National Credentialing Forum - Minutes of Meetings

Spa Resort Casino

 9-10 February 2006

DAY ONE: Thursday, February 9, 2006

WELCOME: Gino Conconi our local host greeted us, immediately followed by a brief round table introduction of all participants. 

UPDATES FROM ACCREDITORS, ASSOCIATIONS & ORGANIZATIONS:

· ABMS: Rob Nelson – The ABMS Board Certifies doctors in the US with the goal of higher standards with the end result of better care. What is going on at board? Patient Safety with e-learning module as part of recertification process. With a grant from the Robert J. Woods Foundation, they have started a program to improve quality care/standards for diabetes and asthma. ABMS has two goals for 2006; one, redesign of website; second, Direct Connect Select as a Display Agent Contact.

· AMA Physician Masterfile: Melisa Basich – New for AMA: Launching Reappointment Profile (not to be used as a PSV tool, but as a double check); Reminder Service (20-24 month cycle); Automatic Incomplete training flag if MD changes specialties and does not complete residency; 5th Pathway being added.

· AOA Physician Masterfile: Annette Van Veen Gippe – New for AOA: CAP program; Universal credentialing form; American Academy of Family Physicians. AOA like the other organizations is also going through a “rebranding” – new logo (Treating Our Family and Yours), new tag line, and new colors. AOA Education summit will be in Chicago – Focus: How are we training MD’s? (Will include ACGME and AMA). Other issues: New Director AOA Medical informatics; electronic health records; lexicons with osteopath society (PERC, HIT) – goal: looking for uniformity. AOIA is AOA’s Profile service/database website. There is a new job board for AOA doctors. AOA has 12,000 DO’s that are Board Certified either dually by AMA & AOA, or by AOA alone. 

· CAQH: Dick Galica – CAQH is also going through a rebranding. Tagline: “Simplify Health Care Administration”. New products: Credentialing data source; core initiate; reduce cost/frustration with healthcare administration; facilitate information exchange; encourage administrative/clinical data integration. CAQH has 280,000 participating applicants. It is growing at rate of 10,000 per month. Standard application with signature changes rolled-out 1/2006. Ongoing sanctions monitoring module is new feature in database with daily updates. CORE Vision: ability of provider to access patient eligibility and benefit information by electronic system. Re-attestation: practitioners go to database three times a year to update.

· FSMB: Tim Knettler – Physician Competency: what is medicine going to look like in 20 years in as far as accountability & competency? Professionalism: Disciplinary actions by Medical Boards & Medical School Administrators (per study about predictors of correlation of MCAT scores or behavior in Medical School and the possibility of future disciplinary actions). Can we educate Medical Students/Residents in a “proactive” manner? Evaluation of Undergraduate Medical Education draft report on website will go to House of Delegates. License Portability: Expedite licensure – common license application form (CLA-F) finalized in 2005 (three states have adopted: NH, OH, & KY). FCVS – the Federations Credentialing Service. Once the profile is established it can be used in any other jurisdiction for expedited licensure. Challenge by FSMB (Tim): How do we show value for good credentialing? In accrediting standards cheaper is not better! Other issues: ECFMG - best practices; Disciplinary Alerts; Disaster Credentialing

· JCAHO: Dr. Bob Wise – Update on Credentialing & Privileging 2006. MSO: Standards of MD’s, raising the bar. Standards can be abused by hospitals. Final vetting of standards will be completed 3/2006. How many people are being improperly privileged (90%)? Goals of valid privileging:

· Create Objective process

· Assess competencies (of MD’s)

· Remove/limit incompetent practitioners

· Monitor/educate questionable-marginal practitioners

· ID top performers (not a top priority)

· Obstacles to Overcome

· Changing from episodic to ongoing review

· Minimizing bias and conflict of interest

· Review beyond technical skills (more than CAN they do procedure)

· Remove misuse of privileging process (mischief has to be decreased with use of standards)

· Distribute results to appropriate area (get information out to individuals with interest

· Initial credentialing (proposed addition) Peer Recommendation:

· Interpersonal skills

· Communication skills

· Professionalism

· Performance monitoring used (big changes here…)

