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Operator:   
Good afternoon ladies and gentlemen and thank you for waiting.  Welcome to the QSource Abstraction Clinic.  All lines have been placed on listen-only mode and the floor will be open for your questions and comments following the presentation.  Without further adieu it is my pleasure to turn the floor over to your host Ms. Lesley Hays.  Ms. Hays, the floor is yours.

Lesley Hays:
Thank you.  (inaudible) if you'll go to the next one.  We want to welcome everybody for joining our call today and for taking time out of your very busy days to tune into what base we have for you related to hospital data abstraction.


As the operator mentioned everybody is in mute-only and at the end of the time that we have together today will open it up for Qs-and-As and he'll provides instructions to you on how to enter the queue to ask a question.  The webinar is being recorded and it will be available on our website in the near future after we've received the files from the teleconferencing company and have a chance to transcribe it so that it's 508 compliant as required by CMS.


A quick run through of the agenda.  We're going to talk about team introductions, we're going to talk about the quick reference of dates, we're going to hear a 30-minute recording from our HRP kiosk regarding the ED and IMM global population measures, then we'll have the Q-and-A portion of the call and then adjourn and discuss next steps.


So, as we transition from the ninth scope of work to the tenth scope of work there again, was the requirement to restructure the existent piece here at QSource.  And so I wanted to make sure that everybody had a clear picture of what that structure is today and the little graphic that Stacy made up for you guys shows that I am the Patient Care Improvement Manager that's in charge of this aspect of the CMS contract and then we have several people that are supporting this function.


First is Stacy Dorris, she's a QI specialist and she primarily will assist the hospitals with specific abstraction questions and anything general to the IQR and OQR programs.  So, she's the person behind the scenes of the QSource abstraction listserv.


Also we have Deborah Bratton (ph) who's a QI specialist; she is responsible for sending reminder e-mails to the hospitals about upcoming deadlines, also sending e-mails to hospitals as we receive hot lists from the HRP kiosk as the warehouse deadlines are approaching.  If there is some kind of problem or if there's something that the hospital is not doing that they need to be doing to make sure that their data is received physically by the warehouse and then also she serves as a backup for answering the instruction questions.


We also have Carol Griffin who some of you are probably very familiar with.  She's our programmer here at QSource and she is responsible for assisting hospitals with issues related to the QualityNet exchange website and your administrative and user accounts with QNet, anything related to our cart abstraction tool and any issues related to the actual data submission.


And then lastly, we have Stephanie Rieforth, she is in charge of-- we have a separate Critical Access Hospital Collaborative and she's in charge of all the functionality related to that collaborative.


So now, Stacy is going to talk about the next slide.

Stacy Dorris:
Good afternoon.  This is the next part of the agenda.  We are going to talk about quick reference updates and the first set of updates are actually pertinent to QualityNet.org and some of you may have received an e-mail from QNet describing the changes made recently to QNet quest.  And if you are a frequent flyer on QNet Quest, hopefully you will see that this changes favorable.  I think all of us here at QSource do.  They have changed the software and the format for the QNet Q and A's that are posted on QualityNet.org.  And so it is the same software that is used by the outpatient quality reporting program.


What you will find is if you have an abstraction question and if you go there first, you will be able to search your question by a particular quarter, you can narrow it by the actual data element and the clinical topic.  So, it's very helpful.  That happened on 7th January.  So, it just happened over this weekend.  If you have not been out to take a look at that it might be with you while to do that.


Also, something that was just released yesterday, so your slides may look a little different depending on when you printed them, but the second bullet, if you go to QualityNet.org and then hover over the hospital inpatient tab, you can either select the hospital inpatient quality reporting program or the training link and the red circle down in the far right of the screenshot will show you that there is a new handbook, actually it's a set of handbooks available and these will be very valuable I think for perhaps any newbies per se in the hospital that are new to QualityNet, new to data reporting.


They have a lot of guidance for what a QNet administrator means.  They also have guidance on the hospital inpatient program with respect to the annual payment update and I also think that they are just good tools even as a refresher for some of you that have been around for a while.  So, again, those were just released yesterday and those are also on QualityNet.


The next slide, the first topic is referring to the abstraction changes that began beginning with January 1st, 2012 discharges.  And if you were working with Lesley and I about three years ago when we used to conduct these abstraction clinics, you know that we would use the abstraction clinics to go through the data element changes for each of the clinical topics.  And we're in a new world now, there's so many changes going on with the program requirements with respect to the final rules that during this hour and a half we just felt like there really wasn't enough time to be allotted to going through each of the abstraction changes.


So, about a week or so I think before the Christmas holidays we actually posted these fact sheets regarding the January 2012 changes to our website and that e-mail notification was sent out via the QI liaisons and the Abstraction Listserv.  The fact sheets are also a part of your handouts for today's call.  So, we are not going to go through each and every change but we want to encourage you to look over those fact sheets.  The heart failure and the AMI are actually combined on one sheet.


And please, please let us know if via the Abstract Listserv or just through an e-mail to us if there's any confusion with any of the changes.


For the warehouse admissions there was an FCPS memo about a week and a half ago that many of you probably received regarding the submission of quarter one 2012 data.  Now, this is data that is not given to the warehouse until August 15th, but CMS has already sent out and SCPS memo stating that essentially what it's saying is that the door to the warehouse is not going to be opened prior to that August deadline.


I think we haven't really heard the end of this.  I think there'll probably be another memo coming out.  But essentially what it's saying is for folks that may submit early, let's say you wanted to submit your quarter one, 2012 data in early September before that August 15th deadline, the warehouse will not accept those cases.  The cases will stand at the door of the warehouse per se and will be accepted when it's open-- no, I'm sorry.  I mean, if you're trying to submit them in July, I'm sorry, for the August deadline.


As an example-- so, it's basically saying the warehouse is not open early to accept data for quarter one 2012 discharges.  And that applies to both inpatient and outpatients.


The next set of bullets refer to the handout that you have in your packet that is titled Program Changes for Fiscal Year 2013.  And I want to reference a couple of items on this handout.  The first one, two, three sections of that handout we're not going to cover because those are the things you've already been doing.  They refer to things from the beginning of January 2011.


But if you will reference the section titled Structural Measures in DACA Data Collection Period Change, some of these are concerning future dates and that's why we want to go over them.  So, under the Structural Measures section it talks about a data collection period for hospitals to annually submit required registry participation information between April 2012 and May 15th, 2012 with respect to the time period of January through December 2011.


