National Credentialing Forum

MEETING:
  Annual Meeting

DATE:

  February 8, 2007

LOCATION:         Wyndham Hotel San Diego at Emerald Plaza 

PRESENT:
  

RECORDED BY:  Maggie Palmer, MSA, CPMSM, CPCS

	TOPIC
	DISCUSSION
	ACTIONS/FOLLOW-UP

	CALL TO ORDER

Cris Mobley, Facilitator
	Cris distributed attendee list asking for updated information and to add missing information.  Cris reviewed ground rules.  Minutes of the February 2006 meeting were reviewed 
	

	Introductions
	Attendees introduced themselves
	

	UPDATES
	
	

	ABMS

Rob Nelson
	Rob Nelson highlighted a few items to note.  Research & Education foundation has been developed to assist in developing information for organizations.  New website abms.org has been revamped and provides more specific information regarding maintenance and recertification.  The ABMS is happy to accept recommendations for updating website.  New section updated regularly regarding development i.e., maintenance of certification, new cert in Hospice and Palliative Care (collaborative certificate). XML DATA SERVICE was developed and implemented for Katrina and is ongoing to provide online verifications during a disaster.   Data transfer abilities for partners (Cactus, GetProof) to directly connect with ABMS to retrieve information.  Supports industry in dealing with issues in the field and how they can communicate and collaborate.

A question was raised regarding female physicians with gaps in experience due to family obligations and how MOC or AMBS can assist in assessing competency.   The MOC and the boards are struggling with “re-entry” but they are aware of it and addressing it.  FSMB is also addressing this issue.  Both entities will be developing some models.  AOIA has developed some plans to address board eligibility for re-entry…regarding lapses further discussion is on going.

Physicians on probation (Licenses) any talk addressing how to monitor this?

Professional standing – one of criteria for MOC.  Physician could lose certification by not meeting this criteria.  AOIA also deals with these cases on an individual basis.
	Get information on criteria from Rob. (New website abms.org has been revamped and provides more specific information regarding maintenance and recertification.)

	AMA Physician Masterfile

Patrick McDonald

Melissa Basich
	Patrick McDonald stated that in September 2005 the reappointment profile launched was and has proven successful to date.  In 2006 the AMA added the 5th pathway to profile.  (Students who went to non-US medical school and do last year training in US).  Less than 1% of active MD’s have a 5th pathway (7,000).  It won’t say degree awarded it will say “certificate awarded” but it is evidence of completion of MD Training.  Reappointment “folder” is designed to hold the certification record for previous placed orders.   This is tied into the email reminder service in which  notice will be sent for  NCQA at  33 months and  JCAHO is 21 months.  Will not appear in folder until the 21 or 33 months.  

New opportunities would be providing information on Nurse Practitioner Profiles.  Promote the reappt folder system and highlight 5th pathway.

800,000 (900k including residents) active physicians in AMA at the present.  Masterfile has all active MDs and majority DO’s


	Informational only

	AOA Information 

Annette Van Veen Gippe
	AOA maintains all DO information (60k) as well as deceased records to prevent fraud.  AOA accredits the Osteopathic schools, post graduates and CME.  No recredentialing profile but did launch Official Osteopathic profile on line in PDF format along with past history information.  DO.Online.org is a member’s website but you can get detailed information by not logging such as research certification information and training programs.  

Focuses on accuracy and maintain display agent for ABMS.  Work closely with AMA and ABMS.  They are currently working with international schools to see if there is a way for standardization of education.

Handout - DEA new rule for physician prescribing in different states must have a license for each state.  In the case of a relinquishment of Federal DEA if they take one they take them all.  If the physician has a different state license the DEA should be checked for each state.  AMA profile does show different DEA's held by physician.  

AOA will look at adding DEA information to their profile.  

Schedules may also be different from State CDS to Federal DEA.


	Sidebar: recommendation to put acronym listing for industry on website.

Recommendation:  Invite representative of DEA to next meeting.  Possibly ask someone from Region to attend.
 

 

Questions were raised regarding what guidance is provided to the MSP in the office...who polices this information, what do we do with the information if they don't hold a DEA in another state?  Will JCAHO and NCQA provide guidance.   

 

	HRSA/NPDB

Shirley Jones
	Role is to collect information for participant/users/industry.  

