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NQF Resource Use Measure Submission

Ingenix Response to Requested Follow up Items

Diabetes Measure

Ingenix appreciates the opportunity to present our Diabetes Resource Use Measures for endorsement consideration.  Contained in this document are our formal responses to the follow up items requested by NQF.  We hope that this document helps to further illustrate the nature of our methods and the construct of the measures themselves.  We look forward to working with NQF staff, the TAP and the Steering Committee further in hopes of endorsement for these measures.  Please contact Cheri Zielinski at cheri.zielinski@ingenix.com or 630-863-7497  for any questions you may have.

Section I – Importance
a. Follow Up Item #1c – Purpose Clearly Described

 Clarification on intent specific to diabetes should be provided. 

The intent of the measure and its components is to support the understanding of opportunities to improve the efficiency of healthcare, in particular for patients with Diabetes.  
The measures describe the cost and utilization related to managing Diabetes episodes.  Understanding the levels of costs for the services will support the identification of the most important services, from a resource-use perspective, involved in delivering a Diabetes episode.  As noted in the measure submission, the average cost per Diabetes episode from a large benchmark database was approximately $2,000.  Pharmacy costs represented more than half of that amount, with specialty, primary care and hospital costs also contributing to the total costs.  

These measures are also intended to support an evaluation of how resource use differs across practicing physicians –  identifying potentially unwarranted variation.  Reducing unwarranted variation will provide an opportunity to decrease resources expended in managing Diabetes without a significant impact on quality of care and outcomes for the condition.  In some cases, outcomes may improve due to the decrease in the provision of unnecessary services.  As noted in the measure submission, the observed variation in cost of care performance (summarized using the inter-quartile range for the O/E ratio (the difference between the 25th and 75th percentile physician OE ratios) showed measurable variation.  
The measures are also intended to support an assessment of the value delivered by individual providers, provider groups, and delivery systems – in particular the resources expended in the  delivery of care for patients with Diabetes.  A number of current initiatives require a valid and robust approach to resource measurement, including medical homes, value-based payment and accountable care organizations (ACOs).  The ETG episode methodology described in this submission provides a solid foundation to support such measurements.  The Diabetes measures described in this submission support both an understanding of provider performance around Diabetes care and also contribute to the creation of a composite measure of provider performance across all conditions (when combined with episode measures for conditions other than Diabetes.  The Diabetes resource cost and use measures included in this submission provide actionable insights into relative performance and opportunities for improvement.

b. Follow Up Item #1d – Resource use service categories consistent and representative

The spreadsheet of resource use category codes provided includes codes for all conditions submitted to NQF. Developer should submit spreadsheet with diabetes specific codes for this measure.

As noted in the submission, the type of service logic employed to identify resource use categories involves a hierarchical, comprehensive assignment of procedure codes to type of service categories.  Further, the resource use service categories selected cover a broad range of procedure codes.  (An analysis of the procedure code rows that might be dropped to accommodate the follow-up request showed that relatively few rows would be deleted).  This is the result of categories such as “Specialty Costs” which include a wide range of evaluation and management, surgical, and diagnostic services.  “Other Hospital Outpatient” is another example of a broad service category that requires a wide range of procedure codes to define.  We propose to continue with the original submission.
Section 2 – SA
c. Follow Up Item #2a1 – Well defined, precise specifications

List/Explain any fields that list, “other” 

The assumption around this follow-up is that the request for more precise specifications were related to the resource measures themselves.  The original list is included below, followed by an edited list.  Note that the precise specifications for all measures, at the procedure code level, is included as part of the submission (both description and code sets):