· No organizational track record exists

· Questionable performance

· Process is defined and includes

· When conducted

· How is it conducted

· Determination of duration

· When external sources are required

Related issues: Level of oversight - increased use of proctoring, future use of simulation (can it be used to determine competence?); low-volume procedures (may never get out of monitoring performance – can be expensive for ongoing monitoring); Peer review; Reports to NPDB. Maintaining privileges – for oversight of privileges in good standing; ongoing evaluation; question of performance ( screening test if someone “pops up”, they will go into “performance monitoring” mode. Methods of oversight; frequency of oversight (not daily, but how often should it be? What is your policy?). Limitations of oversight: Ability to collect (and collect right information); Analysis; finding possible outliers; objective review. 

Future areas of consideration: Impact in “equivalency process” for PA/APRN’s. Since 9/11 Medical level of care and surgery has increased this need (thus they must also go through privileging process – needs discussion with CMS).

Disaster privileging: Group interest in pre-event credentialing (ESAR-VHP). 

· NAMSS: Steve Hartley – Two defining words for NAMSS: Change and Transition. During 2005 there was extensive internal review with a set recommendation for new strategies/focus:

· A change of management companies (Smith-Buckland) 

· A move to Washington, DC

· Full-service contract with Smith-Buckland to help them move forward strategically

New Website features on way. Strategic planning includes 3 goals: 

· Enhance services to Internal constituents

· Education

· Certification process

· Work group with action plan

· Salary survey (helpful to members)

· Effective external process

· Partner with external environment

· Develop alliances

· Government relations

· Realignment of governing structure to better achieve goals #1&2

· Bylaws with key changes

· Realignment of board structure

· Elected membership by all members

· Pragmatic approach with __________________

· Create leadership opportunities

· NCQA: Frank Stelling – 2006 Credentials Standard Changes: 

Timeframes on application has changed from (valid from date of signature): 

· MCO’s from 185 to 265 days

· CVO’s from 120 to 305 days

Provisional credentialing used to be only after coming out of Residency; now: any NEW physician coming into MCO must have provisional credentialing. NCQA is promoting three new Physician Recognition Programs (HEDIS measures to encourage increased quality care and decreased cost). One of doing this will be recognition of doctors (paid) for performance. Three cardinal principles:

· _______________________

· Evidence-based standard

· Program will be voluntary

Improvement in diabetes (DM) of patient’s in program with these recognized doctors. DM Physician Recognition Program-Evidence-based standards used in physician’s practice. (2,000 practitioners have gone through the program at this point). In the Heart-Stroke Recognition Program, 150 participants have completed the program. Evidence-based practice is being rewarded. (Frank wins “good sport” award for presentation without slides!!)

· HRSA/Practitioner Data Banks: Betsy Ranslow – All entities will be going through a “re-registration” process every two years. Recent changes include:

· Historical summaries of queries/reports

· User resolution of duplicate subjects in database

Upcoming System Changes:

· Proactive Disclosure Service (PDS)

· Alternative to current querying service

· Requires initial query

· Registering & de-registering practitioners (batch or individual)

· Enrollment confirmation

· Report notification within one business day

· On demand audit reports for accrediting organizations

· Financial reconciliation reports

· Meets 2 year query requirement because essentially the querying goes on 24/7/365

· JCAHO supported as acceptable alternative to direct NPDB query

Section 1921 (Old Section 5): Should be available 17 April 2006. NCQA, URAC, JCAHO; any actions against an entity will be in NPDB. Enhances NPDB as it adds new reporters and queriers, but does not change who must and may query and report to the NPDB. Benefit of 1921: Adverse licensure taken against all health care practitioners similar to actions currently reported in HIPDB. Timeline for reporting to 1921 remains the same as those for NPDB. Retroactive reporting will not be required. However, they will accept reports back to January 1992.

Other upcoming activities of importance:

· Compliance activities 

· Outreach activities

· One day sessions with dialogue “what’s working, what’s not?”

