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Reporting
Requirements
Chapter FastFACTS
1. Patient safety organizations look at errors in aggregate
to find causes and recommend solutions.
2. Reporting requirements for most physician offices are
not yet in place.
3. Meeting quality standards can pay off—literally—for
you and your practice.
4. The Physician Quality Reporting Initiative discusses
131 individual quality measures.
5. Information and tools are available to help provide
quality care from the AMA, ACP, and others.

H

ow much do you know about reporting requirements? A
good place to update what you know is the Patient Safety
and Quality Improvement Act of 2005. That act authorized the Agency for Healthcare Research and Quality (AHRQ)
to spearhead the establishment of patient safety organizations
(PSOs)—public or private organizations with expertise in analyzing patient safety and hazards in healthcare. The goal was for
PSOs to be the repository of reporting errors in order to develop
insights into the underlying causes of patient safety events.
According to the AHRQ’s Website, “Communications with
PSOs are protected to allay fears of increased risk of liability
because of collection and analysis of patient safety events.”
The initiative is only now getting started because it took time
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to set all the pieces in place, Dr. Bagley says. Once the 2005 legislation created the mechanism, details had to be worked out
about how PSOs would operate and what would be required of
them. The AHRQ’s “final rule” for PSOs was not published until
November 21, 2008, and became effective only on January 19,
2009. (See the Federal Register legislation at http://www.
pso.ahrq.gov/regulations/2008-27475_pi-1.pdf).
It also took time for individual organizations to set up their
PSOs and to apply for AHRQ certification. Today there are 66
PSOs. The AHRQ updates the list weekly and posts it at
http://www.pso.ahrq.gov/listing/psoforms.htm.
“The whole idea of the patient safety organization legislation,”
Dr. Bagley explains, “was [to create] a way to collect and sysPSOs can aggregate errors, see if there are any
systematic causes, then recommend system solutions, Dr. Bagley
says. That’s more valuable than punishing one individual who
made an error, he says.

tematically analyze errors.” Having a central collection point for
error data makes it possible to recognize patterns that might otherwise be overlooked. For example, if 50 separate individual
physicians report the same error, but each reports only a single
instance of that error, the problem causing that error might not
be noticed. But in the new system, “even if it occurs infrequently, it begins to add up,” he says.
Being able to report errors without risk offers some protection
for physicians. Although there is no guarantee that physicians
will not be sued for causing harm to a patient, the patient safety
database cannot be used to discover errors, Dr. Bagley explains.
In other words, Dr. Jones may be sued by Mrs. Smith if he gave
Mrs. Smith the wrong vaccine; but Mrs. Smith’s attorney cannot
use the database “for discovery,” to find out whether Dr. Jones
has given other patients polio vaccine when they were supposed
to get a tetanus shot. Dr. Jones’s practice may have reported a
dozen or more similar errors, but the database information would
not be available to Mrs. Smith’s attorney.
By having errors reported this way, PSOs can aggregate the
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errors, see if there are any systematic causes, then recommend
system solutions, Dr. Bagley says. That’s more valuable than
punishing one individual who made an error, he says. It’s similar, he adds, to how the aviation industry improved its quality
when the Federal Aviation Administration instituted a voluntary
aviation safety reporting program. That happened in 1975 and
was then broadened in 1976 by including the National Aeronautics and Space Administration, which designed and administrates
the Aviation Safety Reporting System (ASRS). “They had a long
history of pilots reporting near-misses or errors that didn’t cause
any trouble,” he says, “but were clearly putting the system, the
plane, and the people in jeopardy. Only by analyzing or collating the hundreds of reports can you learn what you need to learn
to make the system more reliable. (For more on the ASRS see
http://asrs.arc.nasa.gov/overview/immunity.html#20.)
So far, many programs are focusing on hospitals and large
organizations rather than on private practices and small facilities. It’s all so new that “there haven’t been a lot of products
[developed that are] very useable in the small practice,” Dr.
Bagley explains. The organizational structures designed for large
settings are not as useful for small practices. For example, Dr.
Bagley notes, in a small organization, one person may be both
the “quality officer” and the “safety officer.”
No doubt there will be more small practice applications someday; but until then, small practices can get a head start by looking at programs designed for large facilities and adapting
components applicable to their own needs.
Or they can look into patient safety programs that reach out
to physician offices. For example, the NPSF’s Stand Up For
Patient Safety is an organizational membership program that
delivers “tools, information, and resources designed to support
the implementation and ongoing management of patient safety
initiatives in settings ranging from large healthcare systems to
small community hospitals, from physician offices to ambulatory care centers,” Ms. Pinakiewicz explains. Stand Up for
Patient Safety, launched in 2002, has grown to include more
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than 400 healthcare organizations. For more information, see
http://www.npsf.org/hp/su/.