So, many of you are probably familiar with going into (inaudible) and going to a structural measure section and clicking a one-time answer to a question.  And so just to let you know there will be a period between April 1st and May 15th that you will have to go in and answer that question.  And you will receive a reminder from us closer to that time.  

And then also the second bullet talks about the submission deadlines for the data accuracy and completeness is May 15th with respect to the calendar year of 2011.  There has been an HCAP deadline change in the next section.  Beginning with quarter three 2011 discharges, the HCAPs Data Commission deadline will move forward one week.  And this is really a change by CMS to allow for a seven-day review and correction timeframe.

And if you don't already know, there is actually a separate website that has a lot of HCAPs information and we will post the link on our website to that but it is wwwhcaps online.org.  So, H-C-A-P-S O-N-L-I-N-E dot org.

The next section has to do with validation.  This is a really big change.  For quarter three 2011 discharges, if you are one of the 800 hospitals across the nation that has been selected to have your data validated you will only have 30 calendar days to get those charts copied and sent into the CDAK.  And so this is a decrease from the current 45 calendar days that we have right now.

Also, another big change that is not on this handout but it is something that we are hearing from the CMS programmers and I expect that this will be some sort of memo coming soon as well, is the QIO clinical warehouse lockdown.  And what we've been instructed is that on February 15th of 2012 which is the next deadline for data submission, so, that'll be for quarter three 2011 that the warehouse will actually lockdown on February 15th.  

And this may not be as big of an issue for the acute PPS hospitals, but maybe more so perhaps for the critical access hospitals since they're not subject to the strict deadlines for it because they don't qualify for the annual payment update.  Sometimes we have critical access hospitals that may submit their data on the 16th instead of the 15th and the warehouse has always accepted those cases.  Going forward, beginning with February 15th of 2012 the warehouse will be locked on the 15th and there will be no more data submission after that deadline.

If you will on the same handout move over to page three, which is titled Program Changes for Physical Year 2014.  I'm sure many of you have already heard about the term of these changes because they do, even though it's for fiscal year 2014, they do apply to discharges beginning with January 1st of 2012.  So, we are in the midst of those discharges right now.  

But CMS has actually retired a total of six measures.  So, you see four in the first section, one AMI, one heart failure, two, pneumonia are listed in that first section and then if you skip down you also will see that pneumonia PN2 and PN7 were also retired, which are the vaccination measures.  As you know, they went to a different measure set.  But a total of six were retired beginning with January 1st 2012 discharges.

Four measures were suspended which means that data collection on these four measures, (inaudible) arrival, (inaudible) for LBSD beta blocker discharge, inappropriate hair removal for SCIP are voluntary.  Of course, as the QIO we are going to take the position of encouraging you all to still collect and report those but it is certainly your facility's ultimate decision as to whether you want to continue to do that.

The two new global immunization measures and the global ED measures, I'm going to skip over those because as Lesley said we are going to hear a full presentation on those here in just a few minutes.

On the next page of the fiscal year '14 changes on page four there is also a new structural measure which includes just answering again the question of whether your hospital utilizes the systematic clinical database registry for general surgery.  And again, this is a one-time answer, it will not occur until April of 2013 which is quite a far ways away.  So, we'll remind you of that at a later date.

And a couple other important announcements with respect to validation.  Beginning with Q1, 2012 if you again, are one of the hospitals selected for inpatient validation they are adding some cases from your central line bloodstream infection charts and they are also increasing the quarterly sample size and this is to accommodate the new EB and immunization measures as well as the central line charts.  

And also of note there is a new claims-based measure, it is referenced as the Medicare Spending per Beneficiary Measure and it is essentially Medicare is going to be pulling data from your hospital claims to generate this rate and it's going to be used as part of the care transitions work that has become a national focus by CMS and the joint commission and others in the patient safety realm.

The next slide I'm going to turn back over to Lesley to talk about the HAI measures.

Lesley Hays:
So, looking at the same handout entitled Program Changes for Fiscal Year 2014, you'll see a reference on that first page, which is actually page three related to the HAI measures that are being added and we are aware of the fact that some of you as the core measure abstractors may not be the ones who are collecting this Hospital Acquired Infection data and actually entering it into the CDC's National Healthcare Safety Network tool, the NHSN tool.  And so as we move forward and there's, you know, we anticipate that there's going to be much more information coming down the pike that's going to be relevant to, maybe it's your Infection Prevention Nurse that actually collects that data and then in turn enters it into the NHSN System.


So, we're going to try to expand our group beyond just a few liaisons and the hospital abstractors to bring that piece of your hospital staffing relevant to this type of information to ensure that they get what they need to comply with the CMS requirements.


You'll notice the handout that there are two new measures added for data collection beginning with January 2012.  You've been reporting on surgical site infections for your CABG population for a while now.  I think it began at the same time that you were required to collect and report the CLABSI information.  But they’ve added all inpatient colon surgeries and all abdominal hysterectomy surgeries to that reporting.


So, as of January 1, 2012 you should have been making accommodations to collect and enter that information into the CDC's NHSN tool.  Likewise, CMS is requiring the selection and reporting of information through the NHSN on the catheter associated urinary tract infections at your hospital and that's going to be for all adult and pediatric ICUs in your acute care hospitals.  And both the addition of these two new procedures for SSI and the CAUTI information, I want to be clear, it's required that you start collecting it this year with subsequent reporting of that information next year.  

And to try to offset a little bit of the confusion that we've been seeing among the hospitals as they've begun reporting the central line bloodstream data you had to begin collecting and reporting that information at the beginning of 2011.  And so we've had two quarterly deadlines that passed, August for the first quarter '11 and then November 15th for the second quarter '11 that included the submission of your CLABSI information in with your other core measure reporting requirements.


And so we've been noticing a lot of confusion and inconsistencies that are happening and so relevant to the CLABSI and CAUDI information we've been seeing various things with the quarterly reporting.  Like for CLABSI for instance we've been getting indications that the hospitals are not using the definition of an ICU correctly or that they're not mapping their ICU correctly.


Or a hospital that doesn’t have an ICU, they're not completing the waiver form to indicate to CMS and the CDC that they don't have an ICU.  And so we are going to be having a future call, in the very near future, that's going to address some of these specific HAI topics and we're going to try to get Dr. Kainer from the Department of Health involved, she is our state leader when it comes to the CDC and the NHSN tool, to provide a little bit more education to make sure that you are following the definitions defined by CDC as you're collecting and reporting this information into their tool.


And CMS worked with CDC to go and grab the data that you enter if the NHSN system, they pick it up and put it in the correct XML file format for CMS and then dump it into the warehouse to go along with your other core measure data.  I didn't know if everybody understood how that transmission of data information flowed.


So, just for clarification purposes Stacy and I included a definition of an ICU that's going to be relevant to the CLABSI information that you're collecting and the CAUDI information that you should have just been collecting.  And so we've provided the CDC's definition of how to determine if you should designate a potential area in your hospital as an ICU.  So, the CDC definition or designation is given to a patient care area of patients who have similar disease conditions or who are receiving similar medical or surgical specialty care.


So, from that each facility location that is monitored should be mapped to one of the CDC location descriptions.  The CDC location code is determined by the type of patient's cared for in that area or according to the 80% rule.  And the 80% rule is if one or more of the patient areas are of a certain type like an ICU then that area can be designated as that type of location in the CDC NHSN tool.  

So, conversely, if you have fewer than 80% of the patients in a hospital unit that are not receiving intensive observation then it's by CDC definition not an ICU and then you would be okay to complete the intensive care unit location waiver form.  

And I know we've provided you with a lot of handouts today, but we've provided two handouts specific to helping you understand this definition.  One is entitled Intensive Care Unit Location Waiver Form Procedure and it comes directly from the CDC NHSN tool but it gives you your options that you have if you do not have an ICU that meets the 80% rule that you can go and fill out this form to signify to CDC and to CMS that you don't have an ICU and therefore won't be responsible for reporting CAUDI and/or CLABSI information.

The second thing related to this is a set of screen prints that take you step-by-step where you need to go to actually access the form and what you need to do to successfully get that form and complete it accurately.  So we've provided those twos resource documents to help you decide whether or not you fall into categories to where you should be filling out those Intensive Care Unit Location Waiver Forms.  So, Stacy did I cover everything for that?

Stacy Dorris:
Yes.  I think the bottom line is, is that particularly if you're a hospital that you may have let's say an ICU like Med/Surg unit and maybe there's no patients in it or, you know, then we really shouldn't be sending data via NHSN for central line infections.  I think we've seen some hospitals that are sending central line information on all patients rather than just for the location that meets the mapping criteria.


So, unless 80% of the patients in that ICU unit, which should be mapped, are receiving intensive care per the definition then the data should not be submitted.  It should only be submitted on those patients receiving intensive care.  So, we can, as you said, we'll follow up with another webinar that will solely be dedicated to that and as Lesley said, hopefully we can have the QI folks, the abstraction folks and the IPs all on the call so that we can all be on the same page since this is part of the annual payment update.


Okay.  The next thing we are going to do is hear the recording for the much awaited new abstraction of the global measure sets which beginning with January 2012, discharges include the immunization measures and the ED measures.  And so this presentation was recorded by the Iowa QIO who served as the lead support center to all of the QIOs at the state level for the IQR program.  And hopefully this presentation we feel like it was presented in a way that's should hopefully be easily understood for a very complex topic.


It's a very different way of sampling and we hope that you find it beneficial and we will regroup after the presentation.  

Candace Jackson:
Good afternoon.  Today we are going to discuss a little bit about the Global Initial Patient

Population and Sampling.  I am Candace Jackson from the Hospital Inpatient Quality Reporting Program Support Contractor.  And we are just going to go over some of the basic concepts of how you will do the global population and sampling that will begin with the January 1, 2012, discharges.

The Global Initial Patient Population includes all ICD-9 diagnosis and procedure codes in patients of all ages.  So, the initial thing that you're going to look for is, were they discharged from acute inpatient care and did they have a length of stay less than or equal to 120 days.  One thing we do want to point out is that there are no global measures sets or measures; there are only measures that fall under the global initial patient population. 

And for CMS it is the ED and the IMM measure sets that are included under the Global Initial Patient Population.  These are measure sets just like the AMI, Heart Failure, Pneumonia and SCIP, and the only difference is that they use the global initial patient population and sampling tables and methodologies.  Because we are using the Global Initial Patient Population, the exclusions for the individual measure sets are done at the measure level, and not in the population itself. 

For an example, for the ED, the determination of whether or not they are an ED patient is done in the measures.  So, the first question that you will see in the measure or in the algorithm asks if the patient was an ED patient.  If the patient was an ED patient, you will select yes and you will continue on in the flow in the algorithm.  If you select no, the case is excluded from the denominator of the individual measures.

For the Global Initial Patient Population, hospitals must submit the same case for all applicable measures under the Global Initial Patient Population.  For CMS, that means for every ED case that you submit to the QIO Clinical Warehouse, you must also submit the same case for the IMM measure set and vice versa.  If you submit an IMM case then we expect to see the same case submitted for the ED measure set.  We have already received questions asking if the hospital does not have an ED, what do they have to do.  Do they still have to submit the ED measure set?

The short answer to this is yes, they will still have to submit the ED measure set.  If I do not have an ED, I will then abstract those patients, the appropriate amount of patients to meet the minimum sample requirements.  For the ED measure set I will answer no to the data element ED patient, and those cases will be excluded from the measures.  However, you still have to submit them to the QIO Clinical Warehouse.

We've also had questions asking if an IPPS hospital that has an acute CMS Certification

Number that has never submitted data before, those are hospitals such as specialty hospitals or Psych hospitals, do they have to submit the ED and IMM measure sets.  And again, yes.  If you are a PPS hospital that is eligible for the IQR program, then you are required to submit the ED and the IMM measure sets.  And if you have further questions about whether you are an IPPS Hospital that is eligible for the IQR program, then you will need to contact your local QIO who will be able to assist you with that.

 
For the global sample size requirements, the pulled sample must be used to identify the data for all measure sets or stratum that are transmitted to the QIO Clinical Warehouse.  And then the five or fewer rule also applies for the Global Initial Patient Population. So, if the hospital has less than five, five or less acute inpatient discharges per quarter, they will not be required to submit the ED and the IMM measure sets.  

What we are looking at here, is in this global sample size, you will also look to see if those cases that are selected for the global sample also qualify for one of the other measure sets such as AMI, heart failure, pneumonia and SCIP.  And if it does, then you are going to abstract that case for that other measure set.  We will go over that a little bit in more detail as we proceed through the slides.

If you chose to submit more than minimum sample size for one of the measure sets, either ED or IMM, you must also submit those same number of cases for both cases.  So, if I want to submit more ED cases, maybe I want to submit 100% of my ED cases, I would also have to then submit 100% of my IMM cases.  An example here is my minimum sample size is 153.  The hospital chooses to submit 200 cases for ED.  They will also have to submit those same 200 cases for the IMM measure set.  You cannot chose to submit only 153 cases for the IMM measure set.

We're going to just go over some different examples of how you can do the sampling methodology and what I’m going to do is look at these by sizes of hospitals and what may occur in a small, medium or large type hospital.  As it is easier to sometimes have a visual, what we are going to do is compare the global population sampling to a bag of Skittles.

So here, if I’m looking at my global population, my population is 100.  And I have right here then represented in this bag of Skittles, 100 little Skittles represented by the different colors.  This is all acute inpatient discharges with a length of stay less than or equal to 120 days. 

Looking at the minimum sampling requirements, the minimum number of cases that I must sample for a population of 100 is 100; I must do 100%.  So, I am going to abstract and submit all cases in the Global Population and Sample for both the ED and immunization measure sets.

I have determined what my global population and sample size is.  Now what I am going to do is look and see how many of those cases also met the initial patient population criteria for the other measure sets.  So we're going to look at AMI.  And again, as I am a small hospital, I only have 100 discharges, all of my AMI cases are going to fall into that global population.  So, in this case my AMI initial patient population equals ten, my AMI sample size for the sampling requirements is 10, so using the global sample, I am going to determine how many cases meet the criteria for the AMI measure set, and again, as I just said, all ten cases are going to be found in the global sample because all ten will qualify for AMI.

I am going to do the same thing for heart failure.  In this case, my heart failure cases are represented by the blue Skittles.  My initial patient population for heart failure was eight; I have identified all eight cases in my global population.  I am going to then abstract and submit those eight cases for the heart failure measure set.

Again, I’m going to do the same thing for pneumonia, which is represented by the green Skittles.  My initial patient population for pneumonia is 20 per the minimum sample size requirements.  My sample size must equal 20.  I’m going to identify those 20 cases in the global sample, and then I’m going to abstract and submit all 20 cases to the QIO Clinical Warehouse.

For SCIP, I am going to then do it by the strata, because that is what the requirement is.  So in this case, for Strata 1, my population was four, my sample size is four.  I have identified the four cases in the global population and will abstract and submit those for SCIP Strata 1.  I’m going to do the same thing for each of the other strata.  

In this case, you can see for Strata 2 the population was zero, so I am not going to have any cases identified in my sample or in the global population.  For Strata 3, my population is one, and I will sample one.  And in four, the population is three, and I sampled three, and going on down the line.

Now, as you will notice here, there are some cases that may also qualify for other measure sets such as AMI, heart failure and pneumonia.  And I've got that depicted by the one red Skittle that has the black outline.  That case will also qualify for AMI, so essentially you're going to submit that case for AMI, ED, immunization and also SCIP.  So, it is going to be the same case, it's going to be abstracted and submitted for four different measure sets.

This is just another way of showing what we just went over.  Some people can see things in different manners, so I wanted to just show in a different example of how this would look.  So again, it’s the same thing.  Here my ED and IMM global population was 100; my sample size was 100, I identified all 100 cases in my global sample so I don’t have to abstract any additional cases.

And then it shows the same thing for AMI, heart failure, pneumonia and each of the SCIP strata.

Looking now at a little bit larger hospital, in example two, in this case the Global Initial Patient Population is 700, and again that is I had 700 acute inpatient discharges with a length of stay less than or equal to 120 days, and again it is all patient ages, so from zero to whatever the patient age is.  Per the minimum sampling requirements for a population of 700, my global sample size is 153.  What I have depicted in this little bag of Skittles here is 153 cases that I have identified as my global sample. 

I am going to abstract and submit all cases in the global sample for both the ED and the immunization measure sets.  Again then, I am going to also identify cases in that global

Sample that meet the criteria or the initial patient population for the other measure sets.  So that again, I’m going to look and see how many cases meet the criteria for AMI, heart failure, pneumonia, and each of the SCIP strata.  In this case we're going to look at AMI and again, those are depicted by the red Skittles.  I have identified my AMI population as being 80 and per the minimum sampling requirements; I need to sample 78 cases. 

Looking at the global sample that I have, I am going to determine how many of those cases meet the initial patient population for the AMI measure set.  I have identified that ten of the global sample cases also qualify for AMI.  I am going to abstract those ten cases for the AMI measure set.  However, now I need to do an additional sample pull to meet the minimum sample requirements.

Since my population was 80, and I identified ten cases in the global, that means that I have 70 additional AMI cases that I can sample from.  As I said, I've already identified ten that were in the global sample, so I need to pull 68 more cases from that 70 cases to meet the initial patient population minimum sample size that I need for the AMI measure set.  And that is showed by the red circles below.  You can see that there were 70 cases in there, and I have taken out 68 of them; randomly selected 68 to abstract to meet my minimum sample size requirements.

I'm going to do the same thing for heart failure.  Again, heart failure, we're showing those by the blue Skittles.  The initial patient population for heart failure is 40.  By the minimum sample size requirements, I must sample at least 40 cases.  I now look into my global sample to see how many of those cases in the global sample meet the heart failure initial patient population criteria and I have identified 20 cases in the global sample.  That means that I need to sample 20 more cases.

As my population is 40, I've identified 20 in the global that means I only have 20 other cases left and I will have to abstract and submit all of those.

I am going to do the same thing for pneumonia.  In this case, my pneumonia initial patient population is 120.  The sample size is 60.  Looking at the global sample, I have identified that there are 30 cases in the global sample that qualified for pneumonia.  That means that I am going to have to randomly select an additional 30 cases from the remaining pneumonia population.  As I have 120 populations and there were 30 cases in the global sample, that leaves 90 cases remaining in the pneumonia population and I need to randomly select 30 of those cases to meet my minimum sample size requirement.

The 30 cases that I have abstracted from the global and then the 30 cases that I have abstracted from the remaining pneumonia population, will meet the minimum sample size of 60.  I will abstract and submit all 60 cases to the warehouse.

I’m going to do the same thing for each of the SCIP Strata.  In this case in Strata 1, my initial patient population is 30; the minimum sample size is 17.  I have identified that there are ten cases in the global sample that qualify for Strata 1.  That means I will need to randomly select an additional seven cases from the SCIP Strata 1 initial patient population. 

Strata 2, my initial patient population is 20, my sample size is 17, I have identified that there are no cases in the global sample, that means I will have to do another sample pull of all the Strata 2 cases and randomly select 17 cases from the 20 that I have identified in the SCIP population.  As you can see it doesn't always mean that you're going to have cases meet one or the other major sets in your global population.  However, if you do, then you need to abstract them and include them as you do your sampling.

I am going to do the same thing for SCIP Strata 3.  In this case, my initial patient population is 50.  My sample size is 17, I have identified that there are eight cases in the global sample that are qualified for Strata 3, so that means from the remaining SCIP strata 3 population, I will need to sample an additional nine cases.  And I’m going to do the same thing for SCIP Strata 4, I’m going to also do the same thing for SCIP Strata 5, and the same for SCIP Strata 6 and SCIP Strata 7.

 And just to go over it again, here in Strata 7, my initial patient population is ten, my sample size is ten, I have determined that there are seven cases in the global sample that meet the SCIP Strata 7, initial patient population, so I will have to pull the remaining five cases that meet the initial patient population for SCIP Strata 7 and abstract those also.

And then I am also going to do that for SCIP Strata 8. 

Now in this one, my initial patient population is 100; my minimum sample size for SCIP Strata 8 is 17.  I have identified that there are 20 cases in the global sample qualified for Strata 8.  So, actually I've identified there are more cases in SCIP Strata 8 in the global than I need.  I’m going to just randomly select 17 of them.  And if you really look closely, you'll find three cases in there that is the SCIP Strata 8 that do not have a line by them because I have not selected them.  Again, you only have to meet the minimum sample requirements.  

Now, if you wanted to sample and abstract all 20 cases that you found in the global, you can do that, you can always submit more.  But at the least you would have to randomly select 17 of them.  And again, we have just showed this in a different way.  It's the same information that we just went through, just showing it in a different manner.

And then again, looking at a different example and this is for a larger hospital.  I did not do the Skittles on this one because I couldn’t get that many little circles into a square to show you how to do that.  So we'll just kind of go over what this table shows.  In this case my global population, which again is all acute inpatient discharges with a length of stay less than 120 days, was 1600.  

Per the minimum sample size requirements, I must sample at least 306 of those records.  So, I am going to randomly out of the 1600, select 306 cases.  I am going to abstract those cases for both the ED and the immunization measure sets.  I am then going to look into that global sample and determine how many cases meet the AMI, heart failure, pneumonia and SCIP Strata populations. 

In this case, for AMI my population is 100, per the sample size requirement I must

Sample at least 78 records.  I have identified 40 cases that qualify for AMI in the global sample so I am going to have to do an additional pull from the rest of the AMI population of 38 charts to meet my minimum sample size of 78.  I'm going to do the same thing for heart failure. 

In this case, the population for heart failure is 90, my sample size is 76, I’ve identified 32 cases in the global sample, so I will have to do an initial sample pull of 44 records from the remaining heart failure charts.

For pneumonia, my population is 210, my sample size is 60.  I've identified 50 cases in the global population so I have to additionally pull ten more charts from the remaining pneumonia charts to meet my minimum sample size.  And I’m going to do that then for each of the SCIP Strata also.

As I pointed out earlier, the hospitals must submit, and I'm going to go ahead a slide here, (inaudible) 00:51:09** at the same case for all measure sets under the global population.  And again, we want to stress that for every ED case that is submitted, you must also have an IMM case submitted.  This is going to be very important when it comes to under-submission and when it comes to validation.  During the submission period, we will be monitoring hospitals to ensure that they follow the global sampling methodology and submission guidelines. 

We will be notifying QIOs as there are hospitals that have not submitted an IMM

Case for every ED case, or vise versa.  One way you'll be able to do this, and I will show this in another slide, is by looking at your provider participation report.  Again as I stated, hospitals who do not follow the sampling methodology will be at risk for under-submission because if they have submitted 90 cases for ED and only 80 cases for IMM, you are going to be considered as being under-submitted, because they must match. 

If you've got 90 ED cases, you should also have 90 IMM cases.  We have also

Had hospitals that have already asked us if they can sample all of their AMI, heart failure, pneumonia and SCIP cases and then abstract them for those measure sets and for the global population, and then if they need any additional cases, can meet the global initial patient population or sample size, abstract additional ED and IMM and we do not want you to do that. 

When you do that, there is the possibility that you meet the global sample size by just doing all your AMI, heart failure, pneumonia and SCIP, and then you would not have any cases in the warehouse that are purely just ED and IMM.  And again, that is going to

Be important when it comes to validation.  You do need to enforce that you are following the sampling methodology in the manual or else it could put you at risk later on down the line.

I'm going to go back a slide here.  Since we are asking you to submit the same case for multiple measure sets, there has to be a way that we will be able to identify those cases in the warehouse.  So, if you submit an ED case and an IMM case, we want to be able to match those cases up in the warehouse.  For each patient episode of care, the following patient identifiers should match for each measure set that is submitted. 

They should have the same CMS certification number, the same patient identifier, admission date, discharge date and birth date.  If you submit an ED and IMM case, then we would expect to see these same identifiers in each of those XML files

That are submitted to the QIO Clinical Warehouse.  One of the big changes here is the patient identifier.  We are wanting you to use the same patient identifier for each of these. 

If you are also submitting another measure set for the same patient, that abstraction should also match on these identifiers.  For example, the record for John Doe was in the global sample.  John Doe had an AMI, and qualified for the AMI measure set.  So, you would abstract that record for AMI, ED, and IMM and each of those abstractions should have the same CCN, the same patient identifier, admission date, discharge date and birth date.  

Again, I’m going to stress that it will be important that you follow the guidelines as it will be used for records selected for validation and it could put you at risk when it comes to validation if these identifiers do not match. 

A little bit different here is the submission of the patient population and sample sizes.  Currently, you submit a population and a sample size for AMI, heart failure, pneumonia and each of the SCIP Strata.  For the submission of the global initial patient population, instead of submitting an ED population and sample size and an IMM population and sample size, you are going to submit a Global Initial Patient population and sample size.  The elements that you are either going to submit in an XML file or enter into the tool on QualityNet, is the Global Initial Patient Population Size Medicare, the Global Initial Patient Population Size Non-Medicare, the Global Sample Size Medicare and the Global Sample Size Non-Medicare.

As I indicated earlier, you'll be able to see a lot of this on the provider participation report.  What you will see is that we have added a Global Population and it is going to tell you the total Medicare claims count, so that's all acute inpatient on discharges with the length of less than or equal to 120 days that are Medicare.  It's going to give then the patient population size that you submitted and the sample size that you submitted and then the sampling frequency. 

And then underneath that, it is going to break it down into the ED and the IMM measure sets.  And it is going to tell you how many total cases were accepted for ED and how many total cases were accepted into the warehouse for IMM.  And this is what we will look at when we are looking for under-submission.  For submission, those two numbers should match.  If I have 100 ED cases accepted into the warehouse, I should have also 100 IMM cases into the warehouse.

That concludes our presentation on the Global Initial Patient Population and Sample.   

Stacy Dorris:
Okay.  That concludes the Global Patient Population Recorded Webinar.  And we have that (inaudible) on that (inaudible) two disclaimers one, is that was a recorded webinar so we did not have control over the slide advancement.  So, a couple of times they skipped ahead and we didn't have any control over that so we apologize.  And the other is the slide deck, that recording is actually posted on QualityNet.org if you wish to see it again or share it with some other staff members.


The actual slide deck is not posted with it.  So, the one that you received for this call was dated September and the slides may have varied a little bit.  They may not have matched completely, but we wanted you to be able to take notes with some sort of slide deck.


Moving on with the abstraction clinics so we can save time for questions, we just really want to on slide 12, this is the new motto for the Quality Improvement Organizations with our new contract that began August, which is referenced the tenth scope of work and as always, for those of you that have worked with us for a long time, you know we're here to help.  We might not have all the answers but if we don't we will either find it or put you in touch with somebody that does.  

We've really kind of reached a heightened level I guess here within the state that there's really a concerted effort to-- it's kind of, come one come all.  We're really bridging some relationships with our partners and stakeholders to offer education and collaboration opportunities really with a united front with our partners to be of a best value to the hospitals and physician offices and nursing homes and all the other providers that we serve.

But I do want to take a quick minute to just maybe put it in the reverse (inaudible) not.  And please understand that we here at QSource know particularly with our name being QSource how confusing it is at the hospital level with all the entities that you all work with.  But very briefly I just want to explain that QSource, we are the Quality Improvement Organization contractor with Medicare only for the state of Tennessee.  And so, we provide assistance at the local level, meaning Tennessee.

But who we are not is QualityNet, which is this website that many of you go to to sign in.  You may be keynote administrators, keynote security administrators, those are roles that you do receive the packet from us here at QSource and you submit it back to us so that we can get you set up, but this QualityNet is not run by us here at QSource.  It's another entity.  This is where in that Skittles presentation, that last slide that showed that report that you can go download.  

There are tons of reports that if you have access to sign into QualityNet that you can run to see your claims, to see what has been submitted to the QIO Clinical Warehouse which is another thing that we are not.  When you submit your data through your vendor, we are not the QIO Clinical Warehouse; your data does not come here to us.  And just for one other point of clarification, those of you that know the CDAC, that if you are selected for validation and you copy charts and you send them into the CDAC, we are also not the CDAC.  That is housed I believe in Pennsylvania.

So, I do want to empathize.  I know it is confusing and perhaps we can come up with some kind of one page table that has resources and phone numbers and brief descriptions of who each of these entities are that you work with to make it easier for you all so that it's not so confusing.

So, QSource here, what we do, if you go back to the slide that Lesley said about our team we do receive information from QNet, from CMS on keynotes that have not submitted data and that leads to the reminders that we send you, however, you also should be receiving reminders actually from QNet about things that are changing, about specifications manuals that are posted over here under the hospital inpatient section and so forth.

So, I know you get a flood of e-mails but I just want to maybe clarify who we are and who we're not.  Let's see.  I think Ryan (ph) now we can-- actually let me cover these last few slides real quick.  There is an Outpatient Quality Data Reporting Webinar that we sent the link out to register, it is on January 18th.  Just another disclaimer in our last contract, the Outpatient Data Reporting was handled solely by the Florida QIO for the whole nation.  This past August they put the outpatient back at the local level so now QSource is your resource for inpatient and outpatient data.

We are in a transition period, however with Florida.  The Florida QIO's so they're training us on what type of reminders you receive.  If you submit outpatient data it's very likely that you will start perhaps seeing e-mails coming from QSource regarding outpatient deadlines, but you probably will still receive them either via QNet or from somebody named Israel Miller (ph).  But probably around May or this summer the transition will be complete and QSource will once again handle the outpatient for the state of Tennessee.

February 1st is an important deadline.  That is the deadline for the inpatient Q3, 2011 (inaudible) data.  It's also the deadline for the Q3, 2011 outpatient data and then the Q3, 2011 inpatient data is due on February 15th.  

Again, upcoming event January 18th is the outpatient webinar.  Back in December you may have received an e-mail about a dry run for CMS value based purchasing webinar.  That was canceled by CMS and we have yet to receive a rescheduling date.  But just know that we will let you know when we hear of the new date and time and that also QSource plans to do a follow-up webinar to that national webinar to provide you with some BBP tools that we have access to.

As Lesley said earlier, we hope to have Dr. Kainer on a webinar that will solely cover the HAI data collection and the validation changes that include the central lines to be included for validation.  It is a very different validation process and so we want to cover that separately.  And then we are pleased to announce that we have some new tools at the printer.  That will be on our website for you all to order free of charge.  They include a SCIP provider pocket card, a pneumonia provider pocket card, and oversized laminated inpatient quality measure reminder poster and also an outpatient quality measure reminder poster.

So, Ryan if you can open it up for questions, please?

Operator:
Certainly.  The floor is now open for questions.  If you do have a question, please press the number 7 or the letter Q on your telephone keypad.  Questions will be taken in the order they were received.  If at any point your question has been answered, you may press 7 or Q again to disable your request.  If you are using a speakerphone we ask that while posing your question you pick up your handset to provide favorable sound quality.  Please hold while we wait for the first question.


The first question comes from Charlotte Burns.  Charlotte, please state your question.

Laurie:
Hi.  Question, this is Laurie at Methodist.  If on the beginning of January 1 discharges the new structural measure for the system database for general surgery, we have five hospitals that share the same Medicare number.  One of those hospitals participates in the general surgery database, so how would we answer that question yes or no?

