Medicare
Improvements for Patients and Providers Act of 2008
(MIPAA) requires CMS to publicly list eligible
professionals who satisfactorily submitted data (and
received an incentive payment) to PQRI. This is the first
of many steps CMS will take in this area (see below).
3. PQRI is Permanent – MIPPA legislation makes it a
permanent program, and one should expect its focus to
expand in the coming years. We should all be mindful of
what this means given the direction of the train tracks.
Here are some other potential or related cars on the
health system freight train:

Reducing Payment Errors and Waste
As part of its effort to become an “active”
purchaser of health care services, CMS is intent on ridding
the Medicare and Medicaid programs of waste and payment
errors. In a November 17, 2008, press release, CMS
declared that it protected roughly $400 million as improper
payments for Medicare fee-for-service (FFS) in FY 2007.
In addition, the Office of the Inspector General (OIG)
recently reported on facet joint injections and improper payments (see December 2008 ASA “Practice Management”).
Finally, health care reform will continue to emphasize the
elimination of errors and waste. Senator Max Baucus
(D-MT), Chair of the Senate Finance Committee,
emphasized in his recent “Call to Action” white paper on
health reform that the system must “weed out waste” and
eliminate overpayments. While no one can argue with
reducing payment errors, these efforts mean that practices
need to be even more vigilant about coding and billing.
Publicly Available Quality Information
As stated in the July 2008 “Practice Management”
column, the future is now when it comes to public reporting
of information on physicians. As previously stated, CMS in
2009 is required to list professionals who satisfactorily
submit data to PQRI. However, organizations and the
public are clamoring for more information.
During the November 17, 2008, launch of the National
Priorities Partnership, a collection of 28 significantly influential
partner organizations focused on establishing health care priorities for the nation, several participants stressed the need to provide easily understood information to consumers and patients
comparing physicians and hospitals on quality of medical care.
CMS has also expressed its desire to provide performance
information on physicians and/or practices with the most recent
expression coming in the Final Rule. CMS continues to push
the concept of a “Physician Compare” Web site. Similar to its
already established Hospital Compare site, the intent of
Physician Compare will be to publish quality data on individual
physicians. We expect these efforts will gain traction in 2009,
and we will respond accordingly on behalf of ASA members.
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Reimbursement Reductions
MIPPA removed the e-prescribing measure from 2009
PQRI and adopted it for use in a new e-prescribing incentive
program. The program provides an additional 2.0-percent
reimbursement incentive in 2009 and 2010 exclusive of the
PQRI incentive. However, the incentive is gradually
reduced and then becomes an actual reduction in reimbursement of 1.0 percent in 2012 and 2.0 percent in 2014 and
beyond for those who are unsuccessful participants. While
there are no current plans to link PQRI lack of participation
with a reduction in reimbursement, it does not take a crystal
ball to surmise that this could very well be on the horizon.
Group Reporting/Registries
MIPPA requires that CMS establish by January 1, 2010,
a process under which eligible professionals in a group
practice shall be treated as satisfactorily submitting data on
quality measures for PQRI. Thus, expect a group practice
reporting component to PQRI 2010. In addition, the trend is
clearly toward registry-based participation as PQRI in 2009
contains five measures that an eligible professional may
report only through registries. We will expect CMS to
continue down this path and fully expect that participation
in the Anesthesia Quality Institute (AQI) data registry will
eventually allow for anesthesiologists to easily participate in
PQRI. Hopefully you are on board the freight train with, at
least, PQRI. The upside is additional reimbursement and
preparing yourself and your practice for what is coming.
As always, if you have questions about participation in
PQRI, please do not hesitate to contact me at
j.byrd@asawash.org.
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