1.  Section 1921 – PDS – proactive disclosure service.  Expansion of NPDB.  In process of finalizing regulation in Oct 08.  It will allow adverse licensure action (not conduct related) to come into NPDB…all other practitioners (Nurses, Massage Therapists, OT, etc).   Information is going to be mandatory.  Research has shown that there has been an average of  a 300 day lapse from receipt of report and disclosure to queryier.   PDS will allow organizations that subscribe access 24/7/360.  Practitioner would have to be enrolled and any new reports will be available immediately.  This is a prototype which will role out May 2007.  90k practitioners in PDS and over 200 hospitals.  Eliminates the need to do the 2 year query.  Continuous enrollment takes place of periodic requirement.  Fulfills NCQA and JCAHO requirements.  Once you enroll you get a certificate of proof of enrollment.  Yearly subscription $3.25 per practitioner per year.  

Is Human Resources involved in the service and will this ultimately fall to the MSO to perform because “they know how”.   At this point this has not been fully addressed but if it available they should be working with HR departments to make this information being available.

Physician staffing changes so some leave and some come it is the facilities responsibility to keep the list current.  So if a physician leaves you’ve already paid the $3.25 now you add a new doc in his place you have to pay another $3.25.  Is this beneficial over just paying $4.75 each time (do the math).

 The PDS prototype is targeted for  Spring roll out to all current NPDB participants  and  Section 1921 is expected to be final in the Fall.

Hospitals still only report physicians and dentists.  

PDS – within 30 days of action it should be reported to NPDB/HIPDB becomes more important so compliance monitoring has become a focus and will identify late reporters.  They will receive a notice of non-compliance and allow time for the entity to cure the non-compliance, usually  30 days.  NPDB has not exercised in the past but because of PDS this will be enforced.

NPDB in the past used to post reporting statistics and can this information still be provided.  Majority are malpractice, state licensure, then hospital.    Statistics has remained the same in reporting order.  10000 privilege actions per year but found that amount was grossly overstated.  


	JCAHO: will they address this in the HR standards?

	FSMB & Legislative Update

David Hooper
	Physician accountability initiative.  Presented two take aways

1.  In US trained physician may only receive one year post grad and is never assessed for competency

2.  Status quo is no  longer an option

Medical boards cannot address physician competency alone.  There is little discussion between organizations but there is a change in climate.  The groups need to find a common ground that everyone should support but there was limited coordination (ACGME, ABMS, AOA, etc).  Efforts are being duplicated.  A small work group looked at trends …increasing patient sophistication but there is a difference between what is perceived by patient v. what industry perceives.  Patient more on “beside” issues (behavior).   

FSMB Physician Accountability for Physician Competence (PAPC) was created in March 2005.  Basic purpose was the answer:  How does the healthcare community evaluate and measure the ongoing competence of physicians?  Looked at “scenario planning” to move participants beyond individual interests toward common goal.  Identify the future of healthcare and develop scenarios to be narrowed to 5 basic scenarios and it was evident the status quo was not acceptable.  Physicians need to take an active role in their own competency.  Scenarios most likely to happen by 2020:

· Techno community alliance (get comprehensive description from David Hooper)

· Data Cacophony

· The Federal XXX (removed term)

· Brave New World

· Happyhealthcare.com

Group addressed the implications, measurement, regulatory systems and future system outlook.   Consensus is status quo is not acceptable and collaboration is critical.  Working on a “good medical practice” to assist patients in assessing what they should expect in their care.  Core principals – periodic demonstration of competence (see slide)

Innovationlabs.com/summit (nice graphic with ideas to consider when forming a group/project)

Legislative Update 

House resolution 6289 – Personalized Health Info Act – incentive to physicians who use qualifying PHR’s with their patients.  Designed to promote the use of secure, transportable and consumer controlled personal health records.  

Internet prescribing – Senate 3834 – the online pharmacy consumer protection act.  Imposes registration and reporting requirements  for online pharmacies

FSMB – received grant from HRSA to fund initiative to facilitate license portability across states.  Northeastern region and western region are first focus groups due to portability issues.  Not just if one state grants licensure but also sharing documentation.  

Health IT – HR 6289 Personalized Health Information Act – create public-private PHR incentive fund to make incentive payments to phys. Who use qualifying  PHR’s with their patients.  Designed to promote the use of secure, transportable and consumer-controlled PHRs.

www.fsmb.org/m_grpol.html
	Consumer focused….NAMSS needs to be a part of this to educate consumers that people who track this information at each hospital.

Check National Alliance for Physician Competence for proposal of “good medical practice” – is the NAPC just a proposal?

Requested that all PP presentations be sent to Andy for inclusion on website.



	NAMSS

Carole LaPine
	Committee descriptions are on the website to assist in developing potential leaders at committee, as well as State level.  Stronger relations with States which included the Leadership Orientation in San Antonio.  Asking for State input for strategic plan and consideration of what was missing needs to be tweaked but it proved to be a great session.  NAMSS is also recognizing significant State anniversaries and provide more support through website support amongst other things.