· Med-malpractice payment reports

· NAMSS annual meeting

· NCF presentation

· VA/VetPro: Kate Enchelmayer – Brief update on what the VA/VetPro has been busy with over past year. VA has 152 hospitals, 120 Nursing Homes, more than 1,000 clinics. Of their 24 million enrollees, five million are treated every year. They were greatly impacted by Katrina; it tested the VA’s disaster credentials. They were able to partnership with FSMB, ABMS and other organizations to quickly move practitioners into service. Other news: they implemented some statutes from 1999. Anyone requiring licensure (there are 16 categories); if they have license terminated for cause or surrendered for potential cause, they may not be employed by the VA. 39,000 doctors were credentialed; only 9 need further review, and 6 received notification to surrender their license. 
· TUV Healthcare Specialists (TÜV): Chris Giles – An entity that is attempting to become another accrediting processor for CMS (like JCAHO). National Integrated Accreditation for Healthcare Organizations (NIAHO) was established in 2004. They will be the first agency to combine CMS standards along with the ISO 9001 standards. They will determine incorporating various standards and equivalencies into the survey process including:
· Composition of survey team
· Process comparable to state in frequency and ability to respond to complaints
· Process and procedures for monitoring non-compliance of facilities
· Timely responses to facilities needing plans of correction
· Electronic capabilities
· Financial viability
· Legislative Update from FSMB: Tim Knettler – 
· Eleven states have portable Telemedicine licensure available; otherwise everyone else needs full and unrestricted licenses in each state that they practice Telemedicine.
· Biometrics – still determining what is reasonably required
· FCVS – passport or certified copy of birth certificate; will send back in certified mail
· There are a growing number of states with telemedicine. Question: are the licenses being “tagged” special (or that it is a telemedicine license) for the growing number of doctors with multiple licenses. How do you know whether it is a telemedicine license?
· Criminal Background checks: Example – NV AB208 which requires that a physician attempting to get a medical license must first submit to a criminal background check. This bill is going forward progressively, as the MD’s already licensed in NV will have to all undergo criminal background check as well, and if something shows up in the check, the MD will be denied licensure or in the case of an already licensed doctor, the license would be revoked.
· Criminal Background checks: also being conducted in MS by the State Board of Pharmacy at the University of Mississippi School of Pharmacy.
· Credentialing Verification Update: Linda Haack, Aurora Health Care CVO – Spoke to “Online Verification progress, challenges and recommendations. Also addressed futuristic “Paperless Credentialing” which is slow going and needs a lot of improvement, with recommendations to propel credentialing towards these goals: Publishing best practices; software development collaboration with vendors/users; more learning opportunities with this type of technology. Other issues addressed:
· Disaster credentialing was addressed. Problem: state specific – it is difficult for practitioners to cross state lines. How do we back-up online systems when there are breakdowns because of disasters? 
· Timeliness of credentialing: NTIS can sometimes take over one month to get information to verifiers. Boards get data to ABMS faster; however, there is a lag time there as well. Some organizations still insist on “snail mail” delivery options
· Allied Health Practitioners: Often difficult to find licenses, certifications and education (technical schools, etc.)
· Criminal Background checks for every state the individual lived in over the past three years
· Credentialing: Enhancing Mutual Accountabilities-What Role for CVO’S?: Dr. Alfred Buck, Edward Martin & Associates, Inc. -  There seems to be two trends for the NCF Conference:
· Increased use of credentialer’s products 
· Risk piece should be addressed “proactively”
Two things have come out of the woodwork: 

· Federation Data (December): 25% of MD’s newly entering US marketplace are non-LCME graduates (risk, credibility, system refinement, etc.) It is a staggering figure
· December JCAHO report aggregate sentinel event: 3,000 consecutive (awful) sentinel events cumulative over 10 years: 20% of RCA’s were related to Competency and Credentialing issues
Basic communication in the field needs addressing in all educational efforts we are involved in (about credentialing, privileging and appointment). Despite market hype, the credentialing piece has a critical “preparatory role”. What can a CVO do? Risks are real:

· Errors/negligence: we are still appointing frauds

· Ambiguities about “recommendations”

· Misidentification – (all the electronic transfer assures we know who we’re looking for)

· Statements of findings:

· Non-LCME schools (there should be caveats)

· Discovery of performance risk factors (how do you deal with and record?)

