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Helping ACC Members Deliver
Higher-Quality Care
C. Michael Valentine, MD, FACC, President, American College of Cardiology

W

e have come a long way since the

“It is the role of our profession to self-monitor,

concept of “pay-for-performance” ﬁrst

critically review, and advance our concept of qual-

emerged on the scene nearly 2 decades

ity,” wrote Michael J. Wolk, MD, MACC, and col-

ago. Faced with both increasing cuts in Medicare

leagues in an August 2004 JACC President’s Page at

reimbursement and rising overhead costs, it was difﬁ-

the time. “We must be good stewards of the gifts—and

cult for practices at the time to make a business case

responsibilities—that have been entrusted to us” (3).

for, let alone invest in, long-term system improve-

Over time, the term “pay-for-performance” tran-

ments. Payers, lawmakers, and others saw pay-for-

sitioned to paying for quality. In 2006, the Centers for

performance as a clear solution.

Medicare and Medicaid Services (CMS) launched the

Seeing the writing on the wall, the American Col-

Physician Quality Reporting Initiative—a voluntary

lege of Cardiology (ACC) was an early supporter of the

quality reporting program that offered incentives for

pay-for-performance concept but with reservations,

providers who submitted quality data to CMS. As

given the rapid rate it was evolving at the time and

expected, this initiative evolved into a mandatory

little direct evidence that it could achieve the desired

program called the Physician Quality Reporting Sys-

short- or long-term outcomes. Speaking before

tem. Between 2010 and 2014, the program offered

Congress on behalf of the ACC in 2006, John Brush,

both incentives and penalties, with 2014 being the

MD, FACC, noted: “Currently, there are about 100

last calendar year for a Physician Quality Reporting

pay-for-performance systems in place in the private

System incentive.

sector, but very few studies have evaluated the utility

The ACC further stepped up its quality reporting

of these systems. Pay-for-performance must be based

efforts to help its members successfully beneﬁt from

on evidence, and a one-size-ﬁts-all approach may not

the incentives and avoid penalties. The College

be wise” (1).

worked closely with the American Heart Association,

To help guide pay-for-performance discussions

National Quality Forum, and others to develop and

given the lack of research and solid supporting

map performance measures. These measures, as well

evidence,

pay-for-

as appropriate use criteria and clinical guideline rec-

performance principles to guide its members and

ommendations, were incorporated into the ACC’s

payers through the transition to novel payment

clinical data registries. The College also launched its

mechanisms (2). In addition, the College embarked on

ﬁrst outpatient registry, now known as the PINNACLE

the

ACC

developed

formal

efforts to: systematically measure and provide feed-

Registry. The PINNACLE Registry was ofﬁcially

back on cardiovascular care patterns to individual

recognized by CMS as an eligible reporting mecha-

hospitals and providers via its NCDR (National Car-

nism, allowing the College to report Physician Quality

diovascular Data Registry); create national quality

Reporting System data to CMS on behalf of providers

initiatives aimed at closing speciﬁc gaps in evidence-

and practices choosing to do so.

based care; and develop appropriate use criteria that

“When we went into medicine we took the

would help deﬁne “what to do,” “when to do,” and

Hippocratic Oath, which states, ‘If I keep the oath

“how often to do” in the context of local care envi-

faithfully, may I enjoy my life and practice my art,

ronments combined with patient and family prefer-

respected by all men and in all times; but if I swerve

ences and values.

from it or violate it, may the reverse be my lot,’”
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wrote Ralph Brindis, MD, MPH, MACC, and colleagues

So, where are we today? Although we have made

in a January 2011 JACC President’s Page. “We have

great strides in developing tools and resources to

the opportunity over the next several years to make

address quality improvement over the years, we are

an impact by producing outcomes-based quality

also at a place where increasing regulatory re-

assurance programs based on appropriate metrics and

quirements and technological advances are placing

benchmarking, thus assuring compliance with this

signiﬁcant administrative burdens on health care

oath” (4).

professionals, cardiology included. The Quality Pay-

In the last 5 years, the College has been focused on

ment Program, created under the Medicare Access

taking its quality improvement efforts even further.

and CHIP Reauthorization Act of 2015 is posing chal-

We have moved beyond developing measures and

lenges as physicians, administrators, and others get

clinical documents to focusing on development of

up to speed on new and changing requirements.