Reporting and Regulation
At this point, the Patient Safety Act and PSO reporting
requirements are aimed mainly at hospitals and inpatient facilities and vary state by state, Ms. Pinakiewicz says. Regulations
for the ambulatory care setting are still ahead and will face
greater challenges because of their size, number of contacts, and
smaller infrastructures, she says.
“I can’t tell you at this particular point where any given state
is [in addressing] the ambulatory sector, but it is a direction in
which everybody needs to move,” she says. “It’s all part of the
process of being open and transparent.”
Many physicians are already informally engaged in performance measurement and quality reporting by using the data they
report in health plan claims to track their practice’s performance,
quality, and errors. It’s not a matter of being compliant or noncompliant with reporting requirements because “there really is
no requirement” for many private practice physicians who aren’t
participating in a PSO, Dr. Letourneau says. These doctors are
simply submitting their normal claims, then gathering their performance data from those claims for their own use.
Dr. Letourneau adds that, in Maine, “We’ve actually taken a
somewhat different tack, which is to ask practices to voluntarily
submit clinical data [as well as claims data], which only they can
generate.” That means those physicians don’t merely send in
data reporting that the practice saw a patient with diabetes and
submitted a claim for it. Instead, they’ll add more detail, such as
this: “I am tracking diabetic patients through my clinical information system, which is an EMR or a disease registry. Now I can
tell you that I have 100 patients with diabetes; and of those X%
who were seen in the past year, X% were tested in accordance
with evidence-based guidelines such as hemoglobin A1C testing,
or had a foot or eye exam.
“That’s a whole different level of data from what you can get
out of claims data,” Dr. Letourneau says. Often providers in her
state feel that this type of report more accurately reflects their
performance.
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How You Can Recognize a PSO
How can you tell whether a patient safety
organization (PSO) has passed the Agency for
Healthcare Research and Quality’s (AHRQ)
rules? PSOs that have been accepted by the
Secretary of Health and Human Services are
listed in AHRQ’s directories and have met the
requirements of Section 3.104(a) of the Patient
Safety Rule. Only these PSOs are authorized to
use the “Listed PSO” logo shown here.

Although practices in general clearly need to exert more effort
in this system, Dr. Letourneau has found that many in Maine are
willing to do so. In fact, about half of the primary care practices
in the state voluntarily participate in that clinical reporting.
Although participants may be eligible for some modest pay-forperformance rewards from payers and employers, she believes
the real motivation is a desire to see how they are doing and to
use that data for improvement.
Participating physicians may use EMRs, which make it easier
to capture this type of data. Although they will have to create
reports, which can be cumbersome, eventually the reports
become part of the workflow, she says. Given the current incentives to adopt electronic records, more practices may be able to
do this type of performance measurement and public reporting.
For now, those without EMRs are using paper records and
chronic disease registries, which can take time: After the patient’s
visit, somebody has to capture the three, four, five, or six data
points about the patient visit so that they can be used in a report.
Once medicine has its own confidential error-reporting system
like the one the aviation industry has set up, Ms. Pinakiewicz
thinks physicians will feel comfortable reporting instances of
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errors or suboptimal performance that could have led to an error.
That will make it easier to create repositories of data and to look
for trends across the system, then bring them to light, she says.
“Everybody needs to know [if there’s a negative finding] and
you need to focus on changing it,” just as the aviation industry
did, she says.
Physicians can now go to the Stand Up program for ambulatory settings and see if they want to apply its features to their
own practice. (For more information, see http://npsf.org/
hp/su/Ambulatory.php.) Those who join NPSF get a five-book
resource guide that talks about the competencies of patient
safety work, ways to set up a safety culture in your practice, and
what the issues are with leadership and accountability. This
information can dramatically change how practices work, shifting them from focusing on improved productivity and maximal
use of time to new goals that are quality- and patient-oriented.
The discussion of national healthcare reform shows increasing emphasis on understanding the need to hold healthcare
providers—both hospitals and physicians—accountable for outcomes of care, Dr. Letourneau says. That means physicians will
likely see a higher level of regulation, particularly concerning
Medicare funding and accountability for outcome. There’s also
likely to be greater expectations of upfront contracting or payment expectations, she says.
Because it’s still early in the process, Dr. Letourneau is using
the terms “patient safety” and “quality” somewhat interchangeably. In the inpatient world, “patient safety” is commonly used
and encompasses such issues as avoidable errors, healthcareacquired infections, and medication safety, she says. “In the
ambulatory world, the focus has been more on improving quality,” she says.
For a snapshot of what’s in place and sources for more information, see “Where to Find the Latest Reporting Requirements,”
opposite.

