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ANNUAL BURDEN ESTIMATES—Continued

Number of
Number of
respondents rerzpsoré?%seﬁter bﬁéeerr?geer Total Annual
Instrument (total over (to?al over responge burden burden
request inh (in hours) (in hours)
period) request (in hours)
period)
Guide for Implementation Study for Referral Provider Adminis-

Trators o 2 1 1.00 2.00 1
Guide for Implementation Study with PCWA FUP Management

(SECONA) ... 2 1 1.00 2.00 1
Guide for Implementation Study for PHA FUP Management ..... 2 1 1.00 2.00 1
Guide for Implementation Study Focus Groups with PHA Front-

i@ WOIKEIS ... 6 1 1.50 9.00 3
Guide for Implementation Study for Parents (Second, Third) ..... 72 1 1.50 108 36
Guide for Implementation Study Focus Groups with Frontline

WOTKEIS ..ottt 180 1 1.50 270 90
Guide for Implementation Study for PCWA FUP Management

QLI ) PSR 6 1 1.00 6.00 2
Guide for Implementation Study for Service Provider Manage-

MENT L. 5 1 1.00 5.00 2
Housing Status FOrM ........cooiiiiiinic e 185 31 0.04 230 77
Referral FOrM ....oooi i 60 10 0.17 102 34
Randomization TOOI ........ccccoeiiiiiiiiii e 3 200 0.02 12 4
Housing Assistance Questionnaire ............ccccevveeveenieeneeneeeeen, 120 0.09 33 11
Ongoing Services QUESIONNAIIE .........cccceevireeniereeieneeeneeene 120 0.09 33
DashbDOArd .........cooiiiiiiiiieie s 12 27 0.17 56 19
Administrative Data List ..........cccoociiiiiiiiie 18 5.00 180 60

Estimated Total Annual Burden
Hours: 355.
Authority: 42 U.S.C. 676.

Mary B. Jones,

ACF/OPRE Certifying Officer.

[FR Doc. 2021-18438 Filed 8—-26-21; 8:45 am]
BILLING CODE 4184-25-P

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

[CMS-3402-N]

Secretarial Review and Publication of
the 2020 Annual Report to Congress
and the Secretary Submitted by the
Consensus-Based Entity Regarding
Performance Measurement

AGENCY: Office of the Secretary, 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 2020 Annual Activities
Report to Congress and the Secretary
submitted by the consensus-based entity
(CBE) under a contract with the
Secretary as mandated by the Social
Security Act (the Act). The Secretary
has reviewed and determined that the
National Quality Forum’s 2020 Annual
Report satisfied all requirements
mandated in statute, 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 Act.
This notice fulfills the statutory
requirements.

FOR FURTHER INFORMATION CONTACT:
LaWanda Burwell, (410) 294—2056.

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 measurement 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
of HHS (the Secretary) to contract with
a consensus based entity (CBE) to
perform multiple duties 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. The Secretary extends his
appreciation to the CBE in their
partnership for the fulfillment of these
statutory requirements.

In January 2009, a competitive
contract was awarded by HHS to the
National Quality Forum (NQF) to fulfill
requirements of section 1890 of the Act.

A second, multi-year contract was
awarded again to NQF after an open
competition in 2012. A third, multi-
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 must 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. In
addition, 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 furnished by
multiple providers or practitioners
across multiple 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,
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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.

Convening Multi-Stakeholder Groups.
The GBE must convene multi-
stakeholder groups to provide input on:
(1) The selection of certain categories of
quality and efficiency measures, from
among such measures that have been
endorsed by the entity and from among
such measures that have not been
considered for endorsement by such
entity but are used or proposed to be
used by the Secretary for the collection
or reporting of quality and efficiency
measures; and (2) national priorities for
improvement in population health and
in the delivery of health care services
for consideration under the national
strategy. The CBE provides input on
measures for use in certain specific
Medicare programs, for use in programs
that report performance information to
the public, and for use in health care
programs that are not included under
the Act. The multi-stakeholder groups
provide input on quality and efficiency
measures for various federal health care
quality reporting and quality
improvement programs including those
that address certain Medicare services
provided through hospices, ambulatory
surgical centers, 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 the Congress and the Secretary an
annual report. The report is to 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;

¢ 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;

o 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
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 CBE’s annual report
to the Congress include the following:
(1) An itemization of financial
information for the previous fiscal year
ending September 30th, 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 of the entity as they relate to
the 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 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 it has been received.