Strategic plan also includes continuing to have strong relationship with industry partners and NCF is part of that.  NAMSS wants to work on legislative so not to react issues but to influence.  NAMSS is working on re-aligning certification test prep, as well as, a new mentoring program to link experienced people with people new to the industry.

NAMSS is also focusing on improving communication so it is  timely and

relative.   


	

	HFAP

George A. Reuther
	Annette provided info since George was not able to attend.  Health Facilities Annette provided info since George was not able to attend.   The Health Facilities Accreditation Program (HFAP) has been accrediting healthcare facilities for over 50 years and over 30 years under Medicare. They are one of  only two voluntary accreditation programs in the US  ( the other is the Joint Commission) deemed by the CMS to survey hospitals under Medicare and their clinical laboratories under the Clinical Laboratory Improvement Amendments (CLIA). 

CMS regs – how do we credential teleradiologists in hospital settings?  CMS has not put anything in writing but HFAP hopes that they will publish a standard soon.  HFAP endorses that each healthcare facility must credential and privilege individually through their process.  Min is license and NPDB.  

Members were queried about what they are doing for credentialing of other than Radiologists (i.e., Pathology, Psychiatry), one response was that international contracts or subcontracts are banned, from a legal standpoint, as there is a limited ability to produce individuals for trials.

Many perform this under a contract and outline requirements in contract.  

Some states have a specialty TR license but many have to fall under the requirements for full licensure in that state...usually have to be US trained.   

There needs to be different credentialing standards for teleradiology v. telemedicine.   But it is coming common for all physicians, regardless if TR may be named in a case.  How are overseas physicians dealt with in negligent credentialing cases?  Hospitals should provide overreads from a liability standpoint.  What is solution?  Not the best idea to do this by “endorsement”.    

Carol Cairns recommends that this group be a catalyst for discussion to bring a combined continuing of what the issues and potential solutions might be for all.  Group agreed that this is worth discussing with Bob Wise.
	What is JC take…what will they be looking for?  Will standard change to follow CMS?

	TUV Healthcare Specialists

Chris Giles
	 Chris Giles presented update on another accreditation organization that was working on deemed status.  Chris has not been able to obtain any further information from this group as they have not returned her calls.  Word is they had to reapply…probably didn’t have enough trained surveyors.  
	Invite representative from CMS.  

	NCQA

Gerald Stewart
	Gerald provided a review of credentialing and other practitioner-related updates for NCQA 2007 Accreditation, and current credentialing topic being discussed internally that may impact organizations.

  
The must significant CR change is the modification of the verification of board certification requirement – time limit: verification no older than 180 days at the CR decision, documentation of expiration date and lifetime certification must be re-verified.

Must be re-verified due to MOC and time-sensitive as lifetime being phased out.  Recertification is beginning to require more didactic information.  Even if not expired it must be re-verified.  There could be revocations.  

Clarification by Rob of ABMS:  If they fail at recertifying they still maintain their lifetime cert (should MSP be checking that and using that for competence?)

Site visit requirement CR 11 – no longer required if facilities have not been accredited, not had CMS or other regulatory review, located in rural area as defined by US Census bureau (must meet all three requirements).  Change due to cost and burden considerations.

Another change for 2007 is the introduction of a physician and hospital directory standard (RR 5).  Health plans are required to have a web-based physician directory that include the name, gender, specialty, hospital affiliations, med group, board cert with expiration, acceptance of new patients, languages doc and staff, office locations.  The requirement is related to credentialing standard and that the organization must ensure the directory information is consistent with credentialing information.

NCQA is currently discussing how to handle the clarification regarding DEA certification (refer to previous discussion).  
Pay for Performance initiatives – Diabetes Physician Recognitions program

Heart/stroke, Physician practice connections.  

Application requirement 180/365 application and exclusion for Medicare Deeming is driven by CMS does not accept the change to 365 days.  


	

	ESAR-VHP

Christopher McLaughlin
	Expressed desire for communications and knowledge sharing between ESAR and NCF.  

Focus on making available resources that can manage and sustain demand for clinical services in the event in a mass casualty.  

Response a tiered structure based on the National Response Plan in order to create an all hazards approach.  The tier starts at the local level through their community coalition, then state level and coordinate state-wide response, Gov request federal government (FEMA) and they assess and coordinate a federal response (US PUBLIC HEALTH, DEMAT, ETC).    HHS will be able to request of the states volunteers (ESAR-VHP) through the state structure.  Provide guidance to coordination.  Moving up the tier is based upon exhausting resources.  