Quality Reporting
In addition to all the obvious benefits of improving quality
and reporting results, quality improvements can generate financial rewards. For example, physicians and other healthcare pro50

www.doctorsdigest.net

REPORTING REQUIREMENTS

Where to Find the Latest Reporting Requirements
 The Center for Medicare & Medicaid Services is a main source of
information on reporting requirements and incentives.
Start here:
http://www.cms.hhs.gov/, the home page. Then go to the Physician
Quality Reporting Initiative (PQRI) at http://www.cms.hhs.gov/pqri/.

 The American College of Physicians Website offers presentations,

information, and reporting resources for Medicare’s 2009 PQRI pay-forreporting program. Go to the practice management center’s section for
information on the physician quality reporting initiative. Physicians can
check the list of qualified registries such as the American Board of
Family Medicine, Inc., the American Osteopathic Association, Lehigh
Valley Physician Group Patient Registry, and others to see if they’re
already members of a reporting organization.
Start here:
http://www.acponline.org/running_practice/practice_management/
payment_coding/pqri.htm.

 The Agency for Healthcare Research and Quality is the hub for



patient safety organizations (PSOs). The site includes a listing of all
PSOs, information about the PSO listing process, a network of patient
safety databases, legislation, regulations, PSO contacts, and related
information.
Start here:
The PSO home page: http://www.pso.ahrq.gov/.
The National Patient Safety Foundation (NPSF) offers a selection of
resources and tools to help physician offices and healthcare systems
of various sizes with implementation and management of patient safety
initiatives. Its Stand Up for Patient Safety section focuses on the needs
of ambulatory care providers.
Start here:
The NPSF home page is at http://www.npsf.org.

fessionals in a given practice may be eligible to participate in the
Physician Quality Reporting Initiative (PQRI) from the Center
for Medicare and Medicaid Services (CMS). Since the CMS
implemented the PQRI in 2007, physicians who satisfactorily
report data on quality measures for covered services provided to
Medicare beneficiaries have been eligible for incentive payments. The incentive bonus, which started in 2007 at 1.5% of
www.doctorsdigest.net
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total charges for professional services covered by the physician
fee schedule provided during the calendar year, increased to
2.0% in 2009. Incentive payments have been authorized through
2010. For information on using “patient identifiers,” which is
required for PQRI reporting, see “Keeping Track of Unique
Patient Care Incidents,” opposite.
Those eligible to participate are the following:
Medicare physicians
 Doctor of Medicine
 Doctor of Osteopathy
 Doctor of Podiatric Medicine
 Doctor of Optometry
 Doctor of Oral Surgery
 Doctor of Dental Medicine
 Doctor of Chiropractic
Practitioners
 Physician Assistant
 Nurse Practitioner
 Clinical Nurse Specialist
 Certified Registered Nurse Anesthetist (and
Anesthesiologist Assistant)
 Certified Nurse Midwife
 Clinical Social Worker
 Clinical Psychologist
 Registered Dietician
 Nutrition Professional
 Audiologist (as of 1/1/2009)
Therapists
 Physical Therapist
 Occupational Therapist
 Qualified Speech-Language Therapist (as of 7/1/2009)
A total of 153 quality measures were selected for the 2009
PQRI. Details about the measures, including codes and reporting instructions for claims or registry-based reporting and information about the 31 quality measures that require two or more
quality data codes, are available for download from the CMS
Website. (See http://www.cms.hhs.gov/PQRI/15_Measures
Codes.asp#TopOfPage.)
The 2009 PQRI data collection worksheets are available from
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Keeping Track of Unique Patient Care Incidents
A “patient identifier” is a number used to track unique patient care incidents when reporting healthcare data to quality improvement (QI) and similar healthcare databases. It is a way of identifying how many unique
incidents of X were treated with X during X period of time. In a retail store,
the identifier would be the equivalent of a barcode or radio-frequency
identification (RFID) tag located in or on the merchandise that tells the
company and the store where that specific item is at all times (although
this patient identifier does not transmit information as RFID tags do).
In healthcare, this unique number is necessary to track incidences of
care in reporting databases. The Joint Commission requires patient identifiers on hospital reports; but they’re used in many other quality-based
databases, too. For more information on patient identifiers, go to
http://manual.jointcommission.org.