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 2020 activities to the
Congress and the Secretary on March 1,
2020. The Secretary’s Comments on this
report are presented in section II. of this
notice, and the National Quality Forum
2020 Activities Report to the Congress
and the Secretary 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 2020
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. Access to care,
quality, and health outcomes took on a
new urgency in 2020 as the COVID-19
Public Health Emergency (PHE)
emerged, surged, and persisted across
the United States. As the COVID-19
PHE endured, The Centers for Medicare
and Medicaid Services (CMS)
coordinated with NQF to ensure that
measure endorsement and maintenance
reviews did not stand in the way of
frontline clinicians’ life-saving efforts.
Measure review meetings originally
scheduled for spring and summer of
2020 were re-convened later in the year
and all meetings became virtual. These
changes aimed at freeing up the
schedules of frontline clinicians on the
Standing Committees so that they could
prioritize for the COVID-19 PHE. The
dedication of the NQF Standing
Committees and agility of NQF’s staff
played a crucial role in maintaining a
strong portfolio of endorsed measures
for use across varied providers, settings
of care, and health conditions. NQF
reports that in 2020, it updated its
measure portfolio by reviewing 84
measures and endorsing 65. Endorsed
measures address a wide range of health
care topics relevant to HHS programs,
including: person- and family-centered
care; care coordination; palliative and
end-of-life care; cardiovascular care;
behavioral health; pulmonary/critical
care; perinatal care; cancer treatment;
patient safety; and cost and resource
use.

In addition to maintaining measures
endorsement, NQF worked to remove
measures from the portfolio for a variety
of reasons (for example, measures no
longer meeting endorsement criteria;
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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). 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 the HHS
initiatives, such as the Meaningful
Measures Framework at 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.

Throughout 2020, NQF continued the
important work of building consensus
from stakeholders on strategies to
leverage quality measurement to
improve health outcomes. The COVID—
19 PHE has glaringly exposed and
exacerbated pre-existing health care
disparities.! 2 Social determinants of
health (SDoH) are crucial factors in
health outcomes, and significant health

1Zelner, J., R. Trangucci, and R. Naraharisetti, et
al (November 21, 2020). Racial Disparities in
Coronavirus Disease 2019 (COVID-19) Mortality are
Driven by Unequal Infection Risks. Clinical
Infectious diseases, claal723. https://doi.org/
10.1093/cid/ciaa1723

2QOrtiz, N., and D. Flamini (May 1, 2020) Does
COVID-19 discriminate? Experts Discuss
Pandemic’s Effect on Minority Groups. (https://
www.nbcmiami.com/news/local/does-covid-19-
discriminate-experts-discuss-pandemics-effect-on-
minority-groups/2227096/, accessed 2/24/2021).

disparities persist. The COVID-19 PHE
has further illustrated longstanding
health inequities with higher rates of
infection, hospitalizations, and
mortality among black, Latino, and
Indigenous and Native American
persons relative to white persons.
Equity is not a new challenge, but
despite past efforts, disenfranchised
groups continue to experience worse
health outcomes. Providing the highest
quality of care is only possible, if we
deliver equitable care.

CMS strives to understand and
address repercussions of the COVID-19
PHE on disparities. CMS has continued
to leverage its partnership with NQF,
recognizing NQF’s unique role as a CBE
and its experience developing multi-
stakeholder consensus. In 2020, CMS
funded a project that focuses on quality
measures for assessing the impact of
telehealth on rural health care system
readiness and disaster-related health
outcomes. Another new project focuses
on best practices for functional and
social risk adjustment, including
potential data sources other than those
currently used by developers. CMS also
funded a new project on quality
measures that could encourage
collaboration between the health care
and non-health care sectors, like social
work, public safety, and criminal justice
to combat polysubstance use among
opioid users with behavioral health
conditions.

NQF also continued to carry out
several CMS-funded projects awarded
before 2020 for which health equity is

front and center (for example, the
Maternal Morbidity and Mortality
project and the Social Risk Trial to
galvanize stakeholders’ efforts to reduce
disparities by closing the performance
gap.

