
With the pay-for-performance 
reimbursement model gaining ground,

Medicare’s new Physician Quality Reporting
Initiative offers a risk-free way to start.

Or does it?

BY CRAIG T. WILLIAMS

P
hysicians will typically bemoan any new program empowered to impact

their practice—especially one presumptuous enough to call into question

the quality of their care. Neither government agencies such as CMS nor

private insurers can properly assess your efforts as a practitioner of medi-

cine with paperwork and bureaucracy, most doctors feel. And yet, like it or

not the concept of “pay-for-performance” is increasingly becoming a reality in medical

care. 

Philosophically, the notion is sound: superior performance commands higher prices.

There’s no reason it shouldn’t apply to medicine just as it does to restaurants, cars, hotels

or any number of other products and services. Furthermore, a profession that relies

so heavily on evidence-based principles in its clinical decision-making should

recognize the importance of objective data in helping people make informed

choices. 

But the devil is in the details, of course. To participate in these initiatives,

neurologists need to commit to sound data collection and reporting about out-

comes, something curiously lacking in many practices. A new CMS program

looming on the horizon offers a chance to “dabble” in the process and see if

it might be worth instituting more formal statistical reporting that could

give you valuable leverage when negotiating with third-party payers

down the road.
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PRQI IS COMING — PDQ!
As part of the Tax Relief and Health Care Act of 2006, CMS
offers a voluntary low-effort program that authorizes a finan-
cial incentive for eligible professionals to participate in the
quality-reporting program. Eligible professionals may earn a
bonus payment of up to 1.5 percent of their charges during
the period between July 1 and December 31, 2007. Those
who choose to participate will need to report on a designated
set of quality measures (clinical outcomes, clinical processes,
structural factors, patient satisfaction) for services paid under
the Medicare Physician Fee Schedule.

CMS has titled the program the 2007 Physician Quality
Reporting Initiative (PQRI). The evidence- and consensus-
based measures relate to processes of care and with hopes of
improved health care quality outcomes. The formation of the
measures were a result of work by organizations such as the
American Medical Association Physician Consortium for
Performance Improvement, the National Committee on
Quality Assurance, the National Quality Forum and others
physician and non-physician professional organizations. 

It is important that all providers seriously weigh the cost
versus the benefit of participating in this program. All
providers should note the following:

• The PQRI is entirely voluntary. You are not required to
take part unless you want and there is no penalty for not
reporting these data.

• There are no forms to fill out or place to sign up to take
part in the PQRI program, You only have to submit claims
with the quality measure codes in addition to the normal
ICD9 and CPT codes for the services that you have per-
formed.

• The methodology does not provide any incentive for pro-
viding quality care, only for reporting the quality metrics.

• You will only get the bonus payments if a significant
number of your eligible claims include the quality measure
codes.

• The bonus payment is equal to only 1.5 percent and is
subject to a cap. That is equal to $150 for every $10,000 of
covered services under the PQRI.

• You will need to check with your billing partners to
ensure that they will be able to accept and process the zero
dollar transactions required to report the quality measures
using CPT category II codes or HCPCS G codes

• The cost of documenting and coding that is required may
exceed any bonus payment that you may receive. 

When all things are considered, you likely will find it isn’t
worth volunteering for the program for the sake of money.
But your practice might be best served by joining the program
if only to give the pay-for-performance model a test drive. The
physicians and other eligible professionals who choose to par-

ticipate in the PQRI in 2007 are gaining experience in captur-
ing and submitting data on the quality of care they submit
through the claims process. 

Further subtle, but important, incentives make participat-
ing in the program appealing. If you get the thumbs up from
Uncle Sam, consider using it in your marketing and advertis-
ing approach—the government has seen your work and says
you meet and surpass expectations, so let the community
know what you can provide to them that the average physician
might not. The government’s seal of approval could also aid
your attempt to negotiate better reimbursements from
HMOs.

