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On behalf of the 5,000 cardiologists in privategige and within integrated organizations acrossciuntry
that we represent, the Cardiology Advocacy Allia(€8A) submits the following observations about radg
items for the National Committee on Vital Healtlat&ttics (NCVHS) Subcommittee on Standards at the

November meeting.

CAA’s mission is to support the sustainability bétcardiovascular professional regardless of masttting.
CAA represents the common interests of the cardimyar patient and professional on such issues and
encourages its members to advocate for their gatérd their practices. CAA member practices devote
themselves to continuous quality improvement amdbgschmarking data and other tools to ensurefibgt
are offering the highest quality care to their @atts. As such, the super majority of CAA membersha
electronic medical records and already have atiiaime meaningful use threshold for Phase I. Furthany
CAA member practices belong to MedAxiom, Inc., anwek that provides detailed feedback on how pcasti

compare to their peers for more than 300 cardiofwrggtices, representing over 5,500 cardiologists.

Claim Attachments
According to our many CAA members that participat®edicare’s Physician Quality Reporting Initiagiv

data reported by the Centers for Medicare & Medi&rvices on their quality indicators is incomgland
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inaccurate. These observations are consistenttimtfindings of the Government Accountability Ofim
their August 2011 report “Medicare Physician Fee&ldd&rogram: CMS Faces Challenges with methodology
and Distribution of Physician Reports.” This istjoge example for why the industry must move tea-time

clinical data transaction standard for sharingudlity indicators.

While CAA supports pay-for-performance standardd #re based on clinical — not claims — data, thsre
an easy way to transmit this clinical data todagtdad, this type of granular information is drappe paper
and copies of medical record information then i® sierough the mail for health plan review. Orglilith
MedAxiom data, it is shared through a separate pegtal and requires manual intervention to perform
comparisons. Without a comprehensive final rulé #uaresses how medical record chart abstractsywa
even originate in an electronic medical record, lmamransmitted privately and securely through a
standardized electronic transaction, true clintizgh sharing cannot be achieved. CAA recognizdgtiba
Attachments Rule is only one part of the qualittadaterchange, however it plays a significant aosled must

consider how this type of data may be shared.

In addition, CAA supports specialty-specific appiafeness criteria such as those of the Americdle o of
Cardiology to address inappropriate imaging whilsuging that patients get the care they need. Tédiddre
Improvement for Patients and Providers Act of 2838 requires that a study be conducted on thednhtpat
appropriateness criteria have on imaging utilizatibhis data is stored separately in individuahdlgghouses
that today are organized by specialty. Thus, asrard physician could report information to mulépl
clearinghouses that are unable to integrate datewAconcern for interoperability for appropriatemeriteria
and prior authorization clearinghouses looms asidéed evaluates the use of these advanced imaginigze
coverage control tools. Yet, it remains unclear hiois information could be shared with Medicarettoy
ordering physician to process a related healtimcl&ior example, how would a physician tie their
appropriateness criteria evaluation informatioth®evaluation and management service where tremadd
image was ordered? Presumably, this informationldvbe shared through a secondary transaction anby

attachment to the claim.
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Lastly, in the private insurance world, radiolognlefit management (RBM) companies are often used to
facilitate the prior authorization of advanced inmagservices. RBMs say their prior authorizatiogigi®on
pathways are based on quality indicators; howetiey; liberally interpret national guidelines in éaof not
covering tests and refuse to share their decisiaking guidelines with physicians. To date, the tetetc
dialog to facilitate prior authorization is nottarsdardized transaction or data set. Both the rmdition
submitted by ordering physicians for prior authati@n and the response by the RBM must be starmatdo
enable better coordination of care and claritylanhealth plan rationale for denial of coveragenfiedical
appropriateness. The response must be granulaglenmnowlearly identify what national guideline wased

and why the order did not meet the criteria forerage.

On a related note, the nomenclature used for aliede transactions must also be standardizedyTqdality
metrics and prior authorization programs use incoegt medical terminology. CAA strongly recommends
that NCVHS adopt the SNOMED medical nomenclatuaedard for all these future and updated transagtion

and standards so that health plans, venders aniipsamay compare data consistently.

Enrollment Forms

The CAA supports efforts to streamline and standardll physician enrollment or credentialing preses
and encourage movement to electronic transactisrfCAA members move into integrated practices, \se al
ask that the NCVHS Subcommittee consider how d&delgeredentialing, where the hospital completes thi
process on behalf of the physician, can be fugtardardized. Lastly, we ask the Subcommitteesio al
include hospital privileging in the scope of stamiization as the process evaluates nearly identical

information as a health plan credentialing review.

Claim EditgPlan Payment Rules
Today, CAA members spend a great deal of time apdrese on evaluating how claims were processed and

why coverage was denied. This time could be befient on direct patient care. CAA implores the
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Subcommittee to evaluate how data and transadi@malards can be strengthened to provide consistent

responses across health plans that are predietallransparent to the physician and their offiaé.s

An example of opportunity in this area is to pravhiealth plans usage conventions of Claim Adjustmen
Reason Codes (CARC) and Remittance Advice Rematde€(RARC). Today, each health plan has very
broad guidelines on when to use each CARC and RAR® directs the Subcommittee to review and expand
upon the work already achieved by the Minnesota iAthtrative Uniformity Committee for the

standardization of CARC and RARC use by healthglan

Vendersas Covered Entities

Today, cardiology practices are struggling with euous implementation considerations such as thptiato
and use of 5010 and ICD-10. CAA member practiclysam their venders to meet and exceed the stardard
within the deadlines established by Congress andH& However, these venders are not held accowtabl
the same level of compliance as CAA member pragticstead, all compliance concerns are borne dy th
medical practice or health plan. Therefore, CAAgly urges NCVHS to add clearinghouses and so&war
venders to be within the scope of the coverediestihat must comply with the health care dataaeds
transaction standard regulations. This change eages the universal accountability and engagenfahto

entire health care community in the establishmapdating and sun-setting of these standards.

On behalf of CAA, | thank you very much for the opjuinity to share our thoughts with you today. CAA
realizes that NCVHS is called upon to accomplisiexdnemely difficult and complex task to addressdards
for health care transactions and data sets. Outbmenand staff are available as resources as yauie®& and

address these critical issues.
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