· Management of potentially adverse disclosures (where does the CVO fit in all this?)

· Sentinel event analysis

· Relationships between CVO and customer (internal/external) Challenging Problems for CVO’s: Maggie Palmer, Scripps Healthcare – Problems plaguing the industry:

· All or none

· Redundancy, duplication, overkill

· CVO’s asking for things outside of their agreements

· Cost & resources

· Urgency Credentialing (late senders) with setbacks; not fair to those who get their information in on time

Chris Otto, CheckPoint Credentialing – Issues:

· Meeting terms of contract with clients (corrective action, possible litigation)

· Online monitoring – if you’re not connected, you have to do it manually

· Expire-able documents

· Timeframes being maintained (especially with so many disciplines)

· FSMB, NPDB, ABMS and CVO entity contracts allowing CVO to send information to client

· Red flags – it is a huge responsibility for CVO to do follow-up of negative peer review findings (Applicant does not cooperate with CVO, CVO notifies client, client does not follow through…money has been paid, NCQA timeframes are being run over)

· More and more organizations are charging to PSV their information

· PRIVILEGING: Issues Related to Temporary Privileges, Expedited Credentialing and Fast-Tracking: Vicky Searcy, Searcy Resource Group – Privileging issues: what is working, what is not? Mostly missing JCAHO standards that don’t specifically guide medical staff offices in these situations:

· Temporary privileging – e.g. locum tenens

· Expedited privileging – usually expedited only for the governing body, not necessarily the medical staff

· Fast-Tracking – the applicant can go straight to the committee without passing the credentials circuit

There seem to be a lot of hospitals that are trying to “get around” the standards to do their temporary privileging in a day or two. There seems to be a problem with failures to plan for staffing needs. JCAHO does not cover all reasons why hospitals need to grant temporary privileges (for example, visiting professor).

Credentialing – Core Privileges: Lynn Buchanan, Buchanan & Associates Consulting – What is working: Increased focuses on competency-based privileges and the privileging process. What is NOT working? 

· Core privileging 

· Concept not clearly understood – hospitals not defining what “core is”

· Cores should be “setting specific” 

· Expectations listed in the various cores are unrealistic

· Criteria vs. Competency vs. Evidence-based privileges

· Often the criteria is left vague so the hospital can do what it needs to do (thus usually not measurable)

· Raw data is not specific

Physicians must be able to provide evidence of competence, they cannot when the criteria is vague. The criteria must be measurable and applied uniformly. (Samples of three privileging requests that went from bad to better exhibiting core measures and how they need to be documented during privileging procedures included with presentation.)

Low/No Volume Practitioners Membership vs. Privileging: Carol Cairns, The Greeley Co/PRO-CON – Problem: The practitioners such as Cardiologist or Surgeons with High Volume specialty, or the Allergist or Dermatologist with Low Volume specialty; both with low/no volume at the facility. Department Chiefs are not assessing their staff. Often peer recommendation is the only information facilities can rely on.

Solutions: Need a system designed whereby doctors can request what they need. There should be criteria-based forms. There should be a demonstrated competence for their specialties being privileged. Family Practice, Internal Medicine & Pediatrics don’t come to facilities because of Hospitalist.

Current events or trends: Hospitalist/Intensivist; criteria-based privileging with required currency of competence; surgical residency will change dramatically in future because of sub-specialties.

Practitioner Hospital Data Bank (PHDB): Andy Lock, WIN Staff – Introduction of an automated querying response system that will give hospitals the ability to confirm that a physician is on medical staff at participating facilities. The information is considered Primary Source as each hospital has signed a “Primary Source Acknowledgement” attesting that the data bank information is akin to obtaining a “hospital roster”. 

NCQA and JCAHO accept this as primary source qualified.

