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Operator: At thistime, | wouldlike to welcome everyone totoday’s MLN Connects®
National Provider Call. All lines will remainin a listen-only mode until the
guestion-and-answer session. This call isbeingrecorded and transcribed. If anyone has
any objections, you may disconnect at this time.

| will now turn the call over to Aryeh Langer. Thank you. You may begin.

Announcements and Introduction

Aryeh Langer: Thank you very much. And as you justheard, my name is Aryeh Langer
from the Provider Communications Group here at CMS, and I’'m your moderator for
today’s call. | would like to welcome you to this MLN Connects National Provider Call on
the Physician Compare Initiative. MLN Connects Calls are part of the Medicare Learning
Network®.

Today’s MLN Connects National Provider Call topic is Physician Compare, which provides
informationto consumers to help them make informed health care decisionsand gives
incentives to physicians to maximize their performance. CMS subject matter experts will
walk you through the information currently available, upcoming plans, and the future of
Physician Compare under the Medicare Access and CHIP Reauthorization Act, also
known as MACRA. A question-and-answersession follows today’s presentation.

Just two quick announcements—You should have received a link to today’s slide
presentationinan email earliertoday. If you’ve not already done so, you may view or
download the presentation from the following URL: www.cms.gov/npc. Again, that URL
is www.cms.gov/npc, as in National Provider Call. At the left side of the webpage, click
on National Provider Calls and Events. Andthen on the following page, select the date of
today’s call from the list, and the presentation can be found under the Call Materials
section.

Second, thiscall is beingrecorded and transcribed. An audio recording and written
transcript will be posted to the MLN Connects Call website. Registrants will receive an
email whenthese materials become available.

At this time, | would like to turn the call over to our first presenter. Alesia Hovatter is
a health policy analyst in the Division of Electronicand Clinician Quality here at CMS.
Alesia?

Presentation

Alesia Hovatter: Great. Thanks so much, Aryeh. This is Alesia. So for those of you
followingalong, we’re on slide 3.
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So again, helloand welcome to our first ever National Provider Call for Physician
Compare. So today we’re going to talk about what you need to know about
Physician Compare.

So again, | am in the Quality Measurementand Value-Based Incentives Group, which

is alsoknown as QMVIG. And QMVIG is responsible forevaluatingand supportingthe
implementation of quality measure programs. These programs aim to assess health care
qualityin a broad range of settings, such as hospitals, health care professionals’ offices,
nursing homes, home health agencies, and dialysis facilities. Our group actively works
with many stakeholdersto promote widespread participationin the quality
measurement, development, and consensus process.

Our agenda for today’s call is on the slide that you’re currently looking at. Again, that’s
slide 3. And I'll begin with an overview of Physician Compare, and then I’'m goingto turn
the presentation overto the Physician Compare Support Team to highlight the
information that is currently available onthe Physician Compare website, a review of
performance data and publicreporting, and then, finally, we’ll share information about
the future of Physician Compare.

During the second half of the call, we’re going to open the linesto answer any questions
that you have about Physician Compare and publicreporting. So, please start getting
your questions ready, okay?

Physician Compare Overview

AlesiaHovatter: Now we’re goingto turn to slide 4, so, Physician Compare Background
and Overview.So let’s get started with a brief overview and background of Physician
Compare.

Next, slide 5. So on this slide 5, we provide some background on Physician Compare.
CMS was required by Section 10331 of the Patient Protection and Affordable Care Act,
also known as ACA, to establish the Physician Compare website. As a result, the site was
launched on December 30t of 2010.

Since then, CMS has been working continually to enhance the site and its functionality,
improve the site’sinformation that’s available, and also include more and increasingly
useful information about physicians and other health care professionalslisted onthe
Physician Compare website.

Moving to slide 6, the continual efforts to improve the Physician Compare website along
with the addition of quality measures on the site helpit serve itstwofold purpose, which
is first, to provide more information to encourage and enable consumers to make
informed health care decisionsand second, to create explicitinstances for physicians
and other health care professionals to maximize performance.

[3]


https://www.medicare.gov/physiciancompare/staticpages/aboutphysiciancompare/about.html
https://www.medicare.gov/physiciancompare/staticpages/aboutphysiciancompare/about.html

This document has been edited for spellingand punctuationerrors.

Now we’re goingto have a brief pause,and I’'m goingto turn it over to the operator
for some polling.

Keypad Polling

Operator: CMS appreciates that you minimize the Government’s teleconference
expense by listeningtothese calls togetherusing one phone line. At this time, please
use your telephone keypad, and enter the number of participants that are currently
listeningin. If you’re the only personin the room, enter 1. If there are betweentwo and
eightof you listeningin, enterthe corresponding number. If there are nine or more of
you in theroom, enter9.

Please hold while we complete the polling.
Please continue to hold while we complete the polling.

Thank you for your participation. I'd now like to turn the call back over to Aryeh Langer.

Presentation Continued

Aryeh Langer: And I’'m goingto turn over the call to GlynisJones from the Physician
Compare Support Team for the next portion of our presentation. Glynis?

Information Available on Physician Compare

GlynisJones: Thank you, Aryeh. Let’s move on to slide 8 and review the information that
is available on Physician Compare.

Currently, Physician Compare allows consumers to search for physiciansand other
health care professionalsand group practices who are actively participatingin
fee-for-service Medicare. Newly enrolled Medicare practitioners are also included. To
find which types of health care professionalsareincluded on Physician Compare, visit
the specialty definitions page on Physician Compare, whichis linked to at the end of
this presentation. You can also find information about Shared Savings Program and
PioneerAccountable Care Organizations, or ACOs, from the link on the Physician
Compare home page. We will provide a link to this page and other useful resources
at the end of this presentation.

The table on slide 9 shows the information available on the website about health

care professionalsand group practices. Currently, users can view information about
approved Medicare professionals, such as name, primary and secondary specialties,
practice locations, group affiliations, hospital affiliations that link to the hospital’s profile
on Hospital Compare, Medicare assignment status, education, residency, and board
certificationinformation.
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In addition, for group practices, users can view group practice names, practice locations,
Medicare assignment status, and affiliated health care professionals, that s, health care
professionals who practice as a part of that group and the specialties of those health
care professionals.

Slide 10. Slide 10 outlinesthe CMS quality activitiesthat are indicated on the profile
pages. Participationin quality activitiesisimportant because doing so can improve care
for people with Medicare. The most recent information on quality activitiesis from
2014. Andthis informationis indicated by green checkmarks on the Physician Compare
profile pages.

Groups and individuals who satisfactorily reported Physician Quality Reporting System,
or PQRS, measures during program year 2014 have a green checkmark nextto the
phrase “reported quality measures.” If the individual health care professional reported
as part of a group practice, that isnoted. Andif an individual or group reported as part
of an ACO, that isalso indicated.

Health care professionals who participated inthe PQRS Maintenance of Certification
Program will have that indicated on their profile page.

Health care professionals who met the Meaningful Use requirementsfor2014 have an
indicator noted that they used electronichealth records.

And finally, individuals who satisfactorily reported fourindividual EP-level PQRS
cardiovascular prevention measures have a checkmark that says “committed to
heart health through the Million Hearts® initiative,” toindicate their support for
that important program.

More information about participationin quality activitiesis also available on the About
the data page on the Physician Compare website. That linkis also provided at the end of
this presentation.

