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Dated: June 20, 2019.
Lowell J. Schiller,
Principal Associate Commissioner for Policy.
[FR Doc. 2019-13561 Filed 6—25—19; 8:45 am]
BILLING CODE 4164-01-P

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

[CMS-3365-N]

Secretarial Review and Publication of
the National Quality Forum 2018
Activities Report 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 the
Secretary of the Department of Health
and Human Services’ (the Secretary)
receipt and review of the National
Quality Forum 2018 Annual Activities
Report to Congress and the Secretary
submitted by the consensus-based entity
under contract with the Secretary in
accordance with the Social Security Act.
The Secretary has reviewed and is
publishing the report in the Federal
Register together with the Secretary’s
comments on the report not later than

6 months after receiving the report in
accordance with section 1890(b)(5)(B) of
the Social Security Act.

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

SUPPLEMENTARY INFORMATION:
I. Background

The United States Department of
Health and Human Services (HHS) has
long recognized that a high functioning
health care system that provides higher
quality care requires accurate, valid, and
reliable measurements of quality and
efficiency. The Medicare Improvements
for Patients and Providers Act of 2008
(MIPPA) (Pub. L. 110-275) added
section 1890 of the Social Security Act
(the Act), which requires the Secretary
to contract with the consensus-based
entity (CBE) to perform multiple duties
designed to help improve performance
measurement. Section 3014 of the
Patient Protection and Affordable Care
Act (the Affordable Care Act) (Pub. L.
111-148) expanded the duties of the
CBE to help in the identification of gaps
in available measures and to improve
the selection of measures used in health
care programs.

HHS awarded a competitive contract
to the National Quality Forum (NQF) in
January 2009 to fulfill the requirements
of section 1890 of the Act. A second,

multi-year contract was awarded to NQF
after an open competition in 2012. A
third, multi-year contract was awarded
again to NQF after an open competition
in 2017. Section 1890(b) of the Act
requires the following:

Priority Setting Process: Formulation
of a National Strategy and Priorities for
Health Care Performance Measurement.
The CBE must 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-centered 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 across multiple
providers, practitioners and settings.

Endorsement of Measures: The CBE
must 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 are
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: The CBE must
provide for the review and, as
appropriate, the endorsement of the
episode grouper 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; (2) 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
(3) 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
various federal health care quality
reporting and quality improvement
programs including 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.

Transmission of Multi-Stakeholder
Input: Not later than February 1 of each
year, the CBE must 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 an annual
report. The report must describe:

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;

¢ Performance of the CBE’s duties
required under its contract with the
Secretary;

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

¢ 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
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such measures 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.

Section 50206(c)(1) of the Bipartisan
Budget Act of 2018 (Pub. L. 115-123)
amended section 1890(b)(5)(A) of the
Act to require the report to include the
following each year: (1) An itemization
of financial information for the previous
fiscal year, including annual revenues of
the entity, annual expenses of the entity,
and a breakdown of the amount
awarded per contracted task order and
the specific projects funded in each task
order assigned to the entity; and (2) any
updates or modifications to internal
policies and procedures as they relate to
duties of the CBE, including,
specifically identifying any
modifications to the disclosure of
interests and conflicts of interests for
committees, work groups, task forces,
and advisory panels of the entity, and
information on external stakeholder
participation in the duties of the entity.

The statutory requirements for the
CBE to annually report to the 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 of 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 2018 activities to the
Secretary on March 1, 2019. Comments
from the Secretary on the report are
presented in section II of this notice,
and the National Quality Forum 2018
Activities Report to Congress and the
Secretary of the Department of Health
and Human Services is provided, as
submitted to HHS, in the addendum to
this Federal Register notice in section
III.

II. Secretarial Comments on the
National Quality Forum 2018 Activities
Report to Congress and the Secretary of
the Department of Health and Human
Services

Once again, we thank the 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 2018 it updated its
measure portfolio by reviewing and
endorsing or re-endorsing 38 measures
and removing 40 measures.! Endorsed
measures address a wide range of health
care topics to promote value-based
transformation of our health care
system, and other HHS priorities,
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 maintaining measures
endorsement, NQF also worked to
remove measures from the portfolio for
a variety of reasons, such as, measures
no longer meeting endorsement criteria;
harmonization between similar
measures; replacement of outdated
measures with improved measures; and
lack of continued need for measures
where providers consistently perform at
the highest level.2 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. Measure
set refinements also align with HHS
initiatives, such as the Meaningful
Measures Initiative at Centers for
Medicare and Medicaid Services (CMS).
CMS is working to identify the highest
priorities for quality measurement and
improvement and promote patient-
centered, outcome based measures that
are meaningful to patients and
clinicians.

NQF also undertook and continued a
number of targeted projects dealing with
difficult quality measurement issues. In
particular, NQF has worked to help
HHS address the unique challenges
faced by rural communities. Nearly one
in five Americans reside in rural
communities and statistically, residents
of rural communities tend to have worse
health status than those living in urban
areas.? HHS recognizes the unique
challenges facing rural America, and
with the support of partners like NQF,
we are taking action to improve access
and quality for healthcare providers

1National Quality Forum (March 1, 2019) Report

of 2018 Activities to Congress and the Secretary of
the Department of Health and Human Services, p.

6 (https://www.qualityforum.org/Publications/2019/
03/2018_Annual_Report_for Congress.aspx,
accessed 4/10/2019).

2National Quality Forum, op. cit. p. 18.

3 Centers for Disease Control and Prevention
(January 2017) Rural Americans at higher risk of
death from five leading causes. (https://
www.cdc.gov/media/releases/2017/p0112-rural-
death-risk.html, accessed 4/10/2019).

serving rural patients. One of the biggest
challenges rural Americans face is
access to affordable quality health
care.45¢ Our reforms in the area of rural
health are part of our overall strategy to
update our programs and improve
access to high quality services.

In 2018, recognizing the lack of
representation from rural stakeholders
in the pre-rulemaking process, HHS
tasked NQF to establish a Measures
Application Partnership (MAP) Rural
Health Workgroup. The membership of
the Workgroup, comprised of 18
organizational members, seven subject
matter experts, and 3 federal liaisons,
reflects the diversity of rural providers
and residents, and allows for input from
those most affected and most
knowledgeable about rural measurement
challenges and potential solutions.”
With this valuable input from our
partners and stakeholders, HHS can
continue to improve health care in rural
America.

The Workgroup identified a core set
of the best available, “‘rural-relevant”
measures to address the needs of the
rural population and released a report
providing recommendations regarding
alignment and coordination of
measurement efforts across both public
and private programs, care settings,
specialties, and sectors (both public and
private).8 NQF presented the
Workgroup’s finding on Capitol Hill to
share this valuable work with members
of the Congress.? The Workgroup also
provided guidance for the Measures
Application Partnership to ensure that
the Measures Under Consideration
(MUC) for use in CMS programs address
the needs and challenges of rural

4Douthit, N., S. Kiv, T. Dwolatzky, and S. Biswas
(June 2015). Exposing some important barriers to
health care access in the rural USA. Public Health.
129(6): 611-620.

5D. Williams, Jr., and M. Holmes (January 2018)
Rural Health Care Costs: Are They Higher and Why
Might They Differ from Urban Health Care Cost?
North Carolina Medical Journal. 79(1): 51-55.

6], Bhatt and P. Bathija (September 2018)
Ensuring Access to Quality Health Care in
Vulnerable Communities. Academic Medicine.
93(9): 1271-1275.

7 National Quality Forum (August 31, 2018). A
Core Set of Rural-Relevant Measures and Measuring
the Improving Access to Care: 2018
Recommendations from the MAP Rural Health
Workgroup: Final Report, p. 32 (https://
www.qualityforum.org/Publications/2018/08/MAP_
Rural Health Final Report - 2018.aspx, accessed
4/10/2019).

8 National Quality Forum. 2018, op. cit.
9National Quality Forum (September 17, 2018)
NQF Releases Report to Improve Access and Health

Needs of Rural Communities (http://
www.qualityforum.org/News_And_Resources/Press_
Releases/2018/NQF _Releases_Report_to_Improve_
Access_and_Health_Needs_of Rural
Communities.aspx, accessed 4/10/2018).
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providers and residents.1® HHS is
committed to evaluating our
measurement practices and looking at
them through a rural lens to ensure rural
providers greater flexibility and less
regulatory burden.

Additionally, CMS and NQF have
worked together to address the low case-
volume challenge as it pertains to
healthcare performance measurement of
rural providers. Low case-volume
presents a significant measurement
challenge for many rural providers.11
Rural areas often are sparsely populated,
which can affect the number of patients
eligible for inclusion in healthcare
performance measures, particularly
condition- or procedure-specific
measures. Other challenges faced by
rural residents, such as distance to care
or lack of transportation, can also lead
to low case-volume in measurement. To
develop recommendations to address
the low case-volume challenge for rural
providers, NQF convened a five-member
Technical Expert Panel (TEP) comprised
of statistical experts and measure
methodologists.12 The TEP released a

10 National Quality Forum (December 12, 2018).
MAP Clinician Workgroup In-Person Meeting
presentation slides #38-43. (http://
www.qualityforum.org/ProjectMaterials.aspx?
projectID=75361, accessed 4/10/2019).

11 Quality of Care in Rural Hospitals. (January
2019) Rural Health Research RECAP. Rural Health
Research Gateway (https://ruralhealth.und.edu/
assets/2645-9942/quality-of-care-in-rural-hospitals-
recap.pdf, accessed 4/10/2019).

12 National Quality Forum. (October 31, 2018)
MAP Rural Health Technical Expert Panel
Conference Call #1 presentation slides (http://
www.qualityforum.org/ProjectMaterials.aspx?
projectID=85919, accessed 4/10/2019).

report providing recommendations to
CMS on how to best address the low
case-volume challenge by incorporating
new statistical methods into measures
specifications.3

Going forward, CMS will continue to
work with NQF to strengthen the
diversity of representation of the MAP
Rural Health Workgroup. In particular,
CMS is taking into account the largely
rural nature of Tribal and Indian Health
Service (IHS) health programs, their
unique, cultural, funding, and legal
status, and their specific challenges in
participating in initiatives, which rely
heavily on the use of clinical quality
measures. For future NQF calls for
nomination for the MAP Rural Health
Workgroup, CMS will encourage NQF to
sit representatives of Tribal Nations,
Tribal health programs, or Tribal
organizations. CMS will also reach out
to IHS for recommendations of
individuals with expertise in clinical
quality measures and knowledge in
health outcomes and barriers to care
experienced by rural-dwelling Native
Americans and nominate them as
Workgroup members, and IHS staff with
said expertise and experience as Federal
Liaisons for the Workgroup. In addition,
CMS will ask NQF to reach out to Tribal
Nations, Tribal Health programs, and
Tribal organizations for input during the
public comment periods for project
deliverables.

13 National Quality Forum (April 2019). MAP
Rural Health Technical Expert Panel Final Report—
2019 (http://www.qualityforum.org/Publications/
2019/04/MAP_Rural_Health_Technical Expert_
Panel Final Report - 2019.aspx, accessed 4/10/
2019).

Addressing the needs of rural health
communities is just one of many areas
in which NQF partners with HHS in
enhancing and protecting the health and
well-being of all Americans. Meaningful
quality measurement is essential to
healthcare delivery reform, 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 to
health care delivery system reform. We
appreciate the strong partnership with
the NQF in this ongoing endeavor.

I11. 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 2018 Activities to
Congress and the Secretary of the
Department of Health and Human
Services, as submitted to HHS.

Dated: June 7, 2019.

Alex M. Azar II,

Secretary, Department of Health and Human
Services.

BILLING CODE 4120-1-P
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L Executive Summary

The transition to s healthcare syster built on value requires meaningful and scientifically sourd
performance measures, Performance messures are essential to the success of value-based purchasing
[VBP} to lower the cost and improve the guality of healthcare inthe United States. Measurement s a
tool that helps to identify opportunities for improvement, uinderstand aress of siccess, and promicte
transparency torallow Americans to become active and empowered healthoare consumers who tan seek
safe aﬁd effective care. Measurernent enjoys strong, bipartisan support'as well as supportacross both
the public and private sectors. This unified commitment and cortinued investment ity performance
reasurement ensures all stakeholders have a shared vision of high-cmaiity, cost-effective carg,
promotes aligniment around healtheare system improvement pr“iaritiés;and reduces nnecessary
administrative burden an providers,

The National Quality Forum (NGF) is an indspendent organization that brings together public-and-
private-sector stakeholders from across the healthcare system to determine the high-value measures
thatcar best drive improvement in'the nation’s health and healthcare. NQF facilitates private-sector
recommendations on quaii‘ty measures proposed for use infederal programs, adkvaﬁ;:es the sclence of
performance measurement, and identifies and provides direction to address critical clinicsl, cross~
cutting areas, ¢alled gaps, where guality measures gre underdeveloped or nonsxistent.

This armual report; NOF Report of 2018 Activities to Congress and the Secietary of the Departimentof
Hewlth and Humoa Services, highlights and summarizes the wark that NOE performed betwesar January
1 and Decamber 31, 2018 under contract with the U.S. Department of Health and Human Services {HHS)
ity the following six areas:

s Recommendations.onthe National Quality Strategy and Priorities;
Quality and Efficiency Measurement Initiatives {Performance Measures);
Stakehoider Recammendations on Quality and Efficiency Measures;:
Gaps on Endorsed Cuality and Efficiency Measures across HHS Programs;
zaps in Evidence and Targeted Ressarch Needs: and

Coordination with Measurement Initiatives by Other Payers.

" % 85 %

Congress has rem\gnizad the role'ofa "‘coﬂsmsus based entity” (CBEL currently NOF, inhelping to forge
agreeiment across the publie and private sectors about whiat to measure and improve in healtheare, The
2008 Medicare Improvements for Patients and Providers fict {MEPPA} {PL110-275) established the
responsibilities of the consensus-based entity by creating section 1890 of the Soclal Security Act, The
2010 Patient Protection and Affordable Care Act (ACA){PL111-148] modified and added to the
consensus-bated entity's responsibilities. The'American Taxpayer Relisf Act'of 2012 {(PL 112424(3}‘
exterided funding under the MIPPA statite to the consersus-hased entity through fiscal year 2013 The
Protecting Access to Wedicare Act of 2014 {PL113-93] extended funding under the MIPPA and ACA
statutes to the consensus-based entity through March 31, 2015 Section 207 of the Medicare Access and
Children's Health Insurance Program {CHIP) Reautharization Act of 2015 {MACRA) (PL114-10) extended
funding under section 1850{d}{2} of the Social Security Act for guality measure endorsement; input, and
selection for flscal years 2015 through 2017, Section 50206 of the Bipartisan Budget At of 2018
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extended funding for federal quality efforts for twoyears [October 2017 ~ September 2019} amang
other reguirernents. Bipartisan action by numerous Congresses over several years has reinforced the
importance of the role of the CBE. In-accordance with section 1890 uf the Social Sscurity Act, NGF, in its
designation as the CBE, is charged to report annually on its work to Congress and the HHS Secretary.

As amended by the dhove laws, the Social Security Act {the Actl—specifically section 1890(b}{5){A)—
mundates thot the entity report to Congress and the Secretary of the Department of Heolth and Hurvan
Services (RHS) ng later than March 1st of each yeor.

The report must include descriptions of:

how NQF hgs implemented quality and efficiency measurement initietives under the Actond
coordinated thése initiotives with those implemented by other pczyem;k

NOF's recommendations with respect to an integrated national strategy and priorities for
heglthcare performance measurement in all apolicalle settings)

NOFs performance of the dutfes reguired under its cantract with HHS [Appendix Al;

gaps inendorsed guality ond sfficiency measures, including measures that are within priority
areus identified by the Secretary under HHS tational strategy, and where guality and efficiency
medsures gre ungvailoble or inodeguote toidentify oraddress such gaps;

areas in whick evidence is ihsufficlent tosupport endorsement of measures in priorty aregs

ddentified by the Natiqml Quatity Strotegy, ond where turgeted resegrch may gddress such gaps;

muotters refoted toconvening muf%ist‘ejsfcehafdsf aroups to provide input on: u) the selectionof-
certain guality and gfficiency measures, ond bl national priovties far improvementin population
health ond iry the delivery of heglthcare services for consideration under the Notiona! Quality
Strategy.t

ah ftemization of financial information for the fiscal vear ending September 30 of the preceding
vear, including: (I anrival revenues of the eni:i{y {Including any government fcmz:ffng; privote
sectorcontributions, grarits, membership revenues, and investment revenuel; (1] annual
expenses of the entity {including grants puid, benefits paid, salaries or other compensation,
fundraising expenses, and overhead costs); and (1} o breakdown of the amount gwarded per
controcted tusk order and the specific projects funded ingach task order gssigned to the entity:
and ;

any updates or modifications af interngl policies and procedures of the entity os they relate to
the duties of the entitv under this section, Including: (I} specificaily identifving any modifications
to the disclosure of interests gnd conflicts of interests for committess, work groups, tusk forces,
and advisory panels of the entity; and (1) information on external stokeholder participotion in
the duties of the entity under this section {including complete rosters for all committees, work
groups, task forces, and advisory panels funded through goverriment contracts, descriptions of
relevant interests and uny conflicts of interest for miembersof ull committess, work groups, task
Forces, and advisory punels, and the total percentage by health care sectorofell convened
committees, work groups, task forces, ond advisory panels.
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The deliverables NQF produced under contract with HHS in 2018 are referenced throughout this report,
and a full st s included In Appendi & Immediately following fs a sutmmary of NOF's work in 2018 In
eachof the sivaforementioned areas, These toples are-discussed in Turther detail in the body of the
report,

Recommendations on the National Quality Strategy and Priorities

NOF convened public and private sector organizations to provide inputinto the national healthcare
priorities reflectéd inthe National Quality Strategy [NQS) that HHS released in 2011, In 2018, NOF
continued to support these priorities through work to improve the health of Americans living in fueal
areas. Healthcare performance measurement may be arvunderutilized tool to improve rural health.
While many rural hospltals are required to participate in & variety of quality improverment programs
implemiented by CMSor fate reductions in payment (e.g., the Hospital lnpatient Quality Reporting.
Program}, critical access hospitals participate in these programs onva voluntary basisanly. Maoreover,
many rural clinicians whoserve in federally Quaiiﬁed health centers or rural heatth centers mayv not
reach the minimum caseload or billing thresholds o meet the eligibility requirements for Merit-based
Incentive Payment (MIPS), Also, whern rural hospitals and clinicians that do not mest minimum sample
size requirernents Tor particular measures, their results may not bie publicly reported ez, on Hospital
Compare or Physician Compare), which can impact the ability of rural residents to make informed
decisions abaut their healtheare, Finally, not all performante rrieasures are squally relevant forrural
providers. Forexample, they may assess services not offered by miany rural providers, ar'they may focus
onconditions of protedures for which many rural providers do not Rave gnough patients to achisve
reliable and valid msasure results. To address these issues; I 2018, NOF's multistakeholdsr MAP Rural
Health Workgroup identified a core set measurss for the hospital and ambulatory settings. Many of the
20 measures in this core set are cross-citting, resistant to low case-volume,; and address conditions or
services that are relevant within rukal healtheare settings, and therefore should be spplicableto a
mascsrit\,f of rural patients.and providers,

Quality and Efficiency Measurement Initiatives (Performance Measures)

Evidence-based and sclentifically sound performance measures are essential to advancing national
healtheare improvement priorities and supporting the transition to valug-based purchasing. s
endorsed measures allow accurate and effective assessments atross a varlety of dinical and cross-
cutting topic areas: These measures are used by both public- and privatessector payers Tor quality
improvement, public regorting, and payment as users have confldence that NOFendorsed mieasures
have criterla of importance, sclentific acceptability, usability, and feasibility—and can accurately discern
the quality of provider perforrmance.

In 2018, NOF erdarsed 38 measures and removed 40 fram its portfolio, across 28 endorsement projects
addressing 14 topic areas. NQF endorsed measures focused on driving key improvements tothe.
healtheare system. NOF aims to identify meaasures that can promate patient-centered care (8.8,
person-and family-centered care, care coordination, and palliative and end-ofdife carel, improve the
delivery of care for prevalent conditions {e.g.; tardiovascular; renial; behavioral health; musculoskeletal
health; eye care and ear, nose, and throat conditions; infectious disease; pediatrics; and cancer), or
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promote guality improvement in cross-cutting areas {e.g,, patisnt safety, costand resource use, health
and well-being, and all-cause admissions and readmissions).

NOF alsocontinued to explore and advance the science underlying performance measurement, NOF
completed a project to Improve attribution models, and continued to examine the ongolng issue of how
to account for the influsnce a person's socioeconomic status or other social risk factors carn have on his
ar her healthcare outcomes and how measurément shiould account for this influence. NOF slso
implemented key improvements to the measure endorsement process, including the creation of the
Scientific Methods Panel, charged with assisting in the review of complex medsures and providing
guidance on NQF on methodological issues, including those related to measure testing, risk adjustment,
and measurement approaches:

Stakeholder Recommendations on Quality and Efficiency Measures

The Measure Applications Partnership {MAP) is a public-private partnership convened by NQF that
provides input to HHS on the selection of quality and efficlercy measures for pay-for-performance and
quality reportinig programs, Over 135 representatives from 90 private-sectorstakeholderorganizations
arid sever fedeéral agericies participats in MAR. This varied representation promotes balanced and
attentive input an the selection of performance messures inquality reporting and payment programs.

MAP strives to promate the use of measures that are meaningful to patients while being cognizant of
the burdef measurement can place on providers, MAF promotes alignment, the use of the same
measures across Tederal programs and the public and private gectors as one stratégy to minimize the
burden of measurement.. Using the same measures allows providers to focus on key quality
improvement areas; eases the burden of data collection on eliniclans and facilities, and reduces the
canfusion caused by sirmilar, redundant measures. k

For the 2017-2018 pre-rulemalking process, MAP corivened three care setting-specific workgroups—
Clinician, Hospital, and Post-Acute Care/Long-Term Care (PAC/LTC)—to review proposed measures for
use in Medicare programs. MAP reviewed 38 measures—recommending 34 gither foruse ina federal
DrOSran or for continued development: MAP workgroups cohvened again nlate 2018 1o review

measures for the 20182019 pre-rulemaking process. In addition, irits presrulemaking work, MAP also
continued to provide guidance to'strengthen care measure sets for Medicaid and CHIP programs:

Gaps on Endorsed Cuality and Efficiency Measures across HHS Programs

NCIF strives to promote measures that are meaningful to patients and target the most important sreas
for improvement it the bealthcare systerm: Agricial part of NQF's work s identifying measure gaps;
aress In which evidence-based, scientifically sound mesdsures are too few or do not exist. identifying
these gap areas allow stakehoiders suchas measure developers and policymakers to bétter understand
critical measurement needs. The gaps identified in 2018 span conditions, settings, and issues, from care
forcostly and prevalent diseases to access tocare to patient experience, snd more. NQF continued to
highlight the need for mare cutcome measures, especially ones that are patient-reported.  Other
sommion gap areas include more measures to address behavioral healthrand substance abuse as well as
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measures to address social determinants of health—ceanditions In a person’s-environment that affect
health, function; and guality of life,

Gaps in Evidence and Targeted Research Needs

NOF also undertook several projects in 2018 todevelop approacties 1o leverage measurerment innew
ways to improve health and healtheare for the ration. These projects develop conceptual models for
organizing ideas that are important to measure for 8 topic areaand for describing how measurement
should take place (Le., whose performance should be measured, care setlings where messurement is
reeded, when measurement shiould oceur, of whichi individuals shiould be included in measurement),
NCOF's foundational work in these important areas underpins futlire efforts to improve guality through
measurement and ensure safer; patient-centered, cost-effective care that reflects current science and
evidence.