DAY TWO: Friday, February 10, 2006

· PEER REVIEW: Data Collection and Case Review: Sheryl Deutsch, Quality Management Options; Diane Oeste, Maryvale Hospital; Bonnie Conley, Trinity Medical Center – Common definitions:

· Peer Review – peers looking at peers (more encompassing term)

· Focused Review – Individual case or practitioner

· Medical Staff Performance Improvement – NOT paid for performance, but all those activities that build a quality profile

· Quality Profile – not the aggregate data, but practitioner specific

PROBLEM/SOLUTIONS: Relates to database creation that will serve the reappointment process with a profile that can create a feedback report on practitioners.

What was done: Formed a task-team including Pharmacy, Quality, Medical Records, Infection Control, and a Physician “champion” to analyze how data was collected & reported for MSO. Access data base was built that linked all “concerned parties”, with recommendations of indicators & benchmarks being given to each medical staff department. This was done with input from other organizations to make sure that they were within the “standards of the community”. Bottom line turns out to be: Data Base gives facility endless possibilities to keep currency; to act as repository; unlimited access to all parties in network; real-time reports; and elimination of manual reports. BOTTOM LINE: Purpose is for a quality/performance profile. 

Key components of a focused (peer) review process: Peer Review is small part of QI. JCAHO has identified key elements:

· Investigation (gathering information, involvement of practitioner, external review)

· Determination/Conclusion

· Action

· Right to appeal

· Timeframes

Some issues surrounding Focused Review: Getting Physician involvement; confidentiality; standardization of process; external review; lack of formal training; multidisciplinary approach; and what hospitals fear (headlines in the National Enquirer)

· Chris Mobley: Questions for NCF

· What is our goal, what are the issues and our recommendations?

· How can we let NCQA, JCAHO, or other organizations know “softly” of what this “think tank” has come up with as recommendations? (In order to get information back to the people…)

· Who is going to volunteer? How will we make it happen?

· Opal Reinbold (NCF facilitator 2006): Identified that there should be a “work product” from NCF. Possibly an Advance Management Tool Kit, to get work product from this large group of individuals; focus groups to “flush” ideas out. 

· Are there guidelines that we would like to consider for the broader agencies? (JCAHO)

ACTION PLAN:


Best Practices

     Technology:
   What’s out there? Sample RFP’s, Industry Guidelines

     Educate:
   Critical! Time, money, resources; need to develop education piece to show:

· Who needs education (what is population)

· Webinars (high tech, but expensive)

· Conference calls with power point

· Edge-U-Cate

   Work with PSV for timeliness, responsiveness, standardization (have to be cost effective)

   NCF – National Education Symposium for all licensed individuals. Establish standards for what        credentials should include (HR should be included in this education). 

     Setting Standards: White/Position Papers – getting guidelines out to industry. NCF should do guidelines:

· What should be included in peer or reference letter

· Criminal background checks (what would it include: when, why, how?)

· Recommendations to FSMB (e.g. privileges delineation from what should core competencies be)

· Criteria for excellence program – an annually awarded “Credentialing Excellence” award for organization to “aspire”

· Position Paper on electronic signature

· Public awareness of qualified practitioners who are out there, and who should be credentialed

· Formation of a “toolkit” to be used by HCO’s to teach MD’s or others, about credentialing, quality, etc. (could be used in Residency Programs)

     Technology:  

· Promoting electronics

· What is out there

· What is coming

· Develop guidelines

· Toolkit (What is available; what can it do for us; who has used it; what are the pros/cons; what does it talk to?)

· Promotion of development of a central database for AHP. 

· Promote Universal Application

Liasons:
1. Medical Boards (Standard applications, standard approach to licensing, include AIM, FSMB impact)

2. AHP Forum (before they knock us out)

3. NAMSS, The National Association for Healthcare Quality (NAHQ)
4. Further develop strong affiliation with CAQH

5. ECFMG – move to put verifications online

6. Primary Source “round table” – task force to identify issues, further development of national practices

Credentialing:
        Develop model system based on evidence-based criteria

· Identification needed

· Design project (demo)

· Collect cognitive and invasive skills (minimum) from AOA, ACGME for post doctoral (per specialty)

· Pull together logical groups (who would we work with, we need “buy in”) – Certifying Boards; educators; special organizations (NAMSS, NCF); doctors