Onslide 11, you can see where the information on Physician Compare comes from.
Physician Compare’s primary data source is the Medicare Provider Enrollment, Chain
and Ownership System, also known as PECOS. PECOS is the system Medicare uses to
enroll and revalidate physicians and other health care professionals. Physician Compare
uses PECOS becauseitis the only verified source of Medicare data. Some information,
such as firstand last name, gender, specialty, practice location, education, and group
practice affiliationis pulled from PECOS. Because of this, it is important for health care
professionalsto keep theirinformationand PECOS up to date, so it’ll be accurate on
Physician Compare. Physicians, health care professionals, and group practices can
update thisinformationthemselves through Internet-based PECOS. There is a link to
Internet-based PECOS includedin the additional resources at the end of this
presentation.
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We also use Medicare fee-for-service claims data to verify practice locations,
hospital affiliations, and group practice affiliations.

Information about board certification comes from the boards themselves. We currently
have board certificationinformation available from the American Board of Medical
Specialties, the American Osteopathic Association, and the American Board of
Optometry.

Onslide 12, thereis a table with the necessary criteria for health care professionalsand
group practices to be listed on Physician Compare.

To beincluded on the website, ahealth care professional must be in approved status

in PECOS for Medicare, provide at least one practice location address, have at least

one specialty noted. and have submitted a Medicare fee-for-service claim within the last
12 months or be newly enrolled in PECOS for Medicare within the last 6 months to be
included on the website.

Group practices must be in approved status, have a legal business name, a valid mailing
address, a tax identification number, or TIN, and at least two health care professionals
who have reassigned theirbenefitsto the group’s TIN and have actively billed under this
TIN in the last 12 months, or be newly enrolledin PECOS for Medicare within the last

6 months.

We needyou to help us ensure Physician Compare is as up to date and as accurate as
possible. If you have any questions or concerns about your data on the website or the
best way to update your information, never hesitate to reach out to the Physician
Compare Support Team at PhysicianCompare @Westat.com. This email is also included
on slide 33, Contact Physician Compare.

Now that we’ve reviewed the information available on Physician Compare and what is
requiredto be listed on the site, let’s move to slide 13 and walk through how you would
find this information on the Physician Compare website. You can search for health care
professionals and group practices within a certain location by name, specialty, or
medical condition. To look up a health care professional, use the search box on the
first tab labeled “Find physicians and other health care professionals,” highlighted on
this screenshot with a blue arrow. To search for group practices, use the search boxon
the secondtab, “Find group practices,” where you see the green arrow here. Let’s say
you have typedin alocation and started to type the health care professional’slast
name. You then select the health care professional’s name from the dropdown menu
that will appearbelow the “What are you searching for?” box. This takes you to hisor
her profile page.

[6]


mailto:PhysicianCompare@Westat.com

This document has been edited for spellingand punctuationerrors.

Slide 14 shows an example of a health care professional’s profile page. Atthe top of the
screenshot, you can see his name and specialty. On the “General information” tab, you
can see his participationin quality activities. In this case, the green checkmark says,
“Reported quality measures,” and indicates that the health care professional
satisfactorily reported PQRS quality measures in 2014. Underneath that, you can see his
board certification, gender, educationinformation, hospital affiliations, and Medicare
assignmentstatus. If you were to click on the “Locations” tab to the right of the
“General information” tab, you would see a map and list of locationsand phone
numbers for practices where this health care professional providesservices, with
phone numbers. We will talk about the third tab, “Clinical quality of care,” laterin

this presentation.

Onslide 15, you can see that group profile pages are similarto health care professional
profile pages. The first tab, “General information,” and second tab, “Locations,” have
much of the same information that is on a health care professional’s page. The final tab,
“Affiliated health care professionals,” lists physicians and other health care professionals
who are a part of the group.

Now that we have reviewed some of the information available about health care
professionalsand group practices, we’ll move onto slide 16 and I'll pass things over
to my colleague, Allison Newsom, to discuss performance data and publicreporting.

Performance Data and Public Reporting

Allison Newsom: Thank you, Glynis. We’re now movingto slide 17, and I'd like totalk a
bit about performance data. Performance data can improve care for people with
Medicare and are one indication that health care professionalsand group practices have
a commitmentto providing quality care. CMS is committed to providingaccurate, valid,
reliable, and comparable data on Physician Compare that are useful toconsumersin
assistingthem and making informed health care decisions. To support this, CMS publicly
reports performance measuresfor health care professionalsand group practices on the
Physician Compare website.

Slide 18 displays a graphical representation of how we select measures for public
reporting on Physician Compare.

All measures available for publicreporting on Physician Compare are decidedvia the
rulemaking process. If a measure is designated as available for public reportingand the
relevant physician fee schedule rule, thenit may be publicly reported on Physician
Compare. However, CMS decides which measures to publicly report based on the
published publicreporting standards, which we will now walk through.

First, we conduct various analysesto ensure that the data posted on the Physician

Compare website meetthe public reporting standards of being statistically valid,
reliable, accurate, and comparable. In addition, there isa 20-patient minimum threshold
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for every measure. Only those measures that meet these standards will be considered
forinclusionon the website.

Next, the Physician Compare Support Team develops plain-language titles and
descriptions for measures that may be publicly reported on Physician Compare.

Then, we conduct consumer testingto evaluate the best measuresto include on the
public-facing profile pages. This testingincludes having consumers evaluate the
plain-language measure descriptions to ensure that they are beingaccurately
interpreted. Alsoduringtesting, we discuss with consumers if and how the measures
they are evaluatingwould help them make a decision about choosing a health care
professional or a group practice.

CMS also keeps lines of communication open with stakeholders to ensure that the
measures considered for publicreporting are clinically relevantand consistent with
current public— or current practice standards. If a measure meets all of the public
reporting standards except for the requirementthat it resonates with consumers, it may
be addedto the downloadable database, but it will not be included on the public-facing
profile pages. The primary audience for this database is health care professionalsand
group practice representatives, like many of you, as well as third-party data users.

This database can be found on data.medicare.gov. A link to the database is included
in the additional resources at the end of this presentation.

Speaking of the downloadable database, we appreciate that many of you have asked
whenthe 2014 data will be available fordownload. The database is officially targeted
for publicrelease by the end of this month. Although a subset of 2014 data were
publicly reported on the website in December 2015, any data for health care
professionals orgroups that were going through the informal process — review process
were suppressed. As this process is now complete, the final data set will be released.

We’ve talked about how a measure is chosen for the Physician Compare website. And
let’smove to slide 19 to see the progression of the phased approach to publicreporting,
which started in February 2014.

Over the years, the number and type of measures have continued to increase. In 2014,
CMS reported the first set of quality measures on the Physician Compare website. This
included performance for groups and ACOs on a small subset of PQRS measures
reportedvia the Web Interface. CMS started with the 2012 program year data. The 2013
program year data were reported later in 2014. Again, there were just a small subset of
Web Interface measures made available forgroup practices and ACOs.

The December 2014 measure release did include Consumer Assessment of Health Care
Providers and Systems, or CAHPS®, for ACO patient experience datafor the firsttime.
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Most recently, in December 2015, significantly more data were added to the website.
First, a larger number of group practice and ACO Web Interface measures were
included. There are now up to 14 measures reported for each group or ACO. And CAHPS
for PQRS data were added for group practices. Significantly, CMS publicly reported
performance data for individual health care professionalsforthe firsttime in late 2015.
There are now up to six claims measures available on the website forapproximately
37,000 individual health care professionals thatreported under PQRS viaclaims in 2014.

