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cosmetics will file 4,049 amendments to
product formulations on Forms FDA
2512 and FDA 2512a. Each submission
is estimated to take 0.17 hour per
response for a total of 688.33 hours,
rounded to 688. We estimate that,
annually, firms that manufacture, pack,
or distribute cosmetics will file 95
notices of discontinuance on Form FDA
2512. Each submission is estimated to
take 0.10 hour per response for a total
of 9.5 hours, rounded to 10. We estimate
that, annually, one firm will file one
request for confidentiality. Each such
request is estimated to take 2 hours to
prepare for a total of 2 hours. Thus, the
total estimated hour burden for this
information collection is 3,233 hours.

Dated: August 17, 2017.
Leslie Kux,
Associate Commissioner for Policy.
[FR Doc. 2017-17701 Filed 8-21-17; 8:45 am)]
BILLING CODE 4164-01-P

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

[CMS-3340-N]

Secretarial Review and Publication of
the National Quality Forum Report of
2016 Activities to Congress and the
Secretary of the Department of Health
and Human Services

AGENCY: Office of the Secretary of
Health and Human Services, HHS.

ACTION: Notice.

SUMMARY: This notice acknowledges that
in accordance with section 1890(b)(5)(B)
of the Social Security Act (the Act) the
Secretary of the Department of Health
and Human Services (the Secretary) has
received and reviewed the National
Quality Forum (NQF) Report of 2016
Activities to Congress and the Secretary
of the Department of Health and Human
Services submitted by the consensus-
based entity with whom the Secretary
has a contract under section 1890(a) of
the Act. The purpose of this Federal
Register notice is to publish the report,
together with the Secretary’s comments
on such report.

FOR FURTHER INFORMATION CONTACT:
Sophia Chan, (410) 786—5050.

I. Background

The Secretary of the Department of
Health and Human Services (the
Secretary) has long recognized that a
high functioning health care system that
provides higher quality care requires
accurate, valid, and reliable
measurement of quality and efficiency.
Section 1890(a) of the Social Security
Act (the Act), as added by section

183(a)(1) of the Medicare Improvements
for Patients and Providers Act of 2008
(MIPPA) (Pub. L. 110-275), requires the
Secretary to identify and have in effect
a contract with a consensus-based entity
(CBE) to perform multiple duties
described in subsection (b) that are
designed to help improve performance
measurement. The duties described in
subsection (b) originally included a
priority setting process, measure
endorsement, measure maintenance,
electronic health record promotion, and
the preparation of an annual Report to
Congress and the Secretary. Section
3003(b) of the Patient Protection and
Affordable Care Act (Pub. L. 111-148) as
amended by the Health Care and
Education Reconciliation Act (Pub. L.
111-152) (collectively, the Affordable
Care Act) expanded the duties of the
CBE to require the CBE to review and,
as appropriate, endorse the episode
grouper developed by the Secretary
under the Physician Feedback Program.
Section 3014(a)(1) of the Affordable
Care Act further expanded the duties to
require the CBE to convene multi-
stakeholder groups to provide input on
the selection of quality and efficiency
measures and national priorities for
improvement in population health and
in the delivery of health care services
for consideration under the national
strategy, and to transmit such input to
the Secretary. Section 3014(a)(2) of the
Affordable Care Act expanded the
requirements for the annual report that
must be submitted under section
1890(b)(5)(A) of the Act.

To meet the requirements of section
1890(a) of the Act, in January of 2009,
the Department of Health and Human
Services (HHS) awarded a competitive
contract to the National Quality Forum
(NQF). A second, multi-year contract
was awarded to NQF after an open
competition in 2012. This contract
includes the following duties:

Priority Setting Process: Formulation
of a National Strategy and Priorities for
Health Care Performance Measurement.
The CBE is required to synthesize
evidence and convene key stakeholders
to make recommendations on an
integrated national strategy and
priorities for health care performance
measurement in all applicable settings.
In doing so, the CBE is to give priority
to measures that: (1) Address the health
care provided to patients with
prevalent, high-cost chronic diseases;
(2) have the greatest potential for
improving quality, efficiency and
patient-centeredness of health care; and
(3) may be implemented rapidly due to
existing evidence, standards of care, or
other reasons. Additionally, the CBE
must take into account measures that:

(1) May assist consumers and patients in
making informed health care decisions;
(2) address health disparities across
groups and areas; and (3) address the
continuum of care a patient receives,
including across multiple providers,
practitioners and settings.

Endorsement of Measures. The CBE is
required to provide for the endorsement
of standardized health care performance
measures. This process must consider
whether measures are evidence-based,
reliable, valid, verifiable, relevant to
enhanced health outcomes, actionable at
the caregiver level, feasible to collect
and report, responsive to variations in
patient characteristics such as health
status, language capabilities, race or
ethnicity, and income level and
consistent across types of health care
providers, including hospitals and
physicians.

Maintenance of CBE Endorsed
Measures. The CBE is required to
establish and implement a process to
ensure that endorsed measures are
updated (or retired if obsolete) as new
evidence is developed.

Review and Endorsement of an
Episode Grouper Under the Physician
Feedback Program. “Episode-based”
performance measurement is an
approach to better understanding the
utilization and costs associated with a
certain condition by grouping together
all the care related to that condition.
“Episode groupers” are software tools
that combine data to assess such
condition-specific utilization and costs
over a defined period of time. The CBE
is required to provide for the review,
and as appropriate, endorsement of an
episode grouper as developed by the
Secretary on an expedited basis.

Convening Multi-Stakeholder Groups.
The CBE must convene multi-
stakeholder groups to provide input on:
(1) The selection of certain categories of
quality and efficiency measures, from
among such measures that have been
endorsed by the entity; and such
measures that have not been considered
for endorsement by such entity but are
used or proposed to be used by the
Secretary for the collection or reporting
of quality and efficiency measures; and
(2) national priorities for improvement
in population health and in the delivery
of health care services for consideration
under the national strategy. The CBE
provides input on measures for use in
certain specific Medicare programs, for
use in programs that report performance
information to the public, and for use in
health care programs that are not
included under the Act. The multi-
stakeholder groups provide input on
quality and efficiency measures for use
in certain federal programs including
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those that address certain Medicare
services provided through hospices,
hospital inpatient and outpatient
facilities, physician offices, cancer
hospitals, end stage renal disease
(ESRD) facilities, inpatient
rehabilitation facilities, long-term care
hospitals, psychiatric hospitals, and
home health care programs. For
Medicaid and the Children’s Health
Insurance Program (CHIP), the multi-
stakeholder groups provide input on
measures to be included as part of the
Medicaid and CHIP Child and Adult
Core Sets.

Transmission of Multi-Stakeholder
Input. Not later than February 1 of each
year, the CBE is required to transmit to
the Secretary the input of multi-
stakeholder groups.

Annual Report to Congress and the
Secretary. Not later than March 1 of
each year, the CBE is required to submit
to Congress and the Secretary of HHS an
annual report. The report is required to
describe the following:

e The implementation of quality and
efficiency measurement initiatives and
the coordination of such initiatives with
quality and efficiency initiatives
implemented by other payers;

e Recommendations on an integrated
national strategy and priorities for
health care performance measurement;

e Performance by the CBE on the
duties required under its contract with
HHS;

e Gaps in endorsed quality and
efficiency measures, including measures
that are within priority areas identified
by the Secretary under the national
strategy established under section
399HH of the Public Health Service Act
(National Quality Strategy), and where
quality and efficiency measures are
unavailable or inadequate to identify or
address such gaps;

e Areas in which evidence is
insufficient to support endorsement of
quality and efficiency measures in
priority areas identified by the Secretary
under the National Quality Strategy, and
where targeted research may address
such gaps; and

e The convening of multi-stakeholder
groups to provide input on: (1) the
selection of quality and efficiency
measures from among such measures
that have been endorsed by the CBE and
those that have not been considered for
endorsement by the CBE but are used or
proposed to be used by the Secretary for
the collection or reporting of quality and
efficiency measures; and (2) national
priorities for improvement in
population health and the delivery of
health care services for consideration
under the National Quality Strategy.

The statutory requirements for the
CBE to annually Report to Congress and
the Secretary of HHS also specify that
the Secretary must review and publish
the CBE’s annual report in the Federal
Register, together with any comments
by the Secretary on the report, not later
than 6 months after receiving it.

This Federal Register notice complies
with the statutory requirement for
Secretarial review and publication of
the CBE’s annual report. NQF submitted
a report on its 2016 activities to the
Secretary on March 1, 2017. Comments
of the Secretary on this report are
presented below in section II and the
actual 2017 Annual Report to Congress
is provided as an addendum to this
Federal Register notice.

II. Secretarial Comments on the NQF
Report of 2016 Activities to Congress
and the Secretary of the Department of
Health and Human Services

Once again we thank the National
Quality Forum (NQF) and the many
stakeholders who participate in NQF
projects for helping to advance the
science and utility of health care quality
measurement. As part of its annual
recurring work to maintain a strong
portfolio of endorsed measures for use
across varied providers, settings of care,
and health conditions, NQF reports that
in 2016 it updated its portfolio of
approximately 600 endorsed measures
by reviewing and endorsing or re-
endorsing 197 measures and removing
87 measures. Endorsed measures
facilitate the goals of improving care for
highly prevalent conditions, fostering
better care and coordination, and
making the healthcare system more
responsive to patient and family needs.
These endorsed measures address a
wide range of health care topics relevant
to HHS programs, including: Person-
and family-centered care; care
coordination; palliative and end-of-life
care; cardiovascular care; behavioral
health; pulmonary/critical care;
perinatal care; cancer treatment; patient
safety; and cost and resource use.

In addition to adding and re-
endorsing new and existing measures,
some measures were also removed from
the portfolio for a variety of reasons (for
example, no longer meeting
endorsement criteria; harmonization
with other similar measures; retirement
by the measures developers;
replacement with improved measures;
and lack of continued need because
providers consistently perform at the
highest level on those measures). This
continuous refinement of the measures
portfolio through the measures
maintenance process ensures that
quality measures remain aligned with

current field practices and health care
goals. NQF also reports that in 2016 it
continued to support the National
Quality Strategy (NQS) by endorsing
measures linked to the NQS priorities
and convening diverse stakeholder
groups to reach consensus on key
strategies for performance measurement.

In addition, in 2016 NQF undertook
and continued a number of projects to
address difficult quality measurement
issues and reduce the burden of quality
measures for clinicians. An important
area that NQF continued to address was
the issue of attribution, or the process
used to assign accountability for a
patient and his or her quality outcomes
to a clinician, a group of clinicians, or
a facility. HHS agrees that engaging
clinicians and clearly communicating
the methods and benchmarks used to
determine attribution are foundational
principles in quality measurement.
Having clear methods for attribution
helps clinicians understand the
information given to them from quality
measures, and allows for clinicians to
make actionable changes to their
clinical practices. When clinicians
receive meaningful feedback regarding
performance measurement, they can use
it to implement best practices. Clear
performance data reduce clinicians’
burden in deciphering quality
measurement information and allows
them to focus on how best to improve
care. While attribution models may
differ, clinician engagement,
transparency, and clear, usable data
remain fundamental to quality
measurement.

NQF’s work on attribution began in
2015 when NQF convened a multi-
stakeholder committee to examine
attribution models and recommend
principles to guide the selection and
implementation of approaches. This
work has resulted in a thorough list of
potential approaches to validly and
reliably attribute performance
measurement results to one or more
clinicians under different delivery
models and to identify models of
attribution for potential testing. The
committee first convened in December
2015 and performed an environmental
scan to identify attribution models
currently in use and models that have
been proposed but not implemented.
The environmental scan identified 171
unique attribution models, 27 of which
have been implemented and 144 of
which remain proposals only. The
models differed across care settings,
payment models, and in methodology,
but there were also areas of similarity.
After reviewing and discussing the scan,
the committee defined several guiding
principles to inform the development of
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successful attribution models. In
addition, the committee developed an
Attribution Model Selection Guide and
outlined their findings in a report
published in December 2016. See
“Attribution—Principles and
Approaches”, National Quality Forum,
December 2016, https://www.quality
forum.org/Publications/2016/12/
Attribution_- Principles and
Approaches.aspx.

Attribution is just one of many areas
in which NQF partners with HHS in
enhancing and protecting the health and
well-being of all Americans. Quality
measurement is essential to a high-
functioning healthcare system, as

evidenced in many of the targeted
projects that NQF is being asked to
undertake. HHS greatly appreciates the
ability to bring many and diverse
stakeholders to the table to help develop
the strongest possible approaches to
quality measurement as a key
component of our healthcare system.
We look forward to a continued strong
partnership with the National Quality
Forum in this ongoing endeavor.

II1. Collection of Information
Requirements

This document does not impose
information collection requirements,
that is, reporting, recordkeeping, or
third-party disclosure requirements.

Consequently, there is no need for
review by the Office of Management and
Budget under the authority of the
Paperwork Reduction Act of 1995 (44
U.S.C. 3501 et seq.).

IV. Addendum

In this Addendum, we are publishing
the NQF Report on 2016 Activities to
Congress and the Secretary of the
Department of Health and Human
Services.

Dated: August 16, 2017.

Thomas E. Price,

Secretary, Department of Health and Human
Services.

BILLING CODE 4150-28-P
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. NATIONAL
QUALITY FORUM

NQF Report of 2016 Activities to Congress and the Secretary of
the Department of Health and Human Services

Muarch 1, 2017

This repoit was funded by the U5, Department of Health and Humian Services inder contract aumber
HHSM-500-2012-000081 Task Order HHSM-500-TO00Y. k



Federal Register/Vol. 82, No. 161/ Tuesday, August 22, 2017/ Notices

39801

Contents

i ExECutive SUMmany e e eehenesaseseirnesennaaeh RS €e RS aR gae SRR e S LA A S n R e enn e e an s aes e etrteaeasaean et esintees 4
Recommendations on the National Quality Strategy and Priotilies oo vt v st 5
Cuality and Efficiency Measurement Initiatives {Performance Meastres}) o oo &
Stakeholder Recommaendations on Quality and EFCIency MEBasUTES i e &
Gaps on Endorsed Quality and Efficiency Measures 2cross HHS PRrOZrams. v msios o 7
Gaps in Evidence and Targeted Research NBSHS v T, i 7

Coordination with Measuremestt Initiatives By Other PAVEIE ..o wasiimmmsms st oo 8

Recommendations on the National Quality Strategy and Prionilies o unemuiomms s 8
Population Health .o eSS R e R e S e AR e s e 9
Home and Commumity-Based Semvites . o et A2 A R SRR 8 A O R 6 S K8 18
Quiality and Efficiency Measurement initiatives [Performance Measuremeant} .o owwommesnrn 12
Cross-Cutting Projects to Improve the Measurement Process ... i3
Measure Endorsement and Mairtenance Accomplishments i it 20
Stakeholder Recommendations on Quality and Efficlency Méasures and National Priorities . 28
Measure Apploations Parnershil oo samooe e £ B R b s s B
2016 Pro-Rulemaking Inpule o s [T 29
2016 Input on Quality Measures for Dual BHGIBIES e soevees 39
2016 Report on the Core Set of Health Care Quality Measures for Adults Enrolled in Medicald.... 35
2016 Report on the Core Set of Healthcare Quality Measures for Children Enrolled in

MEHEaICHIP vt einsso s s essrisproesed : R SO S |
Gaps on Endorsed Quality and Efficiency Measures Across HHS Programs wiasmmom it 36

Gaps identified in Completed Projects 2016,

Measure Applications Partnership: identifying and Filling Measure Gaps
Gaps in Evidence and Targeted Research Neads

Prioritization and Wentification of Health IT Patient Safety Measures

Corrimon Formats for Patient Safety

Interoperability

Telehealth. i e R £ S e e S R s € ehe s rs s )
DISPArES . civssiorvoarirernon e PR e R 8 3 £ 000 46
Erérgency Department Quality of Transitions of Care ... RS- . bt e s 48
Improving DISgROSHIT ACCUTETY s s srsers oo s es s s s sasassssa e sssnsesasasnsa SRR 48



39802

Federal Register/Vol. 82, No. 161/ Tuesday, August 22, 2017/ Notices

Vil Coordination with Measurement Initiatives by Other Payers. . armssersreres resmancrneeiatarsssaane 49
Care Quality Measures Collaborative — Private and Public Alignment. oo s AR R ek a9
Quality Measurement for the Medicaid Innovation Accelerator Program . 45

VI Conclusion . S ORI : 1§ |

REfErentes o mmiromiommnme e AR o R Aot A e 18R e e St n R et e e e 51

Appendix Ar 2016 Activities Performed Under Contract with HHS i i aivai s o 58

Appendix By Artribution Model Selettion BT o i b e s by 5 onsesmsinsa s 61

Appendix € MAP Measure Selection Trteridu . wu i imiiimmimmm s b oie forins i e B2

Appendix I Federal Public Reporting and Performance-Based Payment Programs Considered by

A i cnse s oo w41 8 e e R R R £ 8 O 05 65

Appendix £: MAP Structure, Members, Criteria for Service, and ROSTEN ciiio i irsion i 56



Federal Register/Vol. 82, No. 161/ Tuesday, August 22, 2017/ Notices

39803

§, Executive Summary

The public-private, bipartisan commitiment 1o improve healthcare fuality and reduce healthoare
spending rematng strong. Performance measurement is an integral part of achieving these goals.
Current reforms to heaitheare delivery and value-based payment systems, as well as proposed market-
oviented strategies to enhance the value of healthcare and reduce the measurement burden on
oroviders, all rely on good, widely trusted, evidence-based guality measures, Measures of quality and
safoety support transparency, catalyze improvements, help to gauge the success of reform efforts, and
ansure that patients receive highrguality, cost-efficient care. In short, guality measures help Americans
to know that the care they are recelving Is safe and effective,

The National Quality Forum (NOF) s an independant organization that brings together public- and
private-sector stakeholders from agross the healthoare spectrum to determine theomeasures that drive
improvement i the nation's health, fmportantly, NOF facilitates private-sector recommendations for
guality measures used in federal programs, provides guidance to reduce redundant or unnecessary
measures used in these programs, advances the sclence of performance measurement, and identifies
ared addrasses critical clinical and cross-cutting areas, called gaps, where measures are too few or
noneyistent,

Through two federal statutes and several stensions, Congress has recognized the role of 3 “consensus
based entity” {CBE), currently NOF, in helping to forge agreement across the public and private sectors
about what to measure and improve in healthcare, The 2008 Medicare Improvernsents for Patients and
Providers Act (MIPPA} (PL 110-27Sestablished the responsibilities of the consensus-bassd entity by
creating section 1890 of the Social Security Act. The 2010 Patient Protection and Affordable Care Act
{ACA} {PL 111-148) modified and added to the consensus-hased entity's responsibilities. The American
Taxpayer Beliof Act of 2012 {PL 112-240} extended funding under the MHPPA statute to the consensus-
based entity through fiscal year 2013, The Protecting Access to Medicare Act of 2014 (PL 113-93)
extended funding under the NMIPPA and ACA statutes to the consensus-based entity through March 31,
2015, The Medicare Access and CHIP Reauthorization Act of 2015 MACRA} [PL 114-10) extended
funding to the CBE for quslity measure endorsement, Input, and selection for fiscal vears 2015 through
2017, Blpartisan action by pumerous Congresses over numerous vears has reinforced the importance of
the roleof the CBE.

fey avordance with section 1890 of the Social Security Act, NOF, in its designation as the CBE, & charged
to reportannually on ity work 1o Congress and the Secretary of the Department of Health and Hignan
Services (HHSL

s amended by the above lows, the Sociol Security Act {the Acti~specifically section 1880(BJI5 A}~
randates thot the entity report to Congress and the Secretary of the Deportment of Heolth and Human
Services {HHS) no loter thon March Ist of each veor,

The report must include desoriptions of:

1) how NOF has implemented guality ond efficlency measurement initiotives under the Actand
coordinated these initiotives with those implemented by other poayers;
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21 NQF's recommendotions with respect to an integroted notional strotegy ond priorities for health care

performonce measurement in ol spplicoble settings;

3} NGFs performunce of the duties required under its comtroct with HHS (Appendix Al

4} gops inendorsed guolity ond efficiency measures, including meosures that are within priority oreos
identified by the Secretary under HHS notionol strategy, and where quolity and efficiency measures are
unovailoble or ingdequate to identify or address such gups;

5} areas in which evidence is insufficient to support endorsement of measures in priority areos identified
by the Notiono! Quelity Strotepy, ond where targeted research may oddress such gops; ord

6 mutters reloted to convening multistokeholder groups to provide input on: ol the selection of certoin
guglity and gfficlency measures, ond b notionol prierities for improvement in population heolth and i
the defivery of heolthcore services for corsitlerotion under the Notional Quolity Strategy.’