Physicians should also know that quality data reported
under the 2007 PQRI will not be publicly reported. CMS will
provide confidential feedback reports to participating eligible
professionals near the time that the lump sum bonus pay-
ments are made in mid-2008. Access to confidential feedback
reports may require eligible professionals to complete an iden-
tity-verification process to obtain a login identification and
password for a secure interface. However, this process is not
required to participate in the 2007 PQRI or to receive a bonus
payment. There will be no interim feedback during 2007.

The statutory description of satisfactory reporting depends
on how many quality measures are applicable to the services
furnished by the professional during the reporting period. If a
professional were to report on three quality measures, each of
these measures must be reported for at least 80 percent of the
cases in which the measure was reportable. 

Although not a complicated initiative, physicians should
take advantage of the amount of time they have before the July
1 start date to be fully prepared to participate. Conditions
were posted in advance of the statutory deadline to aid physi-
cians to find measures applicable to their practice and to pre-
pare for submission of quality data before the program’s start
date. CMS says they expect additional specification changes,
which could expand the applicability of the measures to more
physicians.

For 2007, there are 74 measures on the on the final PQRI
Quality Measures List (but expect more than 200 in 2008 as
the current legislation will sunset at year’s end). Of these, we
believe that only nine measures would pertain to neurologists.
Below you will find a complete listing of each of these nine
measures and a brief description of the measure itself. 

In order to fully understand the parameters and reporting
requirements for each of these measures, you should read the
full specification of each. In general, the quality measures con-
sist of a numerator and a denominator that permit the calcu-
lation of the percentage of a defined patient population that
receive a particular process of care or achieve a particular out-
come. 



These measure specifications are organized to provide the
following information:

• Measure Title
• Measure Description
• Instructions on reporting including frequency, time-

frames and applicability
• Numerator Coding
• Definitions of terms
• Coding Instructions
• Use of CPT Category II exclusion modifiers
• Denominator coding
• Rationale statement of measure
• Clinical recommendations forming the basis of measure
Of the nine measures applicable to neurology, eight are

related to stroke care and at least one for fall prevention. This
may exclude some neurology subspecialties from having appli-
cable data to report. However, many neurology practices that
are participating in a Joint Commission Primary Stroke
Center or other state sponsored Stroke Designated Center are
already capturing this information as part of that reporting
effort. Working to create a systematic way to capture these
quality metrics to be able to report to the PQRI will not only
provide access to additional payments but will also streamline
reporting to these other governing bodies. The measures that
pertain specifically to neurologists include:

Measure #4: Screening for Future Fall Risk. Percentage
of patients aged 65 years and older who were screened for
future fall risk (patients are considered at risk for future falls
if they have had two or more falls in the past year or any fall
with injury in the past year) at least once within 12 months.

Measure #10: Stroke and Stroke Rehabilitation:
Computed Tomography or Magnetic Resonance Imaging
Reports. Percentage of final reports for CT or MRI studies of
the brain performed within 24 hours of arrival to the hospital
for patients aged 18 years and older with the diagnosis of
ischemic stroke or TIA or intracranial hemorrhage that
include documentation of the presence or absence of each of
the following: hemorrhage and mass lesion and acute infarc-
tion.

Measure #11: Stroke and Stroke Rehabilitation:
Carotid Imaging Reports. Percentage of final reports for
carotid imaging studies (neck MR angiography, neck CT
angiography, neck duplex ultrasound, carotid angiogram) per-
formed for patients aged 18 years and older with the diagno-
sis of ischemic stroke or TIA that include direct or indirect
reference to measurements of distal internal carotid diameter
as the denominator for stenosis measurement. 

Measure #31: Stroke and Stroke Rehabilitation: Deep
Vein Thrombosis Prophylaxis for Ischemic Stroke or
Intracranial Hemorrhage. Percentage of patients aged 18
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years and older with a diagnosis of ischemic stroke or intracra-
nial hemorrhage who received DVT prophylaxis by end of hos-
pital day two.