Slide 20 liststhe types of performance data that are currently available on Physician
Compare. Forindividual health care professionals submitting measures underPQRS, we
publicly reported preventive care general health measures, patient safety measures,
and heart disease measures. For groups and ACOs, we publicly reported preventive care
measures, including general health and cancer screening measures, patient safety
measures, diabetes measures, and hearth disease measures. In addition, we publicly
reported patient experience summary survey measures for groups and ACOs.

The screenshoton slide 21 shows how some of the general health measures are
displayed ona group practice’s profile page as an example. The PQRS measuresand
performance rates are shown on the “Clinical quality of care” tab.

In addition to the clinical quality of care measures, group practices also have a tab
labeled “Survey of patients’ experiences.” Onthis tab, you can find CAHPS for PQRS
summary survey measures. These patientexperience measuresare displayedinthe
same way as the clinical quality of care measures. Although we are showingan example
of a group practice “Clinical quality of care” tab, understand that the measuresare
similarly displayed forindividual health care professionals’ clinical quality of care
measures.

As you see on the slide, measures are displayed with a percent and stars. Currently, the
stars are graphical representations of the percent. Each star represents 20 percentage
points. So, 100 percent is five stars, 80 percent is four stars, and so on. The group
practice scored 73 percent on the “Getting a flushot duringthe fluseason” measure.
So, there are three completelyfilled starsand a fourth star that is almost completely
filled.

Although the stars on Physician Compare do not currently rate or rank one group
practice against another group or one health care professional againstanother health
care professional, the stars do indicate quality. So, more stars are betterfor each
measure. Consumers can use the stars to evaluate group practices and health care
professionals on quality measures that are important to them. Let’s say you are
interestedinlearning more about the general health measure “Getting a flu shot during
fluseason.” If you click on the bar for that measure, the bar expands to show additional
information.
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On slide 22, you can see what happens when you expand that measure bar. You still
see the measure title and performance rate, but you can also see a description of the
measure. The titlesand descriptions for the measure are in plainlanguage. As
mentioned, we conduct consumer testingto ensure that the measuresare labeled
accurately and accompanied by explanationsthatare true to the measure specification
and understood by health care consumers. This is true of all measures listed on the
public-facing profile pages.

Nextslide. We’ve reviewed whatinformation and data are currently on Physician
Compare. Now | will hand things over to Denise St. Clair to outline the future of
Physician Compare.

The Future of Physician Compare

Dr. Denise St. Clair: Thanks, Allison. Let’s move on to slide 24. As we move forward,

we will continue the phased approach to publicreporting that CMS started with the
2012 program year data, as Allisonjustexplained. CMSis committed to providing useful
and current quality performance data to give consumers easy-to-use information that
can helpthem make informed decisions about the health care they receive through
Medicare.

Looking ahead, CMS plansto continue to expand the amount of information available
for publicreporting on Physician Compare. The two primary additions planned for 2016
and 2017 are the addition of qualified clinical dataregistry, or QCDR, data and an
item-levelbenchmark.

In late 2016, based on the data collected for 2015, individual health care
professional-level QCDR, PQRS, and non-PQRS measures will be available for public
reporting. Group-level PQRS and non-PQRS QCDR measures become available for public
reporting in 2017, based on the 2016 data. QCDR data are useful because they can
provide health care professionalsand group practices with the ability to report
specialty-specificmeasures beyond what is currently available in the PQRS program.

Please note that, for everythingshown in this table on slide 24, while all of these
measures are available for publicreporting, as discussed earlier, not every single one of
these measureswill actually be reported on a public-facing profile page. We will again
analyze the data and look at our publicreporting standards and ensure the best
measures get up there for consumers and the — statistically, some measuresget in the
downloadable database for everyone else. And of course, no first-year measures are
ever publicly reported on Physician Compare.
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Publicly Reported Benchmark

Dr. Denise St. Clair: So moving on to slide 25, I’'m now going to talk to you more about
the benchmark that is coming forward for Physician Compare. We’re pretty excited
about the benchmark beingavailable.

So currently, Physician Compare, as noted, does not include any benchmark data.
Benchmarks are, of course, very beneficial because they can help consumers better
understand the quality data that is on the website. They can put the data into context
and they can provide a really valuable and accurate point of comparison.

We previously proposed a benchmark methodology in the 2015 Physician Fee
Schedule proposedrule. The benchmark proposed was aligned with the Shared Savings
Program ACO benchmark methodology that was current at that time. However,
shortcomings emerged when we were trying to look at this and apply the methodology
to a group practice or individual health care professional. So, that proposal wasn’t
finalized.

Last year, the Physician Compare Support Team conducted outreach with a wide array
of stakeholdersto evaluate the best approach for developingabenchmark. The team
spoke with specialty societies, professional organizations, health care professionals,
guality measure experts, consumer advocates, as well as many CMS programs that are
involvedin quality measurement, and our own technical expert panel.

As a result of thisfactfinding process, we proposed an item-level benchmark, or
measure-level benchmark, derived usingthe Achievable Benchmark of Care, or ABC™,
methodology. This benchmark was finalized in the 2016 Physician Fee Schedule final
rule. The benchmark will be based on the PQRS performance rates that are most
recently available. So, we’re currently targeting to publicly report the 2016 data in

late 2017, and this means a benchmark publishedinlate 2017 will be derived from the
2016 PQRS performance rate. Therefore, the benchmark will use that current year data.

Onslide 26, you can see some of the benefits of the ABC methodology. This
methodologyis well-tested and it’s data driven. It allows us to account for all of the data
collected for a specificquality measure and determine the top performers. It also allows
us to set a point of comparison for all of those groups or individuals who reporteda
given measure.

In addition, the ABC methodology has been historically well-received by the health care
professionalsand entities being measured because the benchmark represents quality
while beingrealisticand achievable. It also encourages continuous quality improvement,
and it has beenshownto lead to improved quality of care.
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Finally, it'sbased on the currently available data. So, the benchmark is achievable
regardless of the unique circumstances of data collection or the measures availableina
givenreporting year.

Now on slide 27, we are goingto explain just how this ABC methodology works. So for
the purpose of this explanation, I’'m goingto referto a health care professional who
reported PQRS measuresas an individual health care professional. However, the same
methodology will be applied to group practices.

So, ABC starts with a paired mean. This is the mean of the best performers on a measure
for at least 10 percent of the patient population—not the population of health care
professionals reporting—10percent of the patient population. Thisis, then, the top
10 percent of all patients measured who got the best care on the specificmeasure.

To find the paired mean, we rank order health care professionalsfrom highestto lowest
performance score. Then, we create a subset of the health care professionals by
selectingthe best performers until we have selected enough reporters to represent at
least 10 percent of all patients for that measure. We derive the benchmark by dividing
this high-scoring subset of patients by the total number of patients that were measured
by the top-performingsubset. This produces a benchmark that represents the best care
provided to the top 10 percent of patients.

To account for low denominators, ABC includes a calculation of an
adjusted-performance fraction, a Bayesian estimator. This ensures that very small
sample sizes do not overinfluence the benchmark, and itallows all data to be included
in the benchmark calculation.

Similarto quality measure performance rates, the benchmark must meet our public
reporting standards. In addition, the benchmark will only be applied to measures
deemedvalid and reliable thatare reported by enough health care professionalsor
group practices to produce a valid result.