resources. Registry data have proven to be useful

While electronic health records have become the

beyond just identifying trends and gaps in care. Data

norm, interoperability is still more of a concept than a

are increasingly used for research, performance

reality. Prior authorization required by payers for

improvement,

activities.

some drugs and procedures is also proving overly

Physician-level dashboards, like those associated

onerous for health care professionals. These ele-

with the CathPCI Registry, support quality improve-

ments, coupled with the fact that we have more in-

ment, volume tracking, and maintenance of certiﬁ-

formation than we know what to do with, are keeping

cation activities, as well as overall outcomes reports

cardiovascular professionals awake at night and

that have evolved over time to incorporate appro-

leading to burnout.

and

lifelong

learning

“It’s no wonder that we’re burning out,” Brush said

priate use criteria–based metrics.
National quality campaigns and initiatives have

during his James T. Dove Keynote at ACC’s recent

also been taking advantage of NCDR data. The ACC’s

Annual Scientiﬁc Session in Orlando, where he

Anticoagulation Initiative was developed in response

questioned whether the thinking cardiologist is dead.

to the gaps in anticoagulation care identiﬁed by the

“Even the quality movement has been distorted and

PINNACLE

MI

has turned us into automatons, procedures have

Initiative leveraged the broad registry community to

turned us into proceduralists, payers have turned us

improve survival after myocardial infarction. Hospi-

into commodities. The push for productivity values

tals and health systems can also showcase their

speed over quality, leaving little room for reﬂection

commitment to quality improvement by participating

and study” (6).

Registry,

whereas

the

Surviving

in the ACC’s Find Your Heart a Home, a voluntary

The College is committed to helping members

public reporting initiative. The Find Your Heart a

make wise decisions and better choices that ulti-

Home website lets patients and/or their family and

mately drive high-quality care, while being mindful

caregivers search, compare, and select the best hos-

of health care costs. We continue to ﬁnd new,

pital for their needs based on their participation in

streamlined, and innovative ways to help move for-

NCDR and public reporting.

ward. Mobile applications like the Guidelines Clinical

“Over the last several years, the subject of how best

App, NCDR Clinical Quality Coach App, and the

to measure outcomes, improve care, and lower health

ASCVD Risk Estimator have been nationally recog-

care costs has engendered much debate and discus-

nized to help cardiovascular professionals easily

sion in the health care community as well as among

apply guideline recommendations at the point of

consumers, industry, and state and local lawmakers,”

care. Shared decision-making tools also aim to help

wrote Patrick T. O’Gara, MD, MACC, John S. Rums-

cardiovascular

feld, MD, FACC, and Frederick A. Masoudi, MD, FACC,

informed decisions about their care and treatment

in a June 2014 JACC President’s Page. “An over-

options. A new national quality campaign to help

arching strategic goal of the ACC is to be the preem-

hospitals reduce bleeding risk is launching this year.

professionals

and

patients

make

inent source of cardiovascular clinical data that can

But we have so much more planned! As we work to

help physicians and hospitals deliver high-quality

ﬁnalize the next Strategic Plan that will guide the

and affordable patient care. The challenge lies in

College from 2019 to 2023, further deﬁning a health

continuing to engage physicians, nurses, adminis-

care strategy will be a key component. Key to this will

trators, hospitals, and other stakeholders in the reg-

be creating solutions to help clinicians, hospitals,

istry programs in a manner that ensures the highest

health systems, and institutions improve quality. Are

level of data quality, broader use and interpretation

there ways to leverage individual and institutional

of data reports, and ongoing commitments to

electronic health record and NCDR data to “person-

improving the delivery of care” (5).

alize” approaches to quality improvement? How do
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we make quality a more personal and institutional

to the highest standards of evidence and knowledge;

directive?

constructively challenge the status quo through

Two Board of Trustees task forces are hard at work

innovation; and promote a culture of continuous

looking at ways to answer these questions. The goal:

improvement and lifelong learning. We are no longer

to identify tools that will help members address

just a knowledge organization, but a place where

administrative burdens and improve individual and

individual and institutional members can ﬁnd the

system quality. Ultimately, we hope to create a suite

resources and tools to drive higher quality. We are a

of options that will engage both administrative

knowledge and service organization, with the ulti-

leaders

mate goal of providing the highest member value

and

clinical

leaders

in

driving

quality

improvement within their respective practices, hos-

possible.

pitals, and health systems.
The ACC’s new vision calls for the creation of a
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