· Develop criteria

· Develop funding requirement

· NCF would be a catalysts for change

Second NCF Project: Promote standard for Criminal Background Checks (initial and re-appointment, for U.S. & International. Law enforcement: State, Federal, Licensing Boards (VA, MD, FL, not FSMB)

What is the hospital going to look like in 2025? Who values what? Exercise with various groups – these are the issues that are enumerated by importance:

1. Technology

2. Best Practices

3. Standards

4. Liaison and Credentialing (tie)

5. Education

6. Criminal Background Checks

Vicky Searcy: Where is NCF going next? What happens when it is over? Purpose of discussion is the future of NCF. We see a lot of needs – but how does it “happen” from this group. From the history of NCF – what is the future direction we should take – what do we want to evolve into?

This is NCF’s 11th meeting. It was started in 1995 beginning from Medical Societies (MSCVOA) special interest group of the American Medical Society of individuals who were doing PSV for their counties or states. Issues started arising that caused this group to meet. They met annually and started to call themselves the NCF in 1999. AMAP project – Medical Societies first, commercial CVO’s were invited later. Members of the MSCVOA were in liaison with JCAHO, etc. Thus, the members would take their meeting’s “agenda” back with them. Representation has gone up and down over the years. 

Bottom line: we would like to be viewed as a “catalyst group”. We can impact organizations by our round table discussions (e.g. Rob Nelson, ABMS taking suggestions back with him). 

There is “role-confusion” for those who are not in a Medical Staff Office (MSO). One problem being: a lot of people don’t know who NCF is.

There is a clear relation between NCF and NAMSS. This agenda has to be NAMSS’ agenda as well. Is there a plan at foot to take distillate of sheets to present as program feature at a NAMSS conference? Membership at large: to vet at national meeting. NCF should be a part of NAMSS annual conference permanently (recommendations coming out of NCF). 

Group needs to have a formal charter – Kate Enchelmayer  has volunteered to draft it. 

All organizations that come to NCF have to “share” their take-homes (ABMS, AOA, FSMB, NCQA, etc.)

· Cutting Edge

· Lessons Learned

· Networking

NCF’s Visions/Outlooks: 

· Networking with people who want to make a difference in the credentialing industry

· Networking with the “experts” in the field, and building relationships

· Policy development

· Being a part of change

· Credibility as a consultant

· Establish relationship with entities that drive “Standards of Industry”

· Information to NAMSS Educational Development

· Absence of bureaucracy (thus we can accomplish a lot)

· Continued leadership role

· Ability to educate about what (AOA) is, experiences can be put on the table (such as streamline credentialing and improved quality of care)

· Diversity of this setting and what each individual brings to the table

· Helping/bettering health care community

· Better prepares for future through planning

· Defines what our role is, and what our roll-out should be

· Common language – being able to speak on same page

· Opportunity to share and impact on quality

· Stakeholders reassurance where bar has been set

· Cutting edge of information of what should and is being done

· How does that fit into my organization?

· Answering questions for others

· Information sharing and gaining

· Opportunity to be catalyst/influence standards

· Cross-pollination of ideas among the various organizations

· Come to hear other visions

· Share problems

· Get energized 

· Come back with future direction

· Offer expertise

Charter: You may have to be ready to give as much as you take away. How do you limit and yet get all the “players” to be here without blowing up to a 300 person forum?

Could minutes become article for synergy (NAMSS)? 

Other ideas: Press releases; specific letter “we missed you”; special out-reach to organizations we want to attend; (Charlene McGeever will contact ANCC; Annette Van Veen Gippe will contact ECFMG; Betsy Ranslow will contact CMS & AHA for possible attendance at NCF 2007); articles in databanks; information sheet (not a commercial, sharing information)

Opal’s suggestion: Conference call mid June after “draft” Charter has been passed around for perusal for a “pulling together” at that point. Also recommended: NCF update should be done at NAMSS. Information garnered at this forum needs to be shared beyond this group.

Consideration of sites: Possible Dallas, TX? Date: 8-9 February 2007.