The nextsteps of the benchmark are listed onslide 28. We will use the ABC
methodology for each measure that meets our publicreporting standards. Thisis an
item-levelbenchmark, sothere will be a differentbenchmark for every measure. In
addition, we will stratify the benchmark according to reporting mechanismto ensure
data on Physician Compare are comparable. Creatinga benchmark for each measure by
each reporting mechanismwill help remove the complexity and potential differences
between the same measure that is collected via multiple reporting mechanisms, such as
registry, EHR, and claims, for instance. It will also remove the burden of interpretation
across reporting mechanisms from the consumers.

As a reminder, 2017 is the earliest that this benchmark will be publicly reported. And at
this time, the benchmark will be used as the basis of our five-starrating system.
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We’re committed to moving to a rating system on Physician Compare, as thisis a
consumer-friendly way to share complex information. As with all information for —
available for publicreporting on Physician Compare, the benchmark information and

the resulting star rating need to meetour public reporting standards. They must be
statistically valid, accurate, reliable, and comparable. And, of course, they must resonate
with consumers.

The goal of the benchmark isto establish a star rating system that distinguishes
statistically significant differences. Usingthe ABC methodology can help us ensure that
five-star performance is statistically different from four-star performance and so on.
Currently, we’re analyzing the most recently available data, but have not yet finalized
the approach to assigningstars specifically based onthe benchmark. Information about
how stars will be specifically assigned using the ABC methodology will be shared with
stakeholders as available. In addition, we will continue to work to ensure that the star
rating system is accurately understood and interpreted by consumers. As a result,
consumer testingis ongoing.

It’s really an exciting time for publicreporting, and we are looking forward to the
continued evolution of publicreporting on Physician Compare.

And as we move to slide 29, we start to think more about the future. And that future is
going to be defined by the Medicare Access and CHIP Reauthorization Act of 2015, or
MACRA. And MACRA was enacted intolaw on April 16, 2015.

This legislation notonly repeals the Sustainable Growth Rate formula, but it'sreally
critical for Physician Compare because it streamlines many of the quality reporting
programs that currently factor into publicreporting on the website. And these several
programs are now encapsulated under the new Merit-Based Incentive Payment System,
or MIPS, program. MACRA also establishesincentive payments for participationin
advanced alternative payment models, or APMs.

This fresh start with quality programs will significantly increase the data available
for publicreporting on Physician Compare, and further forward our missionto help
consumers make informed decisions about their health care.

As indicated on slide 30, at this time, the MACRA proposedruleis available for public
comment. The 60-day comment period closes on June 27t, and we strongly encourage
everyone to review the proposals and submitformal comment, if appropriate.

CMS will not considerfeedback during this call as formal commenton the rule. Andwe

are in rulemaking, so we will not be able to answer specificquestions about proposals
laid out inthe rule. But do consult this slide for details about how to submitcomments.
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Slide 31 provides more information about MIPS. Essentially, MIPS streamlines
three currently independent programs and adds a new fourth component. The
four components of MIPS are quality, resource use, clinical practice improvement
activities, whichis the new addition, and advancing care information, which relates
to meaningful use of electronichealth records.

MACRA and MIPS provide great opportunities for Physician Compare and support the
continuation of the publicreporting initiative CMS began under ACA. As you’ll see in the
proposed rule, CMS proposesto continue the phased approach to publicreporting and
continue the publicreporting standards we’ve discussed today.

CMS also proposes to continue the 30-day preview period forall data available for
publicreporting on Physician Compare. Under MIPS, a correction process is proposed
as part of this process. And CMS proposes continuingto include utilization datainthe
downloadable database, which is somethingthat we’ll start with the 2015 data in 2016.

Some notable new items proposed include publicly reporting on each of the four MIPS
performance categories—quality, resource use, clinical practice improvement activities,
also regularly referredto as CPIA, and advancing care information. Thisincludes
proposals to include aggregate information such as composite scores and ranges.

In addition, CMS proposes a reliability threshold to replace the current 20-patient
minimum for publicreporting quality data. And CMS proposes making APM data
availableina similarmanner to how ACO data is currently made available on

Physician Compare.

As was — as explainedintherule, not all performance informationis proposed to be
reported as a performance rate or a representation of a performance rate, such as our
current stars, or on a health care professional group practice’s profile pages. Depending
on the nature of the data point and our publicreporting standards, information may be
displayed as a consumer-friendly indicator, orthe data may be includedinthe
downloadable database only.

CMS is also proposing which data to considerfor Year 1 of MIPS and which data may
more likely be publicly reportedinfuture years.

So again, we encourage you all to review the proposed rule and to formally submit
comment by June 27. We also look forward to your feedback and to the opportunity

to continue this conversation with you about publicreporting on Physician Compare.

So, this concludestoday’s presentation portion of the call. And next, we’llanswersome
questions. And | turn things back over to Aryeh, our moderator.

[14]



This document has been edited for spellingand punctuationerrors.

Question-and-Answer Session

Aryeh Langer: Thank you, Denise. Our subject matter experts will now take your
questions. But before we begin, | would like to remind everyone that this call is being
recorded and transcribed. Please state your name and the name of your organization
once your lineis open.In an effort to get to as many participants as possible, we ask
that you please limityour question to just one.

Operator, we are ready to take our first question, please.

Operator: To ask a question, press star followed by the number 1 on your touchtone
phone. To remove yourself from the queue, please press the pound key. Rememberto
pick up your handset before asking your question to assure clarity. Please note your line
will remain open duringthe time you are askingyour question, so anything you say or
any background noise will be heard in the conference. Please hold while we compile the
Q&A roster.

Yes. Your first question comes from the line of Hector Flores.
Hector Flores: Hello, thank you. My questionis, is there a workgroup or a series of
workgroups looking at social determinants and how those should be coded so that

they can getincludedin this Physician Compare?

Dr. Denise St. Clair: Thank you for the question, Hector. This is Denise St. Clair with the
Physician Compare Support Team.

We strongly encourage you to review the MACRA proposedrule and submitcomment
by June 27t. You will note that there is a “seek comment” item on that specifictopicin
the rule. So we strongly encourage you to evaluate that and provide your feedback.
Hector Flores: Thank you.

Operator: Your next question comesfrom the line of Lori Johnson.

Lori Johnson: Hi, my questionisabout slide 27, about the ABC benchmark. So, | see
that the denominatoris the number of patients in the top-scoring subset. What isthe
numerator? Is it a mean of the performance score for that measure oris it a patient
count?

Aryeh Langer: Can you give us one moment, please?

Lori Johnson: Sure.
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Dr. Denise St. Clair: So, it’s the number of patients who make up that top 10 percent for
that measure divided by the total number of —the total patient population. So, you're
basically looking at the best —the 10 percent of patients who got the best care against
the full population of patientsin the denominator of the measure. Does that make
sense?

Lori Johnson: So, it’sjust a number of patient counts? Yes. | think—so in the explanation
on the slide, itreads, “We derive the benchmark by dividing this high-scoring subset of
patients by the total number of patientsthat were measured by the top performing
subset.” So, it — maybe it should be corrected to read “by the total number of patients”?

Dr. Denise St. Clair: No. So, it's— what we’re looking at is —we’re looking at essentially
the population of patients and evaluating— getting the top subset of those patientsand
seeingwhothey are and where they fit on the continuum, as itwere, and then
evaluating what the performance score was for that population. So, to sort of figure out
what the performance rate you’re evaluating, you're first finding out where the patient
populationis situated on that continuum of performance from 0 to 100 percent.

Lori Johnson: Okay. ...
Dr. Denise St. Clair: There are some...