Facilitating health equity across
settings and payers is just some of many
areas in which NQF partners with HHS
to enhance and protect the health and
well-being of all Americans. Meaningful
quality measurement is essential to the
success of value-based purchasing, 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 unleash
innovation for quality measurement as a
key component to value-based
transformation. We look forward to
continued 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.).

Dated: August 23, 2021.
Xavier Becerra,

Secretary, Department of Health and Human
Services.

BILLING CODE 4150-28-P
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I, Executive Summary
The National Quality Forum {NQF) is a not-for-profit, non-partisan, membership-based organization that
works together with healthcare stakeholders as a catalyst to drive measurable health improvements. A
collaborative approach driven by science, these experts provide a balanced perspective toadvancing
guality measurement and improvement strategies that help the nation achieve better and affordable
care, while improving the overall health of Americans.

The Social Security Act—specifically section 1850(b}{5)}{A)—mandates that the entity {in this:case, NQF}
report to Congress and the Secretary of the Department of Health and Human Services {(HHS) highlights
work performed in 2020 under contract with HHS. This-annual report summarizes the following five
areas:

Recommendations on the National Quality Strategy and Priorities

Quality and Efficiency Measurement Initiatives {Performance Measures})

Stakeholder Recormmendations on Quality and Efficiency Measures and National Priorities
Gaps in Endorsed Quality and Efficiency Measures

Gaps in Evidence and Targeted Research Needs

L 2N S B B

Recommendations on the National Quality Strategy and Priorities

The National Quality Strategy {NQS), first published in 2011, was established as a coordinated approach
for quality improvement in healthcare. This strategy focused on thrée aims to improve health and the
quality of healthcare targeting local, state, and national efforts. With NQS as a foundation, the Centers
for Medicare & Medicaid Services {CMS) established the Meaningful Measures framework that identifies
specific priorities addressing core topics that'are critical to providing high quality care and improving
individual outcomes: NQF and CMS continue to work together to ensure that NOF’'s work aligns with this
framework to assess core issues that are most vital to high quality care and better patient outcomes.

NQF is committed to addressing national health priorities and collaborating with important stakeholders
to drive better outcomes. This year, the COVID-19 pandemic has highlighted both the strengths and
weaknesses in America’s healthcare delivery system. CMS.and NOF recognized and worked to address
some immediate challenges that came to light during the pandemic. To ald In this effort, NQF recaived
funding for a series of projects that would help to tackle some of the challenges the healthcare
community has faced since the onset of this pandemic.

Quality and Efficiency Measurement Initiatives (Performance Measures)

NOQF is committed to driving the use of best-in-class quality measures for use in federal and private
improvement programs (including statutorily mandated Medicare programs, such as the Quality
Payment Program, Hospital Value-Based Purchasing (VBP) Program, and other reporting initiatives
across various care settings). Through a consensus-based approach, measures undergo careful
evaluation through a set of rigorous criteria to ensure that they'address aspects of care that are
important and feasible to- measure, provide consistent and credible information, and can be used for
quality improvement and decision making. This year, NQF eéndorsed 84 measures across a variety of
clinical and cross-cutting topic areas.

Performance measures also rely on evidence-based research and scientific methodology to ensure
highly reliable and valid outcomes that represent and affect patient care. To that end, with funding from
HHS,; NQF undertook new work to provide technical guidance to measure developers on complex
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methodological issues. Best Practices for Developing and Testing Risk Adjustment Models focused on the
importance of exploring and appropriately adjusting or stratifying for social and functional risk factors'so
that providers can be accurately assessed and not inappropriately penalized financially just because
their patient populations are sicker or have special healthcare needs. NQF also continued its efforts with
the Social Risk Trial by working with its Scientific Methods Panel {SMP) to review social risk adjustment
approaches for outcome measures submitted for endorsement or re-endorsement, The SMP-and NOF's
Disparities Committee also examined the technical issues that remained inconclusive at the end of the
initial trial to finalize recommendations for the government on social risk adjustment.