NQF campiét‘ed e pmjaﬂ% In 2018 to identify measire concepts to improve the quality and safetyof
care inambulatory care settings. NQF began new projects tey identify areas far messure development
and gaps in trauma care, assess the readiness of hospitals, liealthcare systems, and communities to
respond toand recover from disasters and public health emergencies, ard develop g strategic planfor

how chief cormplaints can be addressed through guality measurement. Inotherwork, NQF continued its
sfforts to support structured reporting of patient safety events in hospitals and other care settings.

Coordination with Measurement Initiatives by Other Payers

in 2018, NOF began two projects to promote coordination acress payers. The first project aims to
develop & process to collect feedback from payers using NOF-endorsed measures, as well as other
stakeholders, about measures after they are implemented. Stronger and miore standardized feadback
would alfow a better understanding of how a wieastre performs when inuse, and the possible issues or
Fisks that may be associated with the measure’s Tmplementation, such as whether a measiire is having
the intended effect of improving quality of care and health autcomes or evaluating if the measure is
causing unintended consequences,

Adding to NQFs efforts to encourage the use of minre meaningful measures and réciﬁce measire burden
on providers; NOF in 20918 became the hostof the Core Qua!ity‘r\!l@asures Collaborative after several
years of providing technical assistance. The initiative, led by America’s Health Insurance Plans (AHIP),
arcd which also involves the Centers for Medicare & Medicald Services [CMS), brings together private-
and public-sector payers toreach consensus oncore performante measures, NOF sonvened the COMC
to malntain the core sets, identify pﬁéri‘ty areas for new core sets, refing the group’s measure selection
criteria, and provide techrical support to the COMC.

H:  NOF Funding and Operations
Section 1890 (b} {5) [A) of the Svcial Security Actis amended by adding the following financiol and
operations information in the Annuu! Report fo Congress and the Secretary =
{i Annual revenues.of the entity (including any governiment funding, private sector
contributions, grants, membership revenies, ond investment revenug)
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i Annucl expensesof the entity {including grants paid, benefits paid, sularies and other
compensations, fundraising expenses ond overfisad costs) ond

{iiih o breakdown of the omount awarded percontrocted task order.and the specific profects
Junded ineach tosk order assigned to the entity

il Any updates or modifications of internal policies and procedires of the entity 65 they relate
o the duties of the entity under this section.including (1) specifically identifving ony
madifications to the disclosure of interest and conflicts of interests for committees, work
groups; task farces, and advisory panels of the entity; and (il information on external
stakeholder purticipotion in thé-duties of the entity under this section {including complete
rosters forall committees; work groups, task forces, ond odvisory panels funded through
gavernment contracts, descriptions of refevont interests ond anveonficts of interests for
membersof ali committess, work groups, task forces and advisory pansls, ond total
percentuge by healtlycare sector of ol convened commitiess, work groups, tosk forces, ond
gebvisory panels:

Congress reauthorized funds fora consensus-based entity (CBE) for fiscal vears (FY) 2018 and 2018 in
Section 50206 of the Bipartisan Budget Actof 2018, The Department of Health and Human Services
{HHS) awarded 3 contract to the National Quality Forum (NQF) 1o serve as the CBE NOF is an
independent, not-for-profit, membership-based organization that brings healthcare stakeholders:
together to recommend guality measures and improvement strategies that redice costs and help
patients get better care,

The Bipartisan Budget Act of 2018 amended the requirements of this annual repart to include, In
adddition to the previous requirements set forth, new contrast, financial, and operational information
related to the CBE. Federally funded contracts awarded under the CBE suthority were $14.036,728 in EY
2018, OF this amount, $13,288,778 wers funded through the Trust Fund. NQF's revenues for FY 2018
were $30.6 millfon, Including federal funds authorized under SEA1890(d), private sector contributions,
rembership revenue, and investment revenue. NQF's expenses for BY 2018 were $18.8 million These
experises include grants dnd benefits paid, salaries and other comperisations, fundraising expenisss, and
averhead costs, -

Acomplete breakdown of the armiount gw&rdéd percontragt fs available In Appendix A NOF has made
no updates or modifications ta disclosure of interest and conflict of interest policies. Rosters of
committess and workgroups {along with @ total percentage breakdown by healthoare sector) urded
under the CBE contract are available in Appendix B,

. Recommendations on the National Quality Strategy and Priorities

Section 18901B)1) of the Social Security Ack (the Act), mandates that the consensus-based entity fentity)
sholl “sinthesize evidence gnd convens key stokeholders to muke recommendations. . . oh anintegrited
nationalstra i‘égy and pricrities for heolth care performiance measurement in allapplicable settings. in
muaking such recomimendations, the entity shall ensive thot priprity is given to megsures: [i] that address
the health cure provided to patients with prevalent, high-cost chronic diseases; (i} with the greatest
potential for impraving the quality, efficiency, and potignt-centergdness of health care; and (i} that moy
be implemented rapidly due 't éxisting evidence, stendards of care, or other reosons.” In addition, the
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entity is to “toke into account measures thot: (i may essist consumers and patients in making informed
Hewlth care decisions: (i) wddress health disporities across groups and areas; and (i) address the
continuum Qé“' care o pulient receives, including services furnished by multiple health care providers or
practitioners and geross miultiple settings. ™

At the reguest of HHS, the NOF-convened National Priorities Partriership {NPP) provided input that
helped shape theinitial version of the National Quality Strategy (NQS) that HHS released n March
20137 The NOS set forth 3 comprefiensive roadmiap for achieving better, more affordable care, a5 well
a5 better health. HHS accentiiated the word “national” irvits title, smphasizing that healtheare
stakeholders across the country, both public and private, all play a role in miaking the NOS s suctess;

Annually; NQF continues topromote the NOS by endorsing measures linked to its priorties and
cqnvéning aivegsé stakeholder groups to reach consensis on key strategies for performance”
miegsurement and quality improvement. In 2018, NOF began work to address healthcare quality
measurementin rural settings. Rural Americans face well documented challenges accessing healthcare,
and rural providers have historically been leftout of quality messurement initlatives, NQF exp‘ioréd wWays
to leverage quality measurement to improve the health of Americans living inrural areasand to identify
ways to overcame the unique challenges tomeasuring the guality of care received.

Priority Initiative to Improve Rural Healthcare ;

Ruralareas span across 9F percent of the LS with approximately 60 million individuals residing in these
areas.  Of these, 47 million are adulis aged 18 years and older. Cornpared fo the wrban and suburban
regions in the LS, rural communities have higher proportions of elderly residents; higherrates of
poverty, greater burden of chronic diseases {e.g., diabetes, hypertension and chronic-obstructive
pllmonary disease) and lmited atcess to the healthcare delivery systern. For example, while 80 percent
of all travuma deaths in the U5, coour inraral areas, anly 24 percent of rural residents érﬁ able toatcess
a traumia center compared to 85 percent of all ULS. urban and suburban residents, highlighting the
severity of the problem of insufficient sccess to care,

Irvaddition, healthuare providers in ruval areas face many challenges in reporting quality measurement
data and irmplementing care improvement efforts to address the needs of their populations. Ing 2015
HHS-funded project, NOF corvened a multistakeholder Rural Health Committee to sxplorethequality
measurement challenges facing rural providers. This Committes Aoted that multiple and disparate
demands {e.g, direet patient care, business and tperational resporsibilities) compete for'the time and
attention of providers whoserve insmall rural hospitals and clinical practices—garticularly those in
geographically isolated areas. Thus, these providers may have limited time, staff, and finances available
for quality improvement activities, In addition, some rural areas may lack infarmation technology (1T}
capabilities altogether and/or IT professionals who car leverage those capabilities for guality
messurementand improvement efforts,

The heterogeneity of rural-areas, such as variations in geography, population density, availability of -
healtheare services, and numbers of vilnerable residents (e.g., those with etonomic or other social
disadvantages, those in poar hiealth, ete.), has particular implications for healthcare performance
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measurement. These include limited applicability of many healthcare performance measures.and,
poteritially, the reed for modifications In the fsk-adiustment approach for certaln measures, Moreaver,
depending on the particular performance measurs, rural providers may not have enough patients ta
achieve refiable and valid measurement results. This has been referred 16 as the low casewvolume
challenge.

The 2015 Rural Health Committée made an overarching recommendation to CMS to make participation
I CNIS quality measurement and guality mprovemenit programs riandatory for all rural providers, but
to-dosovia a phased approach and ina way that explicitly addresses the low case-volume challenge:
The Committes rioted that nonparticipation in federal quality programs may affect the ability of these
providers to identify-and address opportunities for improvement, as well as demonstrate how they
performcompared 1o their nonrural counterparts: k

However, the Cormmitiee noted that additional work was needed to address the unigue measurement
challenges rural providers face and to ease their transition to reporting measures. These
recormmendations Include;

& developing rural-relevant measures (e.g., to address toplos such as patient hand-affs-and
transitions, address the low case-volume challenge, and Include appropriate risk adjustment);

« aligning measurement efforts {including measures, data collection efforts, and informationsl
restlrtes )

* considering rural-specific challenges during the measure-selection process;

s creating 3 rural healthoworkgroup to-advise the Measure Applications Partnership {MAP); and

= addressing the designand implementation of pay-for-performance programs.

To address these recommendations NOF, with funding from HHS, convened the MAF Rural Health
Workgroup. In 2018, the Workgroup released & report identifying & core set of measures thatcan be
used for hospitals and for ambulatory settings sich s hospltal outpatient departments and clinician
offices or clinics. The Workgroup recommended 20 mieasures for the core st nine for the hospital
setting and 11 for the ambulatory setting. 'In general, the measures recommended by the Workgroup
for the core setalign with the recommendations made by NQF's 2015 Rural Health Committee. For
example; the number of proposed measures aligns with the recommended range of 10-20 measures per
setting. The majority of the recommended meastres are cross-cutting or resistant to low case-vollime
and therefore should be applicable toa frajority of rural patients:and providers. Also, the core set
includes process and outcome measures, Including méasures based on patient report Finally, measures
iy the core set align with thase ysed in atherfederal guality programs.,

Todetermine criteria for selecting measures for the core set, the Rural Health- Workaroug first
considered the gulding principles for measure selection that were developed by the 2015 Rural Health
Committee. Building on those pririciples as well as on mertibers’ experience and expertise, the
Warkgroun developed & 'set of measure selection ¢riteria; The Waorkgroup emphasized selecting
measures that are NOF-endorsed, cross-cutting, resistant to low case-volume, and address transitions in
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care. The latteris particularly impartant as many rural providers do not provide specialized care for
highly acute patients, and transfers are cormman;

The Workgroup also sought to énstre that the core set addressed the broad scope of care provided by
riral clinitians and hospitals: The Workgroup Supported the inclusicn of measures that address specific
canditions or services that are particularly rélevant to rural populations such as mental health,
substance abuse, medication reconciliation, diabetes, hypertensian; chiroiic abstructive pulmanary
disesse (COPDY; hospital readmissions, and perinatal and pediatric conditions and services,

Additionally; the MAP Rural Health Workgroup also provided recommendations on aceess tocare from
the rural perspective, 2 topic that arose on multiple otcasions as members deliberated on the core set
of rural-relevant measures and discussed gap areas in measurement. The Workgroup identified three
key elements of access from the rural perspective; availability, sccessibility, and affordability: The
Workgroup noted the multifaceted elements of these domaing and explored current challenges and
potential ways to sddress those challenges.

Under the domain of availability, the Workgroup discussed ru ra?reaicfenis" ahility to schedule same day
andforafter hours appaintmerts, their access to specialty care suchas trauma care, and the timeliness
of eare, including specialty care, paliiative care and nontraditional care. Telshealth was championed as
ane of the ways that could address these challenges.

Under the domain of accessibility, the Workaroup focused on language barriers between patients and
their families/guardians with their healthcare providers, limited healthinformation' due & inadequate
phane or internet connectivity and transportation challenges. Suggestions for addressing accessibility
challenges included telesaccess to interpreters, continued expansion of remote access technology, and
community partherships that assist in transportation.

Lastly, under the domain of affordability, the Workgroup examined how cut-of-pocket costs {e.g;
deductibles; co-pays, and travel expenses) can impact a person's ability to access healthoare: The Jack of
financial resources canresult in delaved care because patients and families cannot affard the sut-of-
pocket costs: The Workeroup recommended exploring the appropriatensssof including distance as-a
putential risk adjuster, continuing efforts to preserve the nation's healtheare safety niet, increasing
fiteracy aboutinsurance and providing care to the full extent of a provider's education and credentials,

NOF continues to build on the recommendations of the KAP Rural Heslth Workgroup, NOF organized a
Capitol Hilt briefing o the findings of the reportwith then coschairs of the U5, Senate Rural Health
Caucus, Sendtors Heidi Heltkanip (D-ND) and Pat Roberts [R-KS) on Tuesday, September 18, 2018,
Additionally, NOF began new work'in 2018 to advance the use of measurement to improve riral health,
NOF re-convened the MAP Rural Health Workgroup to provide input into the annual pre-srulemaking
process, and seated a Technical Expert Paviel {TEP) to provide feedback and recommendations to
address the low casewvolume challenge faced by many rural providers: A repart onthe findings of the
TEP Is expected in April 2019,

12
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. Quality and Efficiency Measurement initiatives {Performance Measuremant)
Section 1880(b){2) and [3) of the Social Security Act requires the conserisus-based entity (CBE} to endorse
standardized healthcare performance megsures, The eéndorsement pracess must consider whether
megusures are evidence-based, reliable; volia, verifiable; relevant to enhunced heuith putcomes,
getonable ot the coregiverlevel, feusible forcollecting ahd reporting, responsive to varigtions in patiént
characteristios, aod consistent wcross i'y;:&eé af healthcare providers: I addition; the CBE must establish
and implement o process to ensure thot meosures endorsed are updated {or retired if obsolete) as new
evidence is developed.®

Working with milltistakeholder committees 1o build consensus, NOF reviews and endorses healthcare
performance measures. Measures help clinicians, hospitals, and other providers understand whether
the care they provide thelr patients is optirmal, and appropriate; and (f not, Where o fosus mprovement
afforts, The federal government, states, and private-sector organizations use NQF-endorsed measures
to evaluate performance; infarm employers, patients, and their families; and drive guality improvement.
NOE-endorsed measures serve to enhance healthcare valie by ensuring that consistent; high-tuality
performance data are available, which allows for comparisons across providers as wellas the ability to
benchmark performance. Currently, NOF has a portfolio of 543 NOF-endorsed measures that are used
across the healthcare system; Subsets of this portfolic apply 16 particdlar settings and levels of analysis.

Cross-Cutting Projects to Improve the Measurement Process

in 2018, NOF undertook two projects to better understand the science of performance measurement.
These projects aimed to provide greater insights to rmeasure methodology and provide future guidance
for NOFs work to éndorse performance measures: In particular; NQF explcréci wavs toimprove
attribution models—that is, the methadology through which & patient and hfs or ber healthcare
outcomes are assignad to s provider—and examined the ongoing fssue of how to account for the
influence a person's socioeconomiz status o other social Tisk factors can have on his of her healthicare
outcomaes,

Iniproving Atiribution Models ‘

Changing from a healtheare systerm that pavs onvolume of services to one that pays on value reguires
an understanding of whois accounitable for a patient's cutcomes, However, iUis nob always dear whois
responsible fora patient’s care and cuteomes as many different praviders may be involved.. Attiibution
is & methodology to assign patients, encounters, or episodes of care tooa healtheare provideror
practitioner. itattempts to determine a patientprovider relationship for the purposes of determining
accountability for a person’s care. Fair and accurate sttribution is essential to the success of value-based
purthasing and alternative payment models.

Iy 2018, NOF concluded & onesyear project to pmvidekguicﬁame on an attribution mode! designand to
provide a foundation for future multistakeholder review of attribution models. This work built on NQF's
previous work to define the elements of arattribution madel. This work centered on three main
attribution challenges: determining what evidence s necessary to demanstrate a provider could
influerice the outcomes assigned, exploring what testing could be done to show how well an atiribution
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modelreflects the actual patient-provider relationship, and understanding how Incorrect attribution and
potential unintended consequentes could be avoided,

Asa first step indeveloping this guidance, NOF conducted an environmental scan of references and
research that provided insights an surrent attribution practices and specific challenges to attribiting
complex patient populatians. The scan included papers that hightight private sector and state Intiatives
as wellas articles that Thcorporate ativibution models as part of more general work on best practices,
autcome end cost measurement, and measure alignment.

Key findings from the scan included:

s Information about How stiribution models are tested for reliability and validityis limited

* The avallability of data from electronic health records, as well as from both patient and clinician
attestationof relationships could improve attribution models

= Flawed attribution models can contribute to unchecked poor performance and cause physicians
tofeel s loss of control over thelr practice.

* Specific attribution cHallenges exist for patients who may see numerous clinicians and providers
for lenger periods of tims and scross multiple care settings.

NQF supplementad the findings of the environmental scan with key informant interviews with tiinlcians,
representatives from payerorganizations, and patient advocates. These interviews helped identify
axamples of the current reslities of stiribution and information available to physicians and patients; the
discrepancies between current models and how care s delivered; and the Q{}téntiaf for misattribution to
have niepative consequences Tor both patients and providers.

NQF convened an Attribution Expert Panel to explore @ setof key attribution c%ﬁatfengess kiﬁént‘ify best
practices, and outline key considerations for evaluating attribution madels, The Expert Pariel developed
aset ol evaluation criteria to guide futire multistakeholder reviews of attribution models, including:

« Does the attribution model assign accountability to-an entity that can meaningfully influence
the results? This evaluaticr considerationremphasized the nesd forevidence demonstrating the
‘relationship between a patient and provider and that the provider had a ressonable degree of
control over the patient's care including demonstrating how the party being held aceountable
can include results, whiy a given set of rules was selected, and the consideration of
consequences.

« How has the model been tested? Given the number dnd variation of attribution methodologies
that can Be-employed and how the methodology selected caninflusnce results, attribution
models must be tested to snsure they are valid and to understand which patients would be
covered under differentattribution rules.

= What data were used to support the attribution model? Data play an essential role in the:
implementation of an attribution moedel. Available data sources and data guality should be
considered whigh designing and selecting anattribution model.

14



Federal Register/Vol. 84, No. 123/ Wednesday, June 26, 2019/ Notices

+  Does the model align with the context of its use? Attribution models should be designed and
used in the specific program context for which they are ihteng‘iec& They should take into
“account the program goal, whether the program Is mandatory or voluntary, the gccountability
mechanism used [e.g., paymentor public reporting), and the intended behavior change,

* Have potential unintended consequences of the model been explored, and have negative
consequences been mitigated? The attribution model seiected will drive consequences, both
intended and unintended. Improperty designed sttribution models carry a risk of negative:
unintended consequences to patignts. Attribution models should not diminish actess to care or
detract from the patient-centeredness of care, suchras interfering with patient chaice or
preventing pat‘iehts from recelving care they need.

+ s the model transparent to all stakeholders? The details of attribution model al gorithims
currently are not always available to all affected parties, making it difficult to understand the
results of the model and for providers toimprove their performance. Insufficlent transparency
also prevents patients from knowing whois held gecountable for their care and can prevent.
ther from being empowered consurmers.

NQF's Improving attribution madels project lays the groundwork to address issues refated to attribution
throughout NOF work. Currently; NOF processes do not explicitly address attribution. However,
spportunities exist to bulld oftcurrent processes to allow for multistakeholder review of atfribution
miadels, such as including attribution as 3 consideration in the Congensus Development Process {CDP) or
MAP process,

Sociul Risk Trial

Public- and private-sector payers are Increasingly using value-based purchasing to reduce healthcare
spending while improving cjuaﬁty by tying provider payments to performance oncost and quality
measures. Public-and privatesestor payers also are increasingly using outcome measures as the
performance metrics In valie-based purchasing programs. However, healthéare autsomes are not solely
the result of the guality of care teceived and can be influsnced by factors outside a provider's control,
such as a patient’s comorbid conditions or severity of iliness, Becatuse patients are not randomly
assigned to providers; performance measures should account forthese underlying differénces in
patients’ heaith risk fo ensure performance measures maks fair conclusions dhout provider guality. Risk
adjustment (also knowneas case-mix adjustment) refers ta statistical methads to control or aceount for
patientrelated factors when computing performance measure scores,

Risk adjusting outcame measures to accaunt for differences in patient health status and clinical factors
{£.g;, comorbidities; severity of illress) that are present at the start of care is widely accepted. However,
there jsa growing evidence base that a person's social risk factors {i.e., sotideconomic and demographic

factors)can also affect health outcormes.” Previous NOGF policy did niot allow for measure developers to
Include soctal risk factors in the risk-adjustment models of measires belng submitted for NQF réview
and endorsemeant., This policywas developed because of concerns that including these factors inthe
risk-adjustment models of endorsed measures could mask disparities or create lower standards of care

15



Federal Register/Vol. 84, No. 123/ Wednesday, June 26, 2019/ Notices

30147

for people with social visk factors, However, the increased use of performance measures for public
reporting and pavient purposes underscores the need 1o ensure that these measures fairlyand
atcurately assess quality. As a rasult, stakeholders and policymakers have called for the federal
government o examineg the impact of social factors o the results of performance measures.

I April 2017, NQF contluded a selffunded twowyear trial period during which measure developers were
Feuited to explore the impact of social Fisk factors on the resulfs of their measures and could inciide
sacial risk factors in the risk-adjustment models of measures submitted for endorsement review if there
were a'conceptual basis and empirical evidence tosupport doing so: NOF's work, as well as recent
reports from the National Academies of Science, Engineering, and Medicine® and the Office of the
Assistant Secretary for Planning and Evaluation,” adds to growing evidence that individuals’ social fisk
factors affect their health and healtheare.

Thie trial period highlighted challenges to adjusting measures for social risk factors, First, the trial
revealed challenges in obtaining data on social risk factors, including data granular encugh to reflect
individuals’ social risk accurately. Stakeholders expressed varying views on whether or riot including
soclal risk factors would worsen healthcare disparities. Sorme stakeholders refterated toncerns abbut
masking disparities or creating different standards of cares However, others cautioned that using
measyres that are not adjusted for soclal visk factors for payment purptses disproportionately penalizes
safetyanet providers and could worsen disparities by threatening access to care: Next, the trial found
that sacial risk factors had variable impacts on performarnice scores, reaffirming the Expert Panel's
guidance that each measure must be assessed individually to determine if there is arnvampirical basis for
social risk factor adjustment. In Juby 2017, NOF issued a report of its findings™ from the trial, highlighting
keyconclusions and-areas where further study may be needed,

NOF, with funding from HHS, will bulld on the findings of the initial twosyear trial that ended in April
2017. NaFls implementing the exterided trialas part of the COP; and decisions about whether ornot a
feasure is appropriately adjusted for social sk will be discussed as part of the validity suboriterian. T
sliow for monitaring of potential disparities incare, NOF requires the developers of measures that
include social risk Tactors in their risk-adiustment models to also submit specifications tocalculatea
version of the measure that only includes clinical risk Tactors and whichy car be stratified by social visks
This allows measure users to compare the measure when adjusted for sodial risk and whenonly
adjusted forclinical risk fo better understand the effects of adjustment for soclal risk. NOF will continie
to allow medsure developers to submit measures for endorsement with $odial risk factors Included in
theilr risk-adjustment model.

NOF built upon the lessonsof the first trial to improve the process for the new trial period. NQF included
updated Information for measire developérs and stewards as part of the measures submission fort,
measure testing attachment, and measure developer guidebook. NQF will use oneof fts monthly
measure developer webinars to provide developers and stewards ariupdate on the new soeial risk trial.

This trial period will examine Grresolved issues from the initial trial“periaﬂ to-advance the sclence of risk
adjustment and explore the challenges and opportunities related to including social risk factors in risks
adjustment models:
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NQF Scientific Methods Pane!
NOF relies on five criteria for evaluating measures for endorsement; Importance to Measure and Report,

Sclentific Acceptability 6f Measure Properties, Feasibility, Usability and Use, and Related and Competing
ieasures. The second criterfon, Scientific Acceptability of Measure Properties, addresses the reliability
and validity of measures: The use'of measures that are unreliable or fovalid undermines canfidence in
mEasures among providers and consumers of healthcare; htwever, during the redesipn progess
stakeholders, rajsed concerns about the tigor and consistency of evaluation of the reliability and validity
of a performance measute due to the increasing sophistivation of methodologies involved.

To address these fssues, NOF created the Scientific Methods Panel {see Appendix €} to assistin
condicting mathodological reviews of submitted measures;: The Scientific Methods Panel has a two-
part charge: 1) Conduct evaluation of complex measures for the cﬁteri‘an of Stientific Acceptabiiitv, with
a focus orreliability and validity analyses and resuits; and 2} Serve inan advisory capacity to NQF on
methodologic issues, including those related to measure testing, risk adjustment, and measurement
approachss.

Beginning in the fall of 2017, all complex measures submitted for NQF endorsement hiave been reviewed
by the Sclentific Methods Pangl-for scientific acceptability.”. A subset of the Panel svaluates sach
complex measure for reliability and validity 1o sid the standing committees with theirendorsement
review, NOF staff conduct an Inftial evalustion for all other measures. This review has reduced the
burder on the standing comimittes members, particularly for members whi iiay not have the needed
expertise to adequately review and rate the scientific merits of a measure. Previously, the complexity of
measures and the svaluation methodology could hinder full engagement of standing committee
mamibers, particularly those less familiar with measure development, statistics, or psychometrics, NQF
standing commiittess-are multistakeholder by designand consist of members with vswi‘ng expertise
such as practicing clinicians; consumers and patients, purchasers, and policy experts. Shifting the
sclentific, methedological review of measures to this Panel and NOF staff allows for greaterengagenient
arid participation, particularly by consumers, patients, and purchasers on NQF standing committees.

Additionally, the Scientific Methods Panel provides guidance thatinformis NQFs work broadiy.
Measurement science continues to evolve, and there fs:a greater focus on the use of outcomes measures
s well the use of innovative data sources such as electronic health records and patient-reported dats.
Toensure that NOFs testing requirements and other evaluation criteria adjust to the growing
compledty of medsures and measuterment spproaches, the Scientific Methads Panel sefves inan
ongoing advisory capacity to NQF on methodologic issues related to measure testing, risk adjustment;
and measurementapproaches.

Current State of the NOF Measure Portiolio
NOFs measure portfolin contains measures across g variety of clinical-and cross-cutting topic areas.
Forty-four percent of the measures in NQF's portfolio are outcome measures: NOFs multistakeholder

*NOF has defined complex measures as outcoma measures {incdluding intermiediate clinical ouscomes); instrument-
based measures (g, patient-reported outcomes), cost/resource Use measures, and composite measures.
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committess—~which include patients, consumers, providers, payers, and other experts from scross
healthcare~review bath pr@viws%y endorsed and new imeasures using rigorous evaluation criteria, All
mgasures submitted for NOF endorsement are evaluated asgainst the following criteria:

1. importance to Measure and Report

2 Rellability.and Validity—Scientific Acceptability of Measure Properties
3 Feasibility

4. Usability and Use

5. Comparison to Related or Competing Measures

NOF proactively seeks messures from'the fleld that will help to fill known measure gaps and that align
with %ieéithr:ave improverment priorities. NQF eﬂccarages measure developers tosubmit measures that
candrive meaningful iImprovements incare, particularly outcome-focused measures. NQF
multistakeholder committees evaluate meastires for endorsement twice a year, with submission
a:zp;mrmn?ties inthe sprirgand fall of each year: By Implementing this more frequent review process,
NOF has reduced standing committes downtime; allowing measure developers to racelve a timiely
review of their measures, and is more responsive to resdsof the rapidly evalving healthcare system.
More information s available in Medasure Evoluation Oritenia ond Guidance for Evaluating Measires for
Endorsement

NOF-endorsed measures Undergo evaluation for maintenance of endorseiment approximately every
thres years. The malntenance process ensures that NOF-endorsed measures represent current dlinical
evidence, continue tohave a meaningful opportunity toimprove, and have been implemented without
negative unintended conseguences. I a maintenance review, NOF multistakeholder committess review
previously endorsed measures to ensure they still meet the criteria for endorsemant, This maintehance
review may result in removing endorsement for measurss that no longer meet rigorous criteria,
facilitating measure harmonization among competing or similar measures, or retiring measures that no
longer provide significant opportunities for improvement,

Measure Endorserient and Maintenance Accomplishments

In 2018, NOF received HHS funding to convene 14 multistakeholder topic-specific standing committess
for 28 guality measure endorsement projects. NQF's redesign of the endorsement process created the
opportunity for messure developers to sUbmit & measure for NQF endorsement consideration twice
each vear, with submission oppmfrwnities inthe spring and fall of each year, Measure developers fnay
subimit measures for during these designated msasure review cycles. Funding received in 2018 created
three opportunities for rneasure submission and review: the completion of the review of measures
subrmitted in November 2017, and measure review cycles initiated fn April 2018 and November 2018,
The next review cycle is scheduled for initiation in April 2018,

To réview these measures; NQF convened multistakeholder standing committees in 14 topic areas.
However, not all measure endorsement projects received measures forreview each oycle. i these:
instances, standing committess convened to discuss overarching isues related to weasuternent intheir
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topic-area, Through projects completed in 2018, NOF endorsed 38 measures and removed 40 measures
From its portfolio. Apbernidi D lists the types of messiires reviewed in 2018 and the resalts of the review,

Below are summaries of endorsement projects completed in 2018, as well 85 prajects that began but
were not completad before the end of the year

All-Cause Admissions and Readmissions

A hospital readmission can be defined as when a patient is admitted to a hospital within a specified time
period after having been préviously distharged from the hospital.?? Reducing svoidable admissions and
readmissions o aciite care facilities continues to be an important focus of quality improvement across
the healthcare systenm; as readmissions can result it higher Healthcare spending and can lead to patients
being exposed to additional safety risks P A June 2018 report from the Medicare Payment Advisary
Commission {Med Pﬁﬂ}kstates that efforts to reduce avoidable readmissions in recent years have k
resulted ina net savings to the Medicare program of approximately $2 billiona yvear. Moreover,
readmission rates have declined not only for traditional Medicare berieficiaries but alsa for Medicare
Advantage beneficiaries and those with private insurance. ™ Successtul efforts to drive down
readmissions.are being applied bevond Inpatient Hospital stays to post-acute care settings and across
the entire continuim of care)5

The forls onreducing Lmnecméary readmissions means falt and accurate measures of admissions and
readmissions are needed. Concerns have been ralsed about challenges such as the influence of a
soticeconomic statUs on & person's risk of readmission, the relationship between declining readimission
rates and mortality, and the difficulty of determining arvaporopriste target rate of readmissions as séme
readmissions are unavaidable and recessary for quality patient care™ NOF's portfolio currently includes
48 endorsed all-caise admissions and resdmissions measiires including all-cause snd condition-specific
admissions and readmissions measures addressing numemusksettingi Many of these measures are used
in private and federal quality reporting and value-based purchasing programs, including CMS' Hospital
Readmission Reduction Program {HRRP} as part of ongoing efforts to reduce avoidable admissions and
readmissions.

NOFdid not recelve any rhsasires for the review eycleinitiated in Novermnber 2017, instead, the
Standing Committes convened virtually to discuss attribution challenges inmeasurement and the
impact of social risk on admissions and réadmissions. Specifically, the Staﬁdmg Committee provided
input onto NOFs attribution oroject and Social Risk Trial. NQF completed two eycles to review
admissions and readmissions measures in 2018, During the April 2008 review cycle; NOF s All-Cause
Admissions and Readmissions Standing Committes evaluated one currently endorsed measure. This
measure was expanded to assess 30-day readmissions for various conditions ata new level of analysis:
accountable care oreanizations. Ultimately, this measurs was endorsed, and the final report s sxpected
indanuary 2018;

NOF has ongoing work to review newly submitted measures of admissions and readmissions, Seven
reasures were submitted during the November 2018 review tycle, Measures are also expected for
review during the ApHl 2019 cyele.
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Behavioral Health and Substance Use

Merital llness and substance use disarders are leading causes of disability and premature mortality in
the US W82 gehavioral health s o terni used to include msrital, behavioral, snd/or substance use
disorders and addresses treatment and services for individusls-either at risk or suffering from these
disorders. Performance measurement is necessary to ensure access to guality behavioral healthcare for
the approxiniately one In five Americans experiencing mental fliress 2 NOFs portfolio currently includes
Sgendorsed behavioral health and substance use measires addiessing topics such as alcohal and drug
use, care coardination, depression, medication use, tobacen, and physical health.

During the November 2017 review tycle, NOF's Behavioral Health and Substance Use Committee
evaluated five new mieasures. Ultimately, four measiires were endorsed, aivd one measure did not
receive endorsement, NQF completed two cycles to review behavioral health measures in 2018, Durihg
the April 2018 review cycle, the Committes evaluated two newly submitted measures and seven
measures undergoing maintenance review. All measures were-endorsed. The final report was published
i January 2019,

NUF has ongoing work to review newly submitted measures of behavioral health and substance use.
Four measures were submitted for the November 2018 cycle. Measurés are alsoexpected for review
during the Aprit 2019 cycle:

Cancer

Canver significantly influences mortality and healtheare spending in the United States as nearly one-
third of all Americans will develop cancer during their lifetime.® Canceris second leading cause of
death for Amiericans " and treatment costs are estimated to reach S174 billion by 2020.7% The Natignal
Cancer Institute estimates that in 2018, 1,735,350 new cancer cases will be diagnosed and 608,640
Amigricans will die from cancer.” Although 1,600 Americans still die fromcancer sach day,” survival
fatesare increasing: In 2016, over 18 milllon Americans witha his{mn,‘v of cancer were alive and the
nurnber of cancer survivars is estimated toincrease toover 20 million by 2026.%

Canceris & complex disease and its treatment involves numerous clinicians and providers across
thultiple settings of care. The intricacy of its treatment necessitates highequality measures that capture
the complexity of care as well tare coordination. The impact cancer has on patients and their families
regquires assurance that care 1S appropriate, timely, and high-walug and consumers are supported in their
decision making. NOF's portiolio currently includes 26 general cancermeasures as well as measures that
atdress prevalent formsof cancer including breast cancer, colon cancer, hematology, lung and thoracic
cancer, and prostate cancer. These measures address quality acrass anepisode of care including
measures to promote screening and sarly detection, appropriate treatment lincluding surgery,
chemotherapy, and radiation therapy, and morbidity and mortality}.

NOFdid not recelve any measures for review during the cycles initiated in November 2017 and April
2018, Instéad, the Standing Committes convened virtually to provide strategic guidance on howto
identify the highest-value measures for canter care and attribution challenges in cancer measurament.
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NQF has ongoing work to review newly submitted measures of cancer care. Four measures were
subtritted for the November 2018 review cycle. Medsures are also expected during the April 2019 oyole,

Cardiovascular

Cardiovascular disease {CVD) remains the number one cause of death for people of most ethnicities in
the U.S. High blood pressure, high cholesterol, 8rd smoking are key risk factors for VD, with half of
Arngricans (49 percent) having at least one of these three risk factors.™ It kills approximately 610,000
Americans {nearly onie it four deaths) " and costs approximately $200 billion in health expenditires and
lost productivity annually.* Considering the overall toll of cardiovascular disease, megsures that sssess
clinicat care performance and patient outcomes are paramount to reducing the negative impacts of OVD.

NOF's currerit portfolio Includes 54 endorsed measures addressing cardiovasculardare: These measures
address primary prevention and screening or the treatment and care of disease stich as coronary artery
disease (CAD); heart failure {HF), ischermic vascular disease VD), acute myacardial infarction [AMI), and
hypeé’tensiem Other endorsed meastires assess specific trestments; diagnostic studies; or interventions
such as vardiac catheterization; percutaneous catheterization intervention (PCl), implantable
cardioverter-defibrillators {ICDs), cardisc imaging, snd cardiac rehabilitation.

During the November 2017 review cycle, NOFs Cardiovascular Standing Committes evaluated one new
measureand four measures undergoing maintenance review. Four measures were endorsed, and ong
was withdrawn from further endorsement consideration. This project concluded in August 2018 In-

2018, NOF complated two cycles to review cardiovassular measures, During the April 2018 review tycle,

the Comnittes reviewed one measurs undergoing maintenance. Ultimately, this measure was
endorsed. The final réport was published in January 2019,

NOF has ongoing work to review newly submitted cardiovascular measures. Four measures were
submitted for review during the November 2018 cvele, Measures are also expected for the April 2019
cyele:

Cost and Efficiency

Ir 2016, the United States spent nearly twice as miuch un healtheare as other high-iricorie counitries,
spending 17.8 percent of its gross domestic product on healtheare ™ Healtheare spending continued to
rcrease in 2017 by 3.8 percent torreach & total of $3.5 trillion of approximately $10,739 per persorn ™
Despite this high level of spending, the health of the population of the United States s lacking as
Americans have lower life expectancies and greater prevalerice of chronie disease compared to the
populatinns of other nations. ™ Mareaver, as much as 20 percent of all healthcare spending may beon
unnecessary or ineffective services

Measursment i§ sssential to better understand healthcare spending and where rescurces are being
ytitized, Measuring healthcare costs is critical toimproving the value of care to reduce the rate of cost
growth whils improving the guality of care. NQF's current portfolic containg nine endorsed eost and
resource use measures including hoth conditiorsspecific and noncondition-specific measures of total
cost, using per caplta or per hospitalization episode appraaches.
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NOF did not receive any measures for review during the cycle initlated in November 2007 Instead, the
Committes met todiscuss the new phase of the Social Risk Trial and guidance on attribution challenges
incost and effidency measurerment. NOF offered two opportunities in 2018 for the review and
endorsernent of cost and efficlency measures. During the Aptil 2018 review cycle, NOF's Cost and
Efficlency Standing Committes svaluated one noncondition-specific measure of cost and résource use—
Furrantly inthe Hospital Outpatient Quality Reporting Program, The Commnitise emphasized the nesd 1o
ensurs that performande measures are producing meaningful results and driving necessary
impf{}v&mehta highlighting the lack of risk adjustment for factors impacting clinfcal complexity. This
mieasure did not receive continued endorsement. The final report wad published inJanuary 2019,

NOF has oHgoing work to review newly submitted cost and efficlency measures, One measure was
subrnitted for the November 2018 cycle. Measures are also expected forthe April 2019 cycle;

Geriatrics and Palliative Care

By 2030 in the U.5,, the aging popuiation {individuals aged 85 years and older}. is projected to reach 72
miition, ™ ¥ Impraving both access to and guality of paliiative and end-of-life care grows increasingly
mpartant with the growing riumber of aging Americans with chronic ilinesses, disabilities, and
functional imitations. With the current landscape, inevitable gaps in patient care will result inreduced
gualityof life, comfort, and quality of care: The need for individualized, person-centered careis
therefare vital in mitigating unnetessary medical expenditures and improving the guality of life for older
patients and support for family members. ™ NQFs current portfolic includes 27 endorsed getiatric and
pailiative care measures including experience with care; care planning, pain management, dysprea
management; care greferences, and quality of care at the end of life.

NOF did not receive any new measures for review during the November 2017 and April 2018 review
cycles: instead, the Committes convened virtually to review the current landscaps of performante
measurement and provide guidance on how to identify high-value measures,

NOF has ongoing work to review newly submitted geriatric and palliative care measures. Five measures
were submitted for the November 2018 cyele: These measures address experience with care, care
planning, pain management, dyspnea management, care preferences, and quality of care at theend of
{ife: Measures are also expected Tor the Aprih 2019 eyele.

Neurology

Neurclogical disorders are disgases ofthe braip, sping, and the nerves that connect them. These
neurological conditions can be severe, affecting the nérmal Function of both the spinal cord and the
brain by impeding muscle function, lung function, swallowing, and even breathing. Every yeat; an
estimated 50 million Americans are impacted by the more than 600 neurologic diseases and disorders,™
According tothe U.S. Centers for Disease Control and Prevention; 1 in 26 people will develop epilepsy
during their life, In addition, nearly 800,000 Americans suffer a stroke each year, making stroke the fifth
leading catise of death in the nation.™ The Alzheimer's Association sstimates that more than 5 milllon

Armericans are fiving with Alzhelimer's disease and ranks the disease as the sixth-leading cause of deathy
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for-older Individuals in the United States. The estimated cost of care for people with dementia was 5277
Bitlion in 2018, 404

NOFs current portfolio includes 18 neurslogical measures addressing topics including stroke, epilepsy,

rultiple sclerosls; dementia and Alzhelmer’s disease, Parkinson's disease, and traumatic brain injury.

These riegsures are intended to improve care for millions of Americans with netrological diseases and
disorders.

NOF did not recelve-any new measures for review during the November 2017 cycle. NQF did not review
measures forefther of the two cydles offered in 2018, During the April 2018 cyele, submitted measures
were deferred 1o a later review cycle, Instead; the Commities convened virtlially 1o provide suldance an
highepriority gwama&« and measure cmce;:?ts still indeveloprnent. Messures are expected Tor the Agril
2019 oyoles k

Patient Experience and Function

Over the past decade, there have been efforts to change the healthcare paradigm from one that
identifies persons as passive recipients of care to one that empowers individuals to participate actively
in their care. Thie presence of Righsquality performance messures is essential In providing information
and insight on how pmviders are responding to'the needs and preferences of patients and families with
regards to-healthcare dellvery, Measures address how healthoare praanizations cavi create effective vare
practives that include individual patient preferences, needs, and values while improving the quality of
care, Measures alsoensure that sccountable structures and processes are fnplace for cormmunication
and integration of comprehensive plans of care across providers and settings that align with patient and
family preferences and goals. NOF's current portfalioincludes 56 endorsed measures addressing
corcepts such as functional status, cammunication, shared decision making, care coordination, patient
experience, and long:term services and supports. Durlg the November 2017 review cycle, NOF's
Patient Experience and Function Standing Committee evaluated four new measures, None of which'
were endorsed. This project concluded in August 2018, Durlng the April 2018 review ¢ycle, the
Committee evaluated two new measures. Both of these patientreported outcome {PRD} measyres:
were endorsed, The final report was published indanuary 201%

Six measures were submitted during the November 2018 review eycle. These measures sddress health-
related quality of life, patient and family engagement in care, functional status; symptoms and symptom
burden, experignce with care, and care coordination: Measures are also expetted during the April 2019
cycle.

Patient Safety

Patient'safety failures catise hundreds of thousands of preventable deaths each vear; a'recent analysis
astimatad that up to 440,000 Americans die annually from medical ervors in United States hospitals,™
NGF's current portfolic of 73 endorsed patient safety measures includes medication safety, falls, venous
thramboembolism, mortality, pressure uleers, healtheare-assodated ikfections; falls, and workforce and
radiation safety:
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During the November 2017 review cycle, NQFs Patient Safety Standing Committes evaluated one
measure. This measure focused on the safe use of opioids, a fational healthcars priority, Ultimately, this
measure was endorsed.

No measures were evaluated during the April 2018 review oycle. nstead; the Cornmittes convered
virtually to discuss strategies for identifylrig hghvalue measures and to provide guldance on how 1o
rigasure medication reconciliation in & more stendardized way. NOF received six measures forreview
during the November 2018 cycle, These measures address pressure ulcers; healthcare-acquired
conditions, sepsis, mortality rates, and medication management. Measures are also experted during the
April 2019 cyele.

Perinatal and Women's Health

in 2017, there were approximately 4 million births in the LS, in connection with which approximately
50,000 expectant anid new mothers had to endure dangerous and life-threatening conditions; and
between 700 and 900 women died @s a result of pregnancy and childbirth complications. Despite
perinatal healthcare accounting for the largest expenditure In U5, healtheare (S111 billion in 2010), the
LS. continlies to rank fast in maternal outcomes in the industrialized world, * There are vast disparities
i reprodictive and pernatal healthicare and altcomies among different radial and sthnic groups making
the ssue @ majorconcern for women, mothers, families, and the providers whocare for them;, and
accordingly, making this area important for quality rieasurément. ™ NOF s current portfolicof 18,
endorsed measdres includes reproductive health, pregnancy, laborand delivery, post-partum care for
nigwborns, and childbirthi-related issues for women.

No measures were evaluated during the November 2017, April 2018, or November 2018 review cycles,
Instead, the Cammitter discussed strategic issues in perinatal and women's health measurement such
as identifying high-value measures, considering the need for “balancing’ measures, or measures that
a:anmtefstial‘ly mitigate an unintended or adverse consequence within a spegific measurement focus;
and providing guidance on measure concepts still onder development.

Measures are expected for the April 2019 cyele.

Prevention and Population Health

The United States ranks lower than many other dév&immd nations on health outeormes, vet spends
more on healthcare than any other nation, ™ and continues to strugate with significant disparities in
health and healthcare. Medical care has a relatively small influence orroverall health when compared
with behaviors such as smioking and poor diet, physical environmental hazards, and social factors {e.g.,
low educational achievement and poverty). ¥ Social, en‘vimmmentak, écanomic, and behavioral factors all
playa significant role i maintaining and improving health and well-being, These and other
determinants of health contribute to up 10 60 percent of deaths in the United Bi:ates;wyet fessthan'5
percent of health expenditures target prevention.™ NOF's current portfolioincludés 34 endorsed
measures that include immunization, pediatric dentistry, weightand body mass index; community-level
irdicators of health and disease, and primary prevention argd/or screening.
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During the November 2017 review cycle, NOF's Prevention and Population Health Standing Committee
evaluated seven measures undergaing maintenanice review: Ultimately, five measures were endorsed,
ard two meastres did not maintain gndorsement, This profect concluded irvAugust 2018, Buring the
April 2018 review cycle, the Cammittee evaluated one measure undergoing mainténance review. This
mmeasure focused of prifiary prevention andfor screening, Ultimately, this measure wasendorsed. The
final peport was pullished Tn January 2019,

NOF has ongoing work to réview newly submitted mieasures of prevention and population health, Four
measures were subinitted for the November 2018 cyele. Measures are also sxpected for the April 2019
cycle:

Primary Care and Chronic lilness

Primary care offers a unique opportunity to improve the health of people and populations, as well as
being a place where effective care managerment is practiced. In the primary care setting, focus is given
to diagnosis and treatment of the entire patient; rather than a single disease. Chronic Hliness persists
over long periods of time, at times without exhibiting any symptoms, thus miaking continued maonitoring
vital, The incidence, Tmpact, and cost of chronic iHiness if the U.S: have drastically increased, At least 29
milliorsAmericans are ving with diabetes, while 86 million are identified 35 having prediabetes, The
estimated total cost of disgnosed diabetes has risen from 245 billion in 2012, 155327 billion in 2017
representinga 26 percent cost increase over a five-year perind, ™

High-quality performance measurément that captures the comiplexity of privoary care and chronic
flinesses is essential to improve diagnosis, treatment, and management of conditions. NQFs portfolivof
easures may focus on nonsurgical eye orear, nose, arid throat canditions, disbetes care,-vsteoporosis,
HIV, rheumatoid arthritis, gout, back pain; asthma, chronic obstructive pulmonary disease {COPDY), and
acute bronchitis.

No mieasures were evaluated during the November 2017 review cycle: Instead, the Committes
convened virtually to provide guidance o prioritizing key areas for measure concepts still in
development. During the April S018 review eyele, NQF’S Primary Care and Chronic Hiness Standing
Committes evaluated seven ieastres undergoing malntenance review. Six measures were endorsed,

and one did not receive endorsement. The final report was pubiished ir January 2018

NQF has ongoing work to review newly submitted messures of primarycare and chronic Hliness care.
Two measures were submitted for the November 2018 cycle: Measures-are also expected for the April
2019 ¢yele,

Renal

Renal dissase s leading cause of c?esthané morbidity in the United States. Al estimated 30 million
Arperican adults (15 percentof the population) have chronic kidriey disease (CKDY, which Is associated
with premature mortality, decreased quality of ife and incregsed heslthcare costs. Left untreated, CKD
carvresult inend-stage renal disease [ESRD), whith afflicts over 700,000 people in the United States and
is the only chronic disease covered by Medicare for people under the'age of 65.°% % NQF's currerit

25



Federal Register/Vol. 84, No. 123/ Wednesday, June 26, 2019/ Notices 30157

portfolio of 21 endorsed renal measures includes diatysls monitoring, hemodialysis, peritoneal dialysis as
wellas patient safety.

No measures were evaluated during the November 2017 review cycle. During the April 2018 cycle,
NOF's Renal Standing Committee evaluated two rew measures that forus on kidney or kidney-pancreas
tf‘ansp&am waitlists, Both mieasures received a reconsideration of endorsemeant reguest and are
currently undergoing further réview by the Standing Committes, The final report was published in
January 2018

No meastires were submitted for the November 2018 cycle. However, measures are ekpected for the
April 2019 cyele:

Surgery

WMillions of Americars Gndergo surgical procedures each year, and the rate of these procedures is
increasing annually, with 514 mimﬁm inpatient procedures performed in 2010, In 2012, 28 percent of
hospital stays (excluding maternal and neonatal stays) involved operéting rpom procedures and
accounted for nearly half of total hospital costs. ™ Consumers are imreasiﬁgw turning to public reports
of guality measures to make decisions about surgical care; looking specifically at the ikelihood of
surgical success, Le, thesurgery achieving its intended outcorive and avolding complications. Despite:
atvances inTmproving surgical care.and given the incmasmg rates of surgical procedures arid associated
costs, gaps persist inperformance measurement and reporting that impair efforts to improve the safety
and quality-of surgical care, Performance misasurement and reporting provide sovopportunity to further
improve the safetyand quality of surgical care.

NOFs current portfolio includes 62 endorsed surgery measures, one of its largest, addressing cardiacg,
vascular, orthapedic, uralogic, and gyriecologic surgeries, and induding measures for adult and child
surgeries 3s well as-surgeries for congenital anomalies. The portfolio also includes measures of
perioperative safety, care coordination, and a range of other dinical or procedural subtopics, However;
while significant strides have bieen made ivsome areas, measure gaps remain for certain types of
procedures Additforally, effective measures are negded to evaluate and improve overall surgical
guality, shared accountabllity, @nd patient-centered care.

During the November 2017 review cycle; NOF's Surgery Sténdmg Cormmittes evaluated twonew
measures and one measure undergoing maintenance review. All three measures were endorsed. This
project eoncluded in Allgust ‘201& During the April 2018 review cycle; the Committer evaluated two
Measures Undergoing maintenance review. Ultimately, both messures recaived endorsement, The final
reportwas published inJanuary 2019;

NOF has origoing work to review newly submitted mieasures of surgery care. Fifteen measures were
submitted for the November 2018 ¢yele. Measures are alsoexpected for the April 2019 cycle.
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V. Stakeholder Recommendations on Quality and Efficiency Measures and
‘National Priorities

Section T8I0(BJ(EHA) I of the Social Security Actfequires the CBE to jnclude in this report o description
of annuol activities related to multistakeholder group input on the selection of quality ond efficiency
megsures from among: () such-measures thut hove been endorsed by the entity; and ). [that] are
used or proposed to be used by the Secrelary for the collection orreparting of guality and efficiency
measures. Additionally, it requires thot this report describie matters reloted to mulistukeholder inputon
national priorities for improviemestin population héalth and in délivery of heaith care services for
consideration untler the National Quality Strategy.

Measure Applications Partnership

Under section 18904 of the Act, HHS is required toestablish o pre-rulemalking process under which o
consensus-based entity {currenthy NQF} would convene multistakeholder groups to provide input to the
Secretary on the selection of guality ond efficiéncy Weasures for ase in cortain fedérgl programs. The st
of qualkity and eéfficiency measures HHS is considering for selection iz to be publicly published no'later
than December 1 of each year. Nolgter than February 1 of each vear, the consensus-based entity s to
report the input of the multistakeholder groups, which will be conzidered by HHS in the selection of
gualitivand efficiency meosures. "

NOF convenss the Measure Applications Partnership {MAP) o provide guidance on the use of
performance measures in federal healtheare quality programs. MAP makes these r&mmmenﬁétmns
through its pre-rulemaking process that enables a multistakeholder dialogue t© assess meassurement
priorities for these pragrams.. MAP i‘nsim:!eg reégresentation from both the public and private sectors and
includes patients, cliniclans, providers, purchasers, and pavers: MAP reviews measures that CMS s
considering implementing and provides guidance on their dcceptability and value to stakeholders, MAP
was first convened in 2011 and completed it sighthryear of review in 2018,

MAP comprises three settivig-specific workgroups {Hospital, Clinician, and Post-Acute/iong-Term Care),
ane popidation-specific workgroup (Rursl Health) and & Coordinating Committes that provides strategic
guidarice and oversight to the workgroups. MAR members tepresent tsers of performance measures;
and over 135 healthcare leaders from 90 organizations serve on MAP MAF conducts its pre-rilemaking
work inan open and transparent process: the istof measures under consideration is posted publically,
MAP's deliberations are operi to the public, and the process allows for the submission of both oral and
wrltter public comments to inform the deliberations. For detailed information regarding MAP
repr‘eseritatéves, eriteria for selection wo Mﬁiﬁ, and riosters, pleaée see Appendix £ and Appendix F.

MAP aims to provide input that ensures the measures used in federal programs are meaningful to all
stakehplders, MAP focuses onvrecommending measures that empower patients to be active hiealthcare
consumers and support their decision making,karenct overly burdensome on providers, and-can supgort
the Trarsition to s system that pays onvalue of care. MAPstrives to recommend measures that will
irmprove guality for all Americans and ensure that the transition to value-based purchasing and
alternative payment madels improves care and access, while reducing costs forall
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2018 Pre-Rulemaking Input

MAP publishied the findings of its 2017:2018 pre-rulemaking deliberations in a series of reports
delivered in February and March 2018, MAP made recommiendations on 3% measurds under
consideration for elght HHS quality reporting and value-based payment programis covering ambulatory,
acute; and post-acute/long-term care settings {see Appendix G} & summary-of this work s provided
Pelow, Additimé&iy, NMAP began new work in November 2018 1o provide input on 39 messures under
consideration for 10 HHS programs. Reports on this work are expected in February and March 20180

MAP's pre-rulamakirig recommendations reflect its Measure Selection Criteria and Fowwell MAP
belleves a measure under consideration fits the needs of the specified program. The MAP Measure
Selection Criteria are designed 1o demonstrate the characteristics of an ideal set of performance
measures (see Appendix £} MAP emphasizes the need for evidence-based; sclentifically sound measures
while rainimizing the burden of measurement by promoting alignment and ensuring measures are
feasible. MAF also promiotes petson-centered measurement, alignment across the public and private
sectors, and the reduction of healthcare disparities.

MAP Clinician Workgroup ‘

The MAP Clinician Workgroup revieweed 25 measures under consideration (MUCs) for two programs
addrassing cliniclan oF accountable care organization (ACO) measurement, making the following
racommendations.

WMerit-hased Incentive Payment System [VIPS), MIPS was established by section 101{c) of MACRAS
MIPS is 2 pay-for-performarnice program for eligible clinicians, MIPS applies positive, neutral, and
negative payment adjustments based on performiance in four categories: guality, cost, promioting

interoperability, and improvernent activities. MIPS is orie of tiva tracks In the Quality Payment Program
{ars}.

MAP reviewed 22 measures for the MIPS. MAP supported three meastires and conditionally supported
17 measures, incliding nine measures that promote affardability of care by ass&ss?mg healtheare aosts
ordppropriate use pending receipt of NOF endorsement: MIAP recommended that two measures under
consideration be refined and resubrmitted prior to ruleraking, The Committes noted that the measures
addressed promising concepts for measurement {e.g,, inopiold use disorder and patient cuteomes) but
stréssed the need Tor further testing 1 be tompleted prior (o implemenitation in the MIFS, In particular,
MAP emphasized the importance of campleting measure testing ot the cliniclan level of analysis prior to
implementation in the MIPS program.

Measures for MIPS on the 2017 MUC list were under consideration for potential implementation in the
2018 measure set affecting the 2021 paymentyear and future years.

Medicare Shared Savings Program. Section 3022 of the Affordable Care Act [ACA} created the Medicare
Shared Savings Prograrm. ™ The Shared Savings Program creates an opportunity for providersand
suppliers to create an Accountable Care Organization {ACD): An ACO is responsible for the costand
guality of the'care for an assigned population of Medicare fee-forservice beneficlaries. For alos
entering the program in 2017 or 2018 there were multiple participation options: (1) onesided risk
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modet {sharing of savings only for all three years), (2} two-sided risk madel {sharing of savings and losses
for all three years) with preliminary prospective assignment with retrospective reéconciliation, and (3)
twio-sided risk model (sharing of savings and losses Farall three vears) with prospective assigninent,

It its 2017-2018 pre-rulemaking work, MAP reviewsd dnd conditionally supported three measures for
the Shared Savings Prograi. MAP conditionally supported twad measures addressing diabetes care,
noting the importance of these measuras giver the prevalence of diabetes but noted the rised to ensure
the setis as parsimonious as possible and that there are no competing messures i the prograrm, MAP
conditionally supported one measure addressing the use of aspitin or anti-platelet medication for
Ischemic vascular disease; sgain emphasizing the nesd tognsure there are not competing measures in
the program. These measures have notyet been proposed by CVIS for addition to the Shared Savings
Program measure sef.

Anoverarching theme of MAP's pre-rulemaking recommendations for measures inthe MIPS and the

Shared Savings Program was the need to balance drivingi mprovernents with accurste and actionable

measurement. MAR recogrized the tension between dave!ap?ng measures that address important
autcomes and costs and congerTis about accuracy.and a clinician’s locus of control. MAP miembers
emphasized the importance of appropristeatinbution and adequate risk adjustment. MAP memibers
noted that measures that give actionable information are more likely to be stceptable 6 elinicians.

MAP ermphasized the need toensire that the information gererated by these measures s actionable
and allows dliniciars ta understand how they can improve thelr performance. MAP members
sricouraged CME to provide detailed data to dinicians, as detailed dataare more attionable for
cliniclans than anaggregated measure score alone. MAP alsg emphasized the importance of providing
ecuiitable-care and that appropriate Fisk adjustrent tan help énstire that clinicians who care for more
complex and valrierable patients are notunfairly penalized with lower measure scores Tor factors that
these dlinicians cannot control.

MAP Hospital Workgroup o
The MAP Hospital Workgroup reviewed nine measuras Under consideration {MUCs) for five hospital and
other setting-specific programs; making the following recommendations,

End-Stage Renal Disease Quality Incentive Program, The End-Stage Renal Disease Quality Incentive
Program (ESRD QIP) is a value-based purchasing program established to promote high-uality services in
dialysis facilities treating patients with ESRD. Payments to dialysis factlities are reduced if facilities do not
mest or exceed the required total performance score established by CNIS Tor the vear. Payment
reductions-are o a sliding scale, which could amount to.a maximum of 2 percent per year.

MAP reviewed three measures uhder consideration for the ERSDQIP program, supporting one'and
canditicnally supporting two.

PPS-Exempt Cancer Hospital Quality Reporting Program. The Prospective Payment System {PPS)-
Exempt Cancer Hospital Quality Reporting {PCHOR) Program s a voluntary guality reporting program for
PPS-exempt cancer hospitalg.®
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MAP reviewed and supported one mieasure under consideration for the PCHOR grogram.,

Ambulatory Surgery Center Quality Reporting Program. The Ambulatory Surgical Center Quality
Reporting {ASCOR) Program is a pay-forreporting program. Ambulatory Surgical Centers [ACSs) that fail
to meet program requirements receive 8 2 percent reduction In the annual pavment update.

MAP reviewed one measure under consideration for the ASCUR program, conditionally supporting it

Hospital Outpatient Quality Reporting Program. The Hospital Outpatient Quality Reporting (OQR)
Program is'a pay-for-réparting program, Subsection {d) hospitals that fail to meet program reguirements
receive a 2 percentreduction in theannual payment update. MAP reviewed one megsures under
consideration for the Hospital DGR Program. MAP did riot support the measure.

Hospital Inpatient Quality Reporting Program/Medicare and Medicaid Promoting Interoperability
Program. The Hospital inpatient Quality Reporting (1R} Program is'a pay-for-reporting program that
requires subsection (d} hospitals toreport on process, structure, outcomes, patient perspactives on
cari, efficiency, and coste of care Feastires, For hospitals that H6 not participate or mest program
requirements, the applicable percentage increase is reduced by One-tuarter, MAP reviewsd three
rrizasures under consideration for the Hospital 1R Program and/or Promoting Interoperability
Programs, {:ondiﬂmnaﬂv supporting two, and suggesting reﬁnementf. toone.

Thie MAP Hospital Workgroup nioted the need 1o pramote alignment and ha‘rmmiza’(fsn toredlce
provider biurden and provide better information to patients. MAP nated the need 1o balance addressing
cost and Guality ssues through measursment with the finite resources available: MAP noted that
greater alignment achoss publicand private pavers is s strategy to minimize the burden of measurement
while mawimizing the power of value-based purchasing incentives. Aligned measures could also help
consumers make more informed cholces about where foseck high-guality care, especially for

treatments that could be provided: in different settings.

MAP PAC/LTC Workgroup

The Méastre Applications Partnership (MAR] reviswsd measures under consideration for arie setting-
spedific federal program addressing post-acute care [PAC and long-term care {LTC), making the
following recommendations

skilled Nursing Facility Quality Reporting Program. The Skilled Nursing Facility Quality Reporting
Program (SNFQRP) s a pay-forsreporting program® that appliss 1o freestanding SNFs, SNFs affiliated
with acute care facilities, and all noneritical access hospital swing-bed rural hospitals. SNFs that do not
submit the required data with respect toa fiscal year are subject to & 2 percent reduction in thelr annual
payment rates for the fiscal vear:

MAP reviewed and supported one measure under consideration for the SNFQRP. Additionally, the MAP
PAC/LTC Workgroup noted that important progress has been made in addressing gritical measurerment
gaps but that important concepts vemained unmeasured. inparticular, MAP emiphiasized the importance
of care coordination In post-aciite and long-teri care, 2 patients may fréquently transition batween
sites of care, The PAC/LTC Workgroup also provided guidance on additions! potential gaps in‘the Merit
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Based incentive Payment System {MIPS), noting that post-acute and long-term care cliniclans may find it
chalienging to réport measures that sllow themy to participate in the program,

2018 Measurement Guidance for Medicaid and CHIP

Collectively, the 57 Medicaid state plans act as one of the largest purchasers of healthcare services in
the United Statés, serving néarly 73 million individuals ¥ Over 35 iillicn, or alimost half of the people
enrolled in Medicaid and CHIP, gre chiltren. % As the primary healthcare program Tor the nation's lowe
incame population; ™ Medicaid covers many individuals with a high need for medical and healthedre
services, including the growing population of more than 11 million Individuals who are dually eligible for
bath Medicare and Medicaid. ™ Medicaid beneficiaries with complex care needs sccount for roughly 54
percent of total Medicald experditures, desplte comprising just 5 percent of all Medicaid beneficiaries.™
Mareover, Medicaid covers nearly 50 percent of all births as well as 40 percent of childre’s healthcare
i the United States. ™ Understanding the needs of adults-and children who rely on Medicaid for their
healtheate s imperative Tor improving thelr health and the quality of thelr care;

i 2018, NOF continued its efforts to improve healtheare for the population enrdlled in Medicaid and
CHIP by recommending standardized measures to evaluate quality of care across states in key areas.
NOF issted its recommendationg on Medicald's cors measures in a series of three reports.

Strengthening the Core Set of Healthcare Quality Measures for Adults Enrolled in Medicaid, 2018%
Section 11398 of the Social Security Act lamended by the ACA) called for the sreationof 3 Care Setof
Health Care Quality Measures for Adults Envolled in Medicaid (the Adult Core Set) to assess the quality
of care foradults errolled Tn Medicald, HHS established the Adult Core Set to standardize the
mieasurement of healthcare quality across state Medicaid programs, assist states in collecting and
reporting on the measures, and facilitate use of the measures for quality Improverment i January
2012, HHS publishied the initial Adult Core Set of measures inpartnership with a subcommittes to the
AHRO's National Advisory Council.™ The 2018 Adult Core Set contained 33 healthoars quality measures,

2018, NOF's Medicaid Adult Workgroup recommended improvements tathe Adult Core Set. The
Workgroup identified high-priority gaps where more or better quality measures are needed (see
Appendi e its final and sixth set of recommendations on the Adult Core Set, published in‘August
2018, the Workgroup recommended the addition of up to elght measures to address patients” feedback
about the quality of long-terr services received In g community setting, oplold use, depression, tobacen
and alcobol cessation, and aceass to medication. The Workgroup supported the removal of two
measures from the Adult Core Set. The Workgroup nioted states’ reporting challenges regarding data
collection forone measute and potential duplication with the repdrting requiréd of hospitals by The
Joint Commission. For the other measure, the Workgroup noted the reporting challenges caosed by the
frieasure’s data source and By confidentiality lavis, This further exermplifies MAP's role in reducing
measurement burden and increasing data collection feasibility.

¥ eunds-allacated in accordance with duties prascribed under Section 11398 are authorized in atcordance with 554
Sec. 1139B{e) and not sttiibited to the Tunding received under 554 Sec. 1890[d{ 1-2},
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infederal fiscal year {FFY) 2017, 43 states voluntarily reported data for the &dult Core Set, up fronr 41
states I FFY 2016, The Wérkaroup made several recommendationg to continue improving Adult Core
Set reporting at the state level. The Workgroup emphasized maximizing data utility and lowering data
collection burden. & key element of both recommendations was improving the Information avallable on
sorial risk factors—noting how the collectionr of those data support stratification based on unique
subpopulation neads, Better actess to social risk data will allow Medicaid agencies, providers, and
pavers tobetter address nonclinical communiti level factors that sdversely affect health and heslthcare
outeomes,

Strengthening the Core Set of Healtheave Quality Measures for Children Enrolled in Medicaid and
CHIP, 2018% ‘

Under S5A Section 1890{bJ{1)(B} the NQF is required to synthesize evidence and convene key
stakeholders t6 moke recommendations on pricrities for Kealth core pegformance measurement in all
applicable settings. In making such recommendations, the NOF must toke info account measures that
miay assist consumers and patients in moking informed fiegith core decisions, address health disparities,
and, address the continium of care o pitisat received, including services furnished by multiple health
core providers or proctitioners and ucross multiple setlings.

The Children's Health and Insurance Progream Reauthorization Act of 2000 {CH%PRA} required MHS to
develop standards to measure the guality of children's healthoare, This legislative mandate led to the
identification of the Core Set of Heslth Care Quality Measures for Children Enrolled in Medicaid and
CHIF {the Child Core Seth. CMS released the inftial Child Core Set in 2010, Measures in the Child Core Set
are relevant to childrernages 0-20 a5 well a3 pregnant women because these messurss address both
prenatal and postpartuny quality-of-care issues. CHIPRA also required CMS to récommend updates to
thie initial Child Core Set annually beginning in January 2013 The 2018 Child Core Set contained 26
healthcare quality fiessures.

NOF's Medicaid Child Workgroup recommends é‘mpm\eements tortha Child Core Set annually. The
Warkgroup also has identiﬁed high-priority gaps where miore or better guality measures are needed ‘
{see Appendi ) In ity fifth set of anhual Fecommendations on the Child Core Set, published frrAugust
2018, the Warkgroup recommernded the addition of six mieasures toaddress patients with sickle tell
aremia, hospital readmissions; Behavioral health, and patient experience of care. The Workgroup did
ot recommand any current messtres for removal from the set,

Bvery state reported at least ore of the Child Core Set measures for FEY 2017 % As with the Adult Core
Set, the gradual addition of mesgsures to the Child Core Set Has allowed states to build their measure-
reporting infrastructure, as evidenced by the increase in the numbier of states voluntarily reporting on
mgasures. The Workgroup suggested maximizing the usefulness of data collection as well'as lowering
the burden of data collection. In particular, the Workgroup highlighted the need for better dataon
secial determinarts of health (SDOR), hoting this information could help agencies identify the reeds of
specific populations. Moreover, better informiation on SDUH could allow Medicaid sgencies, providers,
and payers to consider nonclinical community {evel factors that lack funding yet adversely affect health
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sutcomes. The review of the Medicald Adult and Child Core Measure Sets was concluded with the
completionof the 2018 repoit.

Medicald ond CHIP (MAL) Scorecard Initiative

The Medicaid and CHIP (MAC) Scorecard initiative alris to provide greater public transparency aboit
Medicaid and CHIP program administration and outcormes, The Scorecard is alsoa resource ko assist
states and CMS in aligning efforts o drive improvements; at the federal and statelevels, in the health
outcomes of the Medicald/CHIP beneficiaries and in the administration of these programs. The
Scovecard is divided Into three piilars: state health system performance, state administrative
accountability, and federal administrative accountability: Each of these areas contain state and federally
reported measures,’

NOF will convene the Medicaid Adult and Child Workgroups to provide inputto HHSon the state hiealth
systermn performance piller of the Madicaid Scorecard. This one-vear projett will inform the selection of
measures for the Scorenard. A final report is expected in September 2016,

Vl. Gapson Endorsed Quality and Efficiency Measures Across HHS Programs

Undersection 18R0EHS AN of the Ack the entitv s required to describe in the wnnual report gapsin
endorsed quality-ond efficiency measures, including measures within priceity areas identified by HHS
ander the agency’s Notioaal Quality Strategy, und where quality and efficiency measures are unovailable
or ingdegquate toidentify-or address such gops.

Gaps Identified in Completed Projects 2018 ;

During their deliberations, NOQFs endorsement standing commiltees discussed and identified gaps that
exist in current project measure portfolios, A list of these gaps Included in related reports ssued in 2018
can be found In Appendin L

Measure Applications Partnership: identifying and Filling Measure Gaps

Inaddition to s role in recommending measures 1o OS5 in the presrulemakine process, MAP also
provides guidance Dn measure gaps in the individual federal programs ard measure portfolios. The
individual MAP workgroups consult the Program Specific Measure Priorities and Needs document
pubtished by CMS prior torthe commencerment of wiorkgroup deliberations. ™ ir this docurmeant, CMS
identifies high-priority domaing ineach of the federal programs for future measure tonsideration: A list
of gaps identified By CMS program can be found in Appendic B

Vii. Gaps in Evidence and Targeted Research Needs

Unider section 18901b){5)(A} v} of the Act. the entity lsrequired to describe areas in whichevidence s
insufficient to support endorsement of quolity and efficiency measuresin priotity areas identified by the
Secretory under the National Quality Strotegy end where targeted research muoy address such gaps.
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NOF undertook several projects in 2018 to create needed strategic approaches, or framewcorks, to
measure quality in areas critical e improving health'and healthicare Tor the nation but for which quality
migasures are too few, are under developed, or nonexistent

& measurement framework s a conceptual model for organizing ideas that are important to measure for
a tople area and for describing how measurernent should take place {i.e., whose performance should be
treastired, care settings where measurement is needed, when measurement should decur, o which
individuals should be included in megsurement), Frameworks provide g structure forarganizing
cufrently avallable measures, aréas where gaps exist, and prioritization for future measure
development. k

NQOFs foundational frameworks identify and address measurement gaps in important healthcare areas,
underpin future efforts to improve guality through metrics, and ensure safer, patient-centered, cost-
effective care that reflects current selence and evidence.

NOF began projects to create strategic measurement frameworks for assessing population-based:
trauma outcomes, healthoare systeny readiness, chief complaint-based quality for ernergency cars, and
developing a svstematic way to collect feedback orrperformance measures. In other work, NOF
continued its efforts tosupport structured reporting ofpatient safety events in hospitals and other care
settings. NOF completed a project 1o dentify measiire concepts that can improve the quality and safety
of care inambulatery care settings.

Population-Based Trauma Outcomes

According to the Centers for Disease Control and Brevention, trauma, including both non-intentional
and intentional injuries, is the fourth leading cause of death i the United States. Furthermors, itis the
leading cause of death in tndividuals ages 1-86.72 7% 1ny addition to the loss of life and potential lasting
disabilities from trautna, the financial impact of frauma on both the Fealthcare system and soclety is
significant. Injuries result in 40 million-ermergency department {ED) visits and 11.2 million hospital
admissions every year in'the U.S.™ In 2012, the highest condition-related expenditure tofal among
adults ages 18-64 was for treatiment of tratma-related disorders {$56.7 billion), ™

Despite the magnitude and expense of f:rauma; there are few pe r‘formam& messures that éddres's the
quality of traumia care. Performance measures provide an opportunity o assess key aspectsof care for
specific conditions or settings of care’and Identify levers and areas-where focused attention can
promote improvement In the quality of care. In its 2008 report & Nationa! Traumo Care System, the
National Aﬁgdémies of Science;, Engineering, and Medicine (NASEM ) convered a committeetoexamine
militaryand civilian trauma systems 1o identify appnftunitiﬁsmr impfoving the quality of trauma care.™
The cormmmittes noted the absence of standard, national metrics for trauma care, and called for further
developmient of measures in thisares.

Measurement related to trauma care presents unique challenges, such as assessing and attributing
performance across the traura care continuum, including prehospital care (e.g., emergency medical
services and coordination of patient transporthand post-acute care (e.g, rehabilitation). Responsibility
for patient care and patient outcomes is distributed among miultipls stakeholders, including regional and
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comimunity actors. Weasures that promote shared accountability, such as population-level measures,
may Rely todrive greater integration of care and system-wide Tmproverment,

NOF has convened a multistakeholder Expert Pane! toidentify areas for measure development and gaps
Iy trauma care. This one-year project; in collaboration with the HHS Office of the Assistant Secretary for
Preparadness and Response (ASPR), will inform the developmant of measures related tothe quality of
trauma care and synthesize evidence ta identify the most promising approachies to measurement in this
area. Areportis expecied in May 2018

Healthcare Systemis Readiness

Preparing and responding to natural or manmade disasters—such as bioterrorism, disease cuthreaks,
and inclement weather—is an essential part of meeting the nation's healthcare rieeds. Improving
heattheare and public Health systems and capacities for health security threats has beerva focus in-
recentyears, Despite substantial progress, complexchallenges persist, and preparedness efforts may
not be sufficient.” Despite the development of cross-sector programs to Improve the pation's
preparedness capabilities during national and !'sgianal emergencies; many parts of the U.S reméf i
unprepared foremergencies. Results from the 2017 National Health Security Preparedness Index show
préparedness improvements; however, there are still large differences in preparedness capabilities
atross the LS, with some regions lagging significantly behind the rest of the nation.™

A successful and robust response to health threats requires collaborative sction snd engagement
between public sector entities and private sector healthicare fatilities: however, there rémain challengss
inapplying incentives ta improve the quality and effectiveness of these Gapacity-expanding efforts: The
current landscape of healthcare system readiness measurement includes eritical and relevant metrics
for public health and disesse survelllance programs. Thete is, however, 3 fack of aquality and
sceolintability metrics specific to health systerm readingss to incentivize private-public partnerships
within the healthcare sector to ensure the delivery of high-quality care during times of system stress
with the goal of iriproving person-centered care, value, and cost efficiency.

NOF has corvensd a multistakeholder Expert Parei to dév&)@p a msasu‘rémen{ framework to assess the
readiness of hospitals, healthcare systems, and communities to respond to-and recover from disasters
and public health emergencies. This one-year project will define the concept of health system readiness
and inforny the developrment of measures related to the quality of the health system's résponse o
Emergencies. A report lsexpected i june 2019,

Chief Complaint Based Quality for Emergency Care

Emergency physicians are playing an increasingly important role in the delivery of acute, unstheduled
vare. THe National Center for Health Statistics estimates there were 14 1.4 million EDvisits in 20177 The
majority of ED care focuses ori diagnosing and treating a patient’s chief complaint or the reason for the
person's visit rather than addressing a definitive diagnosis. & patient's chief complaint describes the
most significant symptoms or sigris of ilness (e.g;, chest pain, headache, fever, abdominal pain, etc)
that-caused himor hertoseek healtheare.
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Current measurement approaches are primarily based on discharge diagnoses, and do not address the
variability in practice reguired to estabilish the tisgnosis from a chiel complaint, Moreover, there ies
lack of standard Homendaturs to define how chief complaints are organized, categorized, and assighed.
inaddition, a reliance on-diagnosis-based administrative claims for guality measurement creates
barriers to establishing valid and reliable patient groups. Currently, there Is nornational guidance to
avercome these bartiers to tse chief complaints in quality measurement Tor patients presenting to the
ED.

NOF has convened a multistakeholder Expert Pane! to develop a-strategic plan for how chief complaints
can be addressed through quality measurement.” This one-year project, funded by HHS, ‘will identify
performarnce measures (NOF-endorsed or otherwise), measure concepts, and gaps in the set of available
performance measures related to chief complaints, a3 well as nomenclatures and data sources thereof,
Additionally, NOF will elicit suggestions from the Expert Panel for standardizing chief complaint-based
namenclature, as well a5 existing assessments of the strengths and weaknesses of current data sources
{e g, existing clinfcal coritent standards, processed free text, EHRs) for developing efther new
eMeasures i this space; of new measures that incorporate the patient perspective. A reportis-expected
irvdune 2019,

Ambulatory Care Patient Safety

Actording tathe Natiohal Center for Health Statistics [NCHS), there were approximately 884.7 million
phivsician offics visits compared with 125.7 million hospital visits in 2014.% A review of patient safety in
primary care found that incidents bagpenin 210 3 percent of visits compated to 10 percent of
hospitalizations.™ Measurement of patient safety in ambulatary care settings is critical to promoti ng.
better and safer care for patients and families. Yet the current landscape of performance measures that
car gssess patient safety in ambulatory care is poorly understood, as patient safety research and
measurement have largely focused on adverse events in hospital éett‘ings.“

Several barriers i‘mpedé the meastrement of patient safety inambulatory care settings. First,
ambulatory care often involves short; infrequenty orirregular interactions between patients-and
providers, which makeé estabiishing & measurement period orepisode of care chai{engfng. Second, the
lack of standardized measures itself results ing limited evidence base for the nature and freg uency of
patient safety svents and interventions to reduce them, As & result, few guidelines of best practices
exist for improving patient safety inambulatory cars. Third, patients interact with-multiple providers
atwk across multiple settings, iheluding specialty and prirmary Care, which mskes it difficult toattribute
processes and oltcomes of tare. In addition, the heteragineity across providers, professionals, and
patient populations may underming the comparability of measure results.

in 2018, NOF concluded a onewear project to improve measurément of patient safety in ambulatary
caresettings and inform the developrent of priority measures to improve patient safety across
ambulatory caresettings: NOF convened anadvisary panel of experts to ldentify 3 representative
sample of measures and measure concepts that apply to care provided by cliniclans, health plans, health
systerns, and others engaged in ambulatory care. To support this work, NOQF conducted an k
environimental scan of measures and measure concepts-and found 55 performance measures and 287
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migasure concepts. For the purposes of the environmental scan, NOF defined a measure as an
assesament tool that sggregates data th asvess the structure, processes, and autcomes of tare-within
and between entities, NQF defined a mieasure concept as a description of an existing of potential
assessment tool of instrument thatinciudes planned target and population:

Based on a literature review and input from the advisory groug, measures and concepts were grouped
fnto ane of the following categories:

medication management and safety:

care transitions and handoffs;

diagnastic safety;

prevention of adverse events and complications; and
safety culture.

® % & 8

NQFalso conducted key informant interviews with experts who practice or research patientsafety in
ambulatory care 1o provide input on important areas for measure development based on the findings of
the eavironmental scan, The advisory group and key infarmarits identified antiblotic overuse and opioid
prescription patterns as some of the rmost important topical areas for measurement. Both key
inforimants and advisory group members acknowledged the barriers to measure developmentin
ambulatory care. For example, there is a lack of standardized methods Tor data collection, poor
interoperability betweern medical record systems; and a lack of funding for dinical informatics 1
suppért cantinuous quality improvement.

The report revealed significant gaps in research and performance measures that can assess safety in
ambulatory care settinigs: The majority of research has focused on safety in hospital settings, which has
created an evidence-base for many patient safety measures that exist today. Howaver; thereremains a
need to research, measure, and mitigate harm inambulatory care settings. The lag in patient safety
research in ambulatory care has several potential calses, Prirnarily, patient safety is’s ambulatorycare
settings has yet toreceive the national attention that'errors in hospital settings have attracted,
Moreover, the perception of visk inambulatory care is lower leading to lirmited monitoring of patient
safety, However, impraved messurement provides an opportunity to better Understand and address
patient safety in dutpatient settings. k

Common Formats for Patient Safety

Under section 1890(b){SHANV) of the Act, the entity is required to describe areas in which evidence is
insufficient to support endorsement of gualitvand efficlency measures in pricrity aveas identified by the
Secretary under the National Quality Strategyvand where targeted research may address such gops.

I 2008, AHRC first released Common Formats 1o support structured reporting of safety events in
hospitals: These reporting techniques standardize the collection of patient-safety eventinformation
using common language, definitions, and reporting formats. Use of comimon data fields for svent
reporting ensures that Tnformation shared with Patient Safety Organizations {PS0s) is consistent across
healthcare providers and can be aggregated to provide population-level insights into trends inadverse
events,
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in 2018, NOF continued tocollect comments on all slements of the Common Formats, including the
miost recent relesse, Hospital Common Formats Version 0:2 Beta: The public has an opportunity to
comment Grvall elerents of the Common Formats modules using commenting todls developedand
maintained by NOF. An NOF Expert Panel reviews the public comiments ard provides AHRO feedback:
with the goal of improving the Cammion Formats modules.

Vill.  Coordination with Measurement Initiatives by Other Payers
Section1BO0{b)(S A of the Sociol Security Act mundates that the Annugl Report to Congress and the
Secretaryinclude w description of the implementation of quality and efficiency imeesurement inftiatives
under this Actond the coordination of such initigtives with guality and efficlency initiatives implemented
by ather pavers.

Exploration of Approach to Measure Feedback

Oyer the past decade, the National Quality Forurmy [NQF) hasendorsed more thar 630 healtheare
performance measures addressing many Importantaress of health and healthcare. NOF actively seeks
feedback on NOF-endorsed measures currently in use. While NOF receives some information from
rasure d&vei@;}em aned stewards about the implementation and use of measures within both the
migasure gndorsement and selection processes, stronger and more standardized feedback is nesded to
better understand what happens after @ measure s Implemented. Stakeholders need Information that
would allow therm to better understand how & measure performs when in dse, and the possible issues or
risks that may be associated with the megsure’s implementation, such as whether & measure is having
the intended effect of improving quality of care and health outcomes or evaluating if the measure is
causing unintended consequences. By gathering meaningful, timely, and comprehensive feedback on
measurés i use, the healthrare quality improvement enterprise can continually iriprove and the:
resolrces reguired to develop, implement, and endorse fieasures that will drive improvement can be
targeted effectively.

Numerous individuals atall levels of clinical care provide information for, and contribute data used in,
measure parformance tracking. For this reason, successful collection of measure feedback will require
extensive communication and outreach to individuals at all levels of measure implementation, as well as
easy touse digital tools and tracking mechanisms that tomplement existing activities, Feedback
mecharisms can be rolled out scross Settings to sssist In identifying and resolving problems as they
arise, thereby adapting measures to'ensure best pragtice. k

NGF has convened & miuftistakeholder Expert Panel toidentify and recommend potential aptions for the
implementation of 3 “measure fesdback joop”, 8 process that conveys gualitative and quantitative
information about measore performance 1o the NOF standing carmmittes miembers evaluating the
measure for endorsement. This 15:-manth project; funded by HHS, will identify current soirces of
information about measure performance, explore options for 3 process to pilota measure feedback
loop, and cutline aptions forimplementing the selected plan. A report is expected inJune 2018,
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Core Quality Measures Collaborative — Private and Public Alignment

A majority of Americans recélve care through 8 value-based care arvangement, ong that ties payment to
the quality of care: Both public- and privatesectorpayers Use value-based purchasing to ensure care s
highrquality and cost efficient, Ensuring the right guality measures are used across pavers is essential to
delivering results that will lead to a stronger, better healthcare system and reduce clinjeian burden. To
achieve that goal, the Centers for Madicars & Medicaid Services [CVS) and America’s Health Insurance
Plans {(AHIP)—in partnership with the Nationa! Quality Eorum {NCIF)=have officially formalized the Core
Quality Measures Collaborative {COMC) to improve healthcare quality for every American,

The Core Quality Measures Collaborative {CONIC) is'a multistakeholder, valuntary effort created to
promote measurs alignment and harmonization across public and private payers. Thecollaboration aims
fogdd focus to quality improverment efforts, reduce the repcaf‘ti rig burdern for providers, and offer
consumers actionable m‘fmrmaticm to help them make decisions about where fo receive their care.. The
COMIC s comprises of over 55 mermber organizations and overseen and governed by the COMC Steering
Committee, Jtindudes experts from insurance providers, businesses, primary care and specialty
socleties, patient groups, measurement experts; and regional leaders..

The Collaborative has three main alime:

& Recognize highwvalue, high-impact, evidence-based measures that promote better patient
health cutcomes, and provide useful information for improverent, decision making, and
payment. :

»  Reduce the burden of measurement and volume of measures by eliminating lowsvalue metrics,
redundaricies; and inconsistencies in theasure specifications and quality rieasure reporting

requirerments across pavers,

# Refing, align, and harmonize measures across payers toachieve tongruence in the measures
belng Used fof paymisnt and other é{tc@unta%:m{y PUrpOses;

The COMC has developed and released core sets of quality measures that could be implemented across
both commercial and governient pavers. The guiding principles used by the COMT In developing the
cors Imeasure sets are that they be meaningful 16 patients,; consurmers; and physicians, while reducing
variability Iniimeasure seledtion, collection burden, and cost. The ¢are measure sets addresy:

+ Accountable Care Organizations (ACOs), Patient Centered Medical Homes {PCVIH); and Prirnary
Care

o Cardiclogy
{Gastroenterology

& HIVand Hepatitis C

« Medical Oncology

+ Obstetrics and Gynecology

* Crihopedics

» Pediatrics
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NOF will provide expertise to the COMC o updating existing core measure sets and expanding into new
clinical ateas, NOF will also work collaboratively with CQMC members to develop strategles for
facilitating implementation across tare settings and promiote measure alfgnment: Specifically, with
funding from AHIP, NOF will convene the COMC th update the existing cove sets by reviewing fiew
measures that could be added to the sets,; removing measures that no lohger represent a meaningful
oppartunity for improvernent or have implementation issues; and refining the key measurement gaps in
that topic area, ‘With flnding from CMS, NOF developed web site to support the Collaborative, identify
prioty areas for new core sets, refine the group’s measure selection criteria, provide guidance oh
implementation and offer technical support to the COMC as well a8 other stakeholders sesking to use
the core measures. More informationcan be found on the Colsabmrative*‘s website-at

K. Conclusion
NGFs work Is fundamental to supporting the healthcare system's transition to value instead of volume.
Publicand private payers continue to look to value-based pu rchaﬁng and alternative payment models as
rriethods to reduce the growth of healtheare costsand to incentivize high-auality care. However, such
payrment models require evidence-based and scientifically sound perforinance measures 1o assess the
value of care provided rathier than the volume of sérvices rendered. Moreover, these miegsures must be
implemented ina way that minimizes provider burden white advancing national healthcare
improvement priovities.

The National Quality Strategy outlined a serfes of national pricrities for healthcars improvement
including making care safér, strengthening persen and family engagement, promioting effective
comimunication, promoting effective prevention and treatiment of chronic disease, working with:
communities fo prorote best practices of healthy living, and making care affardable, 1h 2018, NOF
continued to advance these priorities by focusing on work to improve health and healthcare for
Americans living in rural areas. NOF completed work to Identify key measures that could improve roral
health and explore heaikhmr&: aceess challenges faced by rural residents. Additionally, NOF begana new
project to provide feedback and recommendations to gddress the low case-volume challerige faced by
rrany sural providers and convened the Rural Health Warkgroup to pravide input ints the-annual pre-
rulermaking process.

NGFeontinued to bring together éxperts through multistakeholder committeds Yo identify high-valus,
meaningful and evidente-based performance measures, NOFs work to review and endorse
performance measures provides stakeholders with valuable information to improve care delivery and
transform the healtheare system. NOQF-endorsed measures enable clinicians, hospitals; and ather
providers to understand if they are providing high-quality care and whare improvement efforts may
need to be focused. Similarly, NQF-endorsed measures support efforts by publics and private-sector
payers and purchasers to promote valug-based purchasing and compare quality across providers.

NOF maintaing a portfolio of evidence-based measures that address a wide range of clinfcal and cross:
cutting topic areas. NQF strives to endorse meaningful and high-value measures and recognizes the
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need for measures of healthcare outcomes. In 2018, NOF endorsed 38 new measures and removed
endorsement for 40 measures across 28 endorsement projects mddressing 14 topicareas.

NOF remains committed to ensuring the endorsement process is innovative and efficient. In 2018, NOF
implemented key process improvements that reduced the migasure endorsernent process to seven
months, allowed for two measure review Cycles every yvear, and enhanced transparency through an
expanded 15+ wesk opportunity for public comment for each endorsement project. NQF also
established 3 Scientific Methods Panel to assist in the review of comiplex measures and provide
methodologieal guidance scross NQFs work: NOF also continted to advance the Underlying science of
measurement throtigh work onattribution and sodal risk.

NOF's Measure Applications Partnership {MAP] convenes organizations across the private and public
sectors to recommend measures foruse in federal programs and provide strategic guidance on future
directions for these programs. MAP comprises stakeholders from across the healthcare system including

patients; clinfclans; providers, purchasers, and payers, Through its seven years of presrulemaking

revigws, MAP has aimed to lower costs while Tmproving guality, pramote the use of meaningful
medsures, reduce the burden of measurement by promoting alignment and avoiding unnecessary data
colfection, and empower patients to become gotive tansumers by gnsuring they have the information
necessary to support their healthtare dedisions. MAP's work that concluded I 2018 included a review of
35 gnigue performance measures under consideration for use in efght HHS guality reporting atd values
based payment programs covering clinician, hospital, and post-acuteflong-term care settings.
Additionally, MAP began new work in November 2018 to provide inpit on 39 measures under
consideration for 10 HHS programs.

i 2018, NOF standing committees dentified measure gaps, areas where high-value measures are tog
few or iay not yebexist, but are resded. MAP also identified measure gapsin federal healthcare
programs; and NQF's Medicaid Workeroup noted gaps in the core measure sets that states use to assess
care-for adults and children on Medicaid.

NOF's work alse laid out strategic directions for how messurement cou id be leveraged to advarice
quality in argas that may not curvently be assessed, NQF‘idemtﬁfied measure e:imce;:its thatcarr be used
to inprove the quality and safety of care in smbulatory care settings and Began new work to improve
trauma care, assess the readiness the healthicare systern to respond to and récover from disasters and
public health emergencies, and develop a strategic plan for how chietcomplaints can be addressed
through gquality measurement.

Finially, NOF sought to promote coordination atross public and private payers 1o promate the dse of
high-value meastres and suppart the transition tovalue while minimizing the burden o clinicians and
providers, NQF began work to support the collection of better information about what happens after a
msasure is Implemented to ehsure thet NQF-endorsad mieasures are driving meaningful improvements
and not causing negative unintended consequences. NOF also began hosting the Core Guality Measure
Collaborative to promote allgnment across public and private payers through the use of core medsire
sels.
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in 2019, NOF looks farward to continuing work that supports the transition tovalue by improving the
scignce of méasurement, promoting improvements towards Key national health and healthcare
privrities, and continuing to develop a portfalio of meeaningfui rmigasures that public and private payers,
providers, and patients can rely Gpon'to improve health arid healtheare value.
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Appendix A: NQF Funding and Operations
1. Federally Funded Contracts Awarded in FY 2018

HHEM-E00-201 70006801 FEFCMICIREOOOYL Sosctal Risk Trigl Wlay 15 2008 - May 14, 2019 {Base Year) S402,295

HHSM-S00-2017-000801 | 75FCMOL1SFON0Z Population-based Bty 22, 301 8- May 21, 2018 SB4T.578
Trauma Dutcomess

HHSN-500-2017-000601 | 75FCMGISFO003 Healthcare System | June 20,2018 — June 19, 2019 $691,934
Readiness

HHEM-BO0-2007-000600 | TEFCMCIEFOOOY BAP Rural Health. | September 1, 2018 - March 31,2019 L1000

HHSM-500-2017-000601 | 7SFCMICIBFO005 | Chief Complaint- | June 29, 2018~ June 28, 2018 seeszE2

‘ Based Quality for

Emergency Care

HHEM-500-2017-00060) | TEROMCIEFONOT Feedhack Loop September 14, 2008~ March 132020 S805,994

HHEM-500-2007-000601. | 7EFCMCIBROO08 Weditaid and September 10, 2008 ~September 9, 2019 37#7:9 50
CHIP WAG) {Base Year]
Seorecard

HHEMS00-2017-000600 | TSRCMCISRI00S Cove Guality September 14, 2018~ September 13, 3018 S1R2E71
Muaasures {Base Year}

B | Collabarative

HHEM-S00-2017-000600 | TSPOMOIBFOIIO. | Common Formats | September 14, 2018 ~ Septernber 13,2019 S126, 821

HHSM-S00-2017-000800 | HHSM-B00-TOU0L | Endormsementand | September 27, 2018 —Septembier 26, 2018 $5,263.581
Maintenance {Option Year 1)

HHSMEROO-Z0I 7000601 | HHSM-S00-TO00R | Annus! Report September 27, 2018 - September 26,2018 S120,805

{Uiption Year 1}
TOTAL AWARD $14,036,728

2. NQF Financial Information for FY 2018 {unaudited)

Contributions and Grants 519,845,540
Program Service Revenue S597,364
Irvestment Income 4148765
Other Revenue S50,964
TOTAL REVENUE 20,642,633
Granis and Similar Amounts Paid o
‘Benefits Paid Teor For Memhers e
Salaries, Other Compensation, Employee Benefits 12,854,288
Professional Fundraising Fees

Other Expenses’ 55,960,996
TOTAL EXPENSES $18,815,284

“*Other Expanses” may include operatingand overhead costs.
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Appendix B: Multistakeholder Group Rosters: Committee, Workgroups, Task Forces,

‘and Advisory Panels

As a consensus-based entity, NOF ensures there Is comprehensive repmsentaﬁim from the healtheare
sector seross all of lts convened committees, workgroups, task forees, and advisory panels. In 2018, NQF
convensd 577 voluntesrs across 30 multistakeholder groups. Of these groups, it included the following;

Healthcare Sector Percentage by Healthcare Sector
Prowider s 43%
Patient/Caregiver 1%
“Consurner ‘ 4%
Health Professionsl 19%
Sugp)ierf §ndustfy k 29
Health Plan 6%
QMRI £%
Health Agency 1%
Health Plan 6%
Public/ Community Health 4%
Public Health-and Measirement 7%
Researcher (PHMVR)
(:h;ef ﬁampiaint»ﬁased John Reats, MD, OPE, CPPS, FACOG,
Quality for Emergency Care g;i:l
Committes Naghnia Khan, MD
CO-CHAIRS University School of Medicing

IMargaret Samirets-Kalow; MD, MPhil,
MISHP

Fartnars Heslthtare

Arjun Venkatash; MD, MBA, MHS
Yale University

MEMBERS

Wishant “Shaun” Anand, MO, FACEP
Avtuairtist Health Sysham

Searifer Bacani Mckenney, MD, FAAFP
Furaily Phsician, Jennifer Batani
BMeokenney, WD UL

Stephen Cantedll, MD

University of Colorada School of
Maditing

Ernily Carrier, MID, WS¢

Kanatt Haalth

Patrick Dolan, MO

Cormer Children’s Hospital

Richard Griffey, MO, MPH, FACEP
Washington University Schoot af
Whedicine

Helen Haskall, MA

Mothers Sgainst Medical Ervor
Steven Homg, MD, MMSe, FACER
Harvard Medical Schaal

Kevin Kiauer, DO, 51D, FACEP
TearmHealth

Joseph Kunisch, PRD, RN-BC
informiatics; CPHOQ

Memorial Hermann Health System
Tamie Léhner, MBA, TAPM

FOP! Foundation

Michelle Lin, MDD MPH, M5

feakhin School of Medicing st Blount
Sinal

Jaimes McClay, MBS, BACER
University of Nebrasks Wadical Center:
Abhishek Mehrotes, D, MBA, FACER
Urivarsity of Borth Caroling

Gregg Miller, MD; FACEP

Vituity ;

Sofie Morgan, MD; MBA

Urijversity of Arkansas for Medical
Seiences

David Morrill

Vastibular Disorders
Assoclativn/American Heart and Stroke
Assdiciation

David Newnyan-Toker, MO, PHD
Jobis Hopking University Sehiool of
Kadicine )

David Thompson, MD, FACER
Health Navigator LLC

Anita Vashi, MD; MPH; MUS

Palo Alto Healthosrs System
Andrew Zinkel, MD, MBA
HealthPartners

Disparities Standing
Commitiee
CO-CHAIRS

Wiarshiall Chir, ME; MPH, FACH
University of Chicage

Ninez Ponce; MPP, PhD

UCLA Center Tor Health Policy Hedearch
MEMBERS

Philip Albersi, PRO

Asgaciation of Amisrican Medical
Lolleges Washington

Susannah Beraheim, MO, MHS

Yale New Heven Hesltly Systam Center
For Outcomas Resesech and Eoaluation
{CORE}

Wichelle Cabrera’

SElCalifornis Washingon

Juan Emille Carrillo, MO, MPH

Well Cornell Madicine
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Lisa Cooper, WD PH, FACE
dnhs Hopling Schooth of Madicine and
Blaombearg School 0F Public Health
Banald Copeland, MD, FACS
Kalsar Parmansnte
Jose Bscarce, MID, Ph
UCLA Flekling School of Pubilic Health
“Traci Thompsoi Fergiison, MD;, MBA,
LPE
WliCare Health Plans; e,
Kevin Hscella, MO, MPH
University of Rachester Medical Center
Nancy Garrett, FhD
Hennapin Colinty Madical Center
Romana Hasrain-Wynia, Phid:
Denver Health
Lisa Terzoni, MD, MSc
e Fyuget

i

David Merena, PhD
Hanry Ford Health Systam
Yolarda Ogboly, PhD, CRNP-Neonatal
University of Maryland Baltimong,
Robeit Rauner, MD, MPH, FARER
Partnsrship for& Healthy Lncoln
Eduardo Ssncher, D, MPH, FAAFE
Armarican Heart Rssocistion

- Sarah Hudson Scholle, MPH, DrbH
Matonal Committes for Quality
Assurance
Thomias Seduist, MD, MPH
Bartnars Healthoare System
Christie Teigland, PhD
Avalere Health LAY Ingvalon Company
Mara Youdelman, 10, LL
National Health Law Pragram

Healthcare Systems
Readiness Commitiee
CO-CHAIRS

Paul Blddinger, MD

Maisathusetts Genarsl’

Hoapital Harcard University
Margoret Weston, MSH, 1IN, CPHG
Johason gnd Jotinsen Health Caré
Systams lng

MEMBERS

Seott Arahson, M5

Healthcars; R4 @ Jensan Hughes
Company

Suednne Bell, PhD, FHP-BC, NHOP-BC
University of Michigan Schoolof
Hursing

Emily Carrier, MDD, WS¢

Manatt Health

Coller Case, EMIPA, CEM, CBOR, CHEP,
SCPR
Raciation Injury Treatment Netweirk

RN

Barburs Citarella, RN, WS, NHDPBE
RBC Uimited

Katelyn Dervay, PharmD; MPH, BOPS,
FASHP ‘
Tamps General Huspitsl

Alexander Garga, MO, MPH

5510 Health ‘

Jennifer Greens, MA, LPC

Partnars Behavioral Heakth
Management

Angela Hewlett, MD; M5 )
University of Nebrasks Madical Center
Feygele Jacobs, DrPH, MPH, WS
RCHN Comwnunity Heslth Foundation
Wark barvett, MD, MBS, M5
Northwell Health

June Kailes

Wastarmn Unbversity of Mealth Sclences
Matthew Kaott, M8, ERO, CEO, CEM,
CEMSO, P

Reekford Fire Departrient

Stacey Kokaram, MPH

Boston Pubilic Health Commission
Steven Krug, MD

At & Sobert H: Lurie Children's
Hespitel of Chicaga:

Nicolette Logissaint, PhD

Heahhears Raady

David Marcozd, MD, MHS-CL, FACER
University of Maryland Schiool of
Kadicing and Uniersityof Maryland
Medical Center

Glen Mays, PhD, NiPH: .
Unlvarsity of Kenticky College of Public
Health

Jarves Patiras, MPA

ale New Haven Health )

Batrick Reilly, MD, FCOP, FACS
Universiy of PA Health System

‘WMarde Roth

Fartnership for inctusive Disester

Strategies

ooy Savitz, PhD, MBA

Kalser Permanents Northwest Begloan
Jay Tavlor, Misgt

Pennsylvania Department of Health

Measure Feedback Loop
Committee

MEMBERS

Constance Andersorn, BSN, MBA
Novthrest Kiddnay Ueriters

Russe: Baer, 1, WISN, MIBA, CPHO,
LPPEs

Blue Crass Blue Shield Sssoviation
Rabert Centor, MD, MACK
University of Alsbama at Birmingham
Schoohof Medicine

Elwia Chavarels, MBH

PLE Foundation

DarCulics, MD, PhD

Texas Health ahd Humen Services
Cormmission

Melody Danko Holsombadk
Heiginger Health Systerm

“Aring Deutych, RN, PhD

HTI interaational

Tricia Elljott, MBA, CPHO

Thie Joint Comemissicn

{ee Fleisher, MD )
Univarsity of Pennzyivanis
Mark £ Huang, iy

Shirley Ryan abilitylaly

Joseph Runlsch, PRD

Meimirial Harrmsnn Health System
Edison Machado, WD, MBA
IPRO

Claire Noal-Millar, MBA, PhD
ASRE Public Policy Institute
Ehta Punwani, MHA

18I Watson Health

3l Shuervsker, RN, CPHIMS
The American Board of Famiby
Medicing

Haather Smith, PT, MPH
Physical Therapy Sssociation
Daborak Struth, NSEL BN, PhD)
Cneotogy Mursing Soclety

Koryn Rubin, MHA

Arnerican Medival Association
Elizabeth (Bath] RubinFstein
Herry Ford Health Systerm

Sue Sheridan, MM, MBS, DHL
Saciety to improve Diaghosis in
Kadicine

Sara Toomey, MD, MPhil, MPH, MSc
Boston Children’s Hospital )
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Trauma Outcomes
Committee:
CO-CHAIRS

Carol irmmermann, BSN, RN

Mayo Clinic Rochester

Avery Nathens, MD, MPH, Phi, FACS
Arwrican College of Surgsons Chicago
MEMBERS

fobert Bass, WD, PACER

Maryland Institute for EM3 Systarng
Derak Barpsten, Pavamedie, CFO,
CEMISD, CTO

Reickbard Fira Department Rockford
Bryan Coilier; po.

Carition Chinic Rosnake

Sosephy Cuschisri, MD

Wnilvaisity of Washington Seattle
Jamas Bubanks, MD, FACS

te Bonbeur Children's Hospital
Mwrmphis:

Alexander Garza, WD, MPH
ESM Health

Michael Gonvales, MD, FACEP, FAAEM
Huuston Biré Departmant Houston
A Halder, MO, MPH, FACS
Hapvard Mecdical School

Kurt Hoppe, MD

Wayo Clinic

Hiiott Haut, MD; PR, FACS.
Johns Hopking University Sehonl of
Wlediche

Grogary Hawryluk, MD; PhD, FROSC
Unisersity of Utah

David Livingston, MD

Rutgars Naw Jarsey Madical School
Barey Markinan, MD, MBA, FACS
Astng

Ll Mislitio, NI, MS, CRHRM, COXP
Patisrt Advecate

Anva Miller, MD, FACS

Washington U niversity Orthapadics
Sage Nivers, MD, WISCE

Children’s Hospitabof Pennsylvania
Traig Newgard, MD; MIPH

Oragon Health & Sciance Univsrsity
Jack Sava, MD

wegdStar Washington Hospital Canter
Andrew Schrag, MBA, MA, LPCS
Partners Behaviors! Health
fanagament

David Seidenrwurm, VD, FACR
Suttar Health Group

Theresa Snavely, MSN, RN

B {wania Trauma Sysb
Foungstion

Peter Thomas, JD

Poiesrs Law Fiem

‘Garth Utter, MD, MSc

University oF Calitornis, Davis School of
Maditine

Nitva Heges

Centers for Medicare and Medicaid
Sefvices

Brendan Carr, MD, MA, M5

HHS Office of the Assistant Becretary
for Prsparadngss ansl Response

Consensus Devélbpment
Process Standing
Committees

All-Cause Admissions and
Readmissions Cormmittee
CO-CHAIRS

John Bulger, DO, MBA&

Gelsinger Health

Cristie Travis, MSHHA

Mamphis Business Groug on Health
MEMBERS

Ratherine Auger, MD, M8
Cincinnat] Children's Hospital Medical
Lenter

Frank Briggs, Pharmb, MPH

West Virginia University Healthcars
Yo fuvn Brooks, Phiy, RN

tndiana Univarsity Health Systam
Mae Contano, DNP, RN, CCRN, CONS;
ACNS-BC

Baylor Health Carg System

‘Helen Chen, MD.

Hebirew Sentoriife

Susan Craft, RN

Hariry Ford Mealth Sidtam

Williorn Wesley Felds, MD, FACER
U Irvine Medicel Conter; CEF Americs
Steven Fishbane, MD

North Shiore-U Health System fiie
Network Dislysis Services

Pauls Minton Foltz, RN, MISN
Fatisnt Care Sarvices

Brian Foy, MHA

CCanteiy, L

Laurent Glance, MD

University of RochesterSchoal of
Madicing RAND

Anthony Srigonls; PhD
Swlect Medical
Bruce Hall, MID, PhD, MBA,

“Washington University in Saint Louls;
RIC Hasltheare

Leslie Kelly Hall

Healthwise

Paul Herdenreich, MD, MS; FACE,
FAHA ‘
Stanford Uriiversity School of bedici
VA Pals Alte Heslith Care Systarm
Karen Joynt Maddox, MD, MPH
Washington University School of
Medicnme; Washington University
Brown School of Social Work
Shernie Kaplan, PhD

UCrvine School of Medicing

Weith Lind, 1D, M5, BSN

AARP Public Polioy Institute
Paulette Niswozyk, Ph); NIPH
Uniforns Dats System foir Médical
Rebabilitation

Curol Rupliael, MIPA

Manatt Health Solutions

Mathew Reidivead, MA

Wtissourt Hosplital Assaciation; Hospital
tricdustey Dats nstitute

Pamela Roberts, PhD, MSHA, ORT/L,
SCEES, BADTA, CPHLY, FNAR, EACRM
Cedars-Sinai Medical Canter

Dierek Robinsor, MO, MBS, FACEPR,
CHOOM

Hualth Care Service Corparaticn
Thomas Smith, MD, FAPA

Colurmbis Univeisity Madicel Cantsr

CDP Behavioral Healthand

“Substance Use Committee

CO-CHAIRS

Petér Beiss, MD, MPH

Canters for Dissase Control and
Prevention ODC), National Denter for
Chronic Disesse Pravention and Health
Framotion

Harold Pinous; MD

New York-Prashyterian Hospital The
University Hosphtalof Collimbiaand
Carnell

‘MEMBERS

Mady Chalk, PhD; MSW

Ti {rstitute
Cavid Binzig, WD

Children's Hospital And Clinies OF
Minnesots
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Julie Goldstein Brumet, PhD
Education Development Center/Suicide
Fravention Resaurce Center Mational
Astioh Mﬁam:e for-Sutvide Pravention
Constance Horgar, Scb

The Heller School for Social Policy and
NManagarment, Brandeis University
{isa Jensen, DNP, 8FRN

Veteran's Health Administration
Dolores {Dodi} Kelleher, MS, DMH

D islieher Consulting

Kraig Knudsen, Ph

Oihin Dapartmant of Martal Health and
Addiction Services

Niichasl R Larcher, LCSW

Narthwall Health, Beliavioral Health
Servicas Line

Tami L Mark, Phi, MBA

HH International

Ragual Mazon leffers, MPH, MiA
Thie Nichobson Foundation
Bernadette Melnyk, Phi, RN,
CONPDMHNE, EAANP, FNAP, FAAN
College of Meditig, Ohio Stats
University

Laurence Miller, BID

Urdversity of Arkansas $or Metlical
Spiences

Brooke Parish, MD

Bl Cross Blue Shisld of New Maxico
David Pating, MD

Kalzer Permanents

Vanita Mindolia, Pharmil, MBA

Hanry Ford Health Systam .
{HFHS | Halth altiance N@m {Hapy
Lisa Shea, MD, DFAPA

Lifespen

fAndrew Sperilng IO

Hational Alllance on Merital liness
Jeffery Susman; MD

Horthesst Ohio Madical University
Michael Trangle, MD

HealthPartners Madical Grodp, Regions
Hospital

Bonnle Zima, D, MPH

University of Califarnia, Los singelés
{UCLAY Sarel Tnatitute for
Heuorstisnte snd Hurman Behavar
Ledlie 5. Zun, WD, MBS

Sinal Health System

CDP CancerCommittes
CO-CHAIRS

Kaven Fislds, MO

Mot Cancer Center

Sheliay Futd Nasso, MPP

Nationa! Coalitionfor Lancer
Suriviorship

MEMBERS

Lawrence Baker, DO

University of Michigan Rogsl Cantar
Center

Gregary Bocg, DO, FOAR

University of Colorads Hospitel Clinical
Labdratery

“Braiit Braveman, PR.D, OTR/L, FADTA

Urdvarsity of Texas NI Anderson
Lancer Center

Steven Chen, MD, MBA, FACS
CasisMD

Matthew Facktor, MD, FACS
Gaisinger Medical Canter

Heidi Floyd ‘

Patient Adwosate

Richard Gelb, MA-

Voluntesr

Bradioed Hivsch, MO

SignalPath Ressarch) Texas Uncology
Jette Hogenmiller, PhD, MN,
APRNJARNP, COE, NTP, TNCC, CEE
Oncalogy Nufse Fractitiﬂnér

1. Leanard Uchtenfeld, MD; MACP
Asnerican Cander Sagiety

Stephen Lovell, M5 ‘
Sesttle Cancer Cars Allisnce Patient
ani Advisory Council

Jennifer Malin, MO, PhD

Anthany Ine

Joudi Maranchis, MD, FACS
University of Pittsburgh, Department of
Urology

Al MicBride; Pharm, D, M5, BCPS

Univarsity of Arirona Cancer Center
Benjarain Movsas, MUD,

“Henry Ford Heafth Systény

Disne Ot BN, WS, OUN

Kaye Clink Health Systern - Franciscan
Healthcars

Beverly Reigle, PhD, RN
Universiyrof Clincinnati Collegs of
Nursing

Robert Rosenberg, MID, EACR
Radiclogy Assediates of Albugusrius
David 1. Sher, MD, MPH

UT Southwestern Madical Center
Danielle Ziemidk, Pharmb

&S Heglthoare Systerny

‘CDP Cardiovascular
Committee
CO-CHAIRS

- Mary George, MD, MEPH, FACS, BAHA

Canters for Divesse Controland
Pravention [0}

Thomas Kottlke, MD, M5PH
HaalthPartners

MEMBERS

Sana Al-Khatb, MO, MHS

. Duks University Medical Cantier

Cavol Allred, BA

WomenHeart: The National Colition
for Women with Heart Disease
Linda Baas; PhiDy, RN

University of Cincininat]

Linda Briggs, DNP

Gaorge Washington University
Lashie Cho, MD

Cleveland Clinic

Joseph Cleveland, WD

Univarsity of Colorado Denver
ichael Crouch, M, NISPH, BAAFP
Texas A &M University Schaolof
Kigdicive

Elizabeth Delong, PR

Buka University Maddical Centar-
Kunvar Dharmaraian, M, MBA
Clover Health

William Downey, MD

Caralifgs HealthCare Systerny

Brian Eorrest, MID

Actess Haslthtare Direct

Maftall 2 Frankel, MS

Déclors Consulting

Elfen Hillegass, PT, B0, LTS,
FAACVPR, FAPTA

Apericar Therapy A
Thomias fames, MD

Baptist Health Plan and Baptist Heslth
Community Cans

Chiarles Maban, PharinD, PhC, HPH
Preshyterian Huslthears Servioss ahd
Universty of New Maxion

Joul Marrs, Phar.D, FCOP, FASHP,
FNLA; BCPS-AQ Cardiolopy, BCACP,
€is

University of Colarada Anschutz
fadical Campus

Kristh Witchell, MPH

Avalers Haalth, LG

Gary Pudirein, PhD

Naticnal Mifiority Quality Forum
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Nichotas Ruggiero, MD, FACE, BACC,
FSCAIL ESVM, FCPP

Thernas letfersan Univeisity Hoapital
Jagow Spangler, MLy, MPH, FACPM
Arnigan, N

Suisan Strang.

Heart Value Yoice

Miaden Vidovich, MO

University of lilinois ot Chicagey Jesse
Brown VA Medicel Canter:

Daniel Wakman, MD, PhD, BACC
RAND, University of California; Liss
Argeles [UCLA)

CDP Cost and Efficiency
Committee

CO-CHAIRS

Brent Asplin, M, MPH -
tndepandent

“Chieryl Damberg, PRD

RAND Distinguished Chiair in
Haalthears Payroant Policy

MEMBERS

Kristing Martin Anderson, MBA
‘Boitr Allen Hamilton

Larry Becker

Ratired )

lary Jnn Clark, MHA

Auslere
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Arizna State Unbiersity

Lew Partiidgs

Hetired Sanior Health Poficy Advisor
Chsistoptver Stille, MO, MPH, FAAP
University of Colorsdo Sehoo] of
Wediving, University of Colorade
sehoal of Medicine & Children's
Hospital

MEMBERS

Richard Antonelll, MD
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Appendix C: Scientific Methods Panel Roster
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Appendix D: 2018 Activities Performed Under Contract with HHS

1. Recommeridations on the National Quality Strategy and Priorities

for rigk adjustrment of social risk
faetirs

thames identfied when reviewing risk-
adjusted measuras far endorsement of
maintenancs, with a speclal focus on
scientific accaptability (Le. reliability and
validity)

Description Quitpit Status Motesfscheduled or Actual
; Contpletion Date
rmproving attribution fet Exploration of key attribution challenges | Completed Final report published
and key considerations for evaluating HAugust 2018
attribution models
improving sccess to healthoare in Frovides multbtalsholder Complated Final repont published
raral populstions recamimendations for e coreset of rural Bugust 2018
relavant messares
Assessing patientsafety in Frovidas multistabeholder Completed Final report published June
ambulstory dars sattings recommendations on a répreséntative 2018 )
samiple of ambulatory care patlent
safety and'me GRESD
for further sxploration
Angnviratmerdal sdan of Provides multistakeholder Completad Final report published
rasurement stratiegies for ‘recommandationg on measurement October 2018
addressing trauma care strategies to-addresy the gualitv.of:
trauma cary tht nclude Jevel of
e analysis, attribution and risk adjustment. .
Improving access to healtheare in Provides multistakeholder fry progress Final report expected March
rural populations: Technicalexpert | recommendations to address the low a1e
panel recommendations case-volirne challere facsd by roral
) providers
Healthoore Systems Readiness Provides multistakeholdsr In progress Final report expected hine
recommendations to assist i assessing: 2018
healthcare system readiness o ensure
the sustained delivery of high-tuality
care ducing times of disasters and public
health emergencias, . o
Medicaid and CHIP (MAC) Provides multistakeholder Iy pragrass Final raport expectad
Scorecard recommendations on quality mesasures September 2019
forthe MAC Seorscard’s state health
- “performance nillar e
Explovation of approaches to Frovides multistabeholder I progress Final report expected
measure fesdback recommendationonthe Fabruary 2020
riplar jonofa’ & feadback
foop’, & process that conveys
infariation abiout meastre
performance (gualitativeand .
guantitative o moltistakeholder groups
eualuating messures
Evaluation of the NOF Trial Period. | Findings and lessans learned on key In progress Final teport published May

20
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2. Quality and Efficiency Measurement Initiatives

Completed in 2018
Deseription Dutpat Seatus Notes/Schaduled ar Acbual
) ) Completion Date )
Behaviors! Healthoand Substancs. | Sebofendorsed messures for behaviorgl | Completed Final report publishred July
Use Fall 2018 heaith fraestiy
Patient Ssfety Fall 2017 Setof endorsed messures for patient Completed Final report published luly
safety 2018
Cardiovascalar Conditions Fall Setof endorsed measurestor Complated Final report published
2017 cardiovascular conditions August 2018
Patient Experience and Function Set of endorsed measures for care Completed Final report published
Fall 2047 coordination August 2018
Prevention and Population Setof endorsed ures for p ion: | Completed Final repart published
Health Fall 2017 and popaiation health August 2018 ‘
Burgery Fall 2017 Endorsed for ical Completed Final report published
procedures L August0is
Started in 2018 ; }
Description Output Status Notes/Scheaduled orfActual
Completion Date
All-Cause Admissions and Set of endorsed measures foraibcause Ir progress: Finalreport expected
Readmissions Spring 2018 admissions and readmissitng danugy 2048
Behavioral Health and Substance | Set of enddrsed measuresforbehavigral | in progress Firial report expected
Use Spring 2018 health Jaruans 2018
Cardiovascular Spring 2018 Set ofendofsed measures for I progress Final repart expected
) cardiovascular conditions January 2018 )
Cast and Efficizricy Spring 2018 Set of endorsed measures forcost and in progress Final report expected
resource use January 2019
Patient Experience and Function St of endorsed megsures for patient irprogress Final report expected
Spring 2018 sxpatisnce and Function Sanuary 2018
Prevention and Population Set of endorsed measures for prevention: | In-progress Final repor expacted
Health Spring 2018 and population health fanuarg 2018
Primary Cargand Chronic Hness Setof endoised measutss for piimary I progress Finalreport expected
Spring 2018 cave shel chidnic liness Januay 2019
Surgery Spring 2018 Set of endorsed measyrss for surgical {ri progress Final reportexpected
procedutes Jangary 2019
AllCause Adrvigsions and Zevof sndorsed measuresfor all-caise i prograss Finalfsport &xpemeti
Readmissions Fall 2018 admissions and readmissions. Septaimber 2019
Behavioral Health and Substance | Setofendorsed measures for behavioral | Inprogress Final repoet exprected
Use Fali 2018 health . September 2018
Cancer Fall 2018 setofendorsed measures forcancer Ine progress Firal report expected
cate September2019
Cardiovascular Fall 2018 set of endorsed measures for in progress Finsl report expected
cardiovascular somditions September 2018
Cost and Efficiency Fail 2018 Setof sndorsed messuresfor cost and in.prograss Final raport expected
resalrceise September 2019
Geriatric and Pailiative Care Fall Sat of endorsed messuresforgeriatrie inprogress Finalreport expested
2018 and palliative care ) September 2018
Patient E:{perieme and Function Serof endorsed measures for patignt i progress Final report expected
Fall2018 expariance and function September 2019
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Description Output Status Notes/Scheduled or Actual
Completion Date
Patient Safaty Fall 2018 ' Set of endorsed messures Tor patient I progress Final report expected
safaty September 2019
Praventionand Fopulation Set of sndersed measures for prevention: | In pragress Final report sxpected
Health Fall 2008 and popuiation health September 2009
Pritary Care and Chronic IHness Set of endorsed messures for prinvary I progress Final report expected
Fall- 20018 care and chronic lingss ] Septamber 2019
Renal Fall 2018 Set of endarsed measures for renal ineprogress Final report expected
conditions September 2019
Surgery Fall 2018 Set of endorsed misssuresfor surgical In:progress Final repoirt expected
procedires September 2048

3. Stakeholder Recpmmendatians on Qt.sah‘ty and Efficlency

Measures and National Pricrities

Notes/Scheduled or Actual

for childven o Medicald

Arsruad input on the Tnitil Core Set of
Health Care Quality Messures for
Childran enroiled in Medicaid;

Deseription Output Status
Completion Date

Reet dations for Meaasure Applications Partnership pres Complated Completed Fabruary 2018
torbe implementad throlgh the ridemmiaking recommendations on
federal ruleimaking priocess for measurss under consideration by HHS
plblic repoting ahd payrment Tor 2018 rulemaking
Considerations for iy ting Meastre Applications Partiership pre~ Comipleted Completipd Febiruary 2018,
reasires in federal programs for | ralema ldng recommendatihs on
hogpitaly risEsres under consideration by HHE

for 201 % rulemaling for the hospital

setting )
Considerations for imple feasure Applications Partnershippre- | Completed Completed February 2018
measures infederal pragrams for i king rec Fonsdn )
post-acuts care and long-tarm under consideration by HHS
care for 2018 rulemaking for the post:acute

carsand hospital settings
Considerationsfor impl ting Bt Applicatinns Partnership pre- Completed Completed March 2018

incfederal progearms: rulemaking recommendations on

foterii-Based incentive Payrnent : under consideration by HHS
System (MIPS) and Medicare: for 2018 rulernaling for the dinician
Shansd Savings Prograrm (NSSE) setting
identification of quality measires ilgasure Applicationy Partniershig Completed Completed Rogust 2008
for dial-eligitile Medicares Annualinputon the Initis! Core Setof
Wledicald enraliees and adults Health Care Quality Measures for Aduits
enrolled in Medicaid Enrolled in Medicaid
identification of quality measures: Measyre Applications Partnership Complated Completed hugust 2018
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Appendix E: MAP Measure Selection Criteria

The Measure Selection Criteria [MSC) are intended to gssist MAPR with identifving characteristics that are
associated with ideal meastre gets used for piblic reporting and payment prograrms. The MSCare pot
absolute rules: rather, they are rrieant to provide general guldance on measure selection decisions and to
completment programespecific statutory and regulatory reguirements, Central facus should be on the
selection of high-guality measures that optimally address the National Quality Strategy's three aims, Till
critical measurement gaps, and intrease aligriment. Although competing priorities often need to be
weaighed againstone dnother; the MSC can be used asa reference when evaluating the relative strengths
and weaknesses of 3 program measure set, and how the addition of an individual msasirs would
contribute to the set. The MSC have evolved over time toreflect the Snput ofa wide variety of stakeholders.

To determine whether a-measure should be corsidered for a speci’f;‘e& program, the MAPevaluates the
measures under consideration-against the MSC. MAP members are expected to familiarize themselves with
the criteria and Use thervto indicate thelr support for a measure Under consideration,

1. NOF-endorsed measures are required for program measure sets, unless no relevant
endorsed medsures are tvailable to achieve a critical program objective ‘
Demonstroted by o program measure set thot contains measures thot mieet the NQF endorseme it criteria,
including importance to measure Gnd report, scientific acceptability of measure properties, feasibility,
usability ond use, gnd hormonization of competing and relatéd megsures

Subcriterion 1.1, Megswres thot are niot NOF-endorsed should be sobmitted Forendorsem ent i
selected to meet o specific progrorm -heed

Subcriterion 1.2 Medsures thothove had endorsement removed or have Been submitted for
endorsement and were notendorsed shoufld be removed from programs
Subcriterion 1.3 Measures thotore in reserve status (e, topped out) should be considered }"ér
removal from programs
2. Program measure set gdequately oddresses each of the National Quality Strategy’s three
aims

Demonstrated by u prograny measure set thotaddresses euch of the Notional Quality Strategy (NGS)aims
and corresponding priovities. The NQS provides o common framework for focusing efforts of diverse
stakeholders ont

Subcriterion 2.1 Redter care, demonstrated by patient- and famili-centeredness, cove coordination,
sefety, and effective treatment

Subcriterion 2.2 Heolthy beople/healthy communities, demonstrated by prevention and wellbeing

Subcriterion 2.3 Affordoble care

3. Program measure set is responsive 1o specific program goals and requirements

Demonstroted by o program measyre set that is “fit for purpose” forthe particulor progrom

Suberiterion 3.1 Progrom megsore setinchides megsures that are applicable to and gpproprately
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tested for the program’s intended care setting{s]; level(s) of analysis, and
population(s)

Subcriterion 3.2 Meosuresets for public reporting programs should be meaningfil for consumers
and purchasers

Subcriterion 3.3 Mewsure sets for payment incentive programs should contain medsires for which
there i broad experience demonstroting usability and usefulness (Note: Forsome
Medicare payment programs, stotute requires thot megsires must first be
implemented in o public reporting program for o desighated period)

Subcriterion 3.4 Avoid selection of measures thotare ikely to cregte significant adverse
fonsequences when vied ind specific pragram

Suberitevion 3.5 Emphosize inclusion of erdorsed megsires thut fonve e COM specifications
Gvailable

4. Program measure setincludes an appropriate mix of measure types

Demonstroted by o progrom measure set- thotincludes gn appropriote mix of process, outtome, experignce
af care, cost/resoyrce urelapproprioteness, composite, and structiral measires necessary for the specific
program

Subcriterion 4.1 Ingeneral, preference showld be given to measure types thut address specific
program needs
Subcriterion 4.2 Public reporting of program medsure sets should emphasize outcomes that matter
to patients, inclading potient= and caregiver-reported aufcomes
Subicriterion 4.3 - yiment program messure sets should in tlude outcome measures linked tocost
measures to capture volie
5. Program measure set enables measurement of person- a:m‘fumi}y-cegfﬁed care and
Services

Gemonstrated by o progrim measure set thot addresses access, choice, se&f«defermimtic}a and community
infegration

Subctiterion 5.1 Mediiire set soldrsses patient/family/caregiver experience, including aspects of
communication ond care coordination
Suberiterion 5.2 Meosore setoddresses shared decision ‘making, such as forcare und service
ploaning and estoblishing advance directives
Subcriterion 5.3 Meosire set enobles ussessment of the person’s core ond services doross
‘providers, settings, and Hime
6. Program meuasure set includes considerations for healthcare disparities and cultural
competency

Demonstrated by a program measure set thot promotes equiteble access and tregtment by considering
heolthcare dispaiities. Factors include oddressing roce, ethaicity, sociceconomic stotus, Iohguage, gender,
sexual orientation, age, or gengraphical considerations feig., urban Vs rurall. Pragram meusure setalso can
address populations ot risk for heafthcare disparities (e.g., pedple with behavioral/mental fliness).
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Program megsure setincludes measures that directly assess healtheore disparities
{e.g., interpreter services)

Subcriterion 6.1

Subcriterion 6.2 Progrom measiure setincludes measures that are sensitive to disparities
megsarement fe.gs, beta blocker treutment after o heart ottock), and that
Facliitate stratificotion of resuits to hetter urdgrstond differsnces among
vulnerabls populations
7 Program megsure set promotes parsimony ard alighment
Demonstroted by o program measure set that supports efficient use of reésources for dota collection and
reéporting, ond supports glignment atross pragrams. The progrom megsure set should balonce the degree of
effort associated with measiurement and its opportinity to improve guality:

Subcriterion 7.1 Program measure set demonstrates efficiency (e, minimum number of medsures
and the least burdensomie meastres thot uchieve program gools)

Subcriterion 7.2 Progrom messure set ploces strang emphasis on mieasures thot can be used
acrass multivle progromisor applications (e, Physiclon Quolity Reporting
Systenm, Meaningful Use for Eligible Professionals, Physician Compare/
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Appendix F: MAP Structure, Members, Criteria for Service, and Rosters

WIAP operates through a twostiered structure. Guided by the priorities and goals of HHS' National Quality
Strategy. the MAP Coordinating Committes provides direction and direct input to HHS. MAP's workgroups
advise the Coordinating Committés on measties needed for specific care settings, care providers, and
patient populations. Time-limited task forces consider more focused topics, such as developing "families of
measures”—related measures that cross settings and populations—and provide further information to the
MAP Coordinating Comnmittee and workgroups: Each multistakeholder group Includes individuals with

contentexpertise and ﬁrganizaticms particularly affected by the work.

MAF's members are selected based on NOF Board-adopted selection criteria, throughan annual

nominations process and an open public mmmemihg period. Balance among stakeholder groups is
pararmount, Due to the complexity of MAF's tasks, Individual subject matter experts are Included it the
groups. Federal government ex officio members are nonvoting because federal officials cannot advise
themselves. MAP members serve staggered three-year terms,

MAP Coordinating

Committes

COMMITTEE COCCHAIRS
VOTING}

Charles Kahoy, i, MPH.
Faderation of American Hospitals
Hurold Plncus, WD )

Nawe York Presbytedan/Columbits
University

ORGANIZATIONAL MEMEBERS
VOTING)

Jory of Managed Copa B
MAarissa Schisifer, MS, RPH
AFLCIO
Shaun O'Brign; J0
Arverica’s Health Insurance Plans
Rajesh Davda: MD
American Board of Medical Spedalties
R, Barrett Noone, MD, FACS
Anerican Acedenmy of Family
Phifsicians
Aray Mulling, D, FASFE
Arevican College of Physidans
Arie Claseer, WD, PhD; W4, RACP
Amwrican College of Surgeons
Broce Hall, MD o PhD WIBA, FACS
Arnerican HealthCare Assodiation
David Gifford, WD, MPH
American Hospital Assodiation
Raureen Kahn, SN
Srmerican Medicl Assodation
Carf Sirfo; MO

Bavierican Nursas Assodiation

Nary Beth Brosch Whits

AMIGA

Sanvue! LN, MO, Phix MBS BIPA, MS
Consumers Union

oy Bott; MSSW, MEBA

Health Care Service Corparation
Derek Robinson, MO, MBA, FACER,
CHCOOW

The foint Commission

Diavicd Bakes, MO, MPH, FACP

The Leapfrog Group

Lewh Bader, MA&, MGA

Medicars Rights Center

Joe Baker

HNationsl Alliance for Caregiving
Gall Hunt Substitute: Grisces Whiting, 10
National' Assoclation of Medicaid
Directors

Rachal LaCro, PhiY, PP

National Business Group on Health
Steve Wtk MA

National Committes for Claality
Assurance

Mary Barton, MO

Mational Partnership for Women &
Families

‘Eriny Mackay, MPH

Network for Regional Healtheare
Improvemant

Chirls Quaram, WS

Pasific Busingss Group on Health
William Gramern, MBS

Phiarmaceutical Researdh and
Manufaciurers of Svierica (PhRMA)
Jewry Heyant MBS

INDIVIDUAL SUBIECT MATTER
EXPERTS (VOTING)
ichard Antonalli, MD, M8

FEDERAL GOVERMMENT
LIAISONS {NON-VOTING)
Agency for Healthcare Research and
Cuuality {asnny

Nanicy. {. Wilsor, MD, MPH

Centers for Disease Control and

Pravéntion {CDC}
Chigsley Richards, MO, MH, FACP
& for Mad & Medicaid
Sepices [CVIS)

Kate Goodrich, MO, MHS

Office of the National Coardinator for
Health Information Techrology [ONC)
Davidh Hunt, MIL FACS

MAP Rural Health
Workgroup Members

ORGANIZATIONAL MEMBERS.
{VOTING}

Alliant Health Solutions

Amarican Acadeny-of Family
Physicians

Py

Assistonts

American College of Emergency
Physiclans

fovericay Hospitad Asswatxm
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Geisinger Health
Health Care Sendice Corporation
Intermaountain Healtheare
Michigan Center for Rural Health
Wi [ 3 ¥
National Association of Riral Health
Clindes
National Center for Frontier
Communities ‘
National Council for Behavioral Health
National Rural Health Association
Mational Rursl Letter Carrierd’
Association
"RUPRI Center for Rural Health Policy
Analysls
Rural Wiscomsin Health Cooparative

Triven Health Analytics LLC/ABM
Watson Health Company

INDIVIDUAL SUBJECT MATTER
EXPERTS (VOTING}

Jobin Gale, MS ‘

Curts Lowsry, MD

Melinds Murphy, RN, NS

Ana Vermone, FNP, CHM

Helly Wolff

FEDERAL GOVERNMENT
LIAISONS [NONWOTING)
Federal Gifice of Rural Health Policy,
DHHS/HRSS

tenter for Medicare and Medicaid
innovation, Centers for Medicare &
Wadicald Services (EMS)

MAP Clinician Workgroup

CO-CHAIRS {VOTING}
Britce Bagley, MO
Ay Mover

ORGANIZATIONAL MEMBERS
{(VOTINGY
Acadenw of Padi

Terry Addivioy MDUNEH, FasP
Amerioan Assodation of Nurse
Practitioners

Diane Paddern, PRD, CRNP; FARNP
Asverican College of Cardiology
& Chad Testers

Arverican College of Radiology
David & Seidemwiuiy bl
American Odcupationel Therapy
Asgociation”

Trudy Mallingon

Anthem

Kevin Bowman, MD, ME; BEH
Atriury Health [formerly Caroline's
HedlthCare System)

Scott Furnay, MO FACE
Consurmars” CHECKBOOK

Robiart Krughd#, 10

Councll of Madical Specialty Socheties
Helen Butstin, MOMPH, FACP
Genentach

Dise Chet

Haalth Partners; Inc.

Susan Knudson

INDIVIDUAL SUBJECT MATTER
EXPERTS {VOTING)

Diale Shatler, MPA

Michas! Hasser, MD, MPH

Eric Whitaere, MID, FACS

Leslie Zun, MD

FEDERAL GOVERNMENT
LIAISONS [(NON-VOTING)
Centars for Disease Control and
Pravention [CDC)

Peter Briss, MDD, MPH

Conters for Medicare & Medicaid
Services {CMS) )

Piacre Yong MO MPH, M5
Health Resotirces and Sérvices
Administration (HASA)

Girroa Aleray, MD, WMPH

MAP Hospital Workgrolip

WORKGROUP CHAIRS (VOTING)
Christia Upshaiw Travis MSHERA
Memphis Businass Groupoon Health
Honald 5. Walters, MD, MBS, MHA, MS
University of Texas MD Anderson

Lancer Conter

QRGANIZATIONAL MEMBERS
VOTING)

Briveriosy Sssociation of Kidney
Patients

Paul Conway

Assodation of Areritan Medical
Colleges )

danis Orlowsky MD, MACP
Arnerica’s Essential Hospitals
Maryallen Guinan

American Hospital Association
Hancy Fostar

Baylor Soott BoWhite Health (BSWH}
Niarize Valdes; RN, MSN

Intermountain HealthCare
Bhichas! WoodraH

Children’s Pospital Ascoriation
Sally Turbyille

Kidrey Core Pariners

Kelth Ballovich
Madtronic-Mintmally Invasive Therapy
Groug

Karan Shahade, MBA

Muthers against Medical Error
Halen Hackell, MA.

Molina Healtheare-

Debworah Whaeler

National Assodation of Psychiatric
Haalth Systems {Nﬁ%)

Erank Ghinsssh PRD ABPP
National Coslition for Hosplos and
Palliative Care

&, S2an Morrison

Nursing Allianice for Quality Care
K‘Emhedy Slasirnar Phid; RN, NE&-BE,
FALN

Pharmacy Cuality Altianics

S Dopp

“Premier; Int

Alsha Pittman, MPH

Project Patient Care

Martin Hatlie;, JO

Service Emplovess International Union
Sarsh Nolan

University of Michigan

Marsha Mansing

INDIVIDUAL SUBJECT MATTER
EXPERTS [VOTING]

Gregory Mexander, Phly, RN, FAAN
Elizabeth Evans, DNF

Lew Flelsher, M

Jack fordan

R Sean Moveson, MO
S Marte Sullivan, MID
Lindsey Wighany, B8, MPA

FEDERAL GOVERNMENT
LIAISONS (RON-VOTING)

-Agency for Healtheare Research and

Quiality (AHRQ)

Pamels Owans, Phi

Cerbers Tor Disease Contral and
Prevention {CDC)

Danjal Pallack MD

Centers for Medicare & Medicaid
Servives {CM8)

Pierre Yoo, MD MPH
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DUAL ELIGIBLE BENEFICIARIES
WORKGROUP LIAISON {NON-
VOTING)

e farsey Hospital Association
Sfine Holmes

MAP Post-Acute Careflong-
Term Care Workgroup

CO-CHAIRS (VOTING)
Gerri Lamb, RN, PhD
Pail Muolbasan, MD, MHS

ORGANIZATIONAL MEMBERS
VOTING)

ABMDA - The Sodtety for Post-Aciits
and Long-Term Care Medicihe

Dheeral Mahajin; MO, FSCP CMD, OIC,
CHEOm

Amerivan Scadeny of Physicsl
Aadivine & Rehabilitation

Rierte Hopps, WD

Americaly Gerlabiicy Sodety

Oebrs Salibe, MD, WPH

American Oooupational Therdpy
Bssociation

Pamials Robaerte, PhD, OTRIL, SCRES,
CEHE, FAOTA

American Physical Therapy Assaciation
Heather Smith, FT; NMIPH

Cenitenie Corporation

hichas! Monson

Compassus

Kurt Misrkels, MO

Eneompass Health (fbmerly
HealthSouth Corporation]

Uisa Tharbonaeay, DO, MS

Families USA

Frederick lsasi J0, MPH

Hational Allange for Caregiving

Gad Hunt

Naticeal Partnership for Hosplce
nnnvation

Johwy Richaedson, MPP

National Pressure Ulcer Advisory Panel
Arthur Stone, MD; CMD

Mational Transitions of Care Coalition
Jarrwss Lett L MAD, £MAD

Visiting Nurses Assoclation of America
Daniglle Plsrattie, RN, PRI, CENE,
ROCN, CHPR

FEDERAL GOVERNMENT

LIAISONS [NON=VOTING]

Centers for Medicare 8 Madiceid
Sarvices [CVS)
Andrew Geller, MD

Centers for Medicars & Medicaid
Services {CVIS)

Andraw Gellar, MD

Giffice of the National Coordinator for
Health information Technolagy JONC)
Elizabath Palens Hall, IS, MBA, RN

INDIVIDUAL SUBIECT MIATTER
EXPERTS (VOTING}

Constance Dablin, MSN, ANP-AC,
ACHPA, FPCM, BAAN

Caroline Fife, PAD, CPH

Rikki Mangrorny, WIS

Fugene Nucdo, FhD

Ashish Triveds; PharmD

Thomas Von Sternbarg, MD

MAP Medicaid Adult Task
Force

CHAIR IVOTING)

Harold Pincus, MD

DRGANIZATIONAL MEMBERS

{YOTING)

Mational Bural Health fesodation’
Diarid Calenus 0

Centene Civporation

Bary KayJones, MPH, BaN, BN, CPHEG
Hevierican Association of Murse
Practitioners )

Sus Kendiz IO, WHNP-BC, FBANP
Assocation for Community Affiliated
Heslth Plans

Debiarah Kilstein, RN, MBA, JO0
National Association of Medicaid
Directors

Rachel La Croby, Phi, PP

Areriean Acadery of Family
Physicians

Resane Csborredasking WD, MBS,

FHRAFP

Consortium for Chirens with
Disabilities

Clarke Rows, DPA

Academy of Managed Care Pharmacy
flarisas Schiaifer, Rh, M5
FEDERAL GOVERNMENT
WMEMEERS

{NON-VOTING, EX OFFICIO)
Health Resourcss and Seiviess
Administration {HRSA]

Surna Nair M5 RD

Substance Abuse avd Mental Health
Services Administration{SAMUSAY
Liss Patton, PRD

Canters for Medicare & Medicaid
Serusces {(M5]
Blarsha Smith, MD

MAP Medicaid Child Task
Force

CHAIRS {VOTING}
Rlchard Antonelli; MD

ORGANIZATIONAL MEMBERS
(VOTING}
Arerican Academy of Pediatrics
Terey Adirl, DU MPH

Purses Assodatic
Gregory Craig, M5 MPA
Arerios’s Essential Hospitals
Kathryn Beattie; MD
American Avademy of Farnily
Phiysiclans
Roanne Osborne-Saskin MD, MBE,

FAREP

Assdciation for Comwnunity Affilated
Plans

teborah Kisteln, RN, MBA, JO

Astig

Amiy Richardson, MO, MBS

Centene Corporation

Ay Foole-Yasgar, MD

Childrens Hospital Association
Andres Benin, MD

Natichal Asgociation of Medicaid
Dirsctors

Rachel La-Crofx, PhD

Mational Partnership for Widmen and
Familiss

Carol Saksla, PRE, MSPH
Patient-Lenterad Privnary Care
Collabarative

Ann Grainer, MUP

INDIVIDUAL SUBIECT MATTER

EXPERT MEMBERS [VOTING}
Kirny Elfiot, PhD, CPHQ

EEDERAL GOVERNMENT
MEMBERS

{NON-VOTING, EX OFFICIO)
Agency for Healtheare Research and
Quiality

Harils Mistry, PhD, MPH

Canters for Medicare & Medicaid
Servites

Marsha Smith, 84D, MPH, FA4P
Hualth Resources and Services
Administration

Suma Nair, MS, RD
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Appendix G; Federal Public Reporting and Performance-Based Payment Programs
Considered by MAP

O N

@

Ambutatory Surgical Center Quality Reporting (ASCQR) Pragram

End-Stage Renal Disease Guality improvement Program {ESRD QIF}

Home Health Quality Reporting Program®

Hospice Quality Reporting Program

Hospital Acquired Condition {HAC) Reduction Program {HACRP)

Hospital inpatient Quality Reporting {IQR} Program and Medicare and Medicald Promoting
Interoperability Program

Hospital Dutpatisnt Quality Reporting {OQR) Pragram

Hospital Beadmission Reduction Program {HRRP}

Hospital Value-Based Purchasing (VBP} Pragram

10. Inpatient Psychiatric Facility Quality Reporting {IPFQR] Program

. Inpatient Rehabilitation Facility Quality Reporting Program

12 mng-“rerm Care Hospital Quality Reparting Program
18 Medicare Shared Savings Program
14 Merit-based Incentive Payment System

. Prospective Payment System [PPSI-Exempt Cancer Hospital duais’wﬁemrtmg {PCHQR)

16 Skilled Nursing Facility Quality Reporting Program

. Skilfed Nursing Facility Velue-Based Purchasing Program
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Appendix H: Medicare Measure Gaps ldentified by NOF's Measure Applications

Partnership

During ity 2017-2018 deliberations, MAF identified the following measure gaps—where high-value
measures are too few or honexistent to dove improvement—for Medicare programs for hospitals and
haspital settings, post-acute care/iong-term care settings, and clivicians,

End-Stags Renal Disease Cluality Incentive
Program (ESRD QIP)

Assessment of guality of pediatric dialvsis ‘
Management of comorbid conditions {e g, congestive heart
failure, diabetes, and hypertension)

- PPS-Exempt Cancer Hospital Quality
Reporting (PCHOR) Program

Measures that assass safety svents broadly {Le. a measire of
global harm)
Patisnt-reported vutcomes

Ambulatory Surgery Centar Qualing

e Comparlsons of surgical qualityacross sites of care
- Reporting [ASCOR) Program » pfections ard complications
+ Patlentahd family engagemant
w: - Efficlency migasures, Including appropriate pre-operative testing
Inpatient Psychiatric Facility Quality Madicalcomorbidities
Reporting Program {(IPFOR Program} & CQuality of paychiatric care provided in the emargency
departrment for patierits notadmitted 1o the hospital
Discharge planning
Condition-specific resdmission measures
Hospital Outpatient Quality Reporting [OOR s Communication and care coordingtion
Program = Falls )
s Accuratedisgnosis
Hospital Ingatient Quality Reporting {{GR} Patienitreported ottocimes
Program and Medicara and Medicaid ‘Dernentis
Promoting Interoperabillty Program
Haspital Readmissions Reduction Program «  Nornediscussed
{HRRP}
Hospital Value-Based Purchasing Program * - None'discussed
(VEPY
Hospital-Acguired Condition Reduction Adverss drug svents
Program {HACRP) Surgical site infections in additionsl locations
Merit-Based inceritive Paymant System = Composite measures to address multiple aspects of care quality
{MIPS) ® Outcarne measuves )
& Measures that allow s broad range of dinigians to reportdata
Medicare Shared Savings Program » Composite measures to sddress muitipls aspects of care quality
inpatlent Rehabilitation Fadlity Quality & Transfer of patlent information
Reporting Program {IRF QRP} & - Appropriate clinical use of opioids
# - Refinements to current infection measures

1
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Long-Term Carg Hagpital Quality Reporting
Program (LTCHORPY

Mantal and behaviors! he

Skilled Nursing F@Eiiw Chiality Reporting
Program (SNF ORP)

Bidirectional measures

Efficacy of transfers from soute care hospitals to SNFs
Appropriatenass of trarsfers

Patignt and carsglver wansfer experience

Detailed advance dirsctives

Skitled Nursing Facility Vaiﬁe-&aséﬁ
Purchasing Program {(SNF VBP}

None discussed

Home Health Quality Reporting Pragrarm
{HH ORP}

&

RMeasures that address social determdnants of health
New measures to addrees stabliization of activites of daily
fiving

Hosplee Quality Reporting Program {(HORP)

L3RR B T I SRE R )

Meadication managsment at the end of life
Prowision of beregvement services
Effective service delivery to caregivers
Safety

Functional status:

Syrnptow management, indluding pain
Payehological, social and spiritual neads
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Appendix I: Medicaid Measure Gaps Identified by NOF's Medicaid Workgroups

1. Key Gap Areas in the Adult ‘C‘ﬁm Set

Béhavimrat Healih and Integration with primary
Care

{ntegration of substance Use disarders with mantal
Health |

Assessing and Mdms&ing of Social Determinanits of
Health

Disparities and equity focused maasuresin
conjunction with sacial determinants of health

Maternal and Reproductive Health

Interconeeption caré ta addrass risk factors
Poor birth cutcomess {e.g. prématurs birth)
Postpartiim complications

Support with breastfesding after hospitalization
Interpregnancy interval

Planning and Transition to Well Woman Care

Minimize low value care

Long-Term Support and Services

Horme it community-Hased services

§§§¢Eem§r

Inappropriate emergency department utilization

Beneficiary- Reported Outoomes

Health-related quality of ife
Parcaption of carg

Accass to Primary, Specialty, and Bebavioral
Healtheare

Advess to care by a behavioral health professional

Newor Chronic Opiate Use {45 days)

Polypharmacy

Wenkforoe/Access

Treatment Outcomes Tor Behavioral health
Conditions and Substance Use Disorders

Care Coordination

2. Key Gap Areas in the Chil

Core Set

Behavioral Health Domalns

Sereening abuse and reglect {part of primary care ag
wgll)

Substance abuse

Mental health (including primary care integration}
Care coordinationfintegration

Pyublic Health Domalns

Behavioral health

Soclal determinants of healthy adverse childhood
guperienios:

Matarnity care {including experience of care and
bresstfeading)

Cost {including finance reform for behavioral healthy
Duration of child health insurance coverage over 12
months

Care coordination
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Appendix J: Measure Gaps ldentified by NOF Measure Portfolio

I 2018, NQF s standing cafmmittees identified the following measure gaps—where high-value measures
are too few or nomexistent to drive improverment—across toplc areas for which measures were
reviewed forendorsement. Sublect areas marked as 2017 are subjects that did not identify niew
measure gaps in 2018, or endorse new measures that alleviated existing gaps,

All-Cause Admissions and Readmissions
Mo identified measure gaps

Behavioral Health-and Substance Use {2017)

»  Qutcome measures for psychotic d%so&ders, including schizophrenia
Overprescriptiorrof opiates
Setting-specific measures {.g., jails)
Proximal Dutcorie measires
Weasures that focus on substance use disorders in the primary care setting
Comiposite measures that incorparate myriad mental ilinesses (e, bipolar disorder,
depression, and schizoghrenia) rather thar separate screenihg measures foreach iliness
Patientreported oultome measures ;
Measures that encortipass mulliple settings to better assist inthe push towards integrated
behavioral health and physical health
Measures that examine the periad of time between soréening and remission
Measures that address sccess to behavioral health facilities, ov lack thereof
Measures that focus notonly ontreatmentand prevention but alsoon recovery

Caneer {2017}
* Prostate-and thoracic cancer measures that range from screening to adxraaceszi disease
« Oral chemotherapy compliance measurss
‘& Outeomeé measures inchiding fisk-adjusted m@rbidiw and mortality messures

Cardiovascular
+ Patiertreported outcomes.

L AR ST A

-

& Patlentcentidc composite meastres

Cost and Efficiency {2017; new langusge to describe existing identified measure gaps)

s Total percapitacost for Medicare patients )

# Megsures Tocused on costs in post-acute care settings including homie health, skifled nursing
facilities and long-term scute vare

» Episode-based measures that focus on the care acute conditions ir settings such as the
emergency department, primary and urgent care

* Episode-based measures focused on highscost chronic conditions and ca;mzre acyte
exacetbations and evénts, including diabetes, cerebral vascular disease, coronary artery disease,
chronic ohstructive pulmonary disease, and dementia

Geriatric and Pailiative Care {2017}
* Screening for depression, anxiety, ete.
* Access tonutritional support
+  Use of decisional ronflict scale
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& % % % A % & K % B B ¥ 5 & % % B %

Oying in preferred site of death

Provider Orders for Life-Sustaining Treatment (POLST) form completion according to patient
values

Assessing family/earegivers for risk {e.g, depression; complicated bereaveniant, ste}
Preservation of functional status

Total pain {incliding spivitual pain}

Psychosocial health

Unmet need {g.g., through integrated Palliative Care Outcome Scale (IPOS) instrument)
Cyality of life

Goal-concardance

Shared decision making

Comfortwith decisions that are made {e.g; less decisional conflict}

Patient/family engagement

Values conversation that elicits goals of care

Good communication (€., prognosis, health literacy, clarity of goals for all partiss)
Unwanted care/care that is not goal-contordant

SympmmétoIOEV due to tse of excess/poor value medications/ Interventions

Unirriet psychiosocial and spivitual need

Medication reconciliation

Safe medication use and disposal ;

Fesding tube placement in dermentia patients

Discontiviuation of avallable interventions In terminal patients (e.g., statin, aspirin,
multivitaming, miemory drugs, 1CDs, CPR, chamo i last 2 weeks)

Caregiver support

Caregiver stress
Good communication {early, open/shared)

Patient Experience and Function

+ Measures that focus on patient stabilization when improvement is not the goal of treatment

& Measures directly related to patient goals versus treatment goals
Patient Safety (2017} )

# Interoperability of health information technology

«  Transitions in care

& Safetyinambulatory surgical centers

& Measturement focused onepisades of care across and within settings

& Outcome messures related to medical errors and complications

& Greater focusion ambulatory, outpatient, and post-acute care

e Assessment of workforce performance

& Patient-reported outcomes

Perinatal and Women's Health

-
*
*

Overuse, underuse; including physiologic childbirth

Woman-reported experience and outcomes of care

Clinician and health plar levels toalign with facllity measures

75



Federal Register/Vol. 84, No. 123/ Wednesday, June 26, 2019/ Notices

30207

Prevention and Population Health {2017; the project was reconfigured from Health and Wellbeing in 2017}

#*

L I

WMeasures that detect differences inquality across Institutions orin relation to certain
benchimarks, but also differences inguality among populations or social groups.
Measures that assess access to care

Measures that assess environmental factors

Measures that address food insecurity

Measures that address fanguage and Meracy {e.g., health literacy)

Measures that address sotial cohesion

Primary Care and Chronic lliness

®

* B % 5 W

= 5 % ¥ &

&

tschemic vascular disease evaluation and treatment

Chronic kidney disease evaluation and treatment {Stage 4 referrals, 88 anexample)
Wound care/Wound Statos measures

Nutrition/Malnutritions Measures {Screening, Assessiment; plan; discharge, ete}
Additional Functional Status Measures

Telehealth) Remote Fatient Monitoring Measures

Community Acguired Preumonia Measures including those related toappropriate use of rapid

disgnostic testing ta direct reatment and prevent antimicrabial resistance
Agute situsitis
imaging for sinusitis
Long-Term Complications of Diabetes
Depression measures
Counseling . .
o Actident prevention in children {helmets, seat belts}
o -Accident prevention in adults {seat belt use, distracted driving)
o Fall prevention in the elderly lexercise)
Quality af Life o

Rewal (2017)

*® % % B % & %

Surgery

*®
*®

e

Patient-reported outcornes

Patient experience of care and engagement

Care forcomorbid conditions

Palliative dialysis

Vascular Access

Young dialysis patients’ preparedness for transition from pediatric facilities to adult facilities
Rehabilitation of people who are working age

Harmorization and improverment of measuring bloodstream infections across dialysis and other
facilities

Padiatrics

Orthopedic sturgery, bariatric strgery, neurdsuresry, obstetrics, and kgynem(ogy
Measures that assess overall surgical guality, shared accountability, and patient focus
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[FR Doc. 2019-13626 Filed 6—25—19; 8:45 am]
BILLING CODE 4120-01-C

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

National Institutes of Health

National Center for Complementary &
Integrative Health; Notice of Closed
Meeting

Pursuant to section 10(d) of the
Federal Advisory Committee Act, as
amended, notice is hereby given of the
following meeting.

The meeting will be closed to the
public in accordance with the
provisions set forth in sections
552b(c)(4) and 552b(c)(6), Title 5 U.S.C.,
as amended. The grant applications and
the discussions could disclose
confidential trade secrets or commercial
property such as patentable material,
and personal information concerning
individuals associated with the grant
applications, the disclosure of which
would constitute a clearly unwarranted
invasion of personal privacy.

Name of Committee: National Center for
Complementary and Integrative Health
Special Emphasis Panel; Early Phase Clinical
Trials of Natural Products (R33 and R61/R33)
and Natural Products Phase II Clinical Trial
Cooperative Agreements (U01) (NP).

Date: July 25, 2019.

Time: 12:00 p.m. to 3:00 p.m.

Agenda: To review and evaluate grant
applications.

Place: National Institutes of Health, Two
Democracy Plaza, 6707 Democracy
Boulevard, Bethesda, MD 20892 (Virtual
Meeting).

Contact Person: Martina Schmidt, Ph.D.,
Chief, Office of Scientific Review, National
Center for Complementary & Integrative
Health, NIH, 6707 Democracy Blvd., Suite
401, Bethesda, MD 20892, 301-594—3456,
schmidma@mail.nih.gov.

(Catalogue of Federal Domestic Assistance
Program Nos. 93.213, Research and Training
in Complementary and Alternative Medicine,
National Institutes of Health, HHS)

Dated: June 20, 2019.
Ronald J. Livingston, Jr.,

Program Analyst, Office of Federal Advisory
Committee Policy.

[FR Doc. 2019-13540 Filed 6-25-19; 8:45 am]
BILLING CODE 4140-01-P

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

National Institutes of Health

Center for Scientific Review; Notice of
Closed Meetings

Pursuant to section 10(d) of the
Federal Advisory Committee Act, as

amended, notice is hereby given of the
following meetings.

The meetings will be closed to the
public in accordance with the
provisions set forth in sections
552b(c)(4) and 552b(c)(6), Title 5 U.S.C.,
as amended. The grant applications and
the discussions could disclose
confidential trade secrets or commercial
property such as patentable material,
and personal information concerning
individuals associated with the grant
applications, the disclosure of which
would constitute a clearly unwarranted
invasion of personal privacy.

Name of Committee: Center for Scientific
Review Special Emphasis Panel; Member
Conflict: Pain and Multisensory Integration
Processes.

Date: ]uly 23-24, 2019.

Time: 8:00 a.m. to 6:00 p.m.

Agenda: To review and evaluate grant
applications.

Place: National Institutes of Health, 6701
Rockledge Drive, Bethesda, MD 20892
(Virtual Meeting).

Contact Person: John Bishop, Ph.D.,
Scientific Review Officer, Center for
Scientific Review, National Institutes of
Health, 6701 Rockledge Drive, Room 5182,
MSC 7844, Bethesda, MD 20892, (301) 408—
9664, bishopj@csr.nih.gov.

Name of Committee: Center for Scientific
Review Special Emphasis Panel; Member
Conflict: Auditory and Memory Processes.

Date: July 23, 2019.

Time: 9:00 a.m. to 5:00 p.m.

Agenda: To review and evaluate grant
applications.

Place: National Institutes of Health, 6701
Rockledge Drive, Bethesda, MD 20892
(Virtual Meeting).

Contact Person: Kirk Thompson, Ph.D.,
Scientific Review Officer, Center for
Scientific Review, National Institutes of
Health, 6701 Rockledge Drive, Room 5184,
MSC 7844, Bethesda, MD 20892, 301-435—
1242, kgt@mail.nih.gov.

Name of Committee: Center for Scientific
Review Special Emphasis Panel; Member
Conflict: Eye Cell Biology.

Date: July 23, 2019.

Time: 10:00 a.m. to 1:30 p.m.

Agenda: To review and evaluate grant
applications.

Place: National Institutes of Health, 6701
Rockledge Drive, Bethesda, MD 20892
(Virtual Meeting).

Contact Person: Charles Selden, Ph.D.,
Scientific Review Officer, Center for
Scientific Review, National Institutes of
Health, 6701 Rockledge Drive, Room 5187,
MSC 7840, Bethesda, MD 20892, 301-451—
3388, seldens@mail.nih.gov.

Name of Committee: Center for Scientific
Review Special Emphasis Panel; Review of
U01 Collaborative Research Applications.

Date: July 23, 2019.

Time: 10:30 a.m. to 1:00 p.m.

Agenda: To review and evaluate grant
applications.

Place: National Institutes of Health, 6701
Rockledge Drive, Bethesda, MD 20892
(Virtual Meeting).

Contact Person: Raj K. Krishnaraju, Ph.D.,
Scientific Review Officer, Center for
Scientific Review, National Institutes of
Health, 6701 Rockledge Drive, Room 6190,
Bethesda, MD 20892, 301-435-1047,
kkrishna@csr.nih.gov.

Name of Committee: Center for Scientific
Review Special Emphasis Panel; Member
Conflict: Endocrine and Reproductive
Biology.

Date: July 23, 2019.

Time: 11:00 a.m. to 5:00 p.m.

Agenda: To review and evaluate grant
applications.

Place: National Institutes of Health, 6701
Rockledge Drive, Bethesda, MD 20892
(Virtual Meeting).

Contact Person: Raul Rojas, Ph.D.,
Scientific Review Officer, Center for
Scientific Review, National Institutes of
Health, 6701 Rockledge Drive, Room 6185,
Bethesda, MD 20892, (301) 451-6319, rojasr@
mail.nih.gov.

Name of Committee: Center for Scientific
Review Special Emphasis Panel; Member
Conflict: Child Psychopathology.

Date: July 23, 2019.

Time: 1:00 p.m. to 4:30 p.m.

Agenda: To review and evaluate grant
applications.

Place: National Institutes of Health, 6701
Rockledge Drive, Bethesda, MD 20892
(Telephone Conference Call).

Contact Person: Jane A. Doussard-
Roosevelt, Ph.D., Scientific Review Officer,
Center for Scientific Review, National
Institutes of Health, 6701 Rockledge Drive,
Room 3184, MSC 7848, Bethesda, MD 20892,
(301) 435-4445, doussarj@csr.nih.gov.

Name of Committee: Center for Scientific
Review Special Emphasis Panel; PAR16-275:
Adverse Drug Reaction Research.

Date: July 23, 2019.

Time: 3:00 p.m. to 6:00 p.m.

Agenda: To review and evaluate grant
applications.

Place: National Institutes of Health, 6701
Rockledge Drive, Bethesda, MD 20892
(Virtual Meeting).

Contact Person: Alexander D. Politis,
Ph.D., Scientific Review Officer, Center for
Scientific Review, National Institutes of
Health, 6701 Rockledge Drive, Room 3210,
MSC 7808, Bethesda, MD 20892, (301) 435—
1150, politisa@csr.nih.gov.

Name of Committee: Center for Scientific
Review Special Emphasis Panel; PAR 17—
094: NIGMS Maximizing Investigators’
Research Award (R35).

Date: July 24, 2019.

Time: 8:00 a.m. to 8:00 p.m.

Agenda: To review and evaluate grant
applications.

Place: Residence Inn Bethesda, 7335
Wisconsin Avenue, Bethesda, MD 20814.

Contact Person: William A. Greenberg,
Ph.D., Scientific Review Officer, Center for
Scientific Review, National Institutes of
Health, 6701 Rockledge Drive, Room 4168,
MSC 7806, Bethesda, MD 20892, (301) 435—
1726, greenbergwa@csr.nih.gov.

Name of Committee: Center for Scientific
Review Special Emphasis Panel; Member
Conflict: Brain Injury and Chronic
Neurodegeneration.
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