Lori Johnson: ...as | read the explanation, italmost seemslike you’re dividing the same
number for the numerator and the denominator. And it says, “high-scoring subset of
patients divided by the...number of patientsin the top performingsubset.

Dr. Denise St. Clair: So, it’s a little hard to do without the ability to have a whiteboard
in the math. No.

Lori Johnson: Yes. So that’s what | was doing. | was kind of scratching it out on a piece
of paper.

Dr. Denise St. Clair: So again, | —if it’s— to helpfor clarification, so with the paired mean,
what we’re doing iswe are taking the top 10 percent of all patients who measure — who
were measured on that specificmeasure and we’re rank ordering them—so, from
highestto lowest performance score. Then we take that subset of health care
professionals by selectingthe performers until we have enough reporters for that top
10 percent. So those are our top performers.

We then derive the benchmark by dividing this high-scoring subset of patients by the
total number of patients that were measured. So this produces that benchmark and

representsthe best care providedto those top 10 percent of patients.

| appreciate that, in abstract, it’s a little bitcomplex.
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Lori Johnson: Yes.

Dr. Denise St. Clair: So, what we can do is on our —in our materials, we can make some
links to some of the background information about how ABC works—some of the
groundbreakingliterature on that available—so thatyou can diginto the details and
the math a little bit more.

AlesiaHovatter: Yes, and hi, Karen. This is Alesia Hovatter from CMS. Justto add in—the
2016 Physician Fee Schedule rule under the Physician Compare section—we had
included an example, and our links are also inthere so you can review that as well, but...

Lori Johnson: Oh, that would be perfect. Yes.

Alesia Hovatter: Yes, we’ll definitely include some additional information because, you
know, this is going to be the first time we’ll have star ratings. So, it's— you know, we
want to make sure it’s kind of clearly understood.

And thenalso, | want you to be on the lookout for when we start to make
announcements, whenwe go a little bitfurtheralong with, you know, how the display
of star ratings isreally going to look. So, you know, we’re going to be doingthat in the
future, and we’re goingto be soliciting, you know, some feedback from our
stakeholders. So just make sure that you’re on the lookout for that so you can

provide input as we get, you know, moving forward in that in the future.

Lori Johnson: Thank you so much.
Operator: Your next question comes from the line of Crystel Sherlock.

Crystel Sherlock: Hi. When | first heard about Physician Compare, | started lookingon
the website to see what was showingup for our providers. We have about 90 physicians
over 13 clinics. And | noticed that, when | typed in the ZIP code for the majority of our
clinics, that none of my physicians was showing up.

We have one clinicthat’s about 15 miles outside of the center of the majority of our
clinics. And when | typed the ZIP code for that, all my physicians showed up. So itlooks
like all of my physicians actually belongto this one clinic.

So | started doing some research. And | know on slide 12 it says that you have to provide
at leastone practice location address for them to show up for Physician Compare. And
what I've discoveredis that, when we originally —when the company that handles our
Medicare enrollments originally setall of our providers up at that time, they didn’t
include the practice location. They onlyincluded the physical location, which is not what
you pull from. So I’'m going now tryingto correct all those. | guess my questionis, Why is
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it pullingall of the physicians and then showingthem at the wrong locationif the
practice location address is the requirement?

Dr. Denise St. Clair: So, what — this is, again, Denise St. Clair from the Physician Compare
Support Team. What is — what the situationisis —what we do is we look at the
relationship of your physicians to your group. So in PECOS, we can see that your
physicians have reassigned their billing privileges to your group practice. So that’s

Step 1. And so, there isa linkthere. Then, in PECOS, your group practice has provided

a list of practice locations. So that, we would imagine, are the 13 clinics where your

90 physicians are providingservices.

Then, from there, there’s a couple of ways that groups and individual doctors and

other health care professionals canlet us know exactly which of the clinics they provide
services at. And this issomethingnear and dear to our hearts as we know this is
somethingreallyimportant to our consumers using the site.

So one thing youcan do is, through Internet-based PECQOS, you can assign a primary
practice location for the physicians. So you can say, you know, Dr. Smith only provides
servicesin Location 1. And —or, you know, Dr. Jonesonly provides servicesin

Location 13. And inthat way, that will be the location listed on Physician Compare, and
we will be sure to pointfolksto theirprimary location. If primary practice locationis not
indicated within PECOS, then we will look at the practice location as indicated on claims.

And if —there’s beensituations where, perhaps, you’ve got all doctors showingup in
one clinicbecause the practice location, as indicated, is —there’s a single practice,
perhaps, beingindicatedinthat, makingit appear as if all the doctors are providing
theirservicesin that one location.

So, a couple of key points is making — are making sure that, in PECOS, the available
practice locations for the group practice map exactly to the 13 clinic locationsthat you
want to see your physicians listed at and then ensuringthat eitherthe primary location
is setfor those physicians or we also — or we have that information about their practice
location on the claims.

Crystel Sherlock: Right. And I’'m going through that process. It’s just a lengthy process of
—whenyou have that many physicians, tryingto get them all to actually login to PECOS
and sign off on that, or send back paper copies of those authorizations.

| guess my main concern is that anybody using the site now s seeingall of our

physicians at the wrong address when itdoesn’t sound like they should be showing
up at all until we get that corrected.
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Dr. Denise St. Clair: We do encourage you, if you have specificquestions about your
unique case, never hesitate to reach out to the Physician Compare Support Team at
PhysicianCompare @Westat.com, and we’re happy to work with you.

Crystel Sherlock: Okay. Thank you.
Operator: Your next question comes from the line of Peggy Bradley.

Peggy Bradley: Hi. I’'m with Hereford Regional Medical Centerin Hereford, Texas. Our
rural health clinicis —of course, we bill Part A. We’re consideringjoiningan ACO. And
part of the ACO, to participate in the Medicare Shared Savings Program, isthat we
report, you know, quality measures—physician quality measures, PQRS. How are we
going to do that? Is there any proposal about how a rural health clinicthat billson a
Part A UB form is goingto be able to do that? Because | know right now you have to
be reportingon 1,500 for fee-for-service.

Dr. Denise St. Clair: Thank you, Peggy. Unfortunately, that is a question that we would
needto direct to the Accountable Care Organizationteam, the Shared Savings Program
team. And you can contact the QualityNet Help Desk and specifically ask that question,
and that team can get back to you on that item.

Peggy Bradley: Okay. Thank you.

Dr. Denise St. Clair: Thank you.

Operator: Your next question comes from the line of Debbie Young.

Debbie Young: Hello. | had a question about star ratings and how that comes into play
for providers who decide not to, like, report anything for MIPS. They don’treport any
quality measures or participate in Meaningful Use attestation.

Dr. Denise St. Clair: So right now, under the Physician Quality Reporting System and
the data that we have available to date, and obviously, anythingrelated to MIPS is not
finalized, and we’re still inrulemaking, so we can’t really speak to...

Debbie Young: Okay.

Dr. Denise St. Clair: ...exactly how things will happen under MIPS. But we can speak to
what’s been previouslyfinalized. And so, that’s the data that are currently available for

2014 and the 2015 data that will be publicly reported at the end of 2016, and thenthe
2016 data are targetedfor publicreportingat the end of 2017.
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Itis the 2016 data where a star rating isfirst available for public reporting using the
achievable benchmark of care methodology per the physician fee schedule rule. So,
there’s the context.

Debbie Young: So...