Measure #32: Stroke and Stroke Rehabilitation:
Discharged on Antiplatelet Therapy. Percentage of patients
aged 18 years and older with a diagnosis of ischemic stroke or
TIA who were prescribed antiplatelet therapy at discharge.

Measure #33: Stroke and Stroke Rehabilitation:
Anticoagulant Therapy Prescribed for Atrial Fibrillation at
Discharge. Percentage of patients aged 18 years and older with
a diagnosis of ischemic stroke or TIA with
documented permanent, persistent, or parox-
ysmal atrial fibrillation who were prescribed
an anticoagulant at discharge.

Measure #34: Stroke and Stroke
Rehabilitation: Tissue Plasminogen
Activator Considered. Percentage of patients
aged 18 years and older with a diagnosis of
ischemic stroke whose time from symptom
onset to arrival is less than three hours who
were considered for tPA administration.

Measure #35: Stroke and Stroke
Rehabilitation: Screening for Dysphagia.
Percentage of patients aged 18 years and older
with a diagnosis of ischemic stroke or
intracranial hemorrhage who underwent a
dysphagia screening process before taking any
foods, fluids or medication by mouth.

Measure #36: Stroke and Stroke
Rehabilitation: Consideration of
Rehabilitation Services. Percentage of patients aged 18 years
and older with a diagnosis of ischemic stroke or intracranial
hemorrhage for whom consideration of rehabilitation services is
documented.

IS P4P RIGHT FOR ME?
The main focus of the program is to give practices the impetus
toward the pay-for-performance (often written as P4P) model.
“The PQRI is a first step toward linking Medicare health pro-
fessionals’ payments to quality, which is consistent with
Medicare’s ongoing transformation from passive payer to active
purchaser of high-value health care,” according to a release by
the organization.

While the contention over the pay-for-performance systems
is high, the agreement over the fundamental flaws of the health
care payment system is even higher. Administering more servic-
es, treatments and tests has a higher payout, regardless of effica-
cy. On the contrary, those who provide quality care efficiently are
not rewarded for their work. Much of the prevailing logic also
says that most workers’ pay is at least partly connected to per-

formance, so why not physicians? 
Most skepticism is borne out of concern over whether pay-

for-performance can be “done right.” The AAN does not have a
formal position on PQRI, but has taken the position that “an
unintended consequence [of pay-for-performance] is that cur-
rent relative payments are distorted and represent a misaligned
incentive system, encouraging diagnostic tests over thoughtful
and skilled patient care. The AAN recommends addressing these
underlying inequities before a P4P program is adopted.” The
pay-for-performance system can also have the unintended con-

sequence of physicians avoiding high-risk
patients if payment is linked with outcome
improvements, as well as the possibility of
more paperwork. 

Given the difficulty to assess quality meas-
ures in the field of neurology, you can expect
some of amount of time before your practice
feels the full impact of the pay for perform-
ance system. The AAN has formed an entity
called the Quality Indicator Work Group to
“develop, validate, disseminate neurology-
specific performance measures” and currently
working on measures for stroke, geriatric
falls, MS, PD and epilepsy. It will soon
become a standing AAN subcommittee.

As for the future, there will be a chance for
public review of and comment on the pro-
posed 2008 PQRI quality measures. The pro-
posed 2008 PQRI quality measures will be
published in the Federal Register as a part of

the 2008 Physician Fee Schedule (PFS) Proposed Rule. This will
provide interested parties a two-month opportunity for public
comment. The 2008 PQRI measures will be finalized in the
2008 PFS Final Rule. 

If you have other questions regarding the program, the first
step is to review the information on the CMS PQRI web site
(www.cms.hhs.gov/PQRI). CMS will continually add informa-
tion and resources to support all eligible participating providers.
As information, tools, and materials for PQRI 2007 become
available, they will be announced through the web site. You can
also try your insurance carrier. The Provider Call Center toll-free
numbers directory offers providers information on how to con-
tact the appropriate provider call center and is available at
www.cms.hhs.gov/MLNGenInfo/01_Overview.asp. PN
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