Volunteers would be managed through the state system and support transfer of the volunteers across states.  Issues arise between states and status of volunteers’ ability to transfer and receive liability/workers comp.  

Emergency managements compound – managed through (?) primarily used for equipment and state employees but currently working on including statutes at state level to allow transfer of volunteers as well.  Volunteers need to be aware of different levels of protections as they move through the system.  

Volunteers are individuals but a good point was made whether this would include organizations.  At this time no, it would be covered under different mechanisms.

Another national emergency credentialing component?  Was talk of a portal but there has not been money allocated but would cover “federal” volunteers.  

Estimate of time when national network would be functional?  24 States have various levels of operational abilities but goal is to have at least 30 states up and running by end of 2007.  Targeting high population states but to have every state covered by some sort of program.  Possibly merging multiple states.

What is ESAR-VHP

· Recruitment

· Advance registration

· License and credential verification (States) (clinical privileges, hospital privileges)

· Assignment of standardization credential levels (classify individuals)  Will be releasing guidelines on these levels

· Mobilization of volunteers – states need p&p in place 

It’s federal law to set up the system and the states have been provided 200k to set up system and is tied into cooperative agreements with HRSA.  They can also use funding from HRSA and guidance will require states to demonstrate how they are developing these systems and how the money is being spent.  There is not currently reciprocity to gain automatic access to another states program but a request would have to be made state to state.  

What ever happened to “smart card” approach?  There is still discussion on this issue and there should be some clear identification of volunteers but not sure what it will contain (all credentialing verification information?)  What will be guidelines of what will be shared for “hosting” facilities (or state).  There is discussion on what the industry will accept and move toward policy that they will not have to be re-verified if they come through this system…this will have to rely on standardization and consistency.   Disaster plans should cover how we can get these volunteers actually into the facilities and meet the bylaws of the facility.  

Important item is knowing that the volunteers practice at the highest professional capacity and understand legal protections.  Site using volunteer should have confidence in volunteer competence.  

Credential levels

Level 1 verified active hospital practice

Level 2 verified active clinical practice (non hospital) – employment, private practice, managed care organizations

Level 3 verified state licensure (in good standing)

Level 4 verified education or experience (no verification of licensure or clinical practice) students, retired professionals or other support professionals who are not licensed.

See attachment of credential elements for associated ESAR VHP credential levels.

Core ESAR-VHP Professions have been identified and more are under consideration.  Also identified have been ESAR-VHP Partners and noted that they are interested in including MSP Associations at each State level.  

What are the level of protections for a facility that accepts these volunteers based upon the “credentialing” levels determined by HSAR-VHP?  This is still a grey area but there are some basic level protections (ie, Good Samaritan laws).  Part of what they are requiring is each State much register and verifies the same level of information.  They will be mandating how often and what sources to use.  


	Where is NAMSS in ESAR-VHP Partners list?

What 24 States are participating?  Is this a releasable document?  Try to obtain.  

	PHDB

Andy Lock
	Vision is to close gap between NPDB and what is happening at the facilities.  This gap may be inadvertently created due to hospital politics, and legal issues, etc.  The PHDB wishes to address communication for competency factor of “good standing” practitioners between facilities in a secure environment.  Andy said they are looking at a notification of status changes at other facilities participating in the PHDB.   Another suggestion was to include hospital affiliations that practitioner may not have listed.  Andy stated that this is only possible with high participation and encouraged attendees to spread the word.  Consider "questionable doctors” query to provide fact based information.  

Currently 100 facilities participating but would like to increase number to provide more value.  Participation is free for hospitals who send data and can either charge facilities who query or absorb the fee.  
	

	NCF Charter

Kate Enchelmayer
	Kate outlined the background of the NCF and the call for a charter to be developed.  Impressed the importance of having a low membership to allow interaction and “think tank” environment.  Also including “key” players is essential and critical to dissemination of information.  Each player has a role from implementing/supporting ideas as well.  Suggestion was made to influence policy rather than develop policy.  

Rob reviewed a new concept for consideration.  In review from charter questions arose.  Things of management of money, signing of contracts and what legal risks are associated.  Also mention of ownership but by nature of what we do can be construed as an un-incorporated association.  Level of comfort may change if asked to endorse recommendations.  So the base is there anything we want to change in the charter or operationally?  Membership should be removed and use the word participation.  Proposal is that ABMS foundation is a 503B charitable foundation and could facilitate formalization of the Forum group.  Charter outlines what a Host-Sponsor Organization can do.   It was noted that the charter should be specific that the host-sponsor organization is not the ‘owner’ of this group. 