Dr. Denise St. Clair: If a physician or other health care professional is not reporting data,
then there will simply not be a “Clinical quality of care” tab on their profile page. Or
under quality activities, there will simply not be a checkmark that says, “Reported
quality measures.” So, there is nothing that indicate —or says anything otherthan alack
of an indicator. So, if someone chooses not to report, they will just not have that
information or that tab available. Anyone whois reporting will therefore, you know,
have the indicator that they reported quality measuresand/or the data themselves, if
the measuresthey reported are measures that are ultimately selected for public
reporting.

Debbie Young: | guess I’'m more concerned about — so, the star rating is based on, like,
your — how you report your measures. But if you don’t report measures at all, does that
mean you’ll have, like, a zero-star rating, or it’ll just say you didn’treport, or what will
reflect?

Dr. Denise St. Clair: You justwon’t have a star rating at all.

Debbie Young: Okay.

Dr. Denise St. Clair: So, the star ratings will be measure by measure. So, if we —if you
think about how the measures are currently displayed and you have, you know, “Getting
a flushot during fluseason,” there would be a star rating for that measure. If you don’t
have that measure, you won’t have a “Clinical quality of care” tab; you won’t have a

rating.

Debbie Young: Okay. Okay. So really, | mean, a poor performerlooks worse than
somebody who doesn’treport at all.

Dr. Denise St. Clair: Consumers do interpret lack of information and low qualityin
various ways, so that’s somethingthat we’re constantly evaluating but important
to consider.

Aryeh Langer: Thank you very much.

Operator: Your next question comes from the line of Lucy Marini.

Lucy Marini: Hi. I’d like to ask you a question about how MIPS will factor into the star
ratings that are going to be movingforward.
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Dr. Denise St. Clair: As we’re still in rulemaking, nothing related to MIPS has been
finalized. So, that is something for future discussion, but again, we encourage you
to review the MACRA proposed rule and submit comments and feedback.

Lucy Marini: Okay. Thank you.
Operator: Your next question comes from the line of Helen Tselentis.

Helen Tselentis: Hi. | have a general question. Has CMS considered the legal
ramifications of publicly posting performance scores and their star ratings for
health care providers?

I’ll give you a specificexample. If a patientdies of pneumonia, itwould be very easy for
a lawyerto look up that patient’s health care provideron Physician Compare, and then

they could see how that individual scored on the pneumococcal vaccination measure. If
that provider’s performance score happensto be low, don’t you think that this could be
used against themin a malpractice suit?

Aryeh Langer: One moment, please.
Helen Tselentis: Sure.

Dr. Denise St. Clair: Thank you for your comment. We are required to work with our
mandate and with the regulation as finalized. And the Affordable Care Act did legislate
the needfor publicreporting, and that is forwarded through MACRA. And everything
that is made available for publicreportingis finalized through the rulemaking process.
So again, we strongly encourage stakeholdersto raise their concerns through the formal
rulemaking process. And there is the opportunity to do that by June 27t with the
MACRA proposedrule. So, we strongly encourage that.

Aryeh Langer: Thank you very much.

Operator: Your next question comes from the line of Dana Garay.

Dana Garay: Hi, this is Dana from Texas Tech. And my question— and | apologizeifl
missed it. | pulled up two of my providers, and | don’tsee any quality data on eitherone
of those, and | don’tsee us as a group practice with any quality data. Do you know when
that’s going to be available, or did | just miss that?

Dr. Denise St. Clair: So, the data that are currently on the website are the 2014 program

year data. And as explainedinthe presentation and, again, the materials are available,
and so we know we hit you with a lot of detail today. But for 2014, a subset of measures
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are made public. So, you would have quality measure data, a “Clinical quality of care”
tab on your group profile page or your individual profile page if you meet these criteria.

As a group, you would have had to report one of the available 14 Web Interface PQRS
measures. If you reportedvia registry or EHR, those data were not made publicthis
year, so you would not have a “Clinical quality of care” tab. You would, however, have
a checkmark on your “General information” tab that says you did report quality
measures. You just wouldn’t have the actual performance rate.

And as an individual, you would have needed to report as an individual and report one
of the six claims measures that was made available for publicreporting. And so, we do
appreciate that there are well more than six measures available in PQRS, so it’s likely
that a physician or other health care professional just reported another measure. And
so, in that case, again, there wouldn’tbe a performance rate but there would be a
checkmark on general information that measures are reported. And again, we only
publicly reported a small subset of claims measures to start. And so, again, if anyone — if
an individual reported viaregistry or EHR, those data would not be available. And again,
we are looking at 2014 right now.

AlesiaHovatter: Yes. And Dana, this is Alesia Hovatter from CMS. Additionally, we have
those measures that Denise was just speaking of on our Physician Compare Initiative
page, so we have documentation for that.

Also, as we mentioned earlierinthe presentation, we will be releasing additional
information now that informal review has closed. So, just to let you know, that’ll be
coming up soon.

Dr. Denise St. Clair: Yes.
Dana Garay: Yes...
Dr. Denise St. Clair: So target isfor the end of the month.

Dana Garay: Yes, I’'m looking at the page. It doesn’t say that our physicians— and

we reported by EHR on many, many measures, I’'m sure. But it doesn’t say they
participated. It just says if they did participate, it will be indicated below, and all it says is
we use electronichealthrecords, but doesn’tsay anything about quality.

Dr. Denise St. Clair: Okay, that checkmark that says “Used electronichealthrecords” is
the indicatorthat you were a successful EHR Incentive Program participant. And if you
do have additional questions about your use-specificcase, we do encourage you to
email us at PhysicianCompare @Westat.com so that we can diginto your specificcase
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more. And we will remind you that, on slide 35, there are the additional resources with
a number of links to information we’ve discussed today that you might find helpful.

Dana Garay: Okay. Thank you.
Operator: Your next question comesfrom the line of JanetBrier.

Janet Brier: Hi. I'm calling from Professional Orthopaedics Associatesin Scranton,
Pennsylvania. And my question was—and |'ve asked this to regional folks as well—we’re
looking at the 2014 data, but right now, we’re reporting 2016 data that will have a
significantimpact on the 2018—not just the star ratings, but also now reimbursement.
And my questionis:Is there a possibility of getting our informationina more timely
manner, like ona quarterly basis? For instance, the first quarter of 2016 | can look at in
the second quarter of 20167 Since this data that we’re constantly, you know, reporting,
we really have no feedback. | really can’t tell where the heck we are at any giventime
untilit’s well overwith.

Dr. Denise St. Clair: Thank you for your comment. The timelineis currently set through
rulemaking. So for the 2015 data, it’s set to be released at the end of 2016, and the
2016 datatargeted forreleaseis the end of 2017. We are on an annual rollout period.

However, again, we strongly encourage you to review the MACRA proposed rule. There
is discussion of timeline and opportunities under MACRA and MIPS.

Janet Brier: Well, my question, you know, was, Is there a planto provide feedbackina
more timely manner?

Dr. Denise St. Clair: So again, the timeline forthe next 2 years is already set as an annual
release of information per the physicianfee schedulerule...

Janet Brier: Okay.

Dr. Denise St. Clair: ...but we do encourage you to raise your concern and comment

as part of the MACRA proposed rule process. And again, those comments are due by
June 27th,

Janet Brier: Okay. When you look at slide 20, you know, the PQRS measures don’t
particularly pertain to specialists, especially orthopedicsurgeons. So, I'm just wondering

how we will appearin a star rating.