Two Patient Identifiers: 2007 State Rates*
The percentage of hospitals that met the Joint Commission's National
Patient Safety Goal of improving the accuracy of patient identification by
using at least two identifiers when providing care, treatment, or services.
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*1,466 hospitals underwent onsite surveys during 2007. Delaware, Montana, and Vermont did not
have enough surveys in 2007 to make state comparisons useful.
Source: © The Joint Commission, 2009. Reprinted with permission.
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the American Medical Association (AMA). (Click the link at the
bottom of the PQRI Website). The worksheets walk the physician (or a staff person designated to manage PQRI for the practice) through the process by helping him or her to identify
patients for whom PQRI measures and codes apply, to capture
clinical information that will be translated into the claims
process, and to integrate the measures into the practice. The dual
goal is to track reporting and improve quality.
PQRI also discusses the 131 individual quality measures that
are now eligible for claims-based reporting, including acute
bronchitis, pain assessment, asthma, various cancers, chest pain,
chronic kidney disease, chronic obstructive pulmonary disease,
diabetes mellitus, eye care, heart failure, medication management, and osteoarthritis.
The AMA’s physician resources site also provides information
on the six measures groups that are eligible for 2009 PQRI
claims-based reporting:
 back pain
 chronic kidney disease
 diabetes mellitus
 perioperative care
 preventive care and screening
 rheumatoid arthritis
Each topic includes the group description and a PDF data collection sheet. It also specifies required criteria, such as the
patient’s age and gender, and a sample of reporting methods and
codes that might be used for patients in that group, such as #39:
osteoporosis screening or therapy for women 65 and older; #114:
tobacco use inquiry; and #115: advising smokers to quit. The
companion data collection sheet lets users check reporting
requirements, eligibility, and individual measures; reporting
instructions are included at the end of the form.
The AMA also provides the Physician Consortium for Performance Improvement (PCPI), whose goal is to enhance quality of care and patient safety by developing evidence-based
clinical performance measures and measurement resources for
physicians. PCPI consists of more than 100 medical specialty
societies and state medical societies, including AHRQ and CMS,
as well as individual members. (Applications for membership
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are available on the Website at http://www.ama-assn.org/ama/
pub/physician-resources/clinical-practice-improvement/clinicalquality/physician-consortium-performance-improvement.shtml.)
Another helpful resource for physicians is QualityNet
(www.qualitynet.org), a site established by the CMS “to provide
healthcare quality improvement news, resources and data reporting tools, and applications used by healthcare providers and others.” The help desk is open from 7 a.m. to 7 p.m. Monday
through Friday by phone and fax (both toll-free) or e-mail. The
site includes a directory listing quality improvement organizations by state. QualityNet is the only CMS-approved site for
secure communications and healthcare quality data exchange
among quality improvement organizations, hospitals, physician
offices, nursing homes, end-stage renal disease networks and
facilities, and data vendors. Private practice doctors who want to
access their PQRI feedback reports can use this site (click the
“Physician Offices” tab) to register for authorized access to the
CMS computer services account. The goals of this physicianfocused quality initiative are listed in “The CMS Connection to
Physician Quality Care,” below.
To help physicians master the complexities of PQRI, ACP has
devoted a section of its Practice Management Center Website to
the 2009 PQRI program. (See http://www.acponline.org/ running_practice/practice_management/payment_coding/pqri.htm.)

The CMS Connection to Physician Quality Care
Building on its ongoing strategies and programs in other healthcare settings, the Centers for Medicare & Medicaid Services (CMS) established the
Physician Focused Quality Initiative in order to
1. Assess the quality of care for key illnesses and clinical conditions
that affect many people with Medicare
2. Support clinicians in providing appropriate treatment of the conditions identified
3. Prevent health problems that are avoidable
4. Investigate the concept of payment for performance
For more information go to http://www.qualitynet.org/dcs/ContentServer
?c=Page&pagename=QnetPublic%2FPage%2FQnetTier2&cid=11878
20137434.
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