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PND: What is the Compre-

hensive Care Practice
bmprovement Maodule
(PIM)?

EH: The practice improve-
ment module is a web-based
ps physicians o assess their performance in
There are a variety of PIMs. cach of which 1s com-
hyperten-

that hel
practice,
dition-specilic for things like diabetes, asthma,
sion amd the ke, and there are three main daw components
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o a PIM. The
Clan or a member : I
to 25 patients, depending on the module, which goes
through guideline- and evidence-based quality measures for
that particelar condition, For example. in diabetes 11 would
ask what the patienl’s most recent homoglobin Ale was,
what thetr hlood what's their cholestero] leved
and LDL, did Lhcv get o foot exwm, eve exan. alo, Anothey
piece of the PIM ie a patiest survey, using elther the Weh
or paper. The iird pordon 8 & practice sysiem survey w
wess how conbigured m the physi-
cian's office, what sort of information svstems they have,
how they activate patients fo care for their chronic liess.
Once all three of those dala componenis are completed,
they are analvzed here at the board snd a repoit is retumed

> frst s wanedical record audit that the physi-
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to-the physician via the Wib on how they
did with regard to theis chart audit, the
patienl survey results, and what they
reported for their system survey, The
physician then revicws those results and
picks two to five areas that they would like
to work on for their quadity improvement
activity. and they give us an iden when
they would like 1o remeasure. We encour-
age them 1o do something along the lines
of a Plan, Do, Study, Act (PRSA) Cycle.
and we have them report back to us how
things went by using an impact slkalement,

PND: How does this PIM program dif-
fer from the American Board of Inter-
nal Medicine’s maintenance of certifici-
tion (MOC) program?

EH: These practice improvement modules
wodify and enhance the MOC program.
It’s actually a big change because. prior to
Jaauary 180 of 2006, there wasa't a
requirement to do any sort of evaluation of
your practice performance. You could
complete five knowledge modules, take
the exam and become recertified. The
PIMs that were available previously were
voluntary. Even introducing the PIMs,
which is abowl six OF SEVEN Years 420 now,
was also a major shift for the hoard. Up
until that tire the board had never goten
involved with practice assessment activi-
ties: everything had been knowledge-
based. The overall participation rate for
both generalists and specialists is around
87 percent, or around 8.000 physicians a
Year.

PNI: What speciallies and subspecial-
ties may appl
EH: Basically, it’s open to all internists.
Obviously, not all PIMs apply to cach spe-
cialty, For example, diabeles would work
well {or endocrinclogists snd wnybody
who provides primary care. Hypertension
would work for general internists and
nephrologists. We do have some subspe-
cilty PIMs, for example one for gasteoen-
temlogists that feoks at the quality of pro-
cedural care in colonnscopy. We have two
that relate 10 infections - HIV and Hepati-
lis € ~ sa infectious disease specialists can
do either of those and gastroenterologists
who da fiver disease could do the Hepati-
tis C module. There are now about 10 to
11 chronic disease, disease-specific or pre-

vention-specific modules. We also have
several surveys that look specifically at
patient experience based on the Consumer
Assessment of Health Plan survey {CAPS)
develaped by the Agency for Healtheare
Research and Quality (AHRQ). Work has
baen done in the Tast year and a hall adapt-
ing that survey for use at the physician
level: there’s & module for primary cure
physicians. ane tor specialists, and we are
Taunching a new module that looks at the
quality of peer-lo-peer interaction and
communicaion, which is a very good one
for any subspecialist who does consulta-
tve-lype practice.

PND: How much does it cost a plysi-
ciunt 1o participate?

EH: The cost to the physician is a single
$1145 fee to croll in the enmire mainte-
nance of certification program, which
includes access 10 self evaluation program
modules that are designed to help you
keep up with medical knowledge. Another
aspeet included in the fee is the secure
exin. which you have to pass once every
10 years. Lastly is the evaluation of per-
furmance avd practice, which thiese PIMs
are a part of, and which you aiso have o
do at least once in a 10-year period. You
ean wse as wany of the modules and prod-
ucts as you wish during that 10-year peri-
od. while the knowledge mndules and the
PIMs also come with CME credit - the
PIMs are 20 hours of CME credit.

PND: What data sysiems are required
by physicians to participate?

EH: We used to use a CD-based product,
bul now cverything is Web-based. So as
tong a8 you can get to our server through
Inernet aceess. you can do the module,
Physicians get a report back that gives the
sumnary statisties for all the patient charts
that (hey ewtered in through the Web,

" PND: How is physician data validated?

EH: We hold the right to seicetively awdit.
We have sent medical record absiractons
in o do g parallel independent audit and
found (he daw is actoally quite accurate,
For the purposes of recentification, if” you
complete the entire modale and implement
a quality tmprovement plan, you gel cred-
it: there isn™t a pass/fail standard right
now. For pay-for-performance, obviously,
your have 1o meel a threshold. For the
NCQA program, they actually do the
office audit if they feel there's any ques-

tion about the validity of the data, Their
wark has also found that physician reports
are actuatly reliable and valid. They bave
not found a problem with people trying o
cheat or game the system.