Dr. Denise St. Clair: So first, again, the measures available for publicreporting are
defined through rulemaking, and CMS did take a phased approach to publicreporting.
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And so, the measures— we started with a small subset of measuresthat were very much
focused on more of the primary care activities and heart disease. And that has to do
with the Medicare populationand the largest, sort of, number of physicians who are
reporting early in the reporting process.

And then—so for the 2013 data availablein 2014, we were focused highly on primary
care for groups. And 2014 data that were just released at the end of 2015, that was
expanded to individual health care professionals. But we were still only lookingat an
available subset of about 20 measures that you’ll notice really are more for that primary
care heart disease focus.

Janet Brier: Right.

Dr. Denise St. Clair: And then, the publicreporting plan brings us inthrough our phased
approach. And starting with data available for 2015, which are targeted for releasein
2016, we have a much larger set of measures available for public reporting. So as noted,
we basically have all of the measures in PQRS available for publicreporting starting with
the 2015 year data.

Janet Brier: Okay.

Dr. Denise St. Clair: So that will open opportunities for measures that are available
under the PQRS program. So in— per rulemaking, it is measures within PQRS that are
available for publicreporting.

Janet Brier: Okay, thank you.

Operator: Your next question comesfrom the line of Jake Duby.

Aryeh Langer: Your line isopen, Jake.

Jake Duby: | believe you already answered mine. This is more individual. Thank you.

Operator: Your next question comes from the line of Sandra Scott.

Sandra Scott: Hi. | have a kind of a two-part question. I’'m calling— | have a question
regarding the information in PECOS.

My first questionis:Is CMS consideringany enhancements to PECOS? We are avery
large organization. We have nine tax IDs. We have 1,800 providers. We have almost
400 groups. Managing records in PECOS is not easy; it’s time consuming, and itwould
be helpful ifitwas more user friendly.
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And my second — the second part to it is, is there —the MAC payers don’t seemto be
familiar with Physician Compare. And so we’re more — we’re paper — we sent our
application paper. We do go into PECOS. And we have beeninto PECOS for the last
couple of years. We’ve been doing a lot of work in PECOS trying to update our records.
The problemis that, when we submit our applicationsin PECOS, the MAC payers still
have to go in and they have to approve our application. Well, when we make changes in
PECQOS, they don’tapprove our changes, and so — and for instance, locations—primary
and secondary locations. We took a — it took us a whole year to get through all of our
tax IDs and all of our provider records. They didn’t update any of our records. They
didn’t put — add any of the addresses that we requested they—that they add. There
was other information that just did not — it did not get updated as we requested.

| have asked this question many times. | went to a conference in Texas, proposed the
qguestionto CMS. They eluded the question about Physician Compare. So, | guess|’'m not
understanding. If we’re responsible forthe information to be accurate in Physician
Compare and the informationis coming from PECOS, CMS needsto allow organizations
to be able to update the information.

Dr. Denise St. Clair: We appreciate your comment and appreciate the situationyou’re
explaining. PECOS is operated by CPI. So interms of enhancementsto PECOS, that
qguestion would needto be directed to CPI. Regarding the struggles of gettingthe
information updated and your challenges—your personal challenges of working with
the MAC on gettingthe changes approved, we strongly encourage you to reach out to
us, again, PhysicianCompare @Westat.com, so we can talk with you about your specific
situation so we can see what the opportunities are there.

AlesiaHovatter: Yes, and Sandra, this is Alesia Hovatterfrom CMS. So, CPIl is the
acronym for the Centerfor Program Integrity, and that’s a different branch at CMS
from where we work under for Physician Compare.

Sandra Scott: Yes. Okay. Yes, and we have actually reached out to Physician Compare,
and we have worked— | have worked with a couple of people with Physician Compare,
and they were able to actually —because our information—ourdata—was completely
messed up. And they actually helped us with updating a lot of the information.
However, the problemis that, when Physician Compare is beingrefreshed from PECOS,
because the informationstillisn’tright in PECOS, now, it’s still pullinginaccurate data.
So, it’sjust —it’sa huge struggle for us, for a large organization.

Dr. Denise St. Clair: If you could — again, that would be something that we would like to
work with you on a one-on-one basis because, of course, that shouldn’t happen. So, let
us know if you could, please do reach out to us and we’ll be happy to continue to work

withyou.

Sandra Scott: Okay.

[25]


mailto:PhysicianCompare@Westat.com

This document has been edited for spellingand punctuationerrors.

Aryeh Langer: Thank you.
Sandra Scott: Thank you.

Operator: If you would like to ask a question, pressstar 1 on your telephone keypad. To
withdraw a question or if your question has been answered, you may remove yourself
from the queue by pressingthe pound key.

Your next question comes from the line of Kelly Trombley.

Kelly Trombley: Hi. I’'m calling from Syracuse Gastro in Syracuse, New York. I’ve heard
you talking about the measures and whatnot. We’re a specialty office. Soif | understand
correctly, we won’t show up with the “Clinical quality” tab? Is that correct?

Dr. Denise St. Clair: It depends on which measuresthat your professionals have
submitted—oryour group practice, dependingon if you're reporting at the group
practice level or at the individual clinician level. As noted, for the 20 — the data currently
available, it was very much focused on to the primary care set of measures. But moving
into 2015 data available for publicreport in 2016, they’re — basically, every measurein
the PQRS program becomes available for publicreporting.

Now, again, not every single measure will be put on a profile page. It has to meetour
publicreporting standards. And it may, you know — therefore, some data may not make
the cut for publicreportingin this year, and/or it may be reported simplyin the
downloadable database vs. in the —on the profile pages ifit reallyisn’t well-understood
or resonating with consumers.

But there is the opportunity per rulemaking to make any of the measures availablein
PQRS available for publicreporting starting with 2015. So it really doesdepend on which
measures were publicly report— or were reported to CMS by your group or by the
professionals withinyourgroup, and then the analyses of those measures.

As explained earlier, there is a 30-day preview period for all measures made available
for publicreporting. And as you will often hear from us, once we get close to that
period, we will start sharing information about the preview period. And it will be an
opportunity to see which, if any, of your measures are on the docket for publicly
reporting for the year.

So that’s the official confirmation of you or your group or individuals have measures
available for publicreporting. And we obviously do a lot of outreach around which are
the measures selected for publicreporting, so you can look against what you reported
and see if you’ll have measures for that year.
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Kelly Trombley: Okay. Yes, we report via QCDR for each individual provider, and they’re
all colonoscopy measures. So basically, they may or may not be part of Physician
Compare whenthe new data comes out.

Dr. Denise St. Clair: Yes. It will depend on the measure analysesand if they meet the
publicreporting standards, but the QCDR data are technically available for public
reporting.

Kelly Trombley: Okay. But we — so that aside, we should at least have that green
checkmark?

Dr. Denise St. Clair: Yes. If you satisfactorily report viathe QCDR, thenyou would have
the checkmark.

Kelly Trombley: Okay. Because we did and we don’t have any green checkmarks.

Dr. Denise St. Clair: Again, for—if you have a question about your personal group or
individual situation, please do let us know, again, PhysicianCompare @Westat.com.

Kelly Trombley: Okay.
Operator: Your next question comes from the line of Robert Solfest.

Robert Solfest: Hi. | have a questioninregards to the benchmark. When | = I’m from
HealthPartnersin Minneapolis, Minnesota.

The questionis, it looks like the benchmark isa weighted average of the performance
for the top physicians—perhaps, say, a 95" percentile. How is this top-tier benchmark
plannedto be used or related to the star ratings?

