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Last month, the Centers for Medicare and
Medicaid Services (CMS) officially

launched what may be a test run of a future
pay-for-performance program: the Physician
Voluntary Reporting Program. 

The goal of the program is to get physi-
cians to submit process and outcomes data on
16 quality measures, which range from doc-
umenting whether a heart patient is taking
aspirin to checking an elderly patient’s fall
history within the past year. (The list of
measures is online at www.acponline.org/journals/

news/may06/pvrp.htm#measures.)
The CMS plans to use the new program

to fine-tune the measures used and the
reporting process itself, looking forward to
when Congress may mandate pay for report-
ing or pay for performance within the
Medicare program. While the voluntary pro-
gram comes with no payment incentives,
participating does give physicians a relative-
ly trouble-free way to get some experience
reporting performance data. ACP worked
with the CMS to influence the measures
selected and the program’s reporting mecha-
nisms.

Trent Haywood, MD, JD, the deputy
chief medical officer of CMS’ office of clini-
cal standards and quality, helped put the pro-
gram in place. He recently spoke with ACP
Observer.

Q: How did you choose the 16 meas-
ures? 

A: We looked for those that had prior
consensus. We looked at the AQA [Am-
bulatory Care Quality Alliance] for the
ambulatory measures and the NQF [National
Quality Forum], which has endorsed meas-
ures for specialty care. 

Q: Do participating physicians have to
report on all 16 measures? 

A: No, they can pick and choose.
Different measures apply to primary care
physicians, emergency department doctors,
nephrologists and surgeons, so they’re not
pertinent to everyone.

Q: How do physicians report data on
different measures?

A:We’ve developed worksheets for each
of the four specialties. During the patient
visit, a physician will go down the worksheet
list and check off information relevant to
that set of measures. When billing staff pre-
pares the claim, they’ll use what’s checked off
on the worksheet to note CPT II or G-code
information on the bill. Then they submit
the bill—not the worksheet—as usual. 

Q: So physicians can use CPT II codes
to report?

A:Yes and no. We wanted to get this pro-
gram started—but there weren’t CPT II

codes available for every measure. So we
devised G-codes, which are temporary. 

However, on five measures that apply to
primary care physicians, doctors can use
either G- or CPT II codes. Those measures
are checking hemoglobin A1c levels; check-
ing LDL for patients with diabetes; achiev-
ing blood pressure control for diabetic
patients; prescribing angiotensin-converting
enzyme inhibitors for heart failure patients;
and administering a beta-blocker at time of
arrival for acute myocardial infarction. 

Q:What’s the benefit of using G-codes?

A: They allow us to target a broader
range of physicians, both general internists
and subspecialists. But one benefit of CPT II
codes is that both commercial and Medicare
payers accept them, so we may phase out the
G-codes eventually. 

Q: How do physicians note if an eligi-
ble patient shouldn’t be included in his per-
formance data?

A: Each G- and CPT II code has an
exclusionary code to let the CMS know
whether the patient should be excluded from
that report. Physicians can note whether ex-
clusions are clinician-determined, patient-
based or systems-based. 

Q: Do practices have to update their
billing software to participate?

A: Our goal was to have physicians be
able to report without any such modifica-
tions. But some practices have said their
clearinghouses, which batch and send claims
to the CMS, are charging more if there are
more than five lines per claim. We are work-
ing with physicians and vendors to address
these issues when they arise.

Q: When will physicians receive their
first feedback?

A: If they submit before June 30, they will
have a report back by year’s end. The CMS
will generate reports at the level at which
physicians register to participate—at the
individual or group level, based on tax ID
number. Physicians will get feedback on both
their reporting and performance rates. 

Q: Why should physicians participate? 

A: For one, the ABIM is allowing physi-
cians to use this performance data to receive
credit toward meeting its practice perform-
ance self-assessment requirement. More
broadly, doctors want to know how they can
influence policy. This gives them the oppor-
tunity to give direction to a national pro-
gram. ■

Members. “Having positive role models is the
biggest factor in encouraging medical stu-
dents to become internists.” 