PND: What guidance is there fur physi-
ciang to design qoality improvement
programs in response 1o what they
Tearn from the PIM?

EH: There are edocational links within
these moduoles, various medical society
improvement tools 10 help them, but as far
s hands-on, that’s probably one thing the
PIMs probably don’t do well. We Uy 1o
encourage them tw link up with their focal
medical society, quality improvement
arganizations, ete. 1o help them tunds-on
il they're really struggling. We do have a
helpline here a1 the board if they call and
have a question about their PIM.

PNEX How frequently would a practice
participate in this module?

EH: At the current time, the requirement
is just once in 10 years for recertification,
However, they have Lo get a total of 100
poims over the ten-year pedod. Twonty
points has (0 come [rom a prictice
impravement-type process and 20 points
has o be medical knowtedge, That leaves
60 points to be Ilexible however peaple
wint o do it. You could do a second prac-
tice improvement module to meet the
remainder of your requirement, and we do
see physicians doing that. We've also had
interest (rom other entities such as health
plans who would like 1o facilitate physi-
cian use of these PIMs on a more regular
basis and give them some form of credit:
Although nothing bas been formalized yet.
there have been several discussions abont
how that might be done.

PND: Can physicians receive fhe pay-
for-performance bonuses for their pac-
ticipation in PIMs?

EH: That would depend on the pay-for-
performance programs. We have worked
bard to inlerface with orgaaizalions to
make these products meel their swndards
and o help facilitate data transfer for e
physician, Bridges 1o Excellenee
approached us aboul whether or not our
practice improvement module ught be 4
useful vehicle for their kit of program.
Bridges 1o Excetlence is a program of the
Leapfrog Group. which is a coalition of
employers rying to promole quality in

Practice Improvement Modules

markets where they have lacge employer
presence. Because PIMs nse medieal
record data, they felt that was stronger
than vsing just claims-based data because
a medical record allows you to get at
aspects of care that you can’t capture
using just claims, We currently have one
program ander way: if physicians who do
our dinbetes practice improvement module
are i @ market What has pay-lor-perfor-
mance in the Bridges 1o Excellence Pro-
gram, our-board can transfer their data o
the National Commitiee for Quality Assur-
ance for recognition in that program if
they mect their criteria. 1 believe this pro-
gram is currently being piloted in Massa-
chusetts and the Capital region of New
York. We are developing another PIM
product. currently called comprehensive
care, that is attempting 1o look across more
than one condition within a practice and
will be pilot wested this semmer. I it meets
the reliability and feasibility requirements
of Bridges 10 Excellence, we hope that
some time next fall it would also be avail-
able for physicians to use in the program,

A number of health plans have also been
interested in partering with Bridges to
Excellence. We also have been
approached by severa) heafth plans about
using PIMs for incentive prograsus, lfor
exumple. giving physician participants o
“pold star’” or higher designation within
their program. Blue Cross Biue Shicld
Nebraska is rolling out a progra in which
a physician can receive & S100 payment
for completing the PIM on a yearly basis.
PND: How would this PIM approuach
help Pennsylvania physicians get paid
extra for their performance? .

EH: We've had discussions with the
national Blue Cross Blue Shield Associas
tion, and with UnitedHealih Gronp about
potculially working with the PIMs. Thosg
discussions are ongoing. and there’s noth-
ing definttive at this time. Remember, we
do not run pay-for-performance programs
at the board, and we don't determine pay-
ment or set the criteria, The board’s main
tfunction is to set professional standards lor
a nunber of competencics, We provide the
Kind of science 10 help entities define what
they want to do with their pay-tor-perfor-
mance programs, and we've got a nice
vehicle that physiciuns can use to panici-
pate in them. One of the reasons we got
involved in the pay-for-performance area
wis to help reduce redundancy for physi-
cians who are collecting this dala as part
of their maintenance of cestification.

PND: What sort of participation and
feedback have you golien about the
PIM?

EH: The majority of people who have
dane these PIMs have found them to be
quite helpful in bringing about change W
their practice. Part of the challenge is that
physicians now are inundated with quality
improvement aud pay-for-performance
programs, and yet they were never in their
training programs Lwght those skills. The
PIM is a good technology to get started in
quality improvement. In a diabetes study
we (lid in Comnecticut about o year and a
half apo. physicians really Tonud the chrt
audit and patient survey valoable, which
surprised us a bil. given some of the past
history of patient surveys. A Jot of physi-
cigns use thal information, particularly
around educition and communication with
paticuts. as part of their quality improve-
et plan. We've ilao fooked at she st
130 wsers of our preveniive cardiclogy
FIM und 73 1o 80§ ;
found it (o be a valuable ¢
They've actoally institated changes
tielr pravtice that have belped tiem 1o

care.
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