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Objectives

A Understand how your provider performance data Is

~ generated
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~ Impact hospital and office reimbursement

A Understand what the payers know about your

~ performance as a provider

A Review how payers and employers steer patients tc

~your practices and hospitals

A Review basic clinical documentation practices that
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Disclaimer

A Purpose of this presentation is to inform providers
about the importance and ramifications of their

~ clinical documentation practice patterns

A The hope is to stimulate providers to think about

Implementing small changes in their clinical

documentation practices which can substantially

iImprove their provider performance data

A NOTmeant to be a comprehensive review of
everything needed to implement a complete
iInpatient or outpatient clinical documentation
Improvement program
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Question:

A From where does your individual provider

erformance data come from?
Manual chart abstraction by nurses &/or data
analysts
A Peer reviews by performance improvement &/or
Insurance company employed providers
) A Patient interviews/reviews
A Answer? None of the above
A Provider performance data generated from
Insurance company claimoNLY
A What you write in the chart is the sole determinant
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Where DoesyQlWHData Come From?

Provide

putsdxs
iIn EMR

Diagnoses

ICD syste

translated
into thenl_) race, outcome

Only place where
provider has any input!

Billing

w/ dxsnow
linked to age,

LOS, charge,
etc.

Mistakenly, most docs believe
data generated here

generates claim

Data now on
Healthgrade
Hospital &
Physician
Compare,
individual
payer
websites,
Comparion
etc.
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What Does This Mean FMOQUP

A Most provider performance data Is expressed In
terms ofObserved to Expected Rati¢®:H
A Observed= the actual incidence of a given
measurement or outcome
A Expected= what was predicted to happen based on
certain attributes of the studied subjects
A O:Eabovel.0 =performanceworsethan expected
A O:Ebelow 1.0 =performancebetter than expected
L Translation As far as the data crunchers are
concerned,YOUWare a bad doctor if your O:E> 1
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How DoYOUWInfluenceYOWHData?
)

A Al provider performance data Risk Adjusted

A While actual formulas are proprietakLILgive some
form of statistical credit for th&everity of lliness

(SO) andRisk of Mortality(ROM) of the patients
under your care

A In other wordsthe sicketYyOUmake YOURpatients
appear in the record, thaigherthe value of the
Expectedn all O:E calculatiorlewering the ratio

Y This is Denominator Management
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Patient A Patient B
MS-DRG 280 = AMI D/C'd alive w/ MCC  1-10 Code MS-DRG 280 = AMI D/C'd alive w/ MCC  1-10 Code
prindx. STEMI 21.01 | prin dx. STEMI 121.01
MCC #1  Acute Systolic CHF 150.21 JMCC#1 Acute Systolic CHF 150.21
CC#1 Acute Kidney Failure, unspecified N17.9 JMCC #2 Acute Hypoxic Respiratory Failure J96.01
Essential Hypertension 110 MCC #3 Cardiogenic Shock R57.0
Hyperlipidemia, unspecified E78.5 |MCC#4 Acute Kidney Failure w/ ATN N17.0
Anemia, unspecified D64.9 JCC#1 Chronic Kidney Disease, stage 4 N18.4
Hypothyroidism, unspecified E03.9 |JCC#2 Mod. Protein Calorie Malnutrition E44.1
Gout, unspecified M10.9 JCC#3 Acidosis E87.2
Essential Hypertension 110
Hyperlipidemia, unspecified E78.5
Anemia, unspecified D64.9
COPD without exacerbation J44.9
Hypothyroidism, unspecified E03.9
Gout, unspecified M10.9
Obstructive Sleep Apnea G47.33

A Patient B even if patients A and B are the exact

same patient
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Why ShouldY@UWInfluence YOWHRData?

1. Patients and employemshooseproviders based on
HealthGrades, Hospital & Physician Compare,
iIndividual payer website€;omparion etc.

Provider
Performanc

Provider Data
Selec_tion

Determinants Commur_\ity
Reputation
of Provider

-_— >
Today? Me 570 or
15 years?

EA‘ P.ﬁ.merican College of Physicians™ 10
Lead g Intarnal Mpdirinp_l'npﬂwin:'] Lives



Why ShouldY@UWInfluence YOWHRData?