Stacy Dorris:
Hey Laurie, it Stacy.  My first instinct is to answer yes because you all are all under that 49 provider.  But what I would like to do is clarify that with Iowa then I will send you all an e-mail.

Laurie:
That would be great.

Stacy Dorris:
Thank you.

Laurie:  
Thank you.

Operator:
Okay.  And if you do have a question, please press 7 or Q on your telephone keypad.  Again, that's 7 or Q.  The next question comes from Stephanie Perty.  Stephanie, please state your question.

Carla Augusta:
(inaudible).  Hi, this is Carla Augusta (ph) at The Center for Spinal Surgery. We're a specialty hospital without an ED.  As far as the ED and IMM measure, when we select a patient for ED and then click no, that they did not have the ED visit, then we go on to do the pneumonia immunization measure, how do we deselect that patient as not being in a high-risk group to receive the pneumonia immunization?

Stacy Dorris:
That is actually not something that an abstractor will be able to do.  Those measure calculations actually occur once you abstract the chart and submit it.  In the specifications manual and in the data dictionary it tells you which data elements actually go into calculating that particular measure for the high-risk.  And it's calculated by how you answer the certain data elements for a patient.  If that makes sense.  So, you really can't deselect-- I mean, you can't choose whether or not the patient meets the denominator and numerator for that high-risk measure.


That determination is made after you-- all the hospital does is abstract the data elements according to the data abstraction guidelines.  And that measure calculation is done once the data is submitted to the QIO Clinical Warehouse.

Carla Augusta:
I didn’t see that as one of the options.  It's how you answer the questions.  They were not of a high-risk group to begin with.

Stacy Dorris:
Right.  Because there are certain data elements that while you're abstracting the patient chart you will answer based on the medical record documentation and the algorithm will decide whether or not that patient is high risk.

Carla Augusta:
Okay.  Thank you.

Stacy Dorris:
Uh-huh.  

Operator:
Once again, if you do have a question, please press 7 or Q on your telephone keypad.  Again, that's 7 or Q.  It appears we have no further questions at this time.  I'm sorry, one just came in.  The next question comes from Diane Deberry.  Diane, please state your question.

Diane Deberry:
This is just clarifying.  When we seen in the information, like we use a vendor who will upload our accounts to us that have been selected.  We're going to have to (inaudible) like if it's 117.  They will list this 117 that we have to send in.  That will be-- they will go and choose the ones-- those would be the-- well, I'm trying to rephrase my question.  The same 117 patients would be the IMM and the ED measures will be the same charts?

Stacy Dorris:
Correct.  The first step-- I guess you can kind of look at it Diane as previously your vendor is going to give you a list of AMI, heart failure, pneumonia and SCIP charts.  And so the addition of this Global Patient Population is a tier above that.  First, the vendor is going to collect for a particular quarter this group of acute discharges that includes all ages and all ICD-9 codes.  Like the presentation was saying depending on what that number is, if it's large you need to use the sample or if you just have 117 then you may have to submit all of them.


But yes, from that initial global patient you have to answer the ED immunization data element for all 117.  Because what's going to happen is like the presentation was stressing, if you have submitted ED information on a patient but you have not submitted the IMM, the immunization information, you'll get a phone call from QSource because you have to have both data sets submitted for each patient.

Diane Deberry:
That's what I thought you said; because what they did they have already told us it will be a minimum of 117.  So, I understood that we have to answer all the questions; I just wanted to make sure it was the same charts.  If it's John Doe is patient number 1417, we enter the-- it's just the same-- we (inaudible) measure-- and then measure on that one chart.  (inaudible)? 

Stacy Dorris:
Yes.  And then from there John Doe may or may not be included in your AMI, pneumonia, SCIP or heart failure-- 

Diane Deberry:
Right.  Right.

Stacy Dorris:
--sample.

Diane Deberry:
Right.  (inaudible) and (inaudible).

Stacy Dorris:
Uh-huh.  

Operator:
And if you do have a question, please press 7 or Q on your telephone keypad.  Again, that's 7 or Q.  Next question comes from Barbara Carlock.  Barbara, please state your question.

Sherry Baierl:
This is Sherry Baierl.  We have a question.  If our patients drop into one of the core measures whether it be AMI, heart failure, pneumonia or SCIP, with our Global Patient Plan playing, you said some of those will drop into that as well.  Correct? 

Stacy Dorris:
Yes.  But the global population is done first.  That's what Candace was referencing in that recorded webinar.  CMS is going to be making sure that the methodology was applied as it is in the specs manual.  Meaning that the global population is pulled first and then you go to each of those individual clinical topics to see how many you need.  But you go back to that global population to see if you had any AMI's in there.

Sherry Baierl:
Okay.  So, if the global population can't be done first, and then our patients drop into our measures, I'm assuming then that we're going to be abstracting and putting in the data into two separate components.  Correct? 

Stacy Dorris:
I'm not sure I understand the question about the two separate components.

Sherry Baierl:
In other words, if I have a pneumonia patient and they're in my pneumonia abstraction for measure and they also drop into global patient sampling, I will have to go into my vendor or whatever and abstract the data.  One for pneumonia and then go back and abstract it for the ED immunizations as well.  Correct? 

Stacy Dorris:
Yes.  But that process should really be flipped.  You would be abstracting the IMM and the ED first.

Sherry Baierl:
Could you explain just a little bit more on that one? 

Stacy Dorris:
I'm sorry.  Well, and honestly, some of this may-- of course, it's going to look different for everybody depending on who their vendor is and what their tool looks like.  But I know for example the cart tool; you had the first two sections that you come to are ED and IMM.  And then if that happens to be a pneumonia case that's in your sample then you would go on and abstract the pneumonia.

Sherry Baierl:
Okay.  That makes sense.  So if it's up to our vendor you could pull the two together, if not then you would have to abstract them separately.

Stacy Dorris:
I think that's going to be unique to each vendor.

Sherry Baierl:
Okay.  Thank you.

Stacy Dorris:
I guess what I'm trying to say is vendors should not be putting your cases for AMI, pneumonia, SCIP and heart failure out there.  And let's just say you have 20 of each to abstract, you shouldn't be abstracting all of those cases first and then going back and abstracting the ED and the IMM from those AB cases and then going and grabbing more (inaudible) for ED and IMM.  

The ED and the IMM should be done first from your Global Patient Population and then you should be going like the presentation flowed to each of the four clinical topics to see how many you need.  Whether it's 100% or whether it's the sampling amount and then going back to what you had already abstracted for ED and IMM to see if you have any AMI's or heart failures or SCIP or pneumonias there.  And if you don't then you go back and pull some more.  And I know it's confusing but I hope that makes sense.

You know, we've had some hospitals say, well, we'll just continue the way we're doing things and just abstract the AMI heart failures get the pneumonia first and then we'll just go back and do the ED and IMM from those same cases and then go grab some more.  And that's not how the specs manual is written.  And that's what TMS is going to be watching for to make sure hospitals don't do that.

Sherry Baierl:
Okay.  So, basically, I understand what you're saying.  You don't have specs for every single case, for every core measure.  So, in other words we're still going to have to abstract separately for each case.

Stacy Dorris:
I'm thinking probably so.

Sherry Baierl:
Okay.  Thank you.

Stacy Dorris:
Uh-huh.

Operator:
The next question comes from Margaret Lisle.  Margaret, please state your question.

Margaret Lisle:
Hi.  This is Margaret Lisle.  So, if you're not sampling the core measures you just do those global samples independently.  Right.  I think that's where I'm getting a little confused.  Since we do all of our AMI's and heart failure and pneumonias then this global sample would just be in addition to that.  Right?

Stacy Dorris:
Well, it still could be though that even though you're doing 100% of the four clinical topics that some of those folks are going to be in your global population.  So, let's say that for a quarter, let's say that you have 100 of the global, which is all ages, all CD-9 codes, you could have ten of those be your AMI's but you really have 40 other AMI's that aren't in there.  Because you're 100% of AMI's equals 50 people.

Margaret Lisle:
So, those would already be abstracted, that's what I'm saying.

Stacy Dorris:
Well-- 

Margaret Lisle:
We would have to wait for the global to go ahead and abstract our AMI's and heart failures, like if we did anything current abstraction and we're doing 100%.  We can go ahead and abstract our heart failures and if some of mine are in the global population they're done.  Right?

Stacy Dorris:
(inaudible).

Margaret Lisle:
We just have to do that global population to get the ED and the immunization measures from that sample.

Stacy Dorris:
Right.  And Margaret, if you don't mind, there's actually a separate presentation for folks that do concurrent.

Margaret Lisle:
Okay.  

Stacy Dorris:
And if you don't mind, if we send that separately and-- 

Margaret Lisle:
Sure.

Stacy Dorris:
--let you all look at it.  And we'll send it out to everybody because I'm sure that there may be some others that do do concurrent.  And let's go through that first and then maybe work at it one-on-one.

Margaret Lisle:
Sure.  That will be fine.

Stacy Dorris:
Thank you.

Margaret Lisle:
Um-hum.

Operator:
And if you do have a question, please press 7 or Q on your telephone keypad.  Again, that's 7 or Q.  The next question comes from Nancy Kirkland.  Nancy, please state your question.

Nancy Kirkland:
Hi.  This is Nancy Kirkland at Parkwest in Knoxville.  And what about patients who are direct admits or they are transferred from another hospital and they do not go through our emergency room?  If we don't meet our sample size budgets to ED patients, then what do we do?

Stacy Dorris:
The sample size is not actually based on ED patients.  The global patient population is anybody that was discharged from acute care, all ages, all CD, all ICD-9 code.  So, you have to answer the ED questions on every patient even though they did not go through the ED.

Nancy Kirkland:
So, that would mean the direct admits and transfers will still get uploaded just the same?

Stacy Dorris:
Right.  Because they're being discharged-- the big bag of Skittles comes from everybody that's inpatient, acute, with a length of stay less than or equal to 120 days.

Nancy Kirkland:
Okay.

Stacy Dorris:
So, for those patients let's say that were a direct admit, they may end up in your global population and you would answer no to the ED question.  It's the same issue as if you're a hospital that doesn't have an ED.  People have complained about it and we get it.  I mean, it makes no sense if you don't have an ED or whatever why you still have to answer those data elements but you would just say, no this was not an ED patient and they would be excluded from the denominator of those ED (inaudible) measures.

Nancy Kirkland:
So, the immunization measures would not apply to direct admits or transfers?

Stacy Dorris:
The ED and the immunization measures apply to everybody that is in the global population because the global population is anybody that was admitted to inpatient.  All ages, all ICD-9 codes with a length of stay less than or equal to 120 days.  And you have to answer the ED and the IMM data element for people that meet that criteria.

Nancy Kirkland:
Because what I've read is if you say they're an ED patient then you have to answer that immunization question.  It's like, not independent of each other.  But you're saying it is independent; those two questions? 

Stacy Dorris:
Yes.  Because the ED data elements goes towards creating a numerator and a denominator for the two new EB throughput measures.  And the IMM data elements are completely independent as to whether that patient came through the ED or not because that's where they move the PN2 and PN7, which is your pneumonoccocal and your influenza vaccination measures.

Nancy Kirkland:
Okay.  Okay.  

Stacy Dorris:
The only difference is they, what do you call it?  They subdivided the influenza?  One of them-- the question earlier about the high risk, one of them is stratified I guess is a better word into an overall rate.  I think it's 65 and older, which is the traditional measures that we're used to seeing.  The high risk patients and then to do with the pediatric population.

Nancy Kirkland:
Okay.  Thanks.

Operator:
And if you do have a question, please press 7 or Q on your telephone keypad.  Again, that's 7 or Q.  

Lesley Hays:
Okay.  Ryan.  There's no more questions? 

Operator:
It appears we have no further questions at this time.

Lesley Hays:
Okay.  We're pretty close to 2:30, so if there are no further questions we'll go ahead and close out this Abstraction Clinic.  Remember there's an OQR call that you have to register for on January 18th.  And if you don't have that information just send a message over listserv and Stacy or Deborah (ph) will get that information to you.  But we want to thank you for taking time out of your busy day.

Stacy Dorris:
I just want to-- one more note.  If there are new people on this call that perhaps are not on the abstraction listserv and you would like to be, please email Lesley or I.  Our contact information is here on this last slide and we will get you added to that listserv.  Currently, we have 174 abstraction sites across the state on that listserv.  So we would love to have more if you're not on it and wish to be.

Lesley Hays:
So, thanks for joining us and we'll hear from you next time.  Thank you.

Operator:
Thank you.  This does conclude today's teleconference.  We thank you for your participation.  You may disconnect your line at this time.