Cost of Care per Episode

1. Total

2. Primary Care Core Services, Total

3. Primary Care Core Services, Visits

4. Primary Care Core Services, Other (Non-Visits) 

5. ER Services

6. Hospital Services, Total

7. Inpatient Acute

8. Inpatient Non-Acute

9. Other Outpatient

10. Laboratory Services

11. Radiology Services, Diagnostic, Total

12. Radiology, MRI, CT Scan Services

13. Radiology, Other Diagnostic Services

14. Specialty Care Services, Total

15. Specialty Care, Other Diagnostic Testing Services

16. Specialty Care, Evaluation & Management Services

17. Specialty Care, Medicine Services

18. Specialty Care, Surgery Services

19. Specialty Care, Other Services

20. Pharmacy Prescription Services 

Utilization per 1,000 Episodes

1. PCP Visits

2. Specialist Visits

3. Specialist Referrals

4. Total Evaluation & Management Visits

5. ER Visits

6. Hospital Inpatient Admits, Acute 

7. Hospital Inpatient Days, Acute

8. Laboratory Services

9. Radiology Services, Diagnostic, Total

10. Radiology Services, MRI/CT Scan Services

11. Radiology Services, Other Diagnostic Services

12. Pharmacy Prescriptions Services

A revised list would include new labels for the following measures (underlined):

Cost of Care per Episode

1. Total

2. Primary Care Core Services, Total

3. Primary Care Core Services, Visits

4. Primary Care Core Services, Non-Visits 

5. ER Services

6. Facility Hospital Services, Total

7. Facility Hospital Services, Inpatient Acute

8. Facility Hospital Services, Inpatient Non-Acute

9. Facility Hospital Services, Other Outpatient (excluding Laboratory, Radiology, ER) 

10. Laboratory Services

11. Radiology Services, Diagnostic, Total

12. Radiology, MRI, CT Scan Services

13. Radiology, Diagnostic Services, Other than MRI and CT

14. Specialty Care Services, Total

15. Specialty Care, Other Diagnostic Testing Services (excluding Laboratory and Radiology)

16. Specialty Care, Evaluation & Management Services

17. Specialty Care, Medicine Services

18. Specialty Care, Surgery Services

19. Specialty Care, Other Services (excluding Evaluation and Management, Medicine and Surgery)

20. Pharmacy Prescription Services 

Utilization per 1,000 Episodes

13. PCP Visits

14. Specialist Visits

15. Specialist Referrals

16. Total Evaluation & Management Visits

17. ER Visits

18. Hospital Inpatient Admits, Acute 

19. Hospital Inpatient Days, Acute

20. Laboratory Services

21. Radiology Services, Diagnostic, Total

22. Radiology Services, MRI/CT Scan Services

23. Radiology, Diagnostic Services, Other than MRI and CT
24. Pharmacy Prescriptions Services

d. Statistical data on severity model:

Statistical data on the severity model and it’s accuracy when applied to physician measurement is noted below under Follow Up Item #2a2 – Reliability Testing.

e. Stability of assignment of claims to the episode and co-morbid categories needed (e.g. Include data on how the first diagnosis is coded versus the possible, 2,3,4 diagnoses):
Ingenix is in the process of conducting a simulation of the sensitivity of the episode results to the number of available ICD-9 diagnosis codes on medical claims.  In particular:
- How does the change in the number of available diagnosis codes affect the stability of the grouper . 

- How does the change in the number of diagnosis codes numbers affect comorbids and stability of grouping
Ingenix will follow-up with NQF when the results of this simulation are complete.  This follow-up is expected to be ready for presentation to NQF on EOD Friday, June 10, 2011.
f. Explain why certain time frames were included in the episode – 

The time frames included in the episode are based on the concept that an episode of care for a chronic condition continues once it has begun.  The diabetes episode methodology used in the measure continues to create a single, longer member episode capturing services related to diabetes.  The methodology then parses this longer episode into annual episodes to support comparable and consistent analyses.  

It is standard industry and measurement practice to divide chronic diseases into year long episodes so they can be analyzed. This approach supports consistent comparisons of measures such as resource costs or utilization per episode across episodes.  In addition, year long episodes eliminate any variability that may exist for some chronic diseases due to seasonal factors, such as greater use of medical services during the winter months.  Once a decision is made to parse the episode into year long segments, a further decision must be made to determine when those time frames will occur. Although the time frame method can be configured in a number of ways, the method contained in our specification ends all chronic year long episodes on the anniversary of the end of the measurement period or the end of the member’s eligibility if they were not enrolled through the end of the measurement period. In this way, the method ensures that our complete year long episodes occur generally in the most recent time period available – supporting both consistency and currency in measurement.
g. Provide detail around how varying benefit levels for Rx are accounted (stratify by those with and without after O/E estimation?) 