This gighth snnual report, Btled NOF Report on 2016 Activities to Congress ond the Secretory of the
Deportment of Health ond Humon Services, highliphts and summarizes the work that NOF performed
between January 1 and December 31, 2006 under contract with HHS in the following six areas:

& Recommendstions on the National Guality Strategy and Prioritiey;

e Quality and Efficiency Measurement Initiatives [Performance Measures);
& Stakeholder Recommendations on Quality and Efficiency Measures:

& Gaps on Endorsed Cuality and Efficlency Measures across HHS Programs;
& Gaps in Bvidence and Tarpeted Ressarch Needy; and

«  Coordination with Measurement Initistives by Other Pavers.

The deliverables produced under contract in 2016 are referenced throughout this report, and a full Tist is
inchuded in Appendix A, Wmmediately following is a summary of NOF's work in 2016 In each of these
aforementioned six areas. These topics are discussed in further detail in the body of the report

Recommendations on the Natfonal Quality Strategy and Priorities

NOF brought together organizations in the public and private sectors to provide input into HHS's
development of a National Quality Strategy (NOS) and related priorities for the nation, The NG&
continues t inform NOFswork and the work of many organizations across the public and private
sectors, In 20186 specifically, NOF concluded work in two areas of imporiance: population health within
cormmunities and the need to address gaps in guality measurement for home and community-based
services {HCBS).

The Population Health project established a framework that defined 10 interrelated slements that could
help multisector groops within a community work together to improve population health. The Home
and Community-Based Services project addressed the gaps in performance measures for services
provided outside of institutional settings. By identifying key aspects of home and community-based
care that should be measured, this project 1aid the groundwork for future measure development
needed to greate an infrastructure for HUBS guality measurement and cave delivery.
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Quality and Efficiency Measurement Initiatives {Performance Measures)

CQuality meastres are central to the healtheare delivery and payment reform efforts currently underway.
NCIF's role and contribution to these reform efforts is to identify high-value measures that can be used
inthese reforms that can accurately discern the guality of provider performance. NOF's measurement
science efforts in 2016 focused on three areas—attribution, variation of measures, and value-set
harmonization-—that aimed to streaimline measures and address the challenges that hinder the use of
measures by both public and private stakeholders.

As a consensus-based entity {CBE) under the Social Security Act, NOF sets standards by endorsing quality
measures that mest rigorous Criteria, ensuring that endorsed measures used in public and private
quality improvement programs can accurately discern the quality of provider performance. Measure
endarsement and maintenance projects ensure that NOF's portfolio of endorsed measures contains the
most accurate snd effective measures across @ variety of clinical and cross-cutting topic areas. Public
and private sector programs can use these measures for quality improvement and payment knowing
that the measures have met criteris of sclentific acceptabliity, usability, and feasibility.

in 2016, NQF endorsed 197 measures and rermoved 87 measures from its measurement portfolio.
NOF endorsed measures in ordertor

Drive the healthcare system to be more responsive to patient/family needs. This work included
continued projects in Person- and Family-Centered Care, Care Coordination, and Palliative and End-of-
tife Care. tach project included the endorsement of patient-reported outcome performance measures
and patient experignce surveys.

improve care for kighly prevalent conditions, NOF's endorsement projécts addressed conditions in the
areas of cardiovascular care; renal care; endocrine conditions; behavioral health; eye care and ear; nose,
and throat conditions; pulmonary/oritical care; neurology: perinatal and reproductive health; infecticus
disease; and cancer,

Emphusize cross-cutting arens to foster better care and coordingtion. This work included endorserent
projects in behavioral health, patient safety, cost antd resource use, and all-cause admissions and
readmissions.

Stakeholder Recommandations on Quality and Efficiency Measures

The Measure Applications Partnership (MAP] is-a public-private partnership convened by NOF that
provides nput to HHS on the selection of guality and efficiency measures for performance-based
payment and public-reporting programs in federal programs, The private sector also frequently adopts
MAP's recommendations. MAP comprises representatives from more than 90 major, private-sector,
stakeholder organizations and seven federal agencies, MAP's careful balance of private and public
stakeholders’ interests ensures that the federal government receives varied and thoughtfu! input on the
selection, as well as guidance on the future removal of, performance measures in quality reporting and
payment programs.
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MARs work fosters the use of an aligned or more uniform set of measures across federal and state
progeams and the public and private sectors. Alignment or use of the same measures helps better focus
providers on key areas in which to improve guality; reduces wasteful data collection for hospitas,
physicians, and nurses; and belps to curb the proliferation of similar, redundant messures which can
confuse patients and payers.

During the 20152015 reporting period, MAP tonvened three care setting-specific workgroups—
Clinfcian, Hospital, and Post-Acute Care/Long-Term Care [PALTLTC— to review proposed measures for
use in Medicare, Medicaid, and private sector public-reporting and performance-based payment
programs. For the 2015-2016 pre-rulemaking process, MAP reviewed 131 measures—recommending
109 sither for use in a federal program or for continued development. MAP corwened again in fate 2016
to review approximately 100 measures for the 2016-2017 pre-rulemaking process.

MAR also corwened task forces to address the unigue needs of Medicare and Medicald dual-eligible
beneficiaries {also referred 1o as "Medicare-Medicaid envollees”) as well a3 to make recommendations
on strengthening the Adult and Child Core Sets of Health Care Guality Measures for Medicaid and CHIP
progeams. With fesdback from state leaders, MAP examined state experiences in implementing the Core
Measure Sets and made recommendations on how to strengthen thess sets going forward,

Gaps on Endorsed Quality and Effidiency Measuras across HHS Programs

NOF undertakes several different aotivities to identify gaps in measures inorder to alert measure
developers and policymakers about pressing measurement needs. In 2015, the committees that NOF
convened to review measures and make endorsement recommendations discussed gaps that exist in
current project messure portfolios, Across the six completed projects in the areas of eye care and ear,
nose, and throat conditions; neurology; paliiative and end-of-life care; pediatrics; perinatal and
reproductive health; and pulmonary and critical care, the committees identified measurement gap dreas
that include many costly, prevalent and difficult-to-manage chronie conditions,

MAP slso provides guidance on measure gaps in federal programs. Each setting-of-care workgroup—
Clinician, Hospital, and PAC/LTC—identifies specific gaps in quality and measurement for its care setting
and related federal programs.

Iy addition, the MAP Medicaid task forces For the Adult and Child Core Sets 85 well a8 the MAP
Workgroup on Dual Eligible Beneficiaries highlight quality and measurement gaps in relation 1o their
specific popdation and programs, MAP highlights where measures do not yet exist for the most
vulnerable patient populations and assesses the fleld's progress toward Blling these high-pricrity
megsuremant gaps.

Gaps in Bvidence and Targeted Research Needs

HNOF uses its desp knowledge of performance measurement in eonjunction with the expertise of its
committes members to identify gaps in evidence and further the fleld of measurement science. in 2016,
NOFundertook projects related to electronic health records [EHR) and health information technology
{Health 1T}, disparities, diagnostic accuracy, and care transitions In emergency departments.
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EHRs and other Health IT systems have the potential to drive improvernents in healthcare, reduce harm
to patients, and make care better coordinated and less costly; but many barriers still hinder the promise
of Health IT. In 2018, NOF continued work on HiT-related projects, including the prioritization and
identification of Health IT patient safety measures, development of Common Formats used by providers
to report patient safety events, enhancing interoperabifity between EHRs, and assessing the efficacy of
telehealth designed 1o address these barriers,

MOF also Istnched a project that addresses vulnerable populations and new areas of measurement for
which data are lacking. The recently launched NOF Disparities Coramittes works to betler understand
and explore the presence of disparities based on social risk factors, building upon NOF's previous
leadership in this-ares. Two additional new projects started in 2016 will focus on improving disgnostic
quality and care transitions in the emergency departroent-~both areas for which measures currently do
not exist,

Coordination with Measurement Initiatives by Other Payers

MOF also worked in partnership with pavers, heaith plans, and other stakehodders to advance private-
public efforts to align the use of guality measures. Measure alignment can reduce the burden of
measuremant by having providers collect data and report on the same metrics across multiple pavers,
rather than having to reporton a different set of measures for each public or private health plan,
Sllgnment also helps providers to focus better on key areas in which to improve guality and helps te
curhs the proliferation of similar, redundant measures which can confuse patients and payvers.

MNOF contributed technical guidance to the workgroups of the Core Quality Measures Collaborative, an
initiative convened by Amerlca'’s Health Insurance Plans [AHIP which included participation by the
Centars for Medicare & Medicaid Services {UMS). The workproups worked to identify 3 more Bmited,
aligned set of meagures that both the public and private sectors would use to evaluate the performance
of physicians and other providers going forward,

MNOF also launched s project to identify measures to support states” efforts to seform Medicsld payment
and service delivery. The Medicald lnnovation Accelerator project authorized under the ACA section
3021 will provide the U85 Center for Medicald and Children's Health insurance Program {CHIP) Services
{CMICSY with aligned measure sets across multiple states to support effort in four program wreas:
reducing substance use disorders, improving care for beneticiaries with complex care needs and high
casts, promoting community integration through community-based, fong-term care services and
spports, and supporting the integration of ghysical and mental health,

i, Recommendations on the National Quality Strategy and Priovities

Sertion 1890fbH 1} of the Social Seclrity Act {the Act), mondates that the consensus-bosed entity fentity}
sholl “synthesize evidence and convene key stokeholders to muke recommendotions . . . on an fntegroted
nationsd strategy-ond priveities for heglth core performuance 1 arnent in all applicalde settings. In
moking such recommendations, the entity sholl ensure that priority Is given to measures: i} thot address
the heolth core provided to patients with prevolent, high-cost chronie diseoses; () with the greatest
potential for improving the guality, efficiency, ond patient-centergdness of health core; ond {iii} thet moy
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be implemented rapidly due to existing evidence, standards of care, or other reasons.” in addition, the
entity s to "toke into occount meosures thot: {1} may gssist consumers ond potients in moking informed
heolthoare decisions; (1) address health disparities across groups ond areas; ond (1) oddress the
cantinuum of vare o potient receives, including services furnished by multiple heolth care providers or
practitioners ond ooross multiple settings. ™

in 2010, at the request of HHS, the NQF-convened National Priorities Partnership [(NPP) provided input
that helped shape the initial version of the National Cuality Strategy (NQS) that HHS released in March
0115 The NOS set forth g cabesive roadmap Tor achieving better, more affordable care, as well as
better health. HHS sccentuated the word “national” in its title, emphasizing that healthcars
stakeholders across the country, both public and privets, all play a role in making the NOS a suctess.

Annuatly, NOF has continued to further the National Cuality Strategy by endorsing measures linked to
the NOS priovities and by convening diverse stakeholder groups to reach consensus on key strategies for
performance measurement and quality improvement. In 2018, NOF completed work in two emerging
areas-of nportance that address the National Quality Strategy: population health within communities
and measurement gap identification in home and community-based services,

Population Health

Orre of the National Quality Strategy’s six priovities focuses on population health, which aims to
“improve the health of the 1.5, population by supporting proven interventions to address hehavioral,
sovial, and envivonmental deterrinants of health in addition to delivering higher-guality care.” More
specifically it emphasiies “working with communities to promote wide use of best practices 1o enable
healthy Bving”*

Building on care delivery and payment reforms ereated by the Affordable Tare Act {ATA} the federal
government has greater opportunities to coordinate s improvement efforts with those of local
communities in order to better integrate and align medical cave and population health. Such efforts can
help improve the nation’s overall health and potentially lower costs.

In 20138, NOF convened a muitistakeholder axpert Committes to develop s practical road map for
communities to coordinate resources 1o address the neads of thelr populations. In August 2016, NOF
refeased the final deliverable of this thres-yvesr population health project. improving Populotion Health
by Working with Communities: Action Guide 3.0 s a framework to help multisector groups wark
together to Improve population hesith and Includes 10 interrelated slements.

The guide serves as a practical manual, containing definitions, recommendations, real-wiarld exdrmples,
and & range of resources to help communities achieve their shared goals and make lasting
Improvements in population health. The target audience of these recommendations Includes
community leaders, public health professionals, employers, healthcare providers, health plan
admiristrators, policymakers, and consumer advocates interasted in advancing population health,
Communities and organizations f o on improving population health can use It 33 a starting point
regardless of thelr existing structure.
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A review of existing research and an assessment of indtiatives from across the nation completed by NOF
expert Committes members and staff identified the Gusides 10 slements, Over an 18-month period
starting in September 7014, 10 field sites tested these elements to glean practical insights. The final
publication bulids upon two previously released versions of the guide and serves as & user-friendly guide
for practitioners and organizations, with lessons learned and tinks to useful resources,

The 10 elements in the final guide include:

11 Collaborative self-assessment;

2} Leadership across the region and within prganizations;

3} Audience-specific strategic communication;

4} Acommunity health needs assessment and asset Mapping process;
5} An organizational planning and priority seitting process;

&) Anagreed-upon, prioritized set of health improvement activities;
7} Selection and use of measures and performance targets;

8} loint reporting on progress toward achieving intended results;

9} indications of scalability; and

18} A plan for sustainability,

Home and Community-Based Services

Home and community-based services (HCBS)Y are vital to promoting independence and wellness for
people with long-term care needs. The United States spends 5130 billion sach year on long-term
seryices and support, a figure that is likely to increase dramatically as the number of Americans overage
65 is expected to double by the end of 2040.% Awarded in Decembeér 2014, this project spanned two
years and concluded in September 2016 with the publication of the final report, Quolity in Home and
Commurity-Based Services to Support Community Living: Addréssing Gaps in Performance
Measurement.®

This project offered an important opportunity to address the gap in performance measures related to
high-guality HUBS. Uniike other aspects-of the healthcare and social services system, HCBS lacks any
core set of pricritized guality measures. Stakeholders Bave also not yet reached consensus 8s to what
HUBS quality entails. NQF convened a multistakeholder Committees to:

#  Create aconceptual frarmework for measurement; including a definition for HCBS;

& Perform asynthesis of evidence and an environmental scan for measures and measure
concepts;

= identify gaps in HCHS measures based on the framework; and

#  Make recommendations for HCBS measure development efforts.

Over the course of the project, NQF issued three interim reports. The first interim report, published in
July 2015, described the Committea's foundational work of creating an operationat definition, identified
characteristics of high-quality HUBS, recommended domains of measurement, and HHlustrated the
function of quality measurement in improving HCBS.” The second interirm report, published in

10
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December 2015, assessed the current HCBS quality measurement landscape, based on a synthesis of
existing evidence and an environmental scan of measures, measure concepts, and instruments used or
proposed for use in HCBS programs.”

Published in June 2016, the third interim report focused on the identification of gaps in measurement
and priofitized areas for measure development, and made recommendations to advarice measurement
within each domain.® The Cornmittee examined the number and types of measures as well as the
overall state of measurement within each domain to inform its deliberations sbout where measures
should be developed. The Commitiee provided short-term, intermediate, and long-term
recommendations for the following domains within HCBS to better identify current gaps and prioritize
measure development in each gap area:

s Service delivery and effectiveriess;

+ Persorecentered planning and coordination;
& Cholce and control;

¢ Community inclusion;

o Eguity:

& Workforce;

& Mumanand legal rights;

& Consumer leadership in system developrent;
s Holistlc health and functioning; and

& System accountability.

Noteworthy short-term recommendations include expanding the use of quality measures derived from
assessrnent tools related to falls, medications, and immunizations; assessing the scientific acceptability
and expanding the use of existing quality measures related 10 housing and homelessness, and validating
and expanding measure concepts refated 1o meaningful activity in the community. &nexample of a
measure relatied to meaningful community activity is the percent of HCBS consumers reporting that they
are able to partitipate in community social activities.

The report’s intermediate recommendations focus on greéater tool and resource development, such as
investmant in developing person-centered outcome measures that assess service delivery; development
of person-centered quality measures derived from the various consumer surveys currently in use in the
states and healthcare systems; and the examination of administrative data as a way to obtain
demographic information to advance healthcare improvement.

Long-term recommendations Tocus on infrastructure and systemn reform. These recommiendations
include developing the system processes needed for the collection of data related to workforce and
family/caregiver support and leveraging technological innovations to develop systems for monitoring
indicators of population health, as well as indicators of health and service disparities.

The final veport ssued in September 2016 detalls the Commitiee’s recommendations for how to
advance quality measurement in HCBS. ™ Through their deliberations, the Commities members

11
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identified gaps in measyrament within all the domains and subdomains and discussed the barriers and
challenges to measuring HCBS quality. These barriers and challenges include:

®

The lack of a uniform set of measures that allow for comparisons across states, programs,
populations, providers, and settings;

The lack of & systematic approach to the collection and reporting of data needed from HCBS
prograns in state and local systems;

The variability across the numerous federal, state, local and privately funded programs with
respect to reporting requirements and the flexibility offered to states and providers to establish
their own guality measures to meet requirements; and

The added administrative burden of data collection, management; reporting, and incorporation
into-quality improvement activities.

Keeping these gaps and challenges in mind, the Committee crafted global and domain-specific
recommendations for how resources should be invested o further a systematic and standardized
approach to HCBS quality measurement. The recommendations below are primarily intended for use by
HHS, but do have wider applicability across HUBS stakeholders:

*

&

Support quality measurement across alf recommended HCBS domains and subdomaing;

Build upon existing guality measurement efforts;

Develop and implement a standardized approach to HCBS data collection, storage, analysis, and
reporting;

Cultivate and implement technology standards, such as testing and universal assessment tools,
which are structured to faciitate HOBS quality measurement;

Obtainy 3 complete view and understanding of HCBS guality using the appropriate balance of
measure types and units of analysis;

Develop a core set of standard measures for use across the federal, state, local, and private
HCBS systems, along with & menu of supplemental measures that can be targeted to distinct
populations, settings, and programs; and

Convene a standing panel of HCBS experts to evaluate and approve candidate measures:

The work of the Committee marked an important milestone in the evolution of HCBS measurement.
However, much work still needs to be done. The measures that capture the many facets of HCBS guality
will need to be evaluated against NOF's endorsement criteria. The infrastructure supporting HCBS
guality measurement and care delivery also needs further development and strengthening. The goal of
this work is to assure that Americans receive the highest guality home and community-based services,
while helping individuals lead healthy, meaningful ives in thelr own communities:

it Quality and Efficiency Measurement Initiatives (Performance Measurement)

Section 1890(bJ{2} and {3} of the Social Security Act requires the consensus-based entity (CBE} to endorse

stondardized healthcare petformance reasures. The endorsement process must consider whether
measures are evidence-based, refiable, valid, verifioble, relevant to enhanced health cutcomes,

12
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actionable at the caregiver level, feasible for collecting and reporting, responsive to variations in patient
characteristics, ond consistent across types of healthcore providers. In addition, the CBE must establish
and implement @ process to ensure that measures endorsed are updated {or retived if ohsolete) us hew
evidence is developed ¥

Healthcare performance messures are used by a range of healthcare stakeholders fora variety of
purposes, Measures help clinicians, hospitals, and other providers understand whether the care they
provide their patients is optimal and appropriate, and If not, where to focus their improvement efforts.
in addition, performance measures are increasingly used in public and private réporting and value-based
purchasing programs to inform patient choice and drive guality improvement,

Working with multistakeholder committees to build consensus, NOF reviews and endorses healthicare
performance measures used in public and private quality improvement programs. The federal
government, states, and private sector organizations use NQF-endorsed measures to evaluate
performance and to share information with employers, patients, and thelr families. Providers use
measures to gauge quality improvement within their own practices. Together, NOF-endorsed measures
serve to enharice healthcare value by ensuring that consistent; high-quality performance information
arud data are available, which alfows for comparisons across providers as well as the ability to
benchmark performance. Currently NOF has a portfolio of 629 NQF-endorsed measures which are in
widespread use. Subsets of this portfolio apply to particular settings and levels of aﬂéiygis.