Dr. Denise St. Clair: So, it’s not quite a weighted average. And again, as Alesia pointed
out, there are wonderful linksinthe 2016 Final Physician Fee Schedule rule to a few
seminal articles on the Achievable Benchmark of Care that really do dig into the
methodology. So for those who are interested, that’s a great way to digintothe
details a little bitmore.

In terms of how the benchmark will translate to the star rating, as we mentionedinthe
presentation, we’re currently analyzing the data to assess the best possible approach.
And we are actively reachingout and discussing findings, as we go, with stakeholders.
We heldthe first round of webinars on potential approaches to the benchmark justin
the last — at the end of 2015. And we’ll be continuingthose conversations. So we
strongly encourage folks to keep an eye out for additional outreach and webinars on
that as we continue to analyze the data and think through the possible —the best
possible approach to taking the benchmark in assigningthe stars. So again, do look at
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the Physician Compare Initiative page for more information about upcoming discussions
on that.

Robert Solfest: So, I’'m not sure that my question’sanswered. Sorry, but — so the
benchmark, it soundslikeit’sin process of figuringout how you’re going to use it.
But for a consumer, then, lookingat it, it's meant to represent, say, the top roughly
5 percent performingdocs or the level of — for the highest performing physicians?Is
that howyou’re seeingit?

Dr. Denise St. Clair: So from the consumer perspective, they’re goingto see a star rating.
And they’re going to see that a five-stardoctor is, statistically, performing betterthan a
four-star doctor. And sort of the mechanism behind that will be the detail of the
calculation of the benchmark itself. The benchmark itselfis based on the performance of
the physicians servingthe top 10 percent of the patient population. So that’s part of the
calculation, but actually, the application to the star rating and what’s viewed from the
consumer perspective isthe culminationinthe star rating.

Robert Solfest: So, they won’t see the benchmark itself?

Dr. Denise St. Clair: The benchmark is — we’re still evaluating exactly how the data will
be displayed. Obviously, itwon’tbe a secret. But interms of what is on that profile page
for consumers vs. what’s in more detailed information, say, in the downloadable orin
additional information, that’s to be determined. And one of the key factors in that will
be consumer testingand, of course, discussion with our stakeholders.

Robert Solfest: Okay, thank you.
Operator: Your next question comes from the line of Lou Galterio.
Lou Galterio: Yes, hi. This is Lou. | had you on mute.

| have a question, | also put in writing, that | wonder if you could clarify a little bit with
us. We work — we are a PQRS registry and a QCDR ourselves. And one of our things that
we’re curious about is when physicians — the way theyreport that qualityis PQRS linked
up to their tax ID number. Now, if a particular year goes by and a doctor’s circumstances
change, and that tax ID number’s no longervalid, then the next year, they’re not going
to show up in Physician Compare, and they probably wouldn’t get the penalty either,
because the tax ID numberwould not be gettingfundingsinceit’s — the doctor’s no
longer affiliated withitand then putting their claims through another TIN. So that’s —
and I've actually heard some doctors looking at that as a strategy, too. So, I’'m curious, is
there any action going on where there is some kind of a trail of an NPl that’s linked to a
TIN that’s your normal unit of tracking quality? What happens whenthat TIN keeps
changing? Has there been any thought on that?
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Dr. Denise St. Clair: So, from an operational perspective, thisis somethingthat would
be addressed by the Physician Quality Reporting System because, obviously, the PQRS
program is definingthe rulesaround how data are associated with an individual ora

group.

What we can say from the Physician Compare side is that, as explained earlier, there
does needto be active billingto a TIN for that TIN to be represented on the website. So,
that’s the Physician Compare side, but very much appreciate the issue raised and would
encourage bringingthat issue to the PQRS program. And one way to do that is via the
QNet Help Desk. And we did receive your email and can share that email address
withyou.

Lou Galterio: Well, thank you very much.
Operator: Your next question comesfrom the line of Cathy Grant.

Cathy Grant: Hi, guys. Thank you so much for your call today. And for the folks that’s
interestedin—orthe audience, | would say—the downloadable database, do you guys
have any plans on doinga similarsort of session or presentation for that?

Dr. Denise St. Clair: If there’sinterestin more information on just the downloadable
database, it issomethingthat can be considered, so thank you for that feedback.

Cathy Grant: Welcome.
Operator: Andyour nextquestion comes from the line of Lucy Marini.

Lucy Marini: Yes, | have a question on the CAHPS survey. Is that somethingthat only
groups will seein theirtab, or isthat somethingthat, if youas an office conduct that
survey, it can be reported?

Dr. Denise St. Clair: So, the CAHPS surveys—the surveys of patients’ experience—are
collected at the group practice level vs. at, let’s say, the clinic practice location level. So
if they’re being submitted to CMS at the group practice level (I’'mgoingto just use an
example foryou all on the phone, hi)—so, if you are reporting CAHPS as Dean Clinicand
you are visitingjustthe Sun Prairie, Wisconsin, location, the survey would actually be
reported at the Dean Cliniclevel, not at the Sun Prairie Cliniclevel. So, it is aggregated
to the group practice level, notthe clinic location.

Lucy Marini: So, do individual practitioners have to participate inthese surveys? Or
will the consumers ever, you know — the patients everreceive this survey for them?

Dr. Denise St. Clair: So, the individual —at the moment, CAHPS is collected at the group
practice level only, so thereis currently not administration of the survey of patients’
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experience forindividual doctors. Now, whena consumer gets a survey, it will say, “You
recently were seen by Doctor X,” but that’s simply to put it into the context of the
group. The data are reported at the group practice level.So at this momentin

time, those data are reported at the group practice level, notindividual physicians.

Lucy Marini: Does that mean a certain group size because, | mean, we are a group, we
have a group tax ID with four physicians? Is that — how is that differentiated? I’'m not
sure | understand the difference between agroup that CMS looks at vs. how we identify
ourselvesas a group.

Dr. Denise St. Clair: So — oh, if you’re — if you are a group and you have designated
yourself as a report — you designated with CMS, eitheryou’ve registered as a group
practice reporting option group and you’re going to submit data as a group, then CMS
would see you as such. The CAHPS surveys are officially available forgroups of two or
more. And as a group, you would electto submit those data and you would work with
CMS and the appropriate vendors. There’s additional information on cms.gov about the
CAHPS surveys and administration of the surveysand how all of that works. But that’s...

Lucy Marini: Okay.
Dr. Denise St. Clair: ...something that would be — you wouldinitiate.
Lucy Marini: Okay, thank you.

Operator: There are no more questions at this time.

Additional Information

Aryeh Langer: Okay, great. Well, thank you very much, everybody here in the room. |
just want to remind everybody, if they have any questions or comments after thiscall is
over, you can refer to slide 33 and send an email to the PhysicianCompare @Westat.com
for any other questions.

As a reminder, an audio recording and written transcript of today’s call will be posted to
the MLN Connects Call website. We will release an announcementon the MLN Connects
ProvidereNewswhenit becomes available.

On slide 36 of today’s presentation, you will find information and a URL to evaluate your
experience withtoday’s call. Evaluations are anonymous and confidential. We hope you
will take a few moments to evaluate your MLN Connects Call experience today.
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Again, my name is Aryeh Langer. I'd like to thank our presenters here at CMS. And also,
thank you all on the linesfortaking time out of your busy schedulesto participate in
today’s MLN Connects Call. Have a great day, everyone.

Operator: This concludes today’s call. Presenters, please hold.
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