Stakeholder Recommendations on Quality and Efficiency Measures and National Priorities

Measure alighment across the public and private sector is vital to reducing burden for providers and
clinicians and allows for quality comparisons across providers and programs. NQOF recommends the best-
in-class quality measures for use in federal and private improvement programs. This effort for measure
alignment continued during 2020, Specific projects include the Core Quality Measures Collaborative
{CQMC) and the Measures Application Partnership (MAP).

The COMC is a membership-driven initiative with funding provided by CMS and America’s Health
Insurance Plans (AHIP). Over70 organizations are members of the COMC, including CMS, health
insurance providers, primary care and specialty societies, and consumer and employer groups. This
group is working to reduce measurement burden by facilitating cross-payer measure alignment through
the developmentand adoption of core measure sets 1o assess the quality of US healthcare.

The Measure Applications Partnership {MAP), convened by NQF since its Inception in 2011, provides:
guidance on the use of performance measures in federal healthcare quality programs. These
recommendations are made by MAP through its pre-rulemaking process, which enables a
multistakeholder dialogue, with both the public and private sectors, to:assess measurement priorities
forthese programs. MAP reviews measures that CMS is considering for implementation and provides
guidance on thelr acceptability and value to stakeholders. This review focuses on the selection of high
guality measures that optimally address health system improvement priorities, fill critical measurement
gaps, and increase alignment.

Gaps in Endorsed Quality and Efficiency Measures

Multistakeholder committees continue to discuss and identify gaps that exist In current measure
portfolios and the impact on quality of care. In addition to its role of recommending measures for
potential inclusion into federal programs; MAP-also provides guidance on identified measurement gaps
at the individual federal program level. MAP specifically addressed the high-priority domains CMS
identified in each of the federal programs for future measure consideration.

Gaps in Evidence and Targeted Research Needs

NQF's foundational frameworks identify-and address measurement gaps In Important healthcare areas,
underpin future efforts to improve quality through metrics, and ensure safer, patient-centered, and
cost-effective care that reflects current science and evidence: In 2020, NOF undertook several projects
to create strategic approaches, or frameworks, to measure quality In areas critical to improving health
and healthcare for the nation but for which quality measures are too few; underdeveloped, or
nionexistent, Efforts included measurement frameworks for maternal morbidity and mortality, person-
centered planning and practice, measure feedback [oop; patient-reported outcomes {PROs); electronic
heaith record {EHR) data qguality, common formats for patient safety, and reducing diagnosticerror. In
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addition, NQF initiated work on five new strategic measurement frameworks addressing-attribution,
rural health, oploids and behavioral health, EHR-sourced measiires for care coordination, and patient-
reported outcome performance measures (PRO-PMs).

Taken together, NQF's quality work continuesto be foundational to efforts to achieve a cost-efficient,
high quality, and value-based healthcare system that ensures the best care for Americans-and the best
use of the nation’s healthcare dollars. The deliverables NQF produced under contract with HHS in 2020
are referenced throughout this report,.and a full list is included in- Appendix A,

. NQFFunding and Operations
In 2018, the Bipartisan Budget Act amended the requirements of this annual report to include, in
addition to the previous requirements set forth, new contract, financial, and operational information
related to the Consensus-Based Entity {CBE). Section 1890(b)(5)(A} of the Social Security Actis amended
by adding the following financial and operations information in the Annual Report to Congress and the
Secretary —
« anitemization of financial information for the fiscal védr ending September 30 of the preceding
year, including:
o Annudl revenues of the entity (including any government funding, private sector
contributions, grants, membership revenues, and investment revenue)
o Annual expenses of the entity (including grants paid, benefits paid, salaries and other
compensation, fundraising expenses, and overhead costs); and
¢ abreakdown of the amount awarded per-contracted task order and the specific projects
funded in-each task order assigned to the entity
s Any updates or modifications of internal policies and procedures of the entity as they relate to
the duties of the entity under this section, including (i) specifically identifying any modifications
to the disclosure of interest and conflicts of Interests for committees, work groups, task forces,
and advisory panels of the entity; and {ii} information on external stakeholder participation in
the duties of the entity under this section {including complete rosters for all committees, work
groups, task forces, and advisory panels funded through government contracts, descriptions of
relevant interests-and any conflicts of interests formembers of all committees, work groups, task
forces and advisory panels, and total percentage by health care sector of all convened
commiittees; work groups; task forces, and advisory panels.