While some organizations are allowed to come as a function of their job, others noted that without having an organizational structure complete with a charter in place, their organizations question the validity of the meeting.

Participants agreed to review charter and provide input.  Recommendation is to make Host-Sponsor be a volunteer function to protect forum group as well as take into consideration  other groups at the table.    Maybe consideration should be made in using the word “sponsor”, possibly remove from charter all together.  

Agreement was made that a charter is needed and needs to be completed before next years meeting.  

Group also needs to talk more about a new facilitator and planning group for next meeting.  

Maybe we need to define criteria of group composition without being restrictive.   Possibly define roles of facilitator, meeting planner, etc.  

iii


	Kate will assimilate both sample charters together to incorporate suggestions made.  

Need to determine period for review, editing, re-review and then agreement on charter.  First target is 6 weeks from this meeting.

Cris M will rework invitee list to identify past participants who wish to remain and those that have been identified as key contributors or industry influencers.  



	Day End Summation
	
	

	Maintenance of Certification and Quality
	Annette and Rob provided basic background information to generate discussion.  

One of the key questions that certification raises is clinical competence.  Specialty certification has evolved in order to address this question.  While certification has become the standard it is still a voluntary process for physicians.  

All boards have plans for MOC and many have implemented, some pieces may still be in the works.  Certification now addresses quality improvement v. cognitive skills as in the past.  MOC is not a warranty of competence but there has been a process in place to assess the competency of a physician

Qualifications:

1.  professional standing – non-restricted license

2.  Lifelong learning and self assessment – during reappointment cycle demonstrate lifelong learning in accordance to their specialty (CME)

3. Cognitive expertise – MCO is a written exam 

4.  Practice performance – physician collecting information and outcomes on their practice and plans to improve it, if applicable.  Information should show trending in improvement over time in their practice plans.  Very hard to develop.  Each board will have different criteria and may or may not have implemented to date.

We will not have access to this information but will have knowledge that the four criteria above are being met in accordance with each board’s requirements.

Lifetime certification will always be lifetime even with change in criteria for MOC.  Population of lifetime certificates will reduce as physician’s age.   Lifetime certificate holders are encouraged to participate in MOC.  

Cycle of certification is 6-10 years and retest but not as “sub cycles” that have specific criteria to complete prior to recertification.  Certification goal is to be more relevant to competency initiatives.  Analogy of complexity is 10 years ago you may have been flying a Cessna with a few dials and MOC is more like flying the space shuttle with more dials, gauges to assess.

Profiles may show active participation in MOC this is still under consideration.  Institutions will also have to watch to those that don’t recertify or participate in MOC.  

Boards have identified specific criteria for professional standing, lifelong learning  (ie, CME), practice performance (patient surveys, outcomes, clinical practice data – aggregate info, practice improvement modules, case review critique and improvement plans, .  In collecting this data is it discoverable?  Rob stated there are number of safeguards but there is always the possibility of discoverability but has not been the case for test scores and other information the boards collect.

Primary boards are collaborating as well.   All boards are working on set time tables.  

Quality marker to be involved in MOC (move to above)

Define unrestricted license – revoked and stayed and had to go to mandated ethics course…is that considered by AMBS?  FSMB would be alerted but it is challenged with disparities of State to State decisions (ie, state 1 would revoke, State 2 would public reprimand) it is a grey area.  

Hospitals need to be looking at what boards and ACGME is doing to adopt competency measurements/practices and use at the hospital level as well.    

FSMB shares data with AB boards.  Boards review this data for MOC assessment.  

AOA background information provided and update on new initiatives.  Bureau of specialties is an “internal” board system that is not linked to the training institutes but attached to CME programs.  Physicians can download verified CME reports from accredited AOA CME programs.  CME has been based in lifelong learning competencies.  AOA launched clinical assessment program based on NCQA HEDIS.  

MOC outlined by professional standing, lifelong learning (CME), cognitive learning, lifetime is lifetime can recertified voluntarily.  MOC seems to working better than cramming for recertification…the ongoing assessment has shown to be beneficial to physicians.  All boards have signed on to pursue this (EM launched in 2004).  Module based and pass at least 6 or 8 to sit for exam.  Website – specifics of modules are there.  

If osteopaths went to allopathic training the couldn’t sit for AOA boards…but that has changed.  If they were osteopaths only they couldn’t be certified by ABMS as well and they pursued non-accredited boards which are not recognized by either AOA or ABMS.  

AOA has 3 year CME cycles with certain requirements and if not met they can lose their certification.  