As noted in the measure specification, when computing pharmacy costs and utilization per episode, measures are adjusted for the presence of a pharmacy benefit or not for a member during the measurement period – or the general availability of pharmacy data for a population.  This is a common approach used in the industry to support consistent comparisons across episodes, patients and the physicians who provide care.  This adjustment involves creating separate “expected” values or benchmarks for members with and without a pharmacy benefit for the measure.  Most organizations do not further adjust for any variations in pharmacy benefits – unless these benefit differences have a significant impact on the availability of pharmacy claims or service information.  Such an approach could be applied, if desired, by further stratifying the population being measured and created separate benchmarks or expected values.

h. Follow Up Item #2a2 – Reliability Testing

Need the R2 discrimination AND calibration data for EACH measure 

As described in the submission, the final episode and severity approach applied in measurement involves the combination of a base condition episode category (Diabetes) and four levels of severity (1 thru 4).  The r-squared estimates requested can be computed based on this application.  To do this, a sample of benchmark data (described in SA2 in the measure submission) was used to assess the r-square discrimination for the resource use measures.  In particular, data to explore this question were extracted from the Ingenix National health care services benchmark database.  This database describes enrollment, medical and pharmacy services, and providers for a population of more than 25 million covered lives.  The data used for this analysis was primarily for commercial non-elderly individuals and covered the years 2009 thru 2010.  In particular, data for 9 health care organizations including 7 million members were selected.  The information was processed to produce Diabetes episodes.  Incomplete and low cost outlier episodes were excluded.  High cost outlier episodes were truncated at the high outlier threshold level.  Episodes were attributed to providers in relevant specialties (peer groups).   Adult primary care physician peer groups were selected to support this follow-up (Internal Medicine, Family Practice). 

The observed and expected costs for the resource use measure for Diabetes episodes were computed, with expected costs based on averages for a provider’s peers, adjusted to reflect the provider’s mix of Diabetes episodes by severity level.  In particular, the following steps were performed:

-- Computed the observed experience for the provider being measured, across all episodes to be included in the comparison, resulting in estimates of average cost and utilization per episode;

-- Computed the experience for the provider’s peers.  Compute this experience at the level of the risk adjustment, in this case ETG base condition and severity level.  For a peer benchmark, average cost per episode across all peers for the ETG base condition and episode level was computed;

To compute the r-squared for the submitted resource use measures, the observed experience for each episode was compared to the expected result.  The expected result reflects the “calibration” of the resource costs expected for a particular severity level for each measure for the peer group of physicians.  The r-squared was computed as the square of the correlation of the observed and expected results per episode.  A total of 214,971 attributed episodes were included across the nine organizations were used in this calculation.
The comparison was performed separately for each of the nine healthcare organizations.  The results below describe the mean finding for each statistic and measure across the nine organizations.  Results were available for selected resource measures submitted.
Ingenix is in the process of conducting this simulation and calculation.  Ingenix will follow-up with NQF when the results of this simulation are complete.  This follow-up is expected to be ready for presentation to NQF on EOD Friday, June 10, 2011.
i. Follow Up Item #2b1 - Specifications consistent with resource use/cost problem
Check to see if diabetes education is included in RU category, if so, how is it coded?   
Diabetes self-management education/training services are included in the total resource cost per episode measure.  Depending on how these services are coded by a physician and covered by a payer, the following CPT and HCPCS codes could be used.  Either way, the total resource cost per episode measure includes all services provided to a patient and related to the treatment of the Diabetes episode.  If these services are provided and can be grouped to the episode of care (including based on the diagnosis codes assigned to the service), they are included in the resource use measure.  Examples of the procedure codes that could be used for these services are:

	G0108 
	Diabetes outpatient self-management training services, individual

	G0109 
	Diabetes outpatient self-management training services, group session (two persons or more)

	G0270 
	MNT, 2nd referral, same year, individual, face-to-face reassessment and subsequent intervention(s)

	G0271 
	MNT, 2nd referral, same year, group; reassessment and subsequent intervention(s)

	98960 
	Education and training for patient self-management by a qualified, non- physician healthcare professional using a standardized curriculum, face-to-face with the individual patient (could include caregiver/family)