N
2.t @ SNA | vy RHergkY LIOF208ASS\WRO &
who have lower O:E ratios
A Providers with lower O:E rati@®st the payers and
employers less
A Lower lengths of stay
A Lower complication rates
A Higher survival rates
A Lower readmission rates
& Bottom Line Denominator management

Krotects YOUR new patient streadm
Will patientschooseyou?
A Will patients beallowed to see you?
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Payer Herding E

Cost Currently Mot Available L . w UnitedHealthcare®

Cfza rnt . B masy Do - Extazivess Cxtent - Hoowsmm Rigl . .
ey WIEW ALL GESTNIOES & COGTD

Notice anything?
1.1ftf KIF@S al gl
2. List isNOTalphabetical
3. Docs #2#4 practiceat

same physical addreqs.e.
all are in the same group)

A What does the patient think
e | when they see this?

| I Number one on the list
must be the best

Cfca Primany Deciar - Extasiiched Padiant - Modesie & High

Mestz Awverage Cost
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If New Patients Herded Away FroNQu»

I
A No patients = No revenue
A Insurance companies/EmployddOTrequired to
give notification that you have been rotated to
bottom of their available providers list
A ¢ KA & Wrtual Dekts Pedalty
A Insurance companies/Employers only have to tell you
If you have been removed from a plan all together
A Anyone ever worked at a hospital that closed?
L Imagine how that conversation would go with your
spousé
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Maybe This Just Applies to Hospital Docs

o
A Wrong
A Although monitored on different metrics, similar
processes exist for all office based practitioners
regardless of specialty
L PCPs may have it the worst of all
A Most do not practice in the hospital so easily tracked

A PCP is considered the overall patient managehlisio
patient care costs attributed to themegardless of
who places the order
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PCP Payer Herding E
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" 1 more location

Knoxville, TN 37919

[ ]
I compare 9 Knoxville, TN 37919

N
m

5

O Compare

[.noxville, TN 37919

2 AWARDS

NO AWARDS

NO AWARDS

NO AWARDS

NO AWARDS
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CANEI
List isNOTalphabetical
Docs #2#11 practiceat
same physical addreqs.e.
all are in the same group)

@uf Tennessee

Notice anything?
R20O

f A

A Questiort Who makes it to
last page of Google search?

c

Things that should make you go
HHHmMmmmmmmmm.. right?



Specific PCP Data Pressures

o
Al ff LI &S NEedidaNgxgense Ratiot QA
(MER/Medical Loss Rati0MLR

_ Dollars actually spent
MER = Dollars available to sperld

A Dollars actually spenincludesEVEYHHINSpent on
your patient in the outpatient environment(d
some inpatient costs as well

A Dollars available to spendependent on how sick
YOURpatents are based oMOURJocumentation

Y Once again, this denominator management
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A PPACA mandated that MAP insurance company
products must spen&5%of collected premiums on
direct healthcare of the patient
A Therefor& Y2aid AyadaNI yosS 02

MER to be as close to 85% as is possible

A They want as much of that remaining 15% as is possibl
for operating expenses and profits

A HoweveE &2dz f 221 &SELSGURA ¢
MER is > 100%nd risk the virtual death penalty

A Sound similar to an O:E > 1.0?




Salt Lake City, UT 84130-0445

VWhat doe wants this

The UnitedHealth Premium program supports practice improvement and provides physicians with access
to information on how their clinical practice compares with national and specialty-specific measures for
quality, and w1th local cost-efficiency benchmarks in the same geographic area. After considering feedback

from phvsicians in our network and the American Medical Association Federation of Medicine, we have

Is this PCP going to get new UHC patie

Elignble Prior to Publlc Dizpla
1/8/2014 | Pending | Annual Assessment Yes 12/2/2013

1) UnitedHeattheare ez | What could happen?

MNovember 1, 2013

Family Medicine Did Hot Meet

41-1708142). If more than o
3. For more information, call §66

s D€ 10V 30%0. 0N HEDIK
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* Colorado and Texas have requirements governing physician measurement programs that differ from standa
UnitedHealth Premium program processes, In these states, the Premium program follows different or additional
processes for physicians who are measured under the program. For information on these state-specific processes, go to
UnitedHealtheareOnline.com and seleet UnitedHealth Premium.