Reversing the trend
Experts warn that the flat interest in pri-

mary care has far-reaching implications for
the aging U.S. population. Within five years,
the first wave of 76 million baby boomers will
become eligible for Medicare, while the pop-
ulation of people over age 85—those most in
need of chronic care—is expected to rise by
50% this decade. 

“We have to really define what the
workforce needs are for general internal med-
icine and make it clear that a shortage both
now and in the future will really pose signif-
icant difficulties for patients,” Dr.
Weinberger said. To that end, the College is
working with other internal medicine groups
to bring about sweeping changes.

An ACP position paper posted last
month on the Annals of Internal Medicine
Web site maps out redesign options for train-
ing programs to make internal medicine resi-
dencies more attractive to students (www.

annals.org/cgi/content/full/0000605-200606200-

00124v1). The College also continues to
strongly advocate for changing both how
physicians are paid and how chronic care
gets delivered. 

Earlier this year, the College unveiled
details of its “Advanced Medical Home”
model, which would put general internists
and subspecialists providing principal care of

patients at the center of patient care and
reimburse them for coordinating the needs of
chronically ill patients. Instead of paying
physicians for the quantity of services they
provide, the proposal advocates rewarding
physicians for such things as following evi-
dence-based guidelines and harnessing infor-
mation technology for continuous quality
improvement.

Fundamental reforms to
internal medicine training,
reimbursement and care
delivery would address
many of the concerns stu-
dents have about lifestyle by
making practices more effec-
tive—and ambulatory care,
particularly general internal
medicine, more attractive,
Dr. Weinberger said. He
noted that “efficient, effec-
tive, team-based care in well-
designed practices simulta-
neously provides better pa-
tient care and is more satisfy-
ing and less stressful for the
clinician.”

Concerned that internal
medicine slots rely so heavi-
ly on non-U.S. graduates to
fill residencies, the Alliance
for Academic Internal Medicine (AAIM)
and its member organizations have likewise
made redesigning undergraduate and gradu-
ate internal medicine education a top prior-
ity, said APDIM’S Dr. Berkowitz. (APDIM is
a division of AAIM.)

“We have to rethink how we train resi-

dents and come up with a more modern
approach that reflects practice,” he said. “If
we don’t, we can’t expect to attract the top
students.”

Part of that effort is repositioning inter-
nal medicine as a specialty. 

“If you look historically at internal med-
icine, for a long time a generalist was con-
sidered more of a consultant than a provider

of primary care,” said Dr. Berkowitz. “That
orientation has flip-flopped and we’ve lost
some of the specialty perception at the gen-
eralist level.”

Experts agree that fundamental reforms
are needed, not stopgap measures. A case in
point: New York Medical College began a

student loan program in 1989, offering to for-
give some loans for top students who agreed
to enter primary care practice within six
months of completing a primary care resi-
dency. However, said NRMP’s Dr. Kline, as
few as eight students per class signed up for
the program.

“They intend to specialize, and in med-
ical school they already have some notion of

what they want,” she said. “They are com-
mitted to medicine but they also want to
have a life, and that’s not going to change
very quickly or easily.”

It used to be, she added, that most of the
honor students went into internal medicine.
“That’s not the case any more—and, in the

CMS program gives doctors a glimpse of P4P future
While it lacks financial incentives, the program gives volunteers a trial run in reporting performance data
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Factors affecting seniors’ career choice
No Minor Moderate Strong 

influence (%) influence (%) influence (%) influence (%)

Lifestyle 6.3 22.9 40.9 29.8 

Competitiveness of specialty 33.3 30.7 28.5 7.5 

High level of educational debt 48.6 27.4 16.8 7.2

Mentor/role model influence 9.8 16.1 35.3 38.8

Options for fellowship training 16.0 21.1 36.0 27.0 

Salary expectations 18.1 32.9 37.9 11.1

Length of residency training 23.4 36.0 31.8 8.8 

Family expectations 39.6 25.9 23.7 10.8 

Source: Association of American Medical Colleges, “Medical School Graduation Questionnaire,” 2005

Factor

More information about the Phy-
sician Voluntary Reporting Program is
online at www.cms.hhs.gov/pvrp. ■
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