Cross-Cutting Projects to Improve the Measurement Process

Iry 2016, NOF's measurement science work continued to focus on three ross-cutting areas in order o
specifically address challenges that hinder the use of measures in the field and data collection efforts to
drive guality improvement programs in both the public and private sectors.

The first of these projects focused on attribution; a process to determine which physicians or other
providers are ultimately resporsible for the quality and cutcomes of the care patients recelve. in its role
as the CBE, NOF convened an expert Committee to better understand current attribution models used in
measures to assign patient outcomes to individual providers and determine ways in which attribution
might be improved.

Artribution

Attribution is the methodological process userd in measurement to assign patients and their guality
outcomes to providers, Currently, there is & wide range of attribution models in use across the nation
and imited information about model specifics insome cases. This prompts concerns from providers angd
other accountable entities that some models may inaccurately assign accountability for patients or
sutcomes. These issues bave become Increasingly important as patients increasingly receive care from
muitiple providers or receive care from teams of dinidians. Inaddition, under new defivery and
payment models, such as bundled payments and advanced primary care models recognized under the
Medicare Access and CHIP Reauthorization Act of 2015 IMACRAL ™ health cutcomes may not be
exclusively the result of the sctions of a single provider, complicating the use of performance measures
linked to individua! cliniclans.
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NOF convened an expert Committee in garly 2015 to begin to examine attribution models and conduct
an environmental scan of those currently in use. Based on the findings of this scan, the Committee
concluded that greater standardization among attribution models is needed both to allow comparisons
between models and for best practices to emerge. The Committes also raised concerns about the
transparency of sttribution data and assignment. The method and berichmarks used to assign
attribution to an individual provider need to be communicated clearly to those providers being:
roviewed. Another concern of the Committee Was the lack of an accountable unit to which providers
could appeal the results of attributed performance should they feel that their performance assessment
was wrongly assigned. To address these concerns, the Committes focused on developing principles,
recommendations, and an Attribution Model Selection Guide, described below. These efforts provide a
robust evidence-based foundation for further study of this complex and fundamental measurement
issle.

The Comimittee agreed on the following set of guiding principles:

Attribution models should fairly and sccurately assign accountability.

Attribution models are an essential part of measure development, implementation, and policy
and program design,

Availability of data should be a fundamental consideration in the design of an attribution madel
Attribution models should be regularly reviewed and updated.

Attribution models should be transparent and consistently applied.

Attribution models should align with the stated goals and purpose of the prograrm.

P

A

The Committee developed an Attribution Model Selection Guide {Guide) (see 4t inform
measure developers, measure svaluation committees, and program implementers on the hecessary
elements ofan attribution method. The Guide enables stakeholders to pursue asystematic approach in
the development, selection; and evaluation of attribution models.

The Guide walks stakeholders through a four-part question analysis to select the model that 5 most
appropriate for their needs, and articulates strengths and weaknesses of different approaches. The
gulding questions are:

» What 15 the context and goal of the accountability program?

»  How do the measures relate to the context in-which they are being tsed?
» Whp are the entities receiving attribution?

»  How is the attribution performed?

Published in the final report, Attribution—Principles ond Approaches, the Committee's
recommendations build upon the guiding principles and the Attribution Model Selection Guide ™ These
recommendations are intended for those developing; selecting, and implementing attribution models in
public- and private-sector accountability programs. The Committes provided five recommendations and
stressed the importance of having recommaendations that are both aspirational and drive the field
forward, Specifically, the Committee recommended:

14
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1. The Attribution Model Selection Guide should be used to evaluate the factors to consider in the
choice of an attribution modet.

Attribution models should be tested.

Attribution models should be subject to multistakeholder review.

Attribution models should attribute care to entities which can influence care and outcomes.
Attribution models used in mandatory public reporting or payment programs should meet
minimuim criteria, including transparent methods that produce consistent results, adeguate
sample size for reliability, robust data sources to fairly attribute patients/cases to entities, and
an open and transparent adjudication process.

N

As policymakers are increasingly Tinking quality of care to payment, and new care delivery models are

predicated on shared accountability; 1t is essential that attribution models accurately and falrly assign

responsibility for patient outcomes. Accuracy in attribution will enhance longer term provider buy-in,

encourage clinical behaviors that improve health outcomes, and strengthen the culture of team-based
care.

Variotion of Measure Specificotions
The Variation in Measure Specifications project addressed how measures are sometimes altered in the

field and examined whether resulting changes in measure specifications ultimately affect measure
comparability,

Meidsures apply to a diverse range of clinical areas, providers, seltings, data sources; and programs.
Freguently, when implementing a measure, organizations slightly modity its specifications to respond to
their own patient populations or data availability but with the intent of assessing the same quality issue.
This variation {eads to challenges, including confusion for stakeholders, a heightened burden of dats
collection on providers, and greater difficulty when trying to compare altered measures across
providers,

To address this challenge, NOF convened a multistakeholder Expert Panel to provide leadership,
guidance, and input o the following objectives and tasks:

*  Conduct an environmental scan to assess the current landscape of measure variation;

s Develop a conceptual framewaork to help identify, develop, and interpret varlations in measure
specifications and evaluate the effects of those variations;

« Develop a glossary of standardized definitions for a imited number of key measurement terms,

concepts, and components that are known to be common sources of variation inotherwise
sitnilar measures; and

®  Provide recommendations for core principles and guidance on how to mitigate variation and
improve comparability across new and existing measures,

The environmental scan dssessed the nature and extent of measure variation. The scan focused on how,
where, and why variation gccurs across the healthcare system through both a literature review and key
informant interviews, Literature on this topic was limited. The project only identified 65 articles and
reports, many tangentially related to measure variation,
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The key informant interviews proved more informative, NQF developed an interview gulde 1o ensurg
that each interview consisted of a standard set of guestions related to measure variation, along with a
subset of modified questions to address unigue perspectives and experiences of the informant. Key
informants represented the federal government, pavers, measure implementers, quality collaboratives,
consumers, and EHR developers.

Key informants consistently addressed three interrelated areas: data, measure complexity and clarity,
and transparency. These areas, and dats in particular, were identified either as contributing factors that
cause variation andfor as elements of a strategy to address variation and mitigate its impact. Umited
data lesds to variation that arises from efforts to increase sample size and to improve the completeness
of data elements.

Measure cornplexity s an additional cause of variation. Key infarmants called out risk adjustment, case-
mix adiustiment, and changes in criterta before the measure 1 calculated 1o narrow the target
population, known as “exclusions,” as the aress of measure complexity must challeniging for frontline
groviders such as physicians, nurses, and nurse praciitioners. The key informants also identified
measure clarity as another cause of variation—specifically descriptions for numerators and
denominatols that are eitherunclear or incomplets,

Lack of transparency regarding measure variation was the concern most commonly cited by the key
infarmants. Transparency could include acknowledgement that & measure has been changed and, f
possible, disclosure of the extent and type of variation as well as the impact of the vatiation.

Based on the feedback in the environmental scan and two rounds of public comment, the Expert Panel
developed g classification system that employs two main principles for identifying variation and
assessing its effects,

The significance of variation substantially depends upon whether measures are being used for internal
guality improvement (O} programs or sccountability purposes. If 2 medsure Is modified by s healtheare
provider for its own Ql-efforts; this variation is likely fo have little impact on any other provider.
However, if & measure is being used for externial accountability programs, then a heaithcare provider’s
modification may undermine the comparability of measure results between providers. Measure
variation can present at any stage of 2 measure’s fecycle—ideation, developrment, selection,
implementation and use, and reporfting. Interventions to mitigate unnecessary variation or
transparency of necessary variation differs depending on where and when the variation otours.

To address variation, the Expert Panel developed strategies that intend to {1} prevent variation from
acourring in the first place, or {2} mitigate the effects of variation.

These strategies include:

% Access to megsures. The most direct way of preventing variation is to ensure access 1o
megsures and thelr specifications, including regular updates from measure stewards regarding
both existing measures and measures under development.
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s [dentifving measures. Searching for and identifying measures that accurately address end-user
needs minimizes downstream variation.

& Feedbock loops. Feedback loops between measure implementers and measure stewards allow
for clarification and communication of measure-specific needs. The bidirectional exchange of
information also can help prevent duplicative efforts.

& fmplementation guidance. Precise, unambiguous, and complete specifications should be
available for alt measure implementers to reduce variation.

& Daoto collection strotegies, Measure implementers should strive to obtain the data needed to
calculate the measure as specified rather than create a variant.

& Doptoguditing. Auditing can identify and address variation through measure compliance
reviews, which may include assessment of data source reliability, coding, and data abstraction.,

Mitigation strategies should be applied when variation is unavoldable or if the benefits of variation
cutweigh the consequences of changing the measure. The sirategy to mitigate variation includes:

w  Feedbock loops. Communication is fundamental to recéiving dlarifications and current measure-
related information, Feedback loops can both prevent and mitigate variation,

s Tronsporency. Measure implementers should make known any changes madé to the megasure
specifications,

& Collaboration. The creation of a forum or collaborative would permit implementers to discuss
theirmeasurement needs, their reasons for variation, and share information about steps taken
to minimize variations or other lessons learmed.

& Benchmorking: Benchmarking may allow measure implementers to assess the impact of
variation and determine whether the changes are appropriate or necessary.

The Expert Panel created a framework which articulates a serfes of oritical decision points expernienced
both by those developing measures and those implementing measures for accountability programs.
This framework guides the user to decide whether or not variation is needed and how to mitigate the
assoclated consequences. The framework offers the following principles:

& Promote comporability. Measures used for payment, public reporting, and other sccountability
purposes should provide information that enables meaningful comparison of measured entities,

®  Reduce Burden. Measurement efforts should be aligned, harmonized, and streamlined
wherever possibile to avoid redundant or unnecessary data collection and reporting burden for
providers.

& Profect inigvation. Alighment and harmonization™ of measurement continue to be an
inportant goal; however, efforts to reduce variation should not stifle innovation in
measurement activities,

% Neeting end-user needs. End users of measures should be able to meet their needs with
measuremant, and efforts o reduce measure variation should altow for sufficient Hexibility in
adaptation of measures where appropriate.
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s Specificity. Measures used for accountability programs should include precise, unambiguous,
and complete specifications that minimize the need for interpretation to ensure consistency in
implementation.

s Tronsporency. Fortypes of variation that are warranted, increased information about the
nature, scope, and impact of measure variation is needed. This transparency will help identify
whisre unnecessary variation ocours s it can be avoided or mitigated, preventing misleading
comparisons between similar but riot comparable measure results.

The Expert Panel published its récommendations and framework in'a final report released in December
2016.%*° The Panel recognized that there are valid reasons for measure variation and that not all
instances of variation can be avoided or mitigated. However, Instances of variation in measure
specifications should be fully and dlearly disclosed to users-of measure results, particularly where those
measure results are ysed for public reporting, payment, or other accountability programs.

Value Set Harmonization

NOF completed a project that examined how the building blodks of electronic clinical quality measures

{eCOMs)—called value sets—might be better harmonized to enhance the validity, reliability; and
omparability of measures derived from EHRs.

Interoperable EMRy have the potential to enable the development and reporting of innovative
performance measures that address critical performance and measurement gaps across seftings of care.
Howasver, to achieve this future state, the field needs electronic clinical data standards. and reusable
“building blocks” of code vocabularies, known asvalue sets, to ensure measures can be consistently and
accurately implemented across disparate EHR systems. & value setconsists of unique codes and
descriptions which are used to define dinical concepts—e.g., diagnosis of diabetes—and are necessary
o calculate o COME.

NOF defines value set harmionization as the process by which unnecessary or unjustifiable variance will
be reduced, and eventually eliminated, fram common value sets in eCOMs by the reconciliation and
integration of competing and/or overlapping value sets,’®

Commenced in January 2015, the project convened an expert Committes to develop a value set
harmonization test pilot and approval process that would promaote consistency and accurady in eCQM
value sets.

The Commitiee's specific charge was to establish an overall approach to the harmonization and approval
of valye sets, including:

w  The developrment of evaluation criteria;

# How to evaluate the results of the harmonization process; and

# Broader recommendations on how harmonized and approved value sets should be integrated
inte the measure endorsement process,
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Thie Committes recommended five principles to apply both in the development and evaluation of value
sets to ensure high quality.

1, Avalue set should align with the prevalent data mode! that currently supports the developrent
of quality measures. The prevalent dats model used in the eC0Ms is the Quality Data tterded
{CIDMILY which describes clinical concepts in o standardized format so individuals monitoring
clinical performance snd cutcomes can dlearly communicate necessary information; While the:
OO has provided a Toundation for the developrent and use of eCOMs, measure developers -
st understand the scope and the Rmitation of the refationship between the value sels and
thee Ol

3. value sets should be consistent with the model of clinfcal iInformation found In the patient
record, The model of clinical information found in the patient record depends on the type of
EHR systern used and how that system is configured. The value sets should be both feasible and
usable to identify clinical data within the EHR, regardiess of where the measure is used.

3. Terminology updates, expansion, and changes must be integrated into the value sets. Anew
value setmust represent the most recent version of the terminology it is based upon. The
Committee suggested that retired codes should still be included in the previous value sat as they
are critical to identifying historical information within a patient’s record. ; )

4, Quality measures being considerad for NOF endorsement must have current and active value
sets that align with the most recent version of the raspective code system,

5, Altvalue sets used in gquality measures developed Tor inclusion in federal programsmust be
published in the Value Set Authority Center {VSACH® The Committee concurred that it is
ressonable to expect that value sets assoclated with a quality measure be published and have
that designation when undergoing review for potential NOF endorsement.

The Committes detaited thrge recommendations for future action that gmarged frovy their discussions.

. First, the Committes recommended the development of guidance around versioning of future valus
sety, with versions being part of 3 dats managerient process o provide clarity betwesn legacy and
current value set iterations. The Committes alio recotnmended the development of 8 way to recoghize
expired value sets to reduce potential redundancy and doglication, Finally, the Committes
recorgnended that groups outside of NOF continue 1o do the devalopment and evaluation of value sety.

Maore specifically, the Commitiee concluded that, ideally, value sets would be developed and evaluated
independent of measures, against a standard set of criteria. The Committes agread that there should be
a set of reguirements that an outside arganization would use In determining whether s value set is of
high quality, and this waork would be completed prior to measura development and testing. ™

Current State of NOF Measure Portfolio: Responding to Evolving Needs

MOF worked on 18 gquality measure endorsement projects in 2018, Across thess HHS-funded
endorsement projects, NOF endorsed 197 measures and remmoved 87 measures from its portfolic, NOF's
measure portfolio contains high-value measures across a variety of cliical and cross-cutting topic aress.
NOF's multistakeholder committess—which include providers, pavers, and other experts from across
tipaltheare, as well a9 patients and consumers—review both previously endorsed and new measures
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using rigorous evaluation criteria. The committees make recommendations for NOF to endorse or not
endorse measures,

Working with expert multistakeholder committees,™ NOF undertakes actions to keep its endorsed
measure portfolio relevant. This may include removing endorsement for measures that fail to meet
rigarpus criteria, facilitating measure harmonization among competing or similar measures, or retiring
measures that no longer provide significant opportunities for improvement. NOF encourages maasure
developers to submit measures that can drive more meaningful improvements in care, such as measures
of patient-reported cutcomes. While NOF pursues strategies to make its measure portfolio
appropriately lean and responsive to real-time changes inevidence, it also proactively seeks measures
from the field that will help to fill known measure gaps and that align with the NQS goals,

in 2016, NOF transitioned its feasure endorsement commiftess to a standing committee format; so
that committee members serve multiyear, staggered terms, as opposed to terms defined by the length
of specific projects, This change has enabled committes members to become more familiar with NQF's
measure portfolio and allows for greater flexibility for ad hoe measure review. Italso improves the
ability 1o address concerns that arise outside of regular project timelines.

Measure Endorsement and Maintenance Accomplishments

In 20186, NOF reviewad 101 new measures for endorsemeant and considerad 140 existing measures for
re-endorsement through NOF's periodic maintenance review. NOF added 67 new measures to ifs
portiolio and continued endorsement of 130 measures, Seventy-four endorsed measures, including new
and existing measures, are osuttome measures; 111 are provess measures, five are intermediate dlinical
outcome measures, three are composite measures, three are structural measures, and one isén
efficiency measure.

Al measures are evaluated by expert committees against the following NQF criterias

Imporiance to Measure and Report

Reliability and Validity ~ Scientific Acceptability of Measure Properties
Feasibility

Usability and Use

Comparison to Related or Competing Measures.

W oW N

More information is avallable in the Megsure Evaluation Criterio and Guidance for Evaluating Measures
for Endorsement.™

Aop {ists the types of measures reviewed in 2016 and the results of thie review, Below are
summaries of endorsement and maintenance projects completed in 2016, as well a5 projects that began
but were not completed during the vear.

Completed Prijects
Eye Care and Ear, Nose, and Throat Conditions. More than 3.4 million {3 percent} of Americans 40 years
oy older are either blind or visually impaired, and millions more are at risk for developing vision
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impairment and blindness.™ At a cost of $139 billion in 2013, eve disorders and vision toss are among
the costliest health conditions currently facing the United States.™ In addition, hearing loss affects 1in
10 Americans. b 2010, there were an estimated 20 million visits to otolaryngologists in America, and
one-fifth of these visits were made by people under age 15, Measures for eve care and ear, nose, and
throat conditions (EENTY endorsed in this project were the first such measures NOF reviewsd thatapply
atross settings of cars a4 opposed to specific settings {such as surgery or ambulatory cargl

MO FENT Stabding Committee evaluated a total of 24 measures, including seven eC0Ms and 17
existing measures. The Committee recommended 21 measures for endorsement, including six eCOMS,
and recommended placing one measure In inactive endorsement with reserve status. in addition, the
Committee approved one eCOM for trial use. The designation for trial use enables measures that are
ready for implementation in reabworld settings but that lack reliability and validity data to achieve NOF
endorsement to be used in the field for quality improvement. The use facilitates data collection reguired
for NOF endorsement. The Committer recommended removing endorsement for ong measure in the
portfolio. Thirteen of the measures recommended for endorsement are for eye care, and eight are for
ear, nose, and throat conditions,™

Neurotogy. Neurological conditions and injuries affect milllons of Armaricans each year, teking 3
tremendous toll on patients, families, and caregivers.’ For example, strokes are the fifth leading cause
of dieath in the United States and cost billions of dollars in treatment, rehabllitation, and lost wages.™
Alzheimer's disease, the most common form of dementia, was the fifth leading cause of death for adults
ages 65 to 85, with costs expected to rise to nearly 5500 billion annually by 2040.% Over 5 million
Americans have epilepsy, with costs exceeding $15 billion annually,®

HOFs Newrology Standing Committee evaluated 26 measures, including 14 tew measures and 12
existing measures. The Committes recommended nine measures for endorsemant and six measures for
inactive endorsement with reserve status. In addition, the Coammittes recommendad approving one
eCOM for trial use, The committes did not recommend 10 measures for endorsement; In part because
some of these measures overtapped with other measures that were recommended for endorsement,
Following this project, NOF's portiolio of neuwrology measures included 15 measures focused on stroke,
dementis, and epllepsy.™

Palliative and Embof-Life Cave, mproving both scoess to, and the guality of, pallistive and sad-oflife
care is gaining importance because of the aging U.5. population and the projected increases in the
numnber of Americans with chronic illnesses and disabilities. NOF's Palliative and End-of-Life Care
Standing Committes evalusted eight new measures and 16 existing measures, and recommengded 23
measures for endorsement. These recommendad measures address physical aspects of care, ethical
and legal aspects of care, and care of the patient at the end of life.