NQOF’s revenues for FY 2020 were $21,881,093 million, including federal funds authorized under SSA
1890{d)}, private-sector contributions; membership revenue, and investment revenue. NQF's expenses
for FY 2020 were $19,286,448 million. These expenses include grants and benefits paid, salaries and
other compensations, fundraising expenses, and overhead costs.

A complete breakdown of the amount awarded per contract is available in Appendix A, Additionally,
NQF continues to Institute its conflict of interest process. All multistakeholder groups (committee,
workgroups, task force, and advisory panels} must disclose any potential bias or conflicts of interest
prior to being appointed. In 2020, NOF has made no updates or modifications to its disclosure of interest
and conflict of interest policies. Rosters of committees and workgroups funded under the CBE contract
are avallable In: Appendix B.
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. Recommendations on the National Quality Strategy and Priorities
Section 1890(b){1) of the Social Security Act (the Act) mandates that the CBE shall synthesize evidence
and convene key stakeholders to moke recommendations.. . . onan.integrated national strategy and
priorities for health care performance measurement in all applicable settings. In making such
recommendations, the CBE shall ensure that priority is given to medasures: (i) that address the health care
provided to patients with prevalent, high-cost chronic diseases; (i} with the greatest potential for
improving the quality, efficiency, and patient-centéredness of health care; and (i} that may be
implemented rapidly due to existing evidence, standards of care, or other reasons..In addition, the CBE]s
to “take.into account measures that: (i} may assist consumers and patients in making informed health
care decisions; (if] address health disparities across groups and areas; ond {ili} oddress the continuum of
care a pdtient receives, including services furnished by multiple health care providers or practitioners and
across multiple settings.” The CBE is required to describe this activity in this report pursuant to section
1890(b)(5)(A)(i)(I) of the Act.

The NQS, first published in 2011, was established as'a coordinated approach for quality improvement in
healthcare, This:strategy outlined three aims used to guide and assess local, state, and national efforts
to improve health and the quality of healthcare; six priorities focused on reducing harm, engaging
families, Improving coordination of care, and making quality care more affordable. Using NQSas a
foundation, CMS established a Meaningful Measures initiative, which identifies specific priorities
addressing core topics that are critical to providing high quality care and improving individual outcomes.
NQF aligned work and efforts 1h 2020 with the CMS Meaningful Measures framework; specifically the
meaningful measure areas of equity of care, prevention and treatment of oploid and substance use
disorder, patient’s experience of care, and transfer of health information.and interoperability. Several
NQF projects focused on targeting these areas and are referenced through four major themes- COVID-
19 and NQF Response, Patient-Directed Outcomes, Digital Measurement; and Aligning Quality
Measurement.

Impact of COVID-19 and NQF Response

NQF gathered data, through several multistakeholder discussions; on the impact of the COVID-19
pandemic as it relates to quality measurement and reporting. These findings highlighted the immediate
challenges facing active NQOF endorsement and maintenance activities. Committee members responding
to the COVID-19 pandemic {e.g., front-line clinicians) were faced with competing priorities, which
limited their ability to actively participate on commiittees: NQF member organizations began focusing
their resources to target the negative impact of the pandemic, while measure developers faced
challenging timelines with limited staff time and access to testing sites. To address these challenges
while balancing multiple stakeholders” needs and continuing this important work, NQF provided greater
flexibility for stakeholders active in the endorsement process. This included extending public
commenting periods and creating two timeline tracks for submitting measures to promote optimal
participation.

Additionally, NOF issued a statement encouraging end-users to work closely with measure developers
to think through optiral temporary adjustment strategies in order to preserve validity; reliability; and
risk adjustment appropriateness. To thaterd, NOF will niot review any temporary changes to measure
specifications in 2020 and Is committed to providing more guldance, if needed, as the situation evolves.
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Lastly, in 2020, NQF received funding for a series of projects that would help to tackle some of the
challenges the healthcare community has faced since the onset of this pandemic.

Best Practices for Developing and Testing Risk Adjustment Models

COVID-19 has disproportionally affected racial/ethnic minority groups and exacerbated existing
disparities confronting the medically underserved. Compared to Medicare-only beneficiaries {Centers
for Medicare