	98961 
	Education and training for patient self-management for 2–4 patients

	98962 
	Education and training for patient self-management for 5–8 patients

	97802 
	Medical nutrition therapy; initial assessment and intervention, individual, face-to-face with the patient

	97803 
	Re-assessment and intervention, individual, face-to-face with the patient

	97804 
	Re-assessment and intervention, Group (2 or more individual(s)) 


Note: This list of potential service codes obtained from “Diabetes Education Services, Reimbursement Tips for Primary Care Providers”, 2009 American Association of Diabetes Educators.  
All of these procedure codes are eligible for the Diabetes episode measure.  With an appropriate diagnosis code(s), services with these example codes can group to an ETG diabetes episode – if grouped, the cost of these services is included in Total Cost per Episode.
j. Follow Up Item #2b1 - Specifications consistent with resource use/cost problem

Need spreadsheets with resource category codes specific ONLY to diabetes for this measure (RU Categories spreadsheet S9.7) 

As noted above and in the submission, the type of service logic employed to identify resource use categories involves a hierarchical, comprehensive assignment of procedure codes to type of service categories.  Further, the resource use service categories selected for the submitted measures cover a broad range of procedure codes.  (An analysis of the procedure code rows that might be dropped to accommodate the follow-up request showed that relatively few rows would be deleted.)  This is the result of categories such as “Specialty Costs” which include a wide range of evaluation and management, surgical, and diagnostic services.  “Other Hospital Outpatient” is another example of a service category that requires a wide range of procedure codes to define.  We propose to continue with the original submission to both support accurate assignment and support users in assigning services to resource use categories for both the Diabetes measures and other submitted condition measures by Ingenix.
k. Follow Up Item #2b3 – Exclusions

Need to be more specific for inclusion/exclusion criteria – provide justification/rationale for those listed that are out of the “norm”  

Different types of exclusions can be used in creating a measure, including exclusions of patients with certain clinical or administrative characteristics, exclusions of services with incorrect coding or without sufficient clinical information to support measurement, and exclusions of episodes that are outside the norm in terms of clinical or financial characteristics.

The submitted measures specific no exclusions based on criteria determined at the member or patient level.  The exception is patients with insufficient enrollment experience to create a complete episode of care (e.g., partially enrolled during the measurement time period).

Episodes are excluded for the measure if:

1) They are incomplete. In the case of Diabetes, this means that during the year of diabetes measurement they were not eligible during that entire year (also see above).  These episodes are excluded for two key reasons: (i) to support consistent measurement across episodes and providers (e.g., eliminate partial episodes) and (ii) having a sufficient period of time to characterize the episode and its markers of risk;
2) The cost of the episode was lower than the expected cost of minimal treatment for the episode. In the case of Diabetes, all episodes that were less than the cost of a brief office visit were excluded.  The service data for this episodes is likely suspect and incomplete;

3) Financial outliers. The bottom 2.5% of episodes by total standard price cost were eliminated from analysis. The top 2.5% of episodes by total standard price cost were truncated at the threshold cost. (In the later case dollars are thrown out of the analysis, not episodes) These thresholds were calculated from a large national dataset.  Financial outliers can represent atypical cases for a physician and can have a disproportionate impact on results – this is particular true for high cost outliers.
4) Claims are not analyzed if they can't be grouped to any episode due to errors in diagnosis and procedure coding or insufficient information to support valid grouping. Claims excluded for this reason are less than 5%.
l. Follow Up Item #2b4 – Risk Adjustment

TAP expressed this is a real limitation. Provide rationale and information about consequence of this approach.   

The risk model for the submitted Diabetes includes markers of episode risk that relate to both condition status factors and comorbidities observed during and prior to the episode.  The concern of the TAP appears to be related to our decision to include clinical markers such as Chronic Renal Failure as a factor used in risk adjustment for Diabetes episodes – in particular where these clinical markers are observed during (rather than before) the time period described by the episode.  

As a note of clarification, the weights assigned to the clinical risk markers in the risk model do not include the direct cost of sequela of Diabetes like Coronary Artery Disease, Peripheral Vascular Disease, or Chronic Renal Failure. Any direct costs of such conditions would be captured by our definition for the episodes for those conditions.  Instead, the risk models and their assigned weights reflect the indirect impacts of these conditions on the cost of a Diabetes episode.  For example, the indirect cost of Chronic Renal Failure on Diabetes episodes reflects the additional Diabetes-related services required for treatment based on the patient having both Diabetes and Chronic Renal Failure.