NOF's portfolio of 36 endorsed measures for palliative and end-of-life cars address physical,
peythological, and cultural aspects of care, Bightesn of the measures assess patient outcomes, and 13
are used in several federal programs, including the Hospice Guality Reporting Program, the Hospital
Cutpatient Quality Reporting {OQR) Program, and the Home Health Value-Based Purchasing Model ™
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Pediatric. The Children's Health Insurance Beauthorization Act of 2009 {CHIPRA} accelerated interest in
pediatric quality measurement and presented an unprecedented opportunity tolimprove the hegltheare
guality and vutcomes of the nation’s childeen, inclisding the nearly 40 million children enrolled in
Wedicaid and/for the CHIP. CHIPRA also established the Pediatric Quality Measures Program.™ The
programm, with support from the Agency for Healthcare Research and Quality {AHRO) and OWS, funded
soven Conters of Fxcellence to develop and refine child health measures in high-priority areas. After
years of concerted effort, NOF reviewed an initial cohort of measures for endorsement in its 2015-2018
Padiatric Performance Measures project, Specifically, NOF's Pediatric Measures Standing Committes
evaluated 23 new measures and one existing measure against NOF's evaluation criteria. The Committes
recommended 15 measures for endorsement. It also cited concerns about the underdevelopment of
guality measures for the care of children and the lmited evidence base regarding testing limitations
with the pediatric population.

During the Committes's discussion of the measures, several overarching issues of particular rélevance to
pediatrics emerged. The Committee extensively discussed the evidence requirements for pediatric
patient-reported outcome performance measures (PRO-PMs) and patient experience-ofcare measures,
including the pecuracy of the data when a parent reports for a child. The Committee also noted that it
rright be difficult to link patient experisnce-of-care miasures to actual care provided, although itis
ivportant to understand which processes might be modified in order to improve sxperience of care.

Pediatric measures include measures refated to patient safety, health and well-being, and
behavioral/mental health. &t the conclusion of the pediatric measures project, NOF's portfolio of
pediatric measures consisted of 123 measures, including 40 outcome measures three of which rely on
patient-reported data,

Perinatal and Reproductive Health, For the 61 million women of reproductive age in the United States, -
acvess to high-guality care before, during, and between pregrancies, including pregnancy planning,
contraception, and preconception care, can reduce the risk of pregnancy-related complications,
including maternal and infant mortality.™ Disparities in access Yo quality reproductive and perinatal
care and in outcomes among raclal and ethnic groups in the United States, as well as sociodempgraphic
disparities, sre major toples of interest surrounding this-ares of measurement.® Deaths during
pregnancy ard childbirth have doubled Tor sl U.S, wornen in the past 20 vears. ™ Research suggests that
morbidity and mortality associated with pregnancy and childbivth are largely preventable through
adherence to existing evidence-based guidelines,

NOF's Parinatal and Reproductive Health Standing Committes evaluated nine new measures and 15
existing v sres, The Committes recormmended 18 messures Tor endorssment.

Iryits deliberations, the Commitiee identified several overarching issues. These included multiple; similar
neonatal infection measurés that individuaily met endorsemeant criteria but collectively would be
burdensome on providers and clinicians to report, The Committee encouraged measure developers to
wirk together to create a single measure, The Committee also noted the need to identify potential
unintended consequences of i res so that chenges made to improve guality in response to ong
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measure would not worsen outcomes in another area. In addition, the Committee discussed advances
in quality that hightight the success of previously endorsed measures as well as a need for measures that
can drive further Improvements in care as well as patiernt outcomes.

At the vonclusion of this project, NQF's portfolio of perinatal and reproductive health measures
consisted 6f 19 measures, including six outcome measures: The measures in the portfolio cover
reproductive health, pregnancy, laboi and delivery, high-risk pregnancy, premature birth and low birth
weight, and postpartum health.V

Pulmonary and Critical Care. Chronic lower respiratory disease is the third leading cause of deathin
aduits older than 18, and tréatment and tnanagement of pulmonary conditions is very costly, with an
estimated cost of §106 biflion forasthma, COPD, and preurmonia in 200875 Critical care Is the
specialized care of pationts whose conditions are life-threatening and who require comprehensive care
and constant monitoring. Every day, 55,000 critically i patients are treated in the United States.™ These
patients usually receéive treatments in one of the nation’s approximately 6,000 intensive care units
{icusk®

NOF's Pulmonary and Critical Care Standing Committes reviewed 22 measures, including 18 existing
measures and four new measures. The Committes recommended 12 measures for endorsement and
one measure for inactive endorsement with reserve status.® The Committee did not reach consensus
on two measures and did not recommend an additional st measures for endorsement. The Committes
discussed concerns.about the use of endorsed measures in this portfelio, particularly the
implementation of measures at a different level of analysis than that for which they are endorsed. For
example, measures submitted for endorsement review for use at the population level may then be
implemented at the practice level.

At the conclusion of this project, NQF's portfolic of pulmanary and oritical care measures consisted of 30
measures, including 17 cutcome measures, and spanned the domains of asthma, COPD, preumonia,
imaging, and critical care ™

Continuing Projects

All-Cause Admissions and Readmissions. Reducing avoidable hospitalizations and readmissions is a
national priority. Despite the healthcare industry’s focus in recent yvears on reducing preventable
readmissions, challenges persist, especially for patients who suffer from chronic and comorbid
conditions. Nearly one in five Medicare patients are readmitted to the hospital within 30 days of
discharge, including many patients returning via the emergency room, costing more than $26 billion
annually, by some estimates.® Measuring orittcal factors that atfect the guality of patlent care can
provide valuable information to help providers better address patients” health needs after
hospitalization and keep them from unnecessarily returning 1o the hospital,

in December 2016, NOF endorsed 30 new and existing hospital and post-acute care (PAC) readmissions
measures, Two PAC measures were adjusted for socioeconomic status (SES} and other demographic
factors, specifically, insurance status and marital status,
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The measures are used Invarious private and federal quality reporting and value-based purchasing
programs, including CMS's Hospital Readmissions Reduction Program (HRRPL Most of the measurss
were included in & groundbreaking NOF trial to determine whether NOGE shauld permanantly change its
policy ard allow measures (o be risk adjusted for SES. Inmiost cases, and with all of the measures
irvoleing hospital readovissions, updated risk adjustiment models did not shiow significant effects of SE8
visk adjustment. ‘

NOF will consider future avaitability of 385 data for riskadjustment during sanusl measure updates. In
addition, NOF is soliciting feedback on the implermentation of the measures 35 they are Geed infederal
programs: NOF's SES trial sontinues through APl 2017, 8t which point NOF will decide whether to make
SES adiustiment oF measures, under specific dircumstances, Its permanent policy, !

NQOF hegma third phiase of the all-cause admissions and readmissions project in October 2008, The

project will review measures addressing all-cause admissions and Rospital readmissions following

hespitalization from heart fallure, preumonis, total hip arthroplasty {THA) and/or tota! knee

~arthroplasty [TKAL L will also include measures of emergency department use and scute care
hospitalization during hoame health, :

Cancer. Cancer 5 the second leading cause of death in the United States, taking thee lives of more than
1600 Americans sach day. ™ More and more people are slso Hving with cancer: Mearly 14.5 million
Americans with g history of cancer were alive I 2014, and it s estimated that the number of cancer
survivors in the United States will increase to almost 19 million by 2024.% The cost of treating cancer
 has alst incréased, from an estimated $157 billion in 2010 to an estimated 5174 billion 1n 3020, Hreast,

colon, lung, and prostate cancers are among the most frequently diagnosed and st deadly cancers i
the United States ™ : o

NOF's Cancer Standing Comenittes 1 reviewing 21 rosasures in the areas of breast cancer, colon cancer,
O chemotherapy, hematology, leukemia, prostate cancer, esophageal cancer, melanoma diagnosis;
syrmptom maragement, and end-of-life care. NOF will ssus 5 firal report in January 2007,

States, accounting for approwimiately 53126 billiar in healtheare costs amr&{xmiyf*? Coronary heart
~disgase (CHDY, the most commeon type of cardiovascular disease, actounts for oneof every sixdesthy in
the United States.™ Hypertension—a major risk factor for heart disease, stroke, anid kidniay diseasg~
affects ane in thres Americans; with ar estimated anpual costof $156 billion inmedicsd costy, lost

productivity, and premature deaths. ™

Cardiovascular, Cardiovascular disease s the %eaﬁmg catise of death for men and women in the Usited

To accommuodate the breadih of cardiovascilar measures in NOFs measure portfolio, N is conducting
its review of cardiovascular measurey in this project, Wiich Began in 2013, In four phases, o phige 3 of
this project, which concluded in fay 2016, NOF's Cardiovascular Standing Commities evaluated 28
measures; including 13 malntensnce medsures and 13 rew miegsures. Three mpasuies wers eCOM
versions of previously endorsed paper-based measires. The Committes recommended 17 messures for
endorsement @ spproved one eCOM fortrial use. The Commities did not recommaend seven

n
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easures for endorsement and deferred one measurs decision to the next phase of the cardiovascutar
project.

NOIF fatinched the fourth phase of the cardiovascular project in October 2015, The Committes i
reviewing six measures, including two newly submitted measures and four gristing measures. NQF
issued a final report on this fourth phase of the cardiovascular project in February 2017,

Cost and Resource Use, Healthedre spending in the United States is ubmatchied by any country in the
world, without a corresponding increase in better outcomes or overall value ™ tmproving efficiency
within the healthoare syster holds the potential to both reduce the rate of cost growth and improve the
guality of care provided, Key to achieving these goals is first understanding how and where healthcare
dollars are spent, NOF is positioned to help answer that guestion by reviewing performance measures
that evaluate healthcare costs and resource use.

NOF hay endorsed several cost and resource use measures since beginning endorsement work in this
argad in 2009, The first phase focused on measures of cost that are not condition-specific, and evaluated
both per-capita or per-hospitalization episode approaches. The second phase focused on cardipvascular
conditionspecific measures, and the thivd phase focused on pulmonary condition-specific measures,

trthis fourth phase of work, which began in November 2016, NQF's Cost and Resource Use Standing
Corymittee is reviewing three cost and resource use measures pertaining to all conditions.

Health and Well-Being. A patient’s healthcare results and income can be significantly and negatively
affected by social, enwironmental, and behavioral factors.™ These and pther socioscononic factors
contribute to an estimated 60 percent of deaths In the United States. ™ However, most U5, healtheare
dollars are spent on providing medical services, rather than on addressing the circumstances and impact
of health and well-being that greatly affect health outcomes. Effective, targeted performance measures
van help determine how successful population health improvement initiatives are and help focus future
heatth improvement efforts,

Az an extension of NOF's most recent Population Health Endorserment Maintenance project, the
rriuitiphase Health and Well-Being project seeks to dentify and endorse measures that can be used to
assess health and well-being across all levels of analysis, including healthcare providers and
communities, ™ This project evaluates measures that sssess health-related behaviors, community-level
indicators of health and disease, primary prevention and screaning, practices to promote healthy lving,
corumunity interventions, and modifiable social, eeomomic, and environmental determinants of health
with a demonstrable relationship to health and well-being.

Phase 3 of this project began in Octobier 2015, NOF's Health and Weii»&%@mg Standing Committes
reviewed new and previously endorsed meassures of physical sctivity, cervical and colorectal cancer
sereenings, and adult and childhood vaccinations. NOF will issue a2 final report in early 20007,

Patient Safety. Although the healtheare industry has made major improvements in measuring and
arddressing patient harms, tens of thousands of preventable injuries to patients still orour each yeaar, and
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miany of these harms have dire conseauences, Adverse events can take many forms, including
healthrare-associated infoctions (HALL medication errors, Talls, pressure ulesrs, and other potentially
avoidable acourrences, On any given day, about 1 out of every 20 hospitalized patients has an HAL
costing up to 533 billion annually.™ While there have been significant achievements in measurement of
patient safety, numerous gaps remiain.®’ There is also a recognized need 1o expand patient safaty
measures across settings of care.

NOF-endorsed patient safety measures are important tools for tracking and mproving patient safety
performance in U.5, healthcare, NOF-endorsed patient safety measures are used In nany quality
improvement, public reporting, snd sccountability programs across the country, NOF s endorsed safe
practices®™ and list of Serious Reportable Events [SRESI™ have provided important guidance toimproving
healtheare nationally, scross settings of care. However, gaps persist in the measurement and
assessment of patient safety.

NOF endorsed 22 patient safety measures in s seeond cycle of recant patient safety work that ended in
February 2016, Those measures assess a range of issues, from patient Talls to nursing howrs to rates of
pressure ulcers and antimicrobial yse, NOF endorsed an additional three patient safety measuras in
2016 after an ad hoco review of these three measures that resulted in measure updates.

fry 4 third phase of work that i expected to be Fnished in March of 2017, it Is snticipated that NOFS
Pationt Safety Standing Committes will recormend 12 measures for endorsemant and one eCOM for
trial use, Three of the measures are intended to help address the Inappropeiate prescribing and use of
opioids in people who do not have cancer.

Person- and Family-Centered Care. Ensuring that patients and their families are engaged partnors in
care is one of the core priorities of the National Quality Strategy ard is o focus of significant efforts in
the healtheare sector. Person- and family-centered care encompasses patient and family engagement in

k care, including shared décision making, preparation and activation for self-care managament, and the
outcames of interest to the patient recelving healthcare services, These interssts include healtherelated
auality of life, functional status, symptoms and symptom burden, and experience with care.

NOF endoried 10 measures fooused onassessing patients” sxperience with care inthe Hret phase of this
profect, nthe second phase, NOF endorsed 28 measures focused on diniclarn- and patient-gssessed
functional status, NOF reviewed 13 measures, including 12 new measures, in the project’s third phase. A
final report is expected in early 2017,

Renal. More then 20 million adults {10 percent of the population} in the United States have chronic
kidney diseass {CKD}, which is even more prevalent among adults with high blood pressure and
diabetes ™ Ustreated, CKD can result in end-stage renal disease (ESRD) and a host of other health
complications.™ Cureently, over a half a million Americans are diagnosed with ESRD, ESRD s the only
chironic disease covered by Medicare for people under the age of 65.
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NOFs Benal Standing Committee examined three new measuras and three previously endorsed
misasudes that sddress conditions, treatments, interventions, or procedures related to kidney disease,
end-stage renal disease, and other conditions. A Hnal report s expected inearly 2007,

Surgesy. The rate of surgical procedures continues to increase anmualiv. The vate of procedures
performed in freestanding ambulatory surgery centers increased by 300 percent in the 10-year period
frore TOUS to 200865 1r 2008, an estimated 53.3 million surgical and nonsurgical procedures were
performed in 115, ambulatory surgeéry centers, buth hospital-based and freestanding.™ tn 2000, 514
milllion npatient procedures were performed In nonfeteral hospitals in the United States ™ These data,
and the potantial for unintented tonsequences they portend, continte to explain the intense interest in
reasurement of surgical events and improvements.

The surgery measure portiolio is une of NQF's largest and addresses cardiac, vascular, orthopedic,

“urologic, and g\memmgéa: surgeries, itincludes adult, child, and congenital measures, as well as

perioperative safely, care coordination, and a range of other dlinical or procedural subtopics. Many of
the measures in the portfolic are used i public and/or private settor stcountability and guality
imgrovement programs. However, while significant strides have been miade in some areas, gaps remaln
in procedure areay as well as for messires that convey oversil surgical guality, shared accountability;
and gatient focus.

NOF's Surgery Standing Committee revievied 74 measures and recommended 16 for endorsement, NOF
anticipates issiing a fnel report in March 2017

New Projectsin 2016

Behavioral Health, Behavioral healthcare refers to treatmenty and services for individuals at risk of, or
suffering from, mantal, Behavioral, or addictive disorders such 8s substance abuse, post-travmiatic stress
disorder, depression; and anxiety disorders, Behavioral health ssues, conditions, dnd treatments are §
leading cause of disability and a source of rising healthcare costs In the United States, {:armmi?g
behavioral bealth issues cost the healthicare system and employers billions of doliars. Better meéasures of
the guatity of behavioral healthicars services can hielp ensure that seople receive Himely, coordinated,
and effective care that ulthmately Teads fo better outcomes and mproved overall health,

NOF has eodorsed 47 performance migastres related to behavioral health, specifically focused on
mental health and substance abuse. This project, which began in September 2016, will review five new
mieasures sud 12 prevously endorsed measures. These messures address alcohol and substance abuse,
opioid use, tobacen use, attention-deficifhyperactivity disorder (ADHD), and depression. NOF will issue
& Hinal report 10 September 2017,

Care Coordination, Care codrdination is increasingly recognized a5 fundamental to improving patient
outcomes andds seeh s a bedrogk 6f effectively run healthrare systems. Poorly coordinated care can
tead o unnecessary suffering for patients, avoidable readmissions and emergency department visits,
increased risk of medical errors; and higher costs, Persons with chronic conditions and multiple co-
morbidities and their families and caragivers are particularlyvulnerable when care is not coordinated or
Wtegrated.
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NOF completed several projects in this area over the past decade to provide guidance and measurement
of care coordination. These projects include defining and providing a framework for how to measure the
guality of vare coordination, endorsernent of 25 preferred practices and 10 performance measures in
2010, and additionat measure endorsemeant projects in 2012 and 2015,

in this most recent project, which began in September 2016, NGOF's Care Courdination Standing
Committes is reviewing seven measures, including five previousty endorsed measures. NOF witl issue @
final report in September 2017,

tifectious Disease Project. The United States spends more than $130 billion annually to treat infectious
disazses, which account for 3.9 million hospital visits per vear, ™% Effective quality measures support
national efforts to advance treatment of infectious disease and improve patient safety and healthcare
autromes.

NOF's Infectious Disease Standing Committee is reviewing 16 previously endorsed measures that
address care for HIVAAIDS, sexually transmitted infections, hepatitis, adult and pediatric respiratory
infections, and sepsis. NOF will issue a final report in September 2017,

W, Stakeholder Recommendations on Quality and Efficiency Measures and Mational
Priorities
Section 1890(b}{5 A v} of the Socipt Security Act requires the (BE to include in this report o description
of annval artivities related to multistakeholder group input on gaps in endorsed quality ond efficiency
megsures, which shall include meosures thot ore within priority areos Identified by the Secretary under
the notional strotegy ... and where quality and efficiency meosures ore unavalioble or inadeguote to
identify or address such gops.

Measure Applications Partnership

Unider section 18904 of the Act, HHS is reguired to estoblish o pre-ridemaking process under which &
consensus-bosed entity (currently NGF) would convene multistakeholder groups to provide input to the
Secretary on the selection of guality and efficiency measures for use in pertain federal programs. The list
of guality and efficiency meosures HHS Is considering for selection is to be publicly published no later
than December 1 of each yvepr. Nolgter thon Februory 1 of each yeor, the corsensus-bused entlty s to
report the input of the multistokeholder groups, which will be considered by HHS in the selection of
guality ond efficiency measures. ™

MIAP provides 3 forum for the private and public sectors 10 reach consernsus with respect to use of
measures to enhance healthcare value in federal programs. MAP recommendations are also adopted by
the private sector, MAP's efforts help to facilitate the alignment or use of the same measures across
multiple federal programs. Alignment of measures helps providers better identify key areas inwhich to
improve quality; reduces wasteful data collection for hospitals, physicians, and nurses; and helps to curb
the profiferation of redundant measures which could confuse patients and payers.

8
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For detailed information regarding the MAP representatives, oriteria for selection to MAP, and rosters,
please see &

in addition, MAP serves 55 an interactive vehicle by which the federal government can solicit feedback
fromn stakeholders regarding measures for potential use in federal reporting angd payment programs.
This approach augments the traditional rulemating of CMS and HHS, aliowing the opportunity for
substantive input 1o HHS i advance of rules being issued. Additionally, MAP provides & urigue
opportunity for public- and private-sector leadsrs to develop and then brosdly review and comment on
a futuredocused performance megsurement strategy, as well as provides shorter term
recommendations for that steatepy on wn annus! basis, MIAP strivesto offer recommendations that
apply to and ave coordinated across settings of care; federal, state, and private programs; levels of
sttribution and measurement analysisy and payertype,

Since 2012, MAP has provided goidance at the requast of HHS an the measures to be included in
Medicare programs, 8s well &5 Medicald and CHIF nationwide. Measures recommended by MAR for
Medicare are considerad for use In mandatory or voluntary reporting programs, while the messures in
the Adult and Chitd Core Sets for Medicaid/CHIP are considered Tor voluntary reporting by individual
states. WMAR slso provided guldancs to HHS o ihe use of performance messures 1o evaluate and
improve care of dusl eligible beneficlaries, whio are envolled in both Medicaid and Medicare=-a digtinct
population with complex and often costly edies! neads.

2018 Pre-Rulemaking Input

MAP comipleted its deliberations for the 2015-16 rulemaking cycle with the publication of Its snhual
reportin February 2018, marking MAPS Gfth revlew of measures for HHS programs. The MAP Mmswe
Selection Criteria guides the review grocess Tor the messures under considerstion {see ap {8
During the' pre-rulernaking review process, MAP corsiders the alignment of measures acress HHS
programs and with private sector efforts. MAP also incorporates msasure use and performance
information into by decision making to provide CS with spedific recommendations about the best use
of available measures, MAP looks at the antivety of the program and measures included to identify:
Frieasure gaps.

Duiting this presrulemaking process, MAR examined 131 unique measures for potential use in 19
different federal health programs, covering clinlcian, hospital and post-acute care settings {ses

Tl NOF corporated process improvements irto MAP this vear, including the additicn of a
otie-day ireperson mzeting for the MAP Coordinating Committee to provide guidance on id&srxxifyiﬁg
gaps and the conceptof alignment, refinerments to the prefiminary ;snaiysiﬁ of measures conducted by
MU staff, and updates to the consensus building and voting protess.

Conducted by staff, the prefliminary stialysis provides MAP members with 3 sutcinet profile of wach
rrisasure 10 Serve 35 8 starting point for MAPR discussions. The preliminary snalysh asks a serfes of
guestions to svaluate the appropriateness foreach o sreunder consideration (MUCH

#  Dossthe MUC mest a critical program objecive?
& {5 the MUL fully developed?
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e Isthe MUC tested for the appropriate settings and/or level of analysis for the program? If no,
could the measure be adiusted to use in the program’s setting or level of analysis?

& s the MUC currently in use? f yas, does a review of its performmance history vaise any red flags?

s Does the MUC contribute to the efficient use of measurement resources for data collection and
reporting and support alignment across programs?

s s the MUC NOF-endorsed for the program’s setting and level of analysis?

MAP used a threesstep process fof pre-rulemaking deliberations:

Develop program measure set framework;
Evaluate measures under consideration for potential inclusion i specific programs and what
they would add to the measure sets; and

3. Identify and prioritize measurement gaps for programs and care settings.

More specifically, in October 2015, MaP workgroups convened via webinar to consider each program in
the workeroup-specific setting with the goal of identifying its specific measurement needs and critical
program objectives. The workgroup recommendations on critical program objectives were then
reviewed by the Coordinating Committes.

MAP workgroups met in person In December 2015 to evaluate the measures under consideration for a
given setting orlevel of analysis and made recommendations for use of those measures invarious
federal programs. The Coordinating Committee reviewed the workgroup recommendations and public:
cominent received on these recommendations in January 2018,

MAP Cliniclan Workgroug [2015-2016), Over the past four years, MAP has provided multistakeholder,
precrulemaking input to CMS on clinician-level measures for the Physician Quality Reporting System
{FORS), the Value-Based Payment Modifier (VM) program, and the EHR lncentive Program. This vear
marked the Hrst time MAP réviewed measures under only two programs: the Merit-Based incentive
Paymaent System [MIPS] created by the MACRA and the Medicare Shared Savings Program {MSSPL.

MIPS is 3 new program that combines parts of the PORS, VM, and EHR fncentive Program into one single
prograrm that will adjust MIPS eligible clinicians' Medicare payments based on performance.®

The MSSP is designed to facilitate coordination and cooperation among providers to Improve the guality
of care for Medicare Fee-For-Service [FFS) beneficiaries snd reduce the rate of growth in hegltheare
costs,® Eligible providers and suppliers may participate in'the Shaved Savings Program by creating or
participating in an Accountable Care Organization (ACOLTY

Scores-on clinician measures reported fo the MSSP and the MIPS program are to be publicly reported
and available on the Physiclan Compare website, allowing consumaers to use this information in the
selection of a clinician, With this in mind, the MAP Clinician Workgroup made it a gulding pringiple to
identify and recommend mieasures that are meaningfulto consumers and purchasers,
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s part of the transition from multiple quality programs to the consoldated MIPS program, cliniclan-
tevel measures on the MUC list during this pre-rulemaking cycle were proposed for potential
implementation to collect data in 2017 and for payments to be Issued in 2019 undler VIPS,

With the addition of the measures for the MIPS program to the MUC list 2015-2018, CMS identified key,
related program needs and priorities, indluding outcome measures, measures relevant to specialty
providers, domains of person and caregiver experience and outcomes, communication and care
coordination, and appropriate use and resource use. TMS also noted a preference for eCQMs, measures
that do not duplicate existing ¢linician measures, and measures with opportunities for improvement,
Le,, those that are not “topped out”

The MAP Clinician Workeroup considered B0 measures for use in the MIPS program—only 12 measures
were not recommended for further consideration and two measures were withdrawn by CMS. Itis
noteworthy that the percentage of outcome myeasures for clinicians serving Medicare beneficiaries rose
from approximately 25 percent of measures available in the old PURS system to approximately 37
percent of measures recommended for the MIPS program. The workgroup also considered five
measuras for-addition to the MSSP. Discussion centered on several proposed composite measures.
Each of these measures was proposed for use in both the MIPS program and the MSsp.7H

MAP Hospital Workgroup (2015-2016). This MAP Workgroup reviewed measures under consideration
for the following hospital or other setting-spetific programs:

®  Hospital Inpatient Quality Regorting (1QR) Program and Medicare and Medicaid EHR incentive
Program for Hospitals and Critical Access Hospitals {CAH) {Meaningful Use);

+.  Hospital Value-Based Purchasing (VBP) Program;

« Hospital Acquired Condition Reduction Program (HACRP);

% Hospital Outpatient Quality Reporting {OQR) Program;

e Ambulatory Surgical Center Quality Reporting (ASCQR) Program;

= Prospective Payment System {PRS)-Exempt Cancer Hospital Quality Reporting (PCHOR)

& Inpatient Psychiatric Facility Quality Reporting (IPFOR) Program; and

& End-Stage Renal Disease Quality Incentive Program (ESRD GIP).

Through consideration of measures across these eight programs, the MAP Mospital Workgroup
identified several overarching goals, including (1} identifying measures to improve guality across patient-
focused episodes of vare, {2} engaging patients and their families as partrers in care, and {3} driving
improvement forall.

The MAP Hospital Workgroup recognized the need to encourage performance measurement to foster
tetter coordination across the care continuum, MAP noted that current measures tend to focus on
narrow clinical topics; but performance measurement needs to evolve to use measures that capture the
“Big picture”: A more integrated set of measures could provide consumers and purchasers with a better
overall picture of quality:
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in particular, the Workgroup noted the need for closer connections and better integration of hospitals
with post-acute care {PAC) and long-term care (LTC) settings. The current FAC and LT migasures vary
significantly by setting, creating confusion for consumers trying to assess where 1o seek ongoing care
after hospital discharge. The Workgroup noted that healthcare systems need measurement that can
spur better care coordination and data sharing to-avoid unnecessary hospital readmissions, Better
interconnectivity and information sharing could empower providers with more complete information
about their patients, including vital information about a person’s history, to help reduce errors and
adverse treatment interactions.

The MAP Hospital Workgroup underscored the importance of strategic; cross-cutling measures, a8
havirig a large number of measures in each program can dilute thelr individual impact. More integrated
measurement that assesses quality across the system could help to ensure high-value information for all
stakehoiders,

The Workgroup also stressed the importance of shared decision making with patients and thelr families
and the necessity for providers to commit to supporting theic patients” decisions. Subsequently,
praviders should clearly document a person’s goals and preferences and make sure follow-tp care
reflects those decisions and preferences. MAP also atknowledged patient aucountability asan
important part of decision making—cautioning that people vary in their ability and desire to engage fully
in theircare.

When reviewing the measures under consideration, MAP focused on consumers and asked: What
information would be truly meaningful? What would help 3 consumer choose a provider? What
outcomes do people really care sbout? Guided by this consumer focus, MAP recommended measures
gddressing iSsues such as patient activation, goals, and quality of life.

The MAF Hospital Warkgroup noted that there s a need for better measures In perinatal and pediatric
care as these patients represent almost 25 percent of hospital discharges. However, Medicare programs
such ds the Hospital TOR and OOR Programs do not cover key services provided to these populations
such as obstetrical services and primary care clinics, which are instead provided by Medicaid. MAP
suggested that CMS consider expanding the populations covered by the programs reviewed by the
Hospital Workgroup to include the entirety of the population seen in the hospital setting. Including
broader populations could help more constmers, purchasers; and payers with related decision making
as well a5 give providers more information to help them improve care™

WMIAP made the following measurement recommendations for the specific programs below:

& Hospital Inpatient Quality Reporting {QR) Program and Medicare and Medicaid EHR Incentive
Program for Hospitals and Critical Access Hospitals (CAH) (Meaningful Use) — MAF reviewed 15
measures, and recommended the inclusion of nine measures in the programs;

«  Hospital Value-Based Purchasing (VBP] Program — MAP reviewed 10 measures and
recommended the addition of three measures;
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s Hospital Acquired Condition Reduction Program (HACRP) —MAP discussed updates to two
measures currently included in the program, acknowledging that the updates were
improvements over the versions currently in the program;

¢ Hospital Outpatient Quality Reporting {OGR) Program — MAP reviewed and recommended the
inclusion of two measures;

e Ambulatory Surgicat Center Quality Reporting {ASCQR] Program ~ MAP reviewsd one measure
but did not recommend that one measure should be included in the program;

& Prospective Paymient System (PPS)-Exempt Cancer Hospital Quatity Reporting (PCHOR}
Program - MAP reviewed and recommended the inclusion of five measures, four of which are
updates to current measures iy the program;

e inpatient Psychiatric Facility Quality Reporting (IPFQR] Program — MAP reviewed and stipported
the addition of two measures; and

% End-Stage Renal Disease Quality incentive Program [ESRD QIP}~ MAP reviewed seven measures
but recommended the Inclusion of only three in the program.

MAP PAC/LTC Workgroup [2015-2016), The MAP PAC/LTC Workgroup reviewed MUUS for six setting-
specific federal programs addressing post-acute care {PAC) and long-term care (LTCE

¢ Impatient Rehabilitation Facility Quality Reporting Prograr (IRFQRPY;
#  Long-Term Carée Hospital Quality Reporting Program (LTCH QRPY;

®  Skifled Nursing Facility Quality Reporting Program {SNF ORP);

= Skilled Nursing Facility Value-Based Purchasing Program (SNF VBPY:

= Home Health Quality Reporting Program (HH QRP}; and

«  Hospice Quality Reporting Program {Hospice ORP.

In the PAC/LUTC voordination strategy, the MAP PAC/UTC Waorkgroup defined high-leverage areas for
performance measurement and identified core measure concepts to address each of the high-leverage
aress. These core-measure concepts are identified in order to address the argas that will ultimately fead
to the greatest qualily improvement and development in & setting that is relatively new to guality
measurement.

in'this year's pre-rulemaking work, MAP revisited these PAC/LTC core concepts to ensure that they
rermain effective and meaningful in the rapidiy changing grea of PAC and LTC measurement. The MAP
PACILTC Workgroup added guality of life as 3 highest-leverasge arep and identified symptom
management, social determinants of health, avtonomy and control, and access to lower levels of care as
other high-leverage areas. The Workgroup stressed the need to move beyond concepts addressing
processes to concepts that address gutcomes.

Measures reviewed by the MAP PAC/LTC Workgroup during this cycle addressed the following
enumerated domains in the Improving Medicare Post-Acute Care Transformation (IMPACT) Actof 2014:
medication reconcilistion; resource use measures, including total estimated Medicare spending per
beneficiary: discharge to community; and all-condition, risk-adjusted, potentially preventable hospital
readmissions rates.
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Overall, MAP determined that the measures under consideration represented significant progress
toward promoting quality in PAC settings, but there was some caution in considering the costs-per-
beneficiary measures as indicators of quality. MAP recommended ensuring cost measures be tied to
quality concepts to promote measuring “value” versus “cast” alone.

MAP PAC/UTC Workgroup reviewed a total of 33 measures under consideration and encouraged
development 32 measures for use infederal programs. Only one measure was not encuiuraged for
further consideration. MAP noted that the MUCs are moving In the right direction to close gaps and
address the PAC/LTC core concepts; they encouraged the further development of all but one of the
measures under consideration for inclusion in these programs.™

& Impatient Rehabilitation Facility Quality Reporting Program {IRF QRP) ~ MAP recommended
continued development of alf five measures;

# Long-Term Care Hospital Quality Reporting Program {(LTCH QRP)~ MAR recommended the
continued development of all seven measures;

s Skilled Nursing Facility Quality Reporting Program {SNF QRP) ~ MAPF recommended the
cotttinued development of alt 11 measures;

w Skilled Nursing Facility Value-Based Purchasing Program {SNE VBP) - MAP recommended the
continued development of the one measure considered;

&  Home Health Quality Reporting Program {HH QRP) ~ MAP recommended the continued
development of six of the seven measures; dhe measure it did hot recommend for continued
development; and

& Hospice Quality Reporting Program {Hospice QRP ~ MAP recommended the continued
development of the two measures submitted for consideration.

2016 Input on Quality Measures for Dual Eligibles

Insupport of the NOS aims to provide better, more patient-centered cire as well as improve the health
of the U8, population through behavioral and social interventions, HHS asked NOF to sgainconvens a
multistakeholder group via MAP to address measurement issues related to people enrolled in both the
Medicare and Medicald programs-—a population often referred to as the “dual eligibles” or Meticare-
Medicald enroliees.

Nearly 11 million Americans are eligible for both Medicare and Medicald.” These dre among the
nation’s most vulnerable individuals, with more than two-thirds living below the federal poverty level
and most having multiple chronic conditions that require high levels of care. ™ About a third of
Mesdicare spending, or 8500 billion, is spent sach year on the 20 percent of beneficiaries that are dually
eligible to participate in Medicaid.” Similarly, 34 percent of Medicaid spending, or $340 billion, is spent
anhually on 14 percent of Medicaid beneficiaries who are dually eligible to participate In Medicare,™

Ity August 2016, MAP released its seventh report addrisssing this population.”™ The report builds upon
MAP's previous work to imiprove care for the dual eligible population and updates the Dual Eligible
Beneficiaries Family of Measures.
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The Family of Measures is a group of best available measures that is selected and recommended for use
o address the needs of the dual eligible population and 1o identify high-leverage opportunities for
fnprovermant across the continuum of care, With this vear's updates, the current Dual Eligibles Family
now contains 74 measures that are a mixture of measure types lie., structure, grocess, outcomes) that
cross settings and levels of analysis (e.g., individual provider versus population level). This year, MAF
supported the removal of six measures and the addition of four measures 1o the Family of Measures,

Current approaches to quality measurement tend to focus on single clinical topic areas that are
important; however, such approaches do not reflect the multiple comples and interrelated clinical and
nonclinical needs of the dual eligible beneficlary populstion. Developing measures that address the
cormplaxitios within the dual eligible bereficlary population s resource intersive. Fulure improvaments
in healthcare and management of dual eligible benefidiaries will reguire development of measures for
patients managing multipte conditions as well as address the connection of these patients 1o all the
necessary supports and services both in the dinical and nonclindcal environments, Resources must be
devoted 1o better promoting and measuring the Integration and coordination of providers and services
in their effectivensss in improving the health and well-being of dual eligible beneficlaries.

2016 Report on the Core Set of Health Care Quality Measures for Adults Enrolled in Medicald
Medicaid covers more than 80 million Americans and enables avcess to care for the nation’s most
vulnerable individuals, including low-income pregnant women and children, people with disabilities, and
low income elderly.®™ In federsl fiscal year (FFY) 2014, Medicaid covered & total of 44.3 million adults,
including 27.1 million nonelderly adults, £.3 milllon adults age 65 and over, and 10.9 million individuals
who are blfnd/disabled. ™ among the working-age adults enrolled in Medicaid, an estimated 87 percent
are overweight, or have disbetes, hypertension, high cholesterol, or 2 combination of these chronic
conditions, " by August 2016, MAP concluded its fourth review of the Adult Core Measure Set for
Medicaid beneficlaries with the publication of Strengthening the Core Set of Healtheore Quuolity
Measures for Adults Envolled in Medicoid, 20185

The annual process of re-evaluating existing and newly proposed msasures for the core sel allows fora
better urderstanding of the evabring Medicaid landscape, the measures in use, and how states engage
with the program, MAP supported the continued use of all 28 measures contzined in the 2016 Adult
Core Set to advance the health and healthoare of adult Medicaid beneficiaries.

I addition, MAF supports or conditionally supports {pending NOF endorsement) the addition of six new
meastres to the core set. These six messures were considered a good it for the core set and were
selected out of a total of 14 meassures discussed by the Adult tedicaid Task Force convened by NGF.
These six new measures address the chinical areas of alcohol abuse preavention and screening, mental
iiness, drug and substance abuse, elective delivery, and medication managerent for asthmatic patients.

Reporting of at feast sorme of the Adult Core Set measures increased to 34 states in FFY 2014 Op from 30
states in FFY 2013.% The gradual addition of measures to the core set has allowed the states to build
measure reporting infrastructure, 3s evidenced by the increase in the number of states voluntarily
reporting on Messures,
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2016 Report on the Core Set of Healthcare Quality Measures for Children Enrolled in
Medicaid/CHIP

Medicaid plays 3 key role irchild and maternal health, financing healtheare services for approximately
48 percent of all births across the country.” Improving the health and healthvare of chitdren enrolled in
wiedicaid and CHIP s an important opportunity and a priority forour nation,

The Children's Health Insuvance Program Reauthorization Act of 2008 (CHIPRA] requires the
identification of & tore set of healthcare quality measures for voluntary reporting by state Medicaid and
CHIP programs. The 2016 Child Core Set contains 26 measures representing the diverse health needs of
the Medicaid and CHIP enroliee population, spanning many clinical topic areas, such as oral heaith,
Behavioral health, and maternal and perinatal care, The measures are relevant to children from birth to
age 18, as well as pregnant women.

frthe report Strengthening the Core Set of Healthicore Quality Meosures for Children Envolled in
Medicoid and CHIP, 2016,% released In August 2016, MAP supported the continued use of all but two of
the current measures in the Child Core Set. The first measure recommended for removal~fregquerncy of
ongoing prenatal care—was cited as an ineffective tool for both accountability and guality
improvement, a3 it most likely reflects environmental challenges women face when trying to obtain
prenatal care, such 85 time off work and transportation. MAP also recommended the removal of 2
measure assessing child and adolescent access to primary care practitioners, because performance on
the measure, which is not NOF-endorsed, was very high overalland presents a limited opportunity for
improvement.

MAR also stpported the addition of five new measures to the Child Core Set. These five measures were
cofsidered to be a good fitfor the core set and were selected out of the 13 measures considered for
inclusion by NOF's Child Medicaid Task Force. The use of these measures would strengthen the core set
by promioting measurement of varicus high-priority quality issues, including maternity care, behavioral
health, and sickle cell disease.

Similarto what has been observed with the Adult Core Set, voluntary reporting of at least some
measures for the Medicaid and CHIP Child Core Sets has also increased, from 38 states in FFY 2012 to 41
states in FFY 2013 to 44 states in FFY 2014.

V. Gaps on Endorsed Quality and Efficiency Measures Across HHS Programs
Under section 1890(b){5){A){iv} of the Act, the entity is required to describe in the-annuol report gaps in
endorsed quolity aond efficiency fneasures, inchuding meosures within priovity areos identified by HHS
under the agency’s Nationo! Quality Strategy, ond where guolity ond efficlency measures are ynovallable
or inadequate toidentify or address such gops.

Gaps tdentifled in Completed Projects 2016

During their deliberations, NOF's endorsement standing committees discussed and identified gaps that
exist in current project measure portfolios. Below are the gaps identified by these committaes and
included in related reports issued in 2016,
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Eye Care and Ear, Nose, and Throat Conditions. The Committee identified numerous areas for which
additionsl measure development B nesded, Specifically, the gap areas noted include PRO-PMS after
nrocetures and treatiments to ssess improvements in symptoms and funttioning from the'patient’s
perspective, composite measures related to specialist care, and appropriateness measures for
procedures such as tonsillectomy, stapedotomy, tympanostomy tubes; sinus surgery, and sinus maging.
The Commitiee also noted tost and resource use measures for both eve'care and ENT mmﬁtimm
imappropriate use of medications for eye care such as medicated drops for glaucoma, appropriste use of
aritibiotics and antibi tic stewardship, and appropriate fitting of hearing aids ax additional gap dreas i
this portfolio.®

Neurslogy. During its discussions, the Neurology Committes identified several areay for which
additional measure development s needed, These areas include measures targeting newrclogical
conditiony, sxamei*g Parkinison's disease, multiple sclerosis, muscular dystropby, Alzhelmeds disease, and
otherdementias. Additionally, the Committes stressed the need for meassures related to best practices
for early diagnosis and treatment of reurdlogical diseases, as well as measures that provide disparities
dataon diseass and treatment, The portfolio glso has need for more PRO measiires s well as meastres
that continue to manitor for unintended conseguences Tor specific populations.™

Poliiative and End-of-Life Care. NOFS current portfolio of pallistive snd end-of-life care measures
addresves many elements of the palliative snd gnd-of-life framework: howsver, notable sxceptions
include a lack of measures addressing social aspects of care, bereavement, and measures applicable to
the family or caregiver.

The Pailiative and tnd-of -Life Care Committas specifically identified areas for which additional measure
developmient is needed, ndluding measures that differentiate specialty pallistive care from primary
{sormuetimes called “basic™) pallistive care, measures of palliative care for the pediatric and neonatal
populations, and messures specific to diseases other thar cancer such as COPD, end-stage heart
disease, and dementia, The Comimities also noted the need for meastres that go beayond an
assessmant ﬁf‘ﬁ&tﬁ&i, cudtoral, and spiritual needs to captore treatment or follow-Gp activities related to
thase aspecty of care and mieasures that gssess how the environment o which the patient received care
is conducive to their social, cultural, and spiritual needs. Gap arees alsa included msasures related to
advanve cars planning, messures that consider hospice stays of less thar 30 days, and measuresof
treatment burden, fnancisl burden, and treatrent-refated harm.»

Pediateic. Many priorities for guality measuremient and improvernent for pediatric tare do not vet have
metrics available (o address them. More robost data are needed in order to develop messures and
addresy pediatric gap areas. The Committes deliberated on the gaps identifiad by MAR in the 2015
revigw of the CHIP Child Core Set and concurred that these gaps were an accurate reprasentation of the
gaps in the NOF pediatdic measure portiohio;

Specifically, these gaps sreas identified by the Committes include care coordination, primarily in home
and community-based care; sodial services coordination; cross-sector measures that would foster joint
sccountability with theeducation and criminal justice systerns scresning for abuse and neglect; mental
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health; overuse/medically unnecessary care/durable medical equipment; cost measures targeting
children with chronic needs and families” outof pocket spending sicklescell disease; patient-reported
outcome messures: and dental care access for children with disabilities {or stratification of cuFrent.
miegsures)

Perinatal and Reproductive Health, The Committes identified the need for measures b assess ngriral,
hisaithy pregrancies and babies, In part 1o assess and improve the quality of care that most patients and
families are réceiving and in part to ensure that the majority of the population is not excluded from
sualivg inprovemern and measurement. Many of the measures in this portfolio are fecused on higherisk
muothirs and babies, vet the vast majority of pregnancies, deliveries, and newborms do nob fall inte this
category.

Pulmaenary and Critical Care. The specialty dreas for pulmonary and oritical care include many prevalent
avd vostly cheonic nanditions, During thelr deliberations, the Standing Committes identified where
additional messure development is rigeded. These gaps I messurerrient include the Tollowing drsas:
acute pulmionary embolism managerent amd outcormes; opstic fibrogls management and outcomas;
acute respivatory distress syndrome and management; mechanical véntiation management and
mobility in the 10U sepsis management; and outcome measures such as sepsis morislity, discharge to
long-tersr acule care hospitaly with mechanical ventilations, and more scoessible 10U martality and
fength-ofstay measures appropristely adjusted Tor scuity.™

Measure Applications Partnership: Identifying and Filling Measure Gaps

trvaddition to its role in recommending reasures to CMS inthe prevrulermaking process, MAF also
provides guidance on measure gapsin the individual federal programs and msasure portfolios. The
ndividial MAR workproups consult the Program Specific Measure Priorities and Needs document
published by ChS prios 1o the commencerment of workgroup deliberations.™ In this document, TS
identifies high-priority domains ineach of the Tederal programs for Tuture measure consideration:

MAP Clinicion Work Group [2015-2006})

Thee MAR Clinician Workgroup highlighted misasure gaps across clinician-level programs and In particular
noted the need for patientscentered measures, including patient-reported cUtcome measures,
functional status measures, care coordination measures, and measures that immmmfaﬁ patiant values
and preferances,

AP noted that the princiole of patient preference should aoply not only to new messures, but also 1o
existing measyres, which could potentially be modified to incude outeomes oy provesses that reflect
patient preferencesand shared decision raking. Measures concerning end-of-life care would lend
themselves mswda%ﬁy well to such considerations. With regard to ;}étiwtmpwtm& measures, MAP
foted that Such meastres should ga bevond patients’ experiences with the healthcare system and focus
on the impact of healthtare on patients” health and well-being—it noted that measures sometimey
focus on clinical success s defined by providers, while potentially losing sight of what patients regerd as
 SUCeess, 8., mobility after knee surgery.
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MAP expressed appreciation for the increass in measures of appropriate use or overuse that have he;ﬁm
submiltted for consideration, while recognizing that these measures remain a gap area wrid e priority for
development. Many suggested looking to the Amedcan Board of Internal Medicine Foundation’s
Chaasing Wisely campaign for direction in this area; WMAP members also noted that measures of
averise should be paired with measures of qualityand total cost-of-care measures so that consumers
and purchasers can better understand the value of what theyare getting for thelr rdney.

The importance of developing team-based cars was alda a fecurring theme in MAP deliberations, MAP
mermbers supgested that the healtheare system needs to do better at identifving petients who arein
riewd of care, definivg what good care looks ke for them, and leveraging buoth team-based spproaches
and the overall resources of the Realth system to provide that care,™

MAP Hospital Workgroup {2015-3016)

in consideration of Rsidentification of gaps, MAP noted that the messirement gaps identified by CMS in
thie Progrom Specific Measure Priorities ond Needs published o Wy 2015 as high-priority areas Tor
future hospital measure development do riot address all the high-priovity domains identified by Map ¥
Gap aroas dentified ﬁtr,r WMAP inchude obstetrics, pediatrics, dnd meastres addressing the cost of drugs;
particutarly specialty drugs.

MAP also discussed the need foran all harm or global-harm eDOM that would provide the public with
more uselul information about overall hospital care. This type of measure would provide hospitals with
mibre readily sccessible data on thelr performance ascompared to waiting for data from claims-based
MEASUres.

Additionalhy, for the Hospital Acquired Condition Reduction Program, MAP agresed with the measure
gaps wentified by CVS and emphasized a few additional gap areas. These include measures of what
hospitals are doing to prevent adverse drug events; pressure ulcers; Talls with harm, and acute renal
failure in the hospital, & few members of NMAR stressed the Importance of general surgical site
infection measure instead of provedure-spedific measures,

WMAP agreed with the CMS-identifisd measurs gaps nthe set of measures appiimm.ﬁ o the Hospital
Cutpatient Quality Reporting (OGR) Program, placing particular emphasis on patient and family
engagament antd communicatiorand rare coordination among nuiltiple pf‘oviders, MAP alio cited the
irfyporiance of medsiures of high««vmame outpatient services, ncluding soréening and privhary care visits,
MAP noted the importance of recognizing patients and Tamilles as care partners to drive shiared decision
making and suppon for patients as they navigate multiple providers. MAP encouraged new measurs
development to sssess the suceess of coordinated care partnerships including the family, patient, and
cliptoian, 1t cited the Patient Activation Measure [PAM), developed ab the Unlversity of Oregon, as a
good eximple of care partnerships sssessment, NQF andorsed the PAR I December 2015 after
consideration by the Person- and Family-Certered Care Comimittes during its off-cycle review process.

MAP concurred with the priority measure gapareas identified by CMS related to the s&mbuiamw
Surgical Care Quality Reporting (ASCOR) Program, The Workgroup stressed its support for adding
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maeasures of surgical guality, including both site Infections and complications, and measures of patient
and family engagement.

One additional gap area that MAP suggested for the Prospective Payment Systam (PPS}-Exermpt Canuer
Hospital Quality Reporting Program was a quality-of-life measure for patients with cancer, which could
help improve the care provided. The measures reviewed this cycle would help to fill the care
coordination ang quality-of-life measurement gap, but stll more messures in this area are needed to fill
this gap completely. MAP also recognized that many cancer patients are treated in general hospitals,
and not in cancer-specialty hospitals, For this reason, MAP encouraged better symmetry between this
program and the I0R Program to help improve the overall quality of care for cancer patients regardiess
of setting,

WIAP Found gaps in the current set of measures used in the Inpatient Psychiatric Facility Quality
Reporting Program. MAP stressed the need for better measures addressing substance sbuse, in
particular, abuse of alcobol, tobacco, and opioids. MAP slso recognized the need for measures assessing
connections to care in the community, especially measures that assess if a patient is connected to a
primary care provider.

For the End-Stage Renal Dissase Quality Improvement Program (ESRD QIF), MAR identified several gap
areas including fluld management, infection, vascular access, patient-centerad care, and medical
therapy management. MAP also discussed reviewing the list of quality measures used in the E5RD
Seambess Care Organizations (ESCO™ to determine if measures from that program should be
considered for ESRD QiP. The ESCO measures focus on patient safety, person- and caregiver-centered
experience and cutcomes, commurication and care coordination, cinical guality care, and population
health.®

MAP PAC/LTC Workgroup (2015-2016)

During this cycle of pre-rulemaking, MAP stressed the Importance of hospitals and PACLTC settings
working together to reduce avoldable admissions and readmissions, Specifically, MAP recognized that
megsures related o discharge to community require further development to ensure that each individual
measure is defined appropriately in the corvect context of setting of care and that it achieves the
intended result,

MAF reitersted the importance of successful care transitions and noted the need for engagement by all
providers in the care planning process. MAP noted that partnerships between hospitals and PAC/TC
providers are critical to successful patient transitions bebween settings of care, and that measures that
accurately-assess the quality and seamlessness of these fransitions still nead further development.

MAP provided input on measures under development thet are intended to close gaps inddentified high-
priority domaing, MAP identified quslity of fife as a highest-priority domain and identified symptom
management, social determinants of health, autonomy and control, and sccess to non-agute levels of
care, a5 well as those domaing submitted to meet the IMPACT Act requirements, as additional important
domain areas. Specifically, for the Skilled Nursing Facility Quality Reporting Program (SNF QRP), the
measures considered included functional status measures atmed at assessing improvement in mobility
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and self-care during the SNF stay, functional status measures that assess discharge scored for mobility
and self-care, antipsychotic medication use, pain assessment, and influenza adminisiration,

VIS previously identified three high-priority domains for future measure consideration for the Hospice
Quality Reporting Program—namely, the need for outcome measures for haspices across dormaing of
care, patient and family engagement addressing the needs of individuals and their families to assess the
level of quality provided, and making care safer through timeliness and responsiveness of care, In order
to address these measurement gaps, measures under development included 3 measure focused on
hospice visits when death is imminent. MAP stressed that an importantaspect in a ing quality in

hospice care Is determining if visits and care provided are meaningful to both the patient and the
3

caregiver,

MAP Workgroup on Duvl Eligible Beneficiaries
The Dual Eligible Beneficiaries Workgroup identified the following high-priority measurement gap areas
for dual eligible beneficiaries:

s Goaldirected, person-centerad care planning and implementation;

* Shared decision making;

& Systems to coordinate acute care, long-term services and supports, and nonmedical community
FRSOUICES;

&  Beneficiary sense of control/autonomy/self-determination;

s Peychosocial needs;

= Community integration/inclusion and participation; and

= Optimal functioning assessment,

The Workgroup emphasized the importance of the high-priority measure gaps for dual sligible
beneficiaries. While progress in measure development continues in some areas, the Workgrotp
encouraged further innovation to close gap areas. Specifically, the Workgroup urged stakeholders and
experts across disciplines to collaborate, share, and build upon lonovative efforts of states, regions, and
othercountries that have measures in use that may apply to the populations covered by the dual eligible
program.

i addition th these areas, Workgroup members emphasized gaps in measures for home and
community-based services as well as measures of affordable and cost-effective care, '™

MAP Medicold Adull Core Set Task Foree

The Task Force identified gap areas from a variety of sources; including stakeholder feedback, review of
state reporting practices; and date on prevalent conditions affecting the adult Medicaid poputation.
Although the Adult Core Set includes some measures partaining to these topics, the Task Foree regards
this measure set as the groundwork on which future measures will be built to strengthen the quality of
care for adult Medicaid recipients.
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Several of the gaps identified during this review were also identified during MAP's 2015 deliberations.
This list of measure gaps below will be g starting point for future discussions and will guide MAP's input
on strengthening the Adult Medicaid Core Set:

@ Access to primary, specialty, and behavioral healthcare;

«  Behavioral health and integration with primary care;

& Beneficlary-reported outcomes surrounding health-related guality of life;

& Care coordination, primarily integration of medical and psychaosocial services and primary care
with behavioral care;

e Cultural competency of providers;

= Efficiency, especially in relation to inappropriate emergency department use;

«  Long-term supports and social services;

«  Maternal and reproductive health, particularly interconception care to address risk factors, poor
birth outcomes, postparium complications, and support with breastfeeding after
hospitalizations;

®  Promotion of welinesg;

o Treatment outcomes for behavioral conditions and substance use disorders, hamely, psychiatric
re-hospitalization, follow-up, and clinical improvement;

s Workforee;

s New chronic opioid use {45 days);

= Polypharmacy;

& Engagement and activationin healthcare; and

®  Trauma-informed care,

Public commenters supported MAF's assessment of high-privrity gab areas for the Medicaid adult
population. Notably, one commenter suggested vonsideration of outcome measures that could be used
in value-based purchasing programs, urging MAP to consider measures that assess prevention efforts
and social determinants of health. ™™

MAP Medicald/CHIP Child Core Set Task Force

Many important priorities for pediatric quality measurement and imiprovement do niot yet have fully
developed metrics available to address them. The Task Force discussed the gaps in current measures 1o
communicate its viston for the future of measurement to the developer community. Additionally, the
fist of measure gaps will be a starting point for future discussions and will guide annual revisions to
further strengthen the Child Core Set.

The Core Set includes measures related 1o some of the gap topics below, hut the Task Force récognized
that this list is not exhaustive and that measure developers should continue efforts to expand and
update the set. MAP first identified gap areas during its 2014 review and further addressed the gap
areas during this 2016 review, Newly identified gap areas are marked with an asterisk (*). The gaps
enumerated by MAP are as follows:
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= {are Coordination - home and community-based services, social services coordination, cross-
sector measures that would foster joint accountability with the education and criminal justice
systeins, care Integration to assess efficacy andoutcomes for integrated behavioral health in
primary care medical homes as well as collaborative care between primary and subspecialty
providers for patients with chronic conditions®, adolescent preparation for transition to adult-
focused healthcare™, care coordination for conditions requiring community inkages™®;

*  Sgreening for abuse and neglect;

e njuries and trauma®;

«  Mental health - access to outpatient and ambulatory mental health services, emergency
department use for behavioral health, behavioral health functional outcomes that stem from
trauma-informed care;

= Exposure to adverse childhood experiences (ACEs)*:

& Overuse/medically unnecessary care;

¢ Durable medical equipment;

e Cost measures targeting people with chronic conditions and families” but-of-pocket spending;

+  Dental care access for children with disabilities {which could involve stratifying a current
megasure]; and

&  Duration of children’s health coverage over a 12-month period.

Public comments supported the Task Force's assassment of high-priority measuie gaps for the Medicaid
ard CHiP enrollegs. Commenters also suggested several measure gap additions, including access to
inpatient psychiatric care, access to specialty mental healthcare, measures assessing care within schoo!
systems, value-based performance measures, and care toordination measures, ™

ff. Gaps in Eviderice and Targeted Research Needs

Under section I890(b}S AN} of the Act, the entity is required to describe areas inwhich evidence is
insufficient to suppart endorsement of quolity ond efficiency measures in priority areos identified by the
Secretary under the Nutionol Quality Strotegy and where targeted research may address such gaps.

Under the direction of HHS, NOF conducted work 1o advance the sclence of quality measurement to
address these areas in need of further development in order to advance the priorities set forth in the
National Quality Strategy. The six NCGS priorifies are to make care safer by reducing harm caused in the
delivery of care, to ensure that sach person and family are engaged as partners in their care; to promote
effective communication and coordination of care, to promote the most effective prevention and
treatment practices for leading causes of mortality, to work with commiunities to promate wide use of
best practices to enable healthy living, and to make guality care more affordable for individuals,
farilies, employers, and governments.

Even as quality rgasurement advances, gaps in evidence and research persist in the areas of electronic
health records (EHRs) and other health information technology (1T) systems, health 1T patient safety,
telehealth, and the comparability of eCOMs.

43



Federal Register/Vol. 82, No. 161/ Tuesday, August 22, 2017/ Notices

39843

EHRs and other health IT systems hold out great promise to make healthcare higher quality, safer, more
affordable, and better coordinated. Yot barriers (o schiovieg this goal exist, including lack of Realth 1T
interoperability, questions sbout the efficacy of heslth {T-enabled heslthcare such as telehealth, sofety
issues related to health 1T, and comparability issues with eCOMSs, amonyg other challenges. NOF's health
{7 initiatives adedress these and other issues to advance healthears empowered by health 1T that
improves health and healthcars for the nation,

Prioritization and ideatification of Health IT Patient Safety Measures

Health 1T has the potential to advancs patient safely in various ways, indluding improvements in
medication reconciliation, medication adherence, care coordination and risk identification. Health (v
can also e used 1o help Faclitate svidence-based best practices through well-designed clinical decision
supprt, and can enable saferand miore patient-centersd care by providing dlinicians with access 1o
important date so that each decision is made with full knowledge of prior care and patient preferences.

However, detecting and praventing Health Ii-reloted safety svents poses many challenges because
these are often multifaceted events, whith involie not only potentially undale technglogical features of
electronic heslth recards, Tor example; but alse wer behaviors, organizational characteristics, and rules
and regulations that guide most technology-focused activities. Through the Health T and Patient Safety
project, NOF addressed the rapidly evalving areg of Health 1T and s intersection with gquality and
oigteomes; with the goal of developing a setof recommendations ground the measurement of Health 1T
refated safety issuas,

The muitistakehalder Heslth 1T Safety Corunities, convenid in 2015, sdvanced 8 conceptual framewark
for analying measures of safety in Health 1T and related priority measurement areds in s final®™
vapoit, Wentification and Priveitizotion of Patient Sufety Measures, published in February 2016

The Committes addpted s three-domain framework for mm@ma{%ﬁng the potential measurement
concepts snd gaps inthe srea of bealth 1T safety to guide future messurement development. The
following framework rafses the three domains needed o identify and prigritize these measures:

1. Addresses safe health {7, meaning that health 7 s designed and implamented ina manner that
enhances patient safety dnd sctively addresses known gid potential safety issuss that are
inherent to health 1T software or hardware,. Subdomeins include data availability, data
integration, and data security.
Focus on the safe use of health 1T, which includes ssues related to the implementation,
configuration, use, and governance of health 17 systerns.. The domaiy comprises the subdomains
of health 1T usability, organtzadons! planning, preparation, and governance for hesith (T,
romplite and correct use of health 1T, and surveilfance and monitoring of heslith 1T safery
CORCRINS, -
- Focus on'the ways in which health [T can be used 16 improve the safety of patient care siid to
facilitate msaningful and effective patignt engagement.

Pt

fn addition to the framework, the Commitied identified ning key measurement areas for health 1T
safety, each of which inchudes several measure concapts that could potentially reflect performance in
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that area; possible data sources or data collection strategies; and the entities that could potentially be
held accountable for performance ineach area. Key measurement areas are:

Clinical decision support:
System interoperability;
Patient identification;

Gl el o

User-pentered design and use of testing, evaluation, and simulstion to promote safely agross
the health IT lifecycle;

5. Syster) downtime {data avallability);

6. Feedbackand informatian sharing;

7. Use of health 1T to facifitate timely and high-quality documentation;

8. Patient engagement; and

4. Health Tfocused risk-managenient infrastructure.

During the course of its deliberations, the Committes discussed overarching issues that affect health 1T
patient safety, First, the Committee noted that health IT quality and safety should be a shared
responsibility of dlinicians, healthcare organizations, vendors, and in some instances, patients, requiring
attertion and solutions across the full health 1T lifecycle. The Committee also recagnized that increased
data entry burden for clinicians and other staff needs to be considered as one of the most important,
unintended conseguences of health 1T, the constantly evolving technology may pose bath a challenge
and an opportunity for health IT measure development. Finally, the Committee recognized that health
{Tsafety can be promoted through a variety of mechanisms, including performance measurement and
reporting as well as through regulations and accreditation programs.

Comimon Formats for Patient Safety

e 2008, the Agency for Healthcare Research and Quality [AHRQ) first released Common Formats to
support structured reporting of safety events in hospitals. These reporting technigues standardize the
collection of patient safety event Information using common language, definitions, and reporting
formats. Use of comimon data fields for event reporting ensures that information shared with Patient
Safety Organizations {PSOs) is consistent across healthcare providers and can be aggregated to provide
population-level insights into trends in adverse events.

The public has an opportunity o comment on all elements of the Common Formats modules using
commenting tools developed and maintained by NQF. &n NOF Expert Panel reviews the public
comments and proviges AHRQ recommendations with the goal of evolving the Common Formats
modules,

The NQF Expert Panel is currently reviewing comments received on Hospital Commuon Formats Version
2.0. Discussion of final recommendations will continue through the end of 2016 with final
recommendations expected in early 2007,

interoperability
interaperability is the capacity of systerms and devices to exchange ahd share data in 3 tmely and
spamless manner. Ready exchange of data between different systems facilitates care Integration and
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copordination and helps individuals and organizations make informed decisions about healthcare to
improve patient outcomes. The lack of interoperable medical records has increasingly presented
significant challenges for healthcare, Currently, there is no commuon measurement framework to help
assess progress in achieving interoperability. NOF is undertaking foundational work to help the quality
conmmunity assess progress toward efficient and secure communication between providers’ computer-
based systems and applications.

The project, commenced in October 2016, will develop a commen framewaork-and measure concepts
that measure the extent of seamiess exchange of data between different health 7 systems. Through this
project, NQF conducts a multistakeholder review of current issues and barrlers around interoperability,
and identifies a set of proposed measures and measure concepls to assess interoperability across
settings of care. I 20186, this project convened an Expert Panel and conducted its orlentation webinar.
Afinal report Is expected fn September 2017,

Telehealth

Over the past 15 years, telehealth has grown significantly across a variety of healtheare settings. More
tharn half of all 1.5 hospitals have a telehealth program, with over 800,000 online consultations
occurring in 2015 alone,

Telehealth is the use of electronic communications, iInformation technology, or other imeans between a
provider in one location and & patient in another location. 1t typically involves the application of
technology to provide or support healtheare delivery by replicating the interaction of a traditional, in-
person encounter between s provider and a patient. As a result, it is expected to produce the same
clindcal outcomes, independent of the method of care. While there are many clinical measures to
evalugte the effectiveness of healthcare Interventions, less is known about the extent to which these
measures can be used to assess the effectiveness and overall quality of telehealth interventions.
Particularly in rural areas, long distances between patients-and providers can hinder access to care and
can impose burdensome costs upon patients and their families to seek miedical care.

Commenced i September 2016, this project-aims to examine how best 1o apply clinical measures to
telehealth healthcare encounters and develop a framework for measuring the quality, NQF also will
develop a framework for measuring nonclinical aspects of telehealth, such as access to care-and cost
effectiveness. A final report from the Committer is expected in September 2017, Work accamplished to
date includes arienting the Compmittes, progress on producing an environmental scan, and beginning
steps (o identify key measureément framework atiributes.

Disparities

Disparities pecur when individuals experience differing levels of healthoare and health outcomes based
on social risk factors. Studies have linked disparities i healtheare to inadequate resaurces, poor
patient-provider communication, and 3 lack of culturally competent care, The healthcare system must
address these factors in orderto mitigate health and healtheare disparities and promote equal
treatment forall patients,
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The AHRQ 2015 National Healthcare Quality and Disparities Report showed that people in low-income
households recelved more substandard carethan people in high-income households for about 60
percent of reported guality misasures included i the AHRQ report ™™ In addition, African Americans,
Hispanics; Native Americans, and Alaska Natives received more substandard care than whites for about
40 percent of reported quality measures, '™ Yet overall, the AHRQ report shows that performance
measures assessing guality are improving for all populations,

ROF 18 currently conducting a seif-funded trial peviod to evaluate the mipact that adjustment for
spriveconomic status {SES) has on outcomes. Previous NOF policy prohibited the consideration of $ES
and other demographic factors in risk-adjusting performance measures out of concern that doing so
might conceat disparities in care~—resulting in lower standards of provider performance. The NOF Board
of Directors decided to temporarily change NOF's policy in 2015 and evaluate its impact during the
course of a two-year trial period, Findings of the trial will be given to the Board in 2017 upon its
eonclusion, at which time a permanent decision on the NOF policy surrounding SES and other
demographic risk adjustment is expected.

To buitd on prioe NOQF efforts focused on disparities, this project funded by CMS undertakes new work to
explore disparities in cardiovascular disease, cancer, diabetes, chronic kidney disease, mental iness,
infant mortality, and'low birth weight. These five conditions are highly prevalent causes of morbidity
ard mortality in the United States, as well as some of the costliest conditions to treat.

The Commiittes convened for this project will explore the social risk factors {e.g., sociveconomic
position, disability, and social relationships) that contribute to these disparities. Committes members
will conduct an environmental scan toidentify performance measures fo assess the effectivenass of
interventions to reduce disparities,

Specifically, this project will involve:

#  Areview of the evidence describing disparities In health and healthcare outcomes in the target
conditions;

s Areview of the causes and factors associated with disparities in the target conditions, evidence
of effective interventions, and gaps in existing work;

& Anenvironmental scan of performance measures currently in use of under development to
assess effective interventions;

& The identification of gaps In imeasurement and the extent to which stakeholders are emploving
effective interactions;

® The developmaent of a conceptual framework; and

«  Recommendations for measure development to fforts to reduce disparities in health
and healthcare in the target conditions.

A final report §s expected in September 2017
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Emergency Department Quality of Transitions of Care

Currently, thers gre no measures that address the quality of transitions of care into and out of an
emergency department {(EDL. ED visits often represent a critical juncture for a patient, and management
of these transitions is important to improve person-centerad care, value, and cost efficiency.

Without measures, these transitions lack an established, step-by-step protocol to ensure information
sharing and a smooth transition of carg for both the patient and provider. Lack of information sharing
betweern the ED and providers may lead to srxiety, uncertainty, inappropriste resource use, or a
worsening in the patient’s condition and potential harm. The lack of optimal communication during
transitions from one care setting to another may contribute to confusion among clinicians regarding the
patient’s rondition, duplicative tests, Inconsistent patient monitoring, medication errors, delays in
disgnoses, and lack of followsthrough on referrals.

Commenced in September 2016, this project identifies concepts for transitions-of-care guality measures
for conditions across healthcare settings, NOF will conduct an environmaental scan of existing and
potential measure concepts refating to emergency department transitions. In addition, NOF will convene
an Expert Panel to review the scan, ideatify measure gaps, and develop a measurement framework and
set of guiding principles for future measurement opportunities. NOF will produce a final report
summarizing this work in September 2017,

Improving Diagnostic Accuracy

Diagnostic errors are the failure to establish of communicate an accurate snd timely assessment of the
patient’s health problem. Diagnostic errors persist across 2l healthcare settings and can result in
physical, psychological, or financial repercussions for the patient. While most people will experience at
least one diagnostic error in their lfetime, the challenge lies in recognizing and defining diagnostic
errars. This challenge has left & gap In quality Improven and measurement,

i

Following the 1 of the report Improving Diognosis in Heoltheore, The Nations! Academy of
Sciences, Engineering, and Medicing (NAM] concluded that a sole focus on reducing diagnostic error will
not alone achieve widespread change and improvement. ' NAM called for a broader emphasis on
irmproving the diagnostic process. To accomplish this, NAM put forth eight goals calling for improving

and reducing diagnostic error.

For this project, which began In September 2016, NOF will ergage stakeholders from across the
healthcare spectrur to explore the complex intersection of issues related to disgnostic srrors.
Specifically, this project will address the following three of the eight goals promulgated by NAM:

»  Facilitate more effective tearmwork in the diagnostic process among healthcare professionals,
patients, and patients” families;

»  Develop snd deploy approaches to identily, fearn from, and reduce diagnosticerrors and nesr
ynisses in climical practice; and

«  Extablish a work system and culture that supports the disgnostic process and improvements in
diagnostic performance,
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To date, NOF has convened a Commitiee to develop a conceptual framework building upon the
evidence, concépts, and models contained in the Improving Diagnosis i Heglthoore report, The
Committee will identify measures currently in development, in testing, and In use, | will then make
recommendations for the development of priority measures to address measurement gaps i diagnostic
quality and safety, At theclose of 2018, the Committee began the environmental scan for measure
identification. A final report is expected in September 2017.

vil.  Coordination with Measurement Initiatives by Other Payers
SectionBIOBHSHANI) of the Social Security Act mondates that the Annual Report to Congress and the
Secretary include g description of the implementation of quolity and efficiency meosurement initigtives
under this Act ond the coordination of such initiatives with quality and efficiency initiatives implemented
by other poyers.

Core Quality Measures Collaborative — Private and Public Alignment

Beginning in 2014, AHIP brought together private-and public-sector pavers to identify a core setof
aligned measures that both sectors would agree to request from physicians and other providers going
forward. " NQF provided technival assistance to the Collaborative. Representatives from national
physician organizations, employers, and consurner groups also participated in this effort. The Core
Quality Measures Collaborative initially focused largely on cliniclan-level measures used inthe
ambulatory care settings.

The alignment of measure sets across payers will aid in:

+  Promotion of mieasurement that is evidence-based and can generate valuable information for
guality improvesment;

= Consumer decision making;

s Value-based purchasing;

«  Reduction in the variability in measure selection: and

& Decreasing providers’ collertion burden and costs.

The Collabarative’s stakeholders formed working groups charged with the mission 1o foster measure
alignment in key clinical areas and settings. The working groups addressed the specific areas of
accountable care organizations and patient-centered medical homes, cardivlogy, obstetrics and
gynecology, oncology, orthopeadics, gastroenterology, ophthalmuology, and HIV and hepatitis €, Nearlyall
of the measures that the Collaborative identified for alignment purposes are NQF-endorsed. NOF
educated the workgroups on the current status of the NQF portfolio and the individual measures under
consideration for the core set.

The Collaborative published its core messure sets in February 20161

Cluality Measurement for the Medicaid Innovation Accelerator Program
The CMS Medicaid Innovation Accelerator Program {IAP} was launched in 2014 to support states’
ongoing efforts related to payment and delivery reforms through targeted technical assistance, The
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Medicaid 1AP provides targeted technical assistance to state Medicaid agencies across four main
program areas:

Reduting substance use disorders;
improving care for Medicaid beneficiaries with complex care nesds and high costs;

3. Promoeting community integration for beneficiaries using long-term services and supports;
and

4. Integration of physical and menta! health.

i addition, the 1AP works with states around key delivery system reform effarts in four functional
areas: quality messurement, performance improvement, data analytics, and payment modeling and
financial simulations. M0

NQF's Medicaid Innovation Accelerator Project began in 2016 Yo support the AP four program
areas. 1t will identify and recommend Medicaid-relevant measure sets 1o support the four main program
areas mentioned abaove.

NGF convened a multistakeholder Coordinating Commities and expert panels to identify sets oFexisting,
standardized measures for state Medicaid agency use. The measures identified will span care settings,
tevels of analysis, and Medicaid populations for areas important to Medicaid delivery system reform. A
fimal report ts expected in September 2017 and will surmimarize recommendations for the measure sets
in the (AP priority areas.

Vil Conclusion
NOF's work to improve health gnd healtheare has significantly evolved sinde i endorsed its first
performance measure more than 2 decade ago. In 2018, NQF drew upon its deep measurement science
knowledge and ability to build consensus across public- and private-sector stakeholders to add high-
value measures to its portfolio, to retire measures of lesser value, and to advise HHS o the best
measures to use in publicreporting and value-based payment programs.

NOQF's focus on improving quality of vare, enhancing safety, and reducing costs thiough the
endorsement and selection of valid and reliable quality measures remains a constant. Simultansously,
committees and expert panels convened by NOF focus or laying the ground work for new areas of
measurement, including assessing the efficacy of care administered through teleheslth and the
identification of measure gaps in home and community-based services.

i 2016, NOF and its multistakeholder committees endorsed an increased number of outcome
measures—both clinical and patient-reported. The composition of NQF's portiolio is now 40 percent
autcome measures. NOF also identified critical measure gaps in costly, prevalent health areas—such as
nieurologic snd pulmondry conditions as well as pailiative and end-of-bife care. Having meaningful and
effective performance measures is increasingly consequential because of their centrality to care delivery
and payment reformeforts that have bipartisan support and are embraced by the public and private
SECLors.
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Living: Synthesls af £ vidence i Envirenmentol Scon. Washington, DC; 2016, Avsilable at

NOF also expanded s work in measurement sclence in 2016, Projects this vear, such as varkation of
madsune specifications and valoe set harmonization, focused on resolving challenges that stand in the
way bf developing and implementing highvalue potconie and cost measures. The recommendations of
the Attribution Committes, for example, will help facilitate more scourate aiiribution of performance to
& provvidier within g tesmebased environment, § cornerstone to the current peforims e value based
purchasing prograns.

n 2076, NOF continued to work i areas that will help facilitate the transition 1o eMeasurement.. Efforts
i this ares inchided the incressed submission and review of eCOMs, creating a Tramework fo AR
the Use of measures 1o improve the safety of Realth information technology, facilitating the
devetopment of evaluation oriterls, an overall approach to the harmonization and approval of value
sets, anid identilying & set of proposed megstre concepts that will Improve nteroperability of EHRs
Berogs settings of care.

In 2077, NQF looks forward to continuing work that drives incressed usé of high-value quatity
rsasurement dcrass settings of Care, Improves the tsability and implementation of eCOMS, and
furthers s portfolio of effective and impactiul measures that public and private payers, providers, and
patients can rely upon 10 inprove health and healthcare value.
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Appendix A: 2016 Activities Performed Under Contract with HHS

1. Retommendations on the National Quality Strategy and Priovities

Daseription Output Status Hotes/Scheduled or Actual
Completion Date
Input On 3 Nath i Emproving Population Meoith by Completed Finat eeport o Sugust X6,
Priorine mproving Population Health by Working with Correnusities: Sction Syithe 1.0
Working with Commmtesithes
Qoality measurement for horas and Poblication of Grediivin Home and Tommuaity LCormplated Firsal regort Bsued September
comrunity-based services Bosed Services fo Support Communily Lidng: Flg.
£ g 5 i Perf e
2. Quality and Efficiency Measurement Initiatives
Bescription Cutput Status notes/Scheduled or Actust
Comipletion Date
EyeCare, Far, Nose, aod Throst Lot of endofsed messures for ove cave, par, wgse | O sped 21 measeres, cluding
Conditions antl theoat conditions & 00 in Febrdary 2016,
Sleurotogye Sat of endprsed me for spuralog & i 9 mesiures, i 1
. PREEIES SO by November 2018,
Patifative and End-of-Life Tare Set of oadorsed measures for palliathee snd eod T T3 measwres iy
e measures Degember 20
Podiat Set o 3 fory 5 by e
Hernatal angd Roproductive Heally Set of endorsed measuees for perinatel and . d iy
reprodustive health
Puimonargand Doitiesd Core Sad ot {rresures for angd e sarss i Oetobuar
critical care
Algatise adm g and readmissions Set of endorsed measivés for siboause Phased Phyase’ T an SR in
TS adrrissiond and readrivasiung Piyase 3 Iy progress recgmber 316
Phase 3 syl repor eapeoiet
Oietabar 2017
Lencer Sat of sndorsed measures for casbie Ins Progress Fioval m;‘é{m expiached lanuary
WL
Cardiovasoiday Setof rosasyres for pardd A Phgge 3 Phase 3 endorsed 17 5
canditions Way30is Mgy 2016,
Piase 400 progiels 1 Phase & finel veport sxpetted
Febirvary 0T
Cost and Resmirep Use Sarot # oy post angd Phage 4 in progress | Phase 4 final tepars expected
SR Septomber 3017,

Hoalth and Wall Boing

Set of prdossed measure for toaltty and wall
being

Phase § in progress

Phase 3 fnad report expected
Jaseary 2047,

Fatiant Safety

Serofendorsed messures Tor patient salety

Phase 2 completed

Phase 3 in progioss

Phase 2 endorsed 27 meas
Fafseuiary 206,

Phrase 3 findl report supaited
Bty 2017,

Parzon and Family Demersd Jhve

%ot of endorsed measures for persan and family
titered gere

i progress

Firad report expecied lanuary
2017,

Roral Sevof ewdorsed measures Tor renal Sonditions e progness Fing! repory exgrented Fabruary
AUEE
Surgary Set of endorsed measures for surgicat care Phase Fin progress | Phase ¥ finad report expected

March 2007
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Appendix B: Attribution Model Selection Guide

What is the context and goal of the
accountability program?

# B % @

What are the desired outcomes and results of the
program?

fs the attribution model evidence-based?

{5 the attribution model aspirational?

What is the accountability mechanism of the program?
Which entities will participate and act under the
accountability program?

What are the potential consequences?

How do the measures relate tothe
context in which they are being
used?

What are the patient inclusion/exclusion criteria?
Does the modet attribute enough individuals to draw fair
conclusions?

Which units will be affe(:éec% by the
attribution modei?

Which units are eligible for the attribution model?

To what degree can the accountable unit influence the
outcomes?

Do the units have sufficient sample size to aggregate
reasure results?

Are there multiple units to which this attribution model will
be applied?

How is the attribution performed?

What data are used? Do all parties have access to the
data?

What are the qualifying events Tor attribution; and do
those gualifying events accurately assign care to the right
accountable unit?

What are the details of the algorithm used to assign
responsibility?

Have muitiple methodologies been considered for
reliability?

What is the timing of the attribution computation?
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Appendix C: MAP Measure Selection Criteria

The Measure Selection Criteria {(MSC) are intended to assist MAP with identifying characteristics that are
associated with ideal measure sets used for public reporting and payment programs. The MSCare not
absohute rules; rather, they are meantto provide general guidance on measure selection decisions and
to complement programespecific statutory and regulatory requirements. Central focus should be on the
selection of high-quality measures that optimally address the National Quality Strategy’s three aims, fill
critical measurement gaps, and increase alignment. Although competing priorities often need to be
weighed against one another, the MSC can be used as a reference when evaluating the relative
strengths and weaknesses of 2 program messure set; and how the addition of an individual measure
would contribute to the set, The MSC have evolved over time to reflect the input of o wide variety of
stakeholders.

Todeterming whether 3 measure should be considered for 8 specified program, the MAF evaluates the
mieasures under consideration against the MSC. MAP meibers are expected to familiarize themselves
with the criteria and use them to indicate their support for 3 measure under consideration.

1. NQF-endorsed measures are required for program reasure sets, unless rio relevont
endorsed measures are avoilable to achieve o critical program objective

Demonstrated by o progrom meosure set that containg meoasures that meet the NQF endorsement
criterio, indluding importance to measure ard report, scientific acceptobifity of measure properties,
Jeasibility, usability and use, and hormonizotion of competing ond related measures

Subcriterion 1.1 Meosures thot are not NQF-endorsed should be submitted for endorsement if
sedected to meet g specific program need

Subcriterion 1.2 Measures that hove hod endorsement removed or hove been submitted for
endorsement and were not endorsed should be removed from progroms

Suberiterion 1.3 Measures thot ore in reserve status fl.e, topped out) should be considered for
e uvwff:;)m DU

2. Program meusure set gdequately gddresses each of the Notional Quality Strategy’s
three aims

Demonstrated by o progrom measure set that addresses eoch of the Notiono!l Quality Strategy {NQS)
aims gnd corresponding priorities. The NQS provides a common fromework far focusing efforts of diverse
stakeholders on:

Subcriterion 2.1 Better care; demonstrated by patient- and forily-centeredness, core
coprdination, safety, ond effective treatment

Subcriterion 2.2 Heolthy people/hedlthy communities, demonsirited by prevention and well-
being

Subcriterion 2.3 Affordable care
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3. Program measure set is responsive to specific program goals ond requirements

Demonstroted by a program measure set that Is "fit for purpose” for the particulor progrom

Subcriterion 3.1

Subcriterion 3.2

Subcriterion 3.3

Subcriterion 3.4

Subcriterion 3.5

Prograim meostiré set includes medsures that are applicable to und
appropriately tested for the program’s intended core settings), level(s} of
analysis, and populationfs}

Meoasure sets for public reporting progroms should beé meaningfu! for
consumers and purchusers

Megsure sets for payment incentive progroms should contain measures for
which there is brood experience demonstrating usability ond usefulness (Noter
For some Medicare poyrment programs, stalute reguires that measures must
first be implemented in o public reporting progrom for o designated period]
Aveid selection of measures thot are Tikely to creote significont adverse
conseqiiences when used in o spedific progrom

Emphasize inclusion of endorsed measures thot have eCOM spedifications
available

4, Progrom measure set includes an appropricte mix of measure types

Demonstrated by ¢ progrom measure set thot includes on appropriate mix of process, outcome,
experience of core, costfresource usefopproprigteness, composite, ond structural megsures necessary for

the specific program

Subcriterion a1

Subcriterion 4.2

Subcriterion 4.3

ngeneral, preference should be giveri to measure types that pddress specific
progrom needs

Public reporting progrom measure sets should emphusize outcomes thot
matter to patients, including potient-and coregiver-reported outcomes
Payment progrom meastre sets should include outcome measures finked 0
cost megsures tocopturevolue

5. Program meogsure set enobles meosurement of person-ond family-centered care ond

services

Demuonstrated by ¢ program measure set that addresses gocess, cholce, self-determination, and
comnunity integration

Subcriterion 5.1

Subcriterion 5.2

Subcriterion 5.3

Measure set gddresses patient/family/coregiver experience, Including ospects
of communicotion and core coordinution

Measure set addresses shared decisionivioking, such s for care and service
plonning and establishing odvance directives

Measure set enobles gssessment of the person’s dare Qnd Services Qoress
providers; settings, and time
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6. Program meosure set includes considerations for heglthcare disparities and cultural
competency

Demonstrated by o progrom megsure set-that promotes eguitobie occess and treatment by considering
healthcore disporities. Factors nclude addressing roce; ethnicity, sociveconomic status, languoge,
gender, sexuad orientation, vge, or geographical considerations {e.q., urbon vs. rural). Progrom meuasure
set olso can address populations ot risk for heolthcore disporities {e.g., people with behovioral/mentat
ifiness}).

Subcriterion 6.1 Program measure set includes meosires that directly assess heaithcare
disparities {e.g., interpreter services)

Subcriterion 8.2 Program medsure set includes measures thot are sensitive to disporities
megsurement (e.q., beto blocker tregtment after a heart attock), and thet
Jaciitate stratification of results to better understond differenices omeng
velnerable populations

7. Progrom measure set promotes parsimony and alignment

Demonstrated by a program measure set thot supports efficient use of resources for data collection and
reporting, and supports alignment gerass progroms. The program measure set should balonce the
degree of effort associated with measurement and its opportunity to improve guality.

Subcriterion 7.1 Program measure set demonstrotes efficiency (le, minimum number of
megsures and the least burdensome measures that gchieve progrom goils)

Subcriterion 7.2 Program measure set places strong emphosis on measures thot con be used
across multiple progroms or epplications {e.g., Physicion Quality Reporting
System [PQRS], Meaningful Use for Eligible Professionals, Physicion Compare)

&4
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Appendix D: Federal Public Reporting and Performance-Based Payment Programs
Considered by MAP

oo e I T o

o

Ambulatory Surgical Center Quality Reporting

End-Stage Renal Disease Quality Improvement Program
Home Health Quality Reporting

Hospice Quality Reporting )
Hospital Acquired Condition Payment Reduction (ACA 3008)
Haspital Inpatient Quality Reporting

Hospital Outpatient Quality Reporting

Hospital Readmission Reduction Program

Hospital Value-Based Purchasing

. lnpatient Psychiatric Facility Quality Reporting

. Inpatient Rehabilitation Facility Quality Reporting

. Long-Term Care Hospital Quality Repaorting

. Medicaid

. Children’s Health Insurance Progran (CHIP}

. Medicare Shared Savings Pragram

. Merit-Based Incentive Payment System

. Physician Compare

. Prospective Paymenit System {PPS}-Exempt Cander Hospital Quality Reéporting
. Skilted Nursing Facility Quality Reporting Program
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Appendix E: MAP Structure, Members, Criteria for Service, and Rosters

MAF operates through a two-tiered structure. Guided by the priorities and goals of HHS's National
Quality Strategy, the MAP Coordinating Committee provides direction and direct input to HHS. MAP's
workgroups advise the Coordinating Commitiee o measures needed for specific care seltings, care
providers, and patient pogtlations, Timedimited task forces consider more fooused topics, such-as
developing "families of measures”—related measuras that cross settings and populations—and provide
further information to the MAP Coordinating Committee and workgroups, Fach multistakeholder group
includes individuals with content expertise and organizations partivularty affected by the work.

MAP's members are selected based an NQF Board-adopted selecrion ciiterls, through an annual
nominations process and an open public commenting period. Balance among stakeholder groups is
paramount. Dee to the complexity of MAF's tasks, individug! subject matter experts are included ini'the
groups. Federal government ex officio members are nonvoting because federal officials cannot advise
themselves. MAP members serve staggered thres-yesr terms.

MAP Coordinating Commities

TOMMITTEE COXCHAIRS (VOTING!?
Charles Kobhn, 1, MPH
Elizabeth A, MoGhon, PhD, MPE

ORGANIZATIONAL MEMBERS (VOTING}
Acsderny of Manapedd Care Pharmacy
Harisse Sehiaifer, BPh, M5

Behvadiad
Seaven Beotrman, MO D

ARLCIG
Shaun IY Brien
America’s Health Insurance Plans
Aparng Hgging, MA
Agvigrican Board of Medical Spedialties
B, Horrott Noope, MD, FACS
Arserican Academy of Family Phyiicians
Aty Mullins, MD, FAAFE
Arerican College of Physiilans
Ay Claseerm, MD, PRD, MHA
American Colloge of Surgebns
Frank G, Opetka, MB, FATS
Arerican HeslthCare Association
Bawich Gifford, MO, MPH
Arserican Hospital Assedistion -
Rbierie Anderson, BN, DNGo. EBAN

Arnerfoan Medical Association
Carl &, Sirie, WD

American Madical Group Association
Sy Uiy, ML, Phiy, kAl

Amerivan Nurses Association
Marla L Waston, PhD, RN

B6&
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Blue Cross and Blue Shigld Association
Carol Famm, MD, MPH

Consumers Unfon
ok Bot, MSSW, MBA

i
Rithard Gundling, FHEMA, A
Maine Health Management Coalition
Brandon Hotham, MPH

The jeint Compmissian

David Baker; MDD, MPH, FACF
The Leapfrog Group

Leah Binder, MA, MGA
National Allfance for Carégiving
Gail Hunt

Assogiation of Medicaid Directors
Foster Gesten, MD, FACE

National Susiness Group on Health

Steve Wojtlk, M&

National Committee for Quality Assurance
Kary Barton, MD

Nations! Fartnership for Wonrven and Fariliss
Carol Sakals, PhDy, MSPH

Network for Regional Healthcare fmp
Chris Queram, MS§

Pacific Business Group on Health
Willlam €. Kramer, MBA

.

Fha i and wesof Smerica (PRRMA)
Jennifer Bryant, MBA

Providence Health anid Services

Ari Robicsek, M

INDIVIDUAL SUBIECT MATTER EXPERTS (VOTING)
Richard Antonelll, MD, M5

Dorfs Lote, MO, WPH

Elizabeth MicGlynn, PhD, MPP

FEDERAL-GOVERNMENT UAISONS (NONVOTING)

Agency for Heplthcare Researgh and Quality {AHRQ)
Mancy J. Wilson, MD. MPH

Cernters for Disease Control and Prevention {CDC]
Chesley Richards, MD, MH, FACP

Centers for Médicare & Medicaid Services [CMS)
Patrick Conway, MD, MSc

Giffice of the § & i for Health ion Technology (ONC)
Kevin Larsen, MD; FACR
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MAP Clinician Workgroup

COMBMITTEE CHAIR {VOTING)
Hroce Bagley, MD {Chair}
Eric Whitacre, MD, FACS {Vice-Thalr)

ORGANIZATIONAL MEMBERS (VOTING)
The Alliance

Aruy Moyer

Academy of Ophthsimology

Sgott Friedrman, MI

American Academy of Pediatrics

Terry Adirimn, MU, MPH, FAAR

Arveric of Murse Practitio
Diane Padded, PhD, CANF, FASKP
Hmerican College of Chediology

Paul . Casale, 8D, FACC

Arnerkean College of Radinlogy

Davld 1. Ssindenwurm, MD

Anthem

Stephén Frigdhoff, WD

Assoriation of Armerican ieal Colleges
Yaras Orlowskd, MD

Caroling’s HealthCare System

Scott Furney, MO FACP

Consumers” CHECKBOOK

Rebert Kraghalf, 1D

Kalser Permanente

Kate Roplén

March of Divmes

Cynithia Pelligring

Minnesota Community Medsurement
Reth Averbeck, MD

Natiohal Business Coalition on Health
Bruge W, Sherman, MD, FCCP, FACOENM

Centerfor i Practice and
James Pacala, MD, M8

Pacific Business Groug on Health

Stephande Glier, MPH

Patient-Cantored Privnary Cave Collaborative
Marci Nielsen; PhD), MPH

Primary Care Information Project
Wintred W, M, MPR

&, Louls Area Bosiness Health Coalition

Barb Landreth, BN, MBA

INDIVIDUAL SURBJECT MATTER EXPERTS (VOTING)
Liher T Clark, M0

Constante Dahlin, MSN, ANPBC, ACHPN, FPON; FAAR
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FEDERAL GOVERKRMENT LAISONS {NONVOTING)
Centers for Disease Contral and Prevention {CDQ)

Peter Briss, MD, MPH

Centers for Mudisare & Medicald Services [CMS]

Katé Goodrich, M0

Health Resourdes dnd Services Administration (HRSALY
Girma Alemu, MO, WP
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WMAP Hospital Workgroup

COMMITTEE CHAIRS [VOTING)
Christie Upshaw Travis {Co-Chalr)
Romald S, Wallers, MO; MBS, MHA, M5 {Co-Chair)

ORGANIZATIONAL MEMBERS (VOTING)
American Feds ot i

Kasity Trautrer

American Hospitel Association
Nangy Fostey

America’s Essgntial Hospitals
David Edgler, FhD

ASC Quality Collaboration
Dionna Mosburg, BN, LHRM, CASC

Bie Cross Blue Shigld of Massachusetts
Wel Ying, MO, MS, MBA

Children's Hospltal Association
Andrea Benin, MD

Geisingtey Health Systenms
Health Lewis, RN

Mothers Againit Medical Erroe
Hitbery Maskell, MA

National Coalition for Cancer Survivorship
Shelley Fuld Nasso

National Rural Health Association
Brook Habach, MPH, FACHE

Pharmary Quality Alliance
Shekiar Mehta, Pharmid, M5

Pramier, Inc.

Lestie Schultz, PhD, RE, NEA-BT, CPON
Projoct Patient Care

Wartin Hatlie, D

Service Employees International Unien
LaDawna Howard

The Soclety of Thoradle Surgeons
Jeff Jacobs, MD

St Lowls Srea Business Health Coalition
Kares Roth, TN, 84, CPA
INDIVIDUAL SUBJECT MATTER EXPERTS (VOTING)
Gregory Alexander, PhD, RN, FaAN
Elizabeth Bvans, DNS

Jack Fowler, dr, PHD

Witchel Lewy, MO, FCCR, FOCP
Dolores L Mitchall

H.Sean Morrison, MD

tichaed &, Phelan, MO, FACER

Ann Marie Sullbian, MD
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FEDERAL GOVERNMENT LIAISONS (NONVOTING)
Agency for Healtheare Research and Quality (ARG
Pamste Owens, BhD

Centers for Disesse Control and Prevention (D)

Danigl Pollock, MO

Conters for Medicere & Medicald Services {CVIS)

Plarrs Yong, MD, MPH
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MAP Post-Acute Care/Long-Term Care Workgroup

COMMITTEE CHAIR (VOTING)
Carol Raphas!, MPA
Debra Saliba, MD; MPH

ORGANIZATIONAL MEMBERS (VOTING)

Aetng

Joseph Agosting, MD

American Medical Rehabilitation Providers Association
Suzarine Snyder Kauserud, PT

Ameritan Oee fonal Therapy &

Pamela Roberts, Phiy, QTR SCFES, CPHL FAQTA

Armnerican Physical Therapy Assodiation

Roger Hare, PT, MPA, COSC
Bociety of G

Jennifer Thomas, Pharm

Caragiver Action Network
Lisa Winstet

Jolwis Hophing University Sehool of Medidine
Bruce Leff, MD
Hindred Healthoare
Sean Muldaon, MD

A igtion of Arés Agencies on Sging
Sandy Markwood, MA

Tha National Conswmer Voive for Guality Long-Tevm Care
Robyn Grant, MSW
Natioral Hospice and Palliative Care Organization
Carol Spence, PhD
Sational Pressure Ulcer Sdvisory Panel
Srihur Stane, MD
s of Cave Coalitior
James Latt, B, MDD, OMD
AMDA ~ The Society for Post-Acute and Longﬁarm Care Madicine
Carf R Lavy, MD, PRD, CMD
Wisiting Nurses Association of America
£, Liza Greenberg, RN, MPH

INDIVIDUAL SUBJIECT MATTER EXPERTS (MOTING)
Kirst Elliott, PHD, CPHG

Carol Spence, PhD

Arther Stone, MD

Jarmes Loty , M0, TVID.

Carl B, Lavy, WD, PHD, {MD

£ Ly Greenberg, BN, MPH

FEDERAL GOVERNMENT LIAISONS (NONVOTING)

Centers for Medicare & Medicald Services [CMS)

Adar Levitt, MD

Officaof the diviator for Healih Hon Tech {ONGY
Elizabeth Palera Hall, MIS, Wil BN

Substance Abuse and Merntal Health Services Administration (SAMHSA)
Lise €. Patton, Phiy
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MAP Medicald Adult Task Force

CHAR [VOTING)
Harold Pincus, M0
ORGANIZATIONAL MEMBERS (VOTING)

Acadeniy of Managed Care Pharmacy
Marissa Sehlgifer

y of Nurse #r
Sue Kendig, J0, WHNP-BC, FAANF

Ametican College of Fhysiclans
Nichag! Sha, MD, FACH

#merica’s Health insurance Plans
Grant Pleariilo

Humrans, o

Genrge Andrews, MD, MBA, CRE, FACP
Marchof Dimes

Lynthia Pellegrint

¢ ¥ Sssociation of ioaid Directols
Kathleen Dunn

National Rural Health Association

Brock Slabach, BAPH, FACHE

INDIVIDUAL SUBJECT MATTER EXPERT MEMBERS {VOTING)
Ann Marie Sullivan, MD

Ki Ellioty, PhD, CPOH

FEDERAL GOVERNMENT MEMBERS (NONVOTING, EX OFFICIO)

Subistance Abuse nd Mental Health Services Adiministration (SAMHSA}
Lisa Patton, PhD
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MAP Medicaid Child Task Force

CHAIRS (VOTING)
Foster Gasten, MD

ORGANIZATIONAL MEMBERS (VOTING)

Astna
Sandra White, MD, MB&
mericar of Family Physician

Alvia Siddigl, MU, FARFP

rmericar of Padiatiies:
Terry Adirim, MU, MPH, FAAP
American Nurses Association
Susan Lacey, RN, FhD, FAAN
Americsn’s Essential Hospitals
Gepise Cundll, MDY, FAAP
Hiue Cross and Blue Shield Adsociation
Carole Flamm, MO, MPH
Children’s ital Associ
Arwdres Baniy, MO
Kalser Permianente
Jeff Convissar, MD
Miarch of Dimes
Cynthia Pellegrini

wetnership for Woren and Families
Cargl Sakala, PhD, MSPH
INDIVIDUAL SUBJECT MATTER EXPERT MEMBERS [VOTING)
Luther Clark, MO
Anne Cohen, MPH
NMare Lefb, MDD

FEDERAL GOVERNMENT MEMBERS (NONVOTING, EX OFFICIO)
Bgency for Hedltheare Researeh and Quality

Dentse Daougherty, PR

Health and Servic

Ashiey Hiral, PRD

Offlce of the National Cotrdinator for Mesith 17

Keving Larsen, ME, FACR

74



39874 Federal Register/Vol. 82, No. 161/ Tuesday, August 22, 2017/ Notices

MAP Dyal Eligible Beneficiaries Workgroup

CO-CHAIRS [VOTING)
Jeonie Chin Handen, BN, M, FAAN
Maney Hanvahsn, Phi; RN, FASN

ORGANIZATIONAL MEMBERS (VO TING)
AARP Pablic Policy Institute

Suman Reinfard, RN, PhD, FASN

SREDA -~ The Saclety for Past-Acute il Long-Tarm Care Medicioe
Gwendoien Bubr, MD, MHS, Med, CMD
HAeverican Gerviatrics Sogiety

Gregg Warshow, RDY

Associaton for Demmunity Afllsted Health Plans
Christine Aguir

Contene Corporatioh

tichaet Monson

Congertivm for Cltzens with Disshiities

B Clarke Ross, DRA

Easter Seals

{heryl temiter, PhD

Conterfor Medicars Advoracy

Kaota Kertesy, 1D

Homewatch CoreGlrers

Jathe Hogenmiller, PhD, MN, APN, CDE, THCD
Humana, Ing.

George Andrews, MD, MEBA, CPE

Ware

Thomias B, Lutsdw, Fhil, MB&

National Association of Medicaid Diréctors
Aljve Lind, RSN, MPH

National Sssociation of Social Worker

Joan Levy Tiotnik, PRD, ACSW

New lersoy Hospital Bssociation

Afine Holmes, DNP, MSN, RN

INDIVIDUAL SUBIECT MATTER EXPERT MEMBERS {VC}TiNG}
Wiy Chalk, MSW, PhD

Jamias Duntord, MD

K: Charkie Lakin, Ph

Ruth Perry, WD

Kimbreirly Rask, MDY, PhiY

Gail Stiary, PHD, BN

FEDERAL GOVERNMENT MEMBERS (NONVOTING, EX OFFICIO)
Adesinistration Tor Community Uving (A0

Elira Bongit, 0, Ma

Lerters for frare & fcafd Bervices (TWS]

Venesa b Day

Dffice of the Assistant Seeretary for Planning and Bvaludtion
HEB Pottes, M%
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