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I n December of 2006, the ÒTax Relief and
Health Care ActÓ of 2006 was signed, au-

thorizing the Centers for Medicare and
Medicaid Services (CMS) to establish a
physician quality reporting system. In re-
sponse, CMS created the Physician Quality
Reporting Initiative (PQRI) on July 1, 2007.

Participants were required to report
compliance with quality measures deemed
relevant to specific diseases. Rheumatolo-
gists were involved with five pertaining to
osteoporosis and one to falls. Initially, a
bonus of 1.5% of total allowed Medicare
physician fee schedule services was offered
to physicians meeting reporting goals.

ÒAt first blush, these goals were laud-

The rheumatologist is frequently called upon to evaluate
patients with complaints of myalgia, muscle cramping,

and fatigue. Because these symptoms may be nonspecific and
lack any clear temporal or anatomic pattern, their workup
may entail costly and uninformative tests. When similar
symptoms emerge during or following physical exertion, a
metabolic myopathy should be suspected. Recurrent myo-
globinuria, exercise intolerance, and mild fixed proximal
muscle weakness are also frequently encountered in meta-
bolic myopathies. Although inflammatory myopathies may
present in a similar fashion, such a pattern should prompt a
thorough evaluation for an underlying metabolic myopathy.
This review will discuss an approach to the diagnosis and
treatment of several of the more common metabolic my-
opathies.

Metabolic Myopathies
The metabolic myopathies are a heterogeneous group of dis-
orders that share the common feature of inadequate pro-
duction of cellular energy in the muscle. (See Table 1, p. 16,
for a summary of metabolic myopathy classification.) They
are often categorized into hereditary (primary) disorders, the
focus of this review, and acquired (secondary) disorders. A
further clinical distinction can be made between those dis-
orders associated with primarily dynamic features (e.g., tran-
sient, exercise-induced fatigue, cramping, and rhabdomyoly-
sis) and those disorders associated with primarily static
features (fixed weakness). 

A detailed review of muscle energy metabolism is be-
yond the scope of this review, but a brief consideration of the
pertinent metabolic pathways is useful to better understand
this group of disorders. Under normal circumstances, energy
for skeletal muscle function in the form of adenosine triphos-
phate (ATP) is derived from muscle glycogen, blood glucose,
and free fatty acids.1 Each of these primary energy sources is
metabolized through specific biochemical pathways into the
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On May 1, after their annual scientific meet-
ing in Chicago, the American Geriatrics So-

ciety Panel on the Pharmacological Management
of Persistent Pain in Older Persons updated its
guidelines for this patient population.1,2 One of
the primary changes is a move away from using
nonsteroidal antiinflammatory drugs (NSAIDs),
either cyclooxygenase-2 inhibitors or traditional
NSAIDs. The original guidelines, published in
2002, recommended that older patients use any
NSAIDs (e.g., prescription or over the counter
[OTC]) rather than opioids for persistent pain.3

This updated guideline notes a greater risk (e.g.,
cardiovascular, renal, gastrointestinal [GI] ) for
using NSAIDs in this patient population. Using
newer clinical trial data and data from clinical ob-
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able; who can argue against Mom, apple pie, and quality in
medical care?Ó says Herbert Baraf, MD, managing partner at
Arthritis and Rheumatism Associates in Washington, D.C.
ÒAs we got further along, PQRI became an obedience test
to see if you could check off a box to show that you had
dealt with a quality measure. It did not matter that you had
provided quality care; what mattered was whether physi-
cians could report on parameters that other folks thought
indicative of quality.Ó

One of the goals of the PRQI, according to CMS, is to
turn Medicare from Òa passive payer into an active pur-
chaser of high-quality care by linking payment to the value
of care provided.Ó1

ÒWhat CMS hopes to get eventually is a group of
physicians who report back to the government on how well
they are doing,Ó says David Borenstein, MD, a partner with
Dr. Baraf at Arthritis and Rheumatism Associates, treasur-
er of the ACR, and a TR editorial board member. ÒTo get
there, CMS has to get doctors used to the idea that they
have to tell CMS something other than what is owed for a
visit.Ó 

Data Capture Difficult
Initially, CMS gave physicians an incentive of a 1.5% bonus,
rising to 2.0% for 2009. All experts interviewed indicated
that they expect to see the bonuses end and a transition to
a system where physicians may see payments lowered if
they donÕt meet reporting requirements. 

There are indications that this transition may not be
easy. The implementation of the first year of the program
drew much criticism from participants. A survey by the
Medical Group Management Association (MGMA) found
that 25% of respondents say they rated the difficulty of
data capture and submission either extremely or consider-
ably difficult. Another 37% noted moderate difficulty.2

ÒI did quite a bit to get ready,Ó says Joseph Flood, MD,
a member of the ACR board of directors and a rheumatol-
ogist in solo practice in Columbus, Ohio. ÒI worked with
my billing company to make sure they understood the
process and created the codes to report to CMS. I had to re-
design the billing form I use and then educate staff on the
changes and why they were important.Ó

Those using paper medical records found they had
to build redundancies into their practice. Some indicators
only had to be addressed yearly. However, there was often
no easy way to confirm completion. This meant that physi-
cians conforming to PQRIÕs requirements had to go over
indicators each time a patient was seen to ensure they
were covered at least once.