In terms of the clinical risk markers and their timing for Diabetes, we continue to support both the clinical concepts covered by these markers and the use of clinical markers triggered during the episode period itself and before the episode. This decision is based on two criteria – the first relates to not wanting to hold a physician responsible for the existence of a related condition such as Chronic Renal Failure when the physician caring for the patient may be new to the patient. In this case, the physician has not played a role in decisions and care that may have contributed to the Chronic Renal Failure that is first coded during the course of the episode.  In addition, in some cases the identification of Chronic Renal Failure during the episode period may relate to a physician providing a more thorough exam for a new patient and discovering and beginning to treat the patient’s Chronic Renal Failure.  As a further example, if only conditions observed prior to the episode period are to be included in risk adjustment, a physician having a longer term relationship with a patient and potentially providing care that leads to a progression to Chronic Renal Failure that is observed prior to the episode period, will receive credit for Chronic Renal Failure as a risk marker going forward through all future episodes.
m. Follow Up Item #2b5- Identification of statistically significant/meaningful differences

Rationale for selection of the sample size (clarify is an example).  Requested data from sample size simulations showing the thresholds for significance of the data for a range of sample sizes.   
As noted in our submission, although sample size can be used as an “indicator” of a sufficient number of episodes to support the reasonable testing of significant differences between physicians or between physicians and selected benchmarks, sample size is not the issue.  The question of import is; for a particular physician, is their level of performance (e.g., O/E ratio) statistically significantly different than the physician's expected benchmark.  Our method described in our submission and below relates to finding the statistically significantly high or lower resource use providers.  NCQA's PHQ methodology has a similar requirement. For resource use measurement, the requirement is not a minimum number of cases, but a more rigorous requirement that the measure identifies statistically significant differences or reports measures with confidence intervals or reliabilities (or both).
Method of determining statistically significant differences:

(i) In all of these measures we end up with an O/E ratio for a provider. In order to determine the statistical accuracy of this measure we start by measuring the variance of this metric: Var(O/E).

(ii) The Variance of this metric has been estimated by the following expression in a number of journal articles1:

Var(O/E)=(Sum(Var(Oi))/[Sum(Ei)]2
Where Var(Oi) is the variance for each of the physician’s episodes across all episodes in it’s statistical unit for the peer group.  Then the standard error (SE) for this measurement is Sqrt(Var(O/E).

(iii) Finally, a 95% confidence interval could be calculated by:  (O/E-1.96*SE, O/E+1.96*SE).  Alternatively, a 90% confidence interval could be calculated by: (O/E-1.64*SE, O/E+1.64*SE)

1Adams et al. BMC Health Services Research 2010, 10:57 http://www.biomedcentral.com/1472-6963/10/57

Section 3 – Usability

Follow Up Item #3a – Current Use

Developer should clarify how and which data is shared with the public.  Proportion of tool in use.
The Diabetes measures are contained within the ETG software which houses measures for all conditions.  The use of Diabetes measures are considered as part of the “whole” of measures contained within the product so to isolate specific public use of Diabetes by our clientele is not possible.  We have provided general responses since our product covers all conditions.
Follow Up Item # 3b- Public Reporting/Quality Initiative
Provide response specific to diabetes measure, if applicable.  Aren't there known users of this measure that can be cited?  This measure not used in a vaccuum.  It is used as part of a composite.
The Diabetes measures are contained within the ETG software which houses measures for all conditions.  The use of Diabetes measures are considered as part of the “whole” of measures contained within the product so to isolate specific public reporting of Diabetes by our clientele is not possible.  We have provided general responses since our product covers all conditions.

Follow Up Item #3c – Transparency

Provide response specific to diabetes measure, if applicable.

The Diabetes measures are contained within the ETG software which houses measures for all conditions.  The use of Diabetes measures are considered as part of the “whole” of measures contained within the product.  We have provided general responses since our product covers all conditions.

Section 4 – Feasibility
Follow Up Item # 4c - Susceptibility to Inaccuracies/Errors
Provide a clear statement or assessment of perceived succeptability to inaccuracies/errors. 

Ingenix following up with NQF to get clarification on follow-up information requested, including an example.
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