What happens to VPMA’s who no longer practice but wish to maintain  board certification (probably to meet facility bylaws requirements)?  The boards are still grappling with  it.  It’s a HUMDINGER.  If they are not clinically active how do they meet Part 4?  
	Send definition of “competent” physician…the 6 competencies. 

(many require CME-can this meet JC requirement…if they are in MOC do we need to show evidence of CME or can we look to MOC?)  

Find out what CAPS acronym is.

	ADJOURNMENT
	
	


MEETING:
  Annual Meeting – Day 2

DATE:

  February 9, 2007

LOCATION:         Wyndham Hotel San Diego at Emerald Plaza 

PRESENT:
  

RECORDED BY:  Maggie Palmer, MSA, CPMSM, CPCS

	TOPIC
	DISCUSSION
	ACTIONS/FOLLOW-UP

	CALL TO ORDER

Cris Mobley, Facilitator
	
	

	The Joint Commission 

Dr. Bob Wise
	Bob introduced himself as the VP –Division of Standards .  Bob stated that the name has changed from JCAHO to The Joint Commission (TJC).

Bob relayed that the real purpose of the MS standard changes is to give facilities the ability to track competency.  Bob realizes the  difficulty is how to implement solutions,  methods and acknowledged barriers to implementation

MS 1.20 bylaws  -  basic review showed that some items scattered within standards should essentially be in the bylaws.  Putting it under 1.2 allowed for clarity to all parties (including TJC).  Standard should be fully implemented in 2008.  It provides clarification of what should be in bylaws and in associated documents.  Regardless of where they reside they must be approved at board level.  

TJC believes strongly in the Medical Staff and location of documents (bylaws, rules and regulations, policy and procedures) should determine where they go as the representative body.  The concerns of paid positions of the chairs may lead to MEC gathering more power due to influence of hospital dollars.  

Biggest debate issues: where things can be and who approves it.  

JTC – if in bylaws the entire MS adopted

Policy & Procedure, Rules & Regulations – MS or MEC

Approval is through the board as it always has

Questions for hospitals to consider when paying chairs are where their alliance lies.  If they are paid will they be influenced to follow the hospitals wishes or the medical staff wishes?

Power of MEC should be under the control of the Medical Staff not the hospital

TJC – Credentialing and privileging – oversight of organization of all privileges will not be implemented until 2008.  Existing methods do not differ for level of competency.  Current system is failing of weeding out incompetence doctors.  Removal of privileges has been by “exception”.  Subjective methods of review predominate.  Conflict of interest in granting privileges still prevalent and usually financially driven.

Improve validity of objectivity and continuous privileging process.   NPDB and FSMB is setting infrastructure for moving to ongoing assessment rather than every 2 years and TJC is following this initiative closely.  Collection and ongoing review is still primitive in many facilities and need to determine how to improve infrastructure to allow ongoing assessment.

Competency beyond procedural (peer references) – i.e. 6 areas of general competencies.  Ongoing Professional Practice Evaluation and Focused Professional Evaluation which is essentially (OPP) looking at it if “is a screening test v. diagnostic of the evaluation of it is right or wrong.    Defined process facilitates evaluation of professional practice.  How is this going to be done and how are the indicators going to be defined and created?  They should be measurable with ease to ensure success and use in privileging decision.  

FPE – being used for competency has been supported by credentials but not onsite experience (1/2008).  All documentation shows you can do it but FPE makes sure the documents say that is why you are able to do.  Ongoing evaluation suggests issues of competency.  

Provisional removed because it suggests a different level of evaluation which isn’t true.  All levels should meet the same evaluation.

OMS develops criteria for evaluation of performance or practitioners on diagnostic level .  Performance monitoring includes: criteria, plan of specific privileges, duration and determining when external source is required (expertise review, conflict of interest).  Need to look at triggers needed for monitoring.  Criteria indicating type of monitoring…can be chart review, proctoring (not mandated process by TJC but hospital).  Measures to resolve performance issues.  

Capability of current information systems

Clinical review when few or no peers – not just lave of but lack of non-related (i.e., family practice partners)

Sensitivity of ongoing evaluation criteria (is it revealing anything new)

flags to initiate focused evaluation

Physicians take active role in chart evaluations when this may prove to be an expensive and unrealistic process.  Trouble now is resources alone but now to implement an expensive process by including physicians…meets standards but is not a requirement.  TJC does not mandate methods/process but feels that the MS should “buy in”on what ever process is used.  

FPPE applied to new applicant indicates that MS should identify in advance the kinds of monitoring…is it what or how to do it?  How they are going to do it may choose certain procedures for proctoring…others may be retrospective chart review.  Also what are indicators that has a practitioner move for OPPE to FPPE – hospital has to set the criteria.  

The OPPE and FPPE should assist with better collaboration between MS and QM as QM collects this data and TJC now says this information has to be shared.  Facilities need to know that the TJC will be consistent and focus on their agenda so the organizations realize that resources need to be allocated.  This will also help MS evaluate their categories and criteria on low-volume physicians.  TJC made a decision that if a hospital continues to allow LVP’s that they should provide the same level of oversight.  TJC can’t police but provides guidance for objectivity and hope the facilities maintain ethical practices.  

A collaboration between TJC and ABMS regarding MOC/competency and using consistent language  to education facilities on intent of assessing competency.  

Hospitals focus on where TJC puts their surveying focus so if there is no focus during survey on MSO the hospital won’t put resources there.

Issue of Teleradiology and credentialing by proxy.  If hospital use outside credentialing standard says “can use”  but CMS questioned standards regarding the acceptance of practitioners that facility doesn’t approve.  MS must have ability to do oversight…MS can only do this if physician has privileges.  Looks like TJC is not asking for oversight.  

Telemed: physician has control over pt through orders that MS should be able to have oversight. |TJC is heading toward “if there is control of the  case you have to go through Ms process.  Teleradiology is different due to volume of practitioners with large vendor base and how do they (and if they want to) share information to all facilities on all practitioners.  How will this affect that industry…is it killing the industry…what is the legal risk of sharing this information?  TJC supports the industry to a number of reasons but will continue conversations with CMS.  How is the interpreted services (ie pathology) different?  Why is it different in CMS eyes?  There is active discussion between TJC and CMS.  


	Is presentation available?

	Competency Evaluation – Educational Presentation/Discussion

"Potential Landmark Case:  Kadlec Medical Center vs. Lakeview Anesthesia, et al"

Diane Oeste, Facilitator

Chris Giles and Andy Lock
	The Kadlec case was discussed.  Some legal firms refer to this to the new “Darling V. Charleston” due to significance of this first case where a hospital successfully sued another hospital for failing to provide complete information in the credentialing process.  

 

The question is it fraud…negligent credentialing? How can this happen when hospitals and physicians receive a signed authorization and release and peer review protections?   

 

Challenges/Risks to Hospitals

· Releasing information about pending or completed disciplinary proceedings for credentialing, employment and peer review purposes 

· Physician may sue hospital and the physicians involved in credentialing process for defamation, infliction of emotional deistress or intential interference with contractual relations

Challenges/Issues for MSO

· fear of legal risks for inadequate responses 

· lack of written standards and procedures on how to respond to requests 

· Reference forms sent are not consistent 

· Understaffed and under budget (MSO) 

· Staff turnover results in lack of continuity and knowledge of historical actions

 Important to note is that liability is remote under the Health Care Quality Improvement Act (HCQIA), Under HCQIA a hospital is immune from damages for providing information unless it knowingly provides false information.

 

How will this address low volume practitioners…who and how do hospitals respond to these letters….what is needed from these letters?  Lively discussion ensued.  

Lots of implications for entities making disclosures in the future on both sides of this issue.

 

Resource American Healthcare Lawyers www.AHLA.org 

 

 
	 

	UPDATES
	
	

	ECFMG

Bill Kelly
	Bill provided a brief overview of ECFMG and what they do.  

Focus ECFMG certification program that certifies foreign trained physicians.  They also offer the Electronic Residency application, international credential services, certification verification service as well.

Bill reviewed the requirements to obtain ECFMG certification from testing to medical education.  Reviewed process for how they obtain PSV of the foreign medical education – degree AND transcript.  

25% of residents/practicing physicians are IMGs.

Future:  Setting up secure website for med schools (1800 international) verify credentials for those physicians applying for US training.   Spring boarding to scanned documents, upload transcripts, etc.

Online PSV due this spring.  

Sponsoring organizations are ABMS, AMA, etc and write policy for ECFMG.  Collaboration with National Medical Board to work on meeting similar standards for ECFMG graduates (see website – qualification such as H&P, etc)


	

	AIM

Lyle Kelsey
	AIM is a National Organization for State Medical and Osteopathic Board Executives to assist and support medical board administrators to achieve administrative excellence and ultimately advance public safety.

Discuss issues that impact licensing board decisions and policy.   DocFinder was first initiative to assist in locating practitioner licensing information.

Working with Citizen AC to improve hospital reporting to the medical boards.

2007 project focuses on State Medical Board Investigator Certification Program.  Seeks to address the need for highly trained medical board investigators in partnership with FSMB.  

Collaboration between AIM and FSMB to work toward public protection.  FSMB focuses on Policy and AIM focuses on operational issues.  
	

	VA, VET PRO

Kate Enchelmayer
	Kate reported that the <GOA> has completed the audit that she mentioned last year and that the report came out recently.  There were three outcomes

1.  Need internal controls to provide the agency to know who was still current on the staff.

2.  Timeliness of reporting to NPDB.  Process in place to improve process.

3.  Confusion about data to be used in provider profiles  - whether or not statute would allow use of certain confidential QA data - which it doesn't .

Education provided to front line MSP’s and evolved to contract to deliver web-based education on practitioner profiles.  Competency, MS leadership (will be mandatory for physician leadership), 

< GAO > did a comprehensive review of the industry while reviewing VA.  

Pilot with DOD and technology interface to exchange credentials between VA and DOD  but no business case to maintain system.  Current pilot running with Indian Health Service to test use of VetPro to respond to mandate from Congress.  


	

	CAQH

Dick Galica
	Involved in administration around healthcare for industry and consumers.  Projects focused on achieving concrete results.  

Two current projects – universal credentialing database and online eligibility and benefits inquiry.  Indicators of success are provider participation, association endorsement/support, organization participation (health plan, hospital, groups), regulator endorsement, software vendors (building functionality to produce application and importing data into systems).

Key challenges for the eligibility and benefits

· HIPAA does not offer relief for the current eligibility problems

· Individual plan web sites are not a solution for providers

· Vendors cannot offer a provider-friendly solution since they depend upon health plan information that is not available. 

Vision is to give providers access to information before or at time of service.

CORE mission – to build consensus among the essential healthcare industry stakeholders on a set of operating rules that facilities administrative inter-operatively between health plans and providers.  CORE does not provide a data base or replicate the work being done by standard setting bodies like x12 or HL7.  

Currently modifying agreement to allow CVO’s to access information on behalf of providers (with authorization from provider).  
	

	Others
	
	

	Meeting Critique
	Feedback on topics was requested.    Participants expressed positive remarks on takeaways and resources to investigate and confirm.  Dissemination of the information discussed was addressed.  Point was made that the participants have to be careful and put consideration into how and what is shared.  The Charter hopefully will outline what the future of the outcomes of the meeting would be and how it would be disseminated.

Impressed and relieved at the level of work ECFMG performs.  

One of the most important meetings for “information dump” from industry experts.  Provides ability to reinforce and articulate information that can be provided.  Provides connection between groups on a more personal level to understand workings of each entity.

Additions are useful and should continue to add groups (ie,  CMS, AHLA).   Possibly look at champions to take information to the people.  NAHQ, ASHRIM, ACGME, ACCME, American Physician Exec Group.  ACHE

National Council of State Nurse licensing

What does NAMSS see – partnership to possibly develop white papers. 

Members expressed that there now seems to be a more common theme…competency.  

Need to bring conversations to the table regarding AHP’s as well.  Low Volume as well as complimentary alternative medicine.  

Worked well….brought issues to discuss not necessarily specific to any organization. 
	

	Take Aways
	Andy could make website minutes password protected.  Include contact listing in secure site.   

Creation of a discussion board on the website to be able to discuss issues as the year goes on.  Possibly shared solutions, ideas, new topics.  
	

	Follow Up Action
	
	

	2008 NCF
	
	

	Charter
	Kate will do revision and consider things that can handle outside the charter (ie, policy and procedures).  Title to investigate would be “secretariat” for host/sponsor.  

Once charter is “approved” and “sponsorship” considered that sponsor would have to go back to corporate to finalize details on their end.

By being explicit in the charter to purpose and participants there is some protections afforded to attendees.
	

	Date
	February was agreed upon
	

	Program Facilitation 
	There  needs to be another program committee and facilitator.  Facilitator gets program together through assignments in committee (delegates).  Facilitator, logistics coordinator, financial handler.

Annette facilitator

· Madeline and Bob

· Andy will do logistics issues for San Diego

· Rob Nelson will assist in any area that need him


	

	Site Selection/Hosts
	Everyone liked Thursday/Friday

1.  History and desire to keep February

2.  Warm climate is plus

3.  Volunteers in location helps


	

	
	Agenda items for future meetings:

· Retail clinics boutique medicine

· AHP’s - State Association of Nursing Boards as an invitee

· Competence as a theme for the next meeting?

· Should we consider inviting a large employer or consumer advocate to get their take on healthcare

· Company that measures patient satisfaction

· Quality people who are going to have to be our partners

· Healthcare institution or academic institute for quality models that are successful.  


	

	ADJOURNMENT
	
	