Report Structure Concerns
The structure of the reports also
proved to be problematic. ÒOne indi-
cator was whether a patient with os-
teoporosis had had a DEXA test re-
cently,Ó says Karen Kolba, MD , a
rheumatologist in solo practice in Santa
Maria, Calif. ÒInstead of just yes or no,
there were a number of modifiers. To
accurately answer the question, we had
to track down whether the patient had
a bone density study elsewhere and

confirm the results.Ó
Even those prac-

tices with computer-
ized medical records
found integrating the re-
quirements of reporting
with their particular pro-
gram challenging. The frus-
tration level for many practices
increased after the first year of re-
porting ended on December 31, 2007.
Payments were delayed until the second
half of 2008. Many physicians not only did
not get their payment, but also were unable
to find out why. For others, bonus checks
were far smaller than anticipated. The
MGMA report found that as of August 2008,
29.6% of those responding say they did not know if their
practice had earned a bonus. An additional 8.6% had been
turned down. 

Dr. Flood says he was in the dark on his bonus for sev-
eral months. Then, a check appeared from CMS with no
explanation of what it was for. It took more time to confirm
the money was due to him before cashing the check. 

ÒI did not get the bonus, and to this day, I donÕt know
why,Ó says Dr. Kolba. ÒDespite the best efforts of several
employees, including my information technology expert, I
just wasnÕt able to penetrate the Web site and finally gave
up.Ó She wasnÕt alone, according to MGMA. Approximately
one in four respondents (28.8%) had attempted to access
the report and gave up due to difficulties. Around 70%
rated accessing the feedback report as extremely or con-
siderably difficult. 

Even those able to fight through the Web site protec-
tions to get to the data were still left in the dark. ÒOnce you
got the data, it was hard to figure out your deficiencies,Ó
says Dr. Baraf. ÒThere was no way to go back and look at the
paperwork to see if you were having problems with coding,
linking a measure to a diagnosis, or other areas. Typically
you get information from CMS on denied claims, but this
was totally opaque.Ó

Proof of Concept
Some of these problems are likely related to the newness
of the effort, and some to resource allocation at CMS. ÒAt
this time, PQRI is really in the proof-of-concept stage, and
no one thinks that this is its final form,Ó says Dr. Borenstein.
ÒCMS is stuck with generating a system to implement the
law but has not necessarily been given the resources to
make it successful.Ó

Even some rheumatologists who received bonuses
were not sure they had covered the ad-
ditional expenses incurred to comply
with the initiative. ÒOur 12-person
practice received about $8,000, and
only three physicians qualified for pay-
ment,Ó says Dr. Baraf. ÒI doubt that cov-
ered the cost of paper and posting. We
were very disappointed in the money
for the amount of effort we put in.Ó

Dr. Flood agreed, noting that
two-thirds of his bonus was used to

cover compliance
costs. In addition, much of the work done in

one year must be repeated annually as the quality pa-
rameters and diseases covered expand. There do not ap-
pear to be many costs from last year to be amortized fur-
ther this year.

CMS acknowledged many of the concerns voiced
here in their Physician Quality Reporting Initiative (PQRI):
2007 Reporting Experience publication, released in Decem-
ber 2008. Included in the report is a listing of the major re-
porting errors that should provide at least a general
overview of what kinds of mistakes were being routinely
made. CMS also outlined some changes they hope will im-
prove access without impairing security.

Among all the concerns, there have been some posi-
tive things to come out of the first year of PQRI. ÒWe think
we are giving quality care all the time and most of us try
our best,Ó says Dr. Borenstein. ÒSome fall through the cracks,
or we forget to follow up on something. PQRI served to
raise our consciousness and reminded us to ask the patient
questions we may have assumed had already been ad-
dressed.Ó

Participants Ambivalent About Continuing
The physicians interviewed were, at best, ambivalent about
continuing the program. ÒIf I wasnÕt involved with ACR, I
think I would be very cautious about investing staff time
and effort to PQRI,Ó says Dr. Kolba. ÒIf this was my first
time, I would be reluctant and probably tell others to let it
go through additional iterations before committing time to
it. I want to make sure that others are happy with the pro-
gram before going in again.Ó

Dr. Baraf says his group will probably stay involved.
PQRI represents their only way to get enhanced revenue
from Medicare. ÒCorrected for 2001 dollars, Medicare re-
imbursements are down around 24% in relative value to
the dollar and Medical Consumer Price Index (for infla-
tion),Ó he says. ÒThis is the way you have to play the game
if you are going to keep up with expenses.Ó ! THE RHEUMATOLOGIST !

Kurt Ullman is a freelance writer based in Indiana.
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PQRI Help
The ACR has developed an online
resource, the Rheumatology Clini-
cal Registry, that can assist with
claims-based reporting for PQRI. To
learn more about PQRI, see the
PQRI Update on page 10 of this
issue. To learn more about the RCR,
visit www.rheumatology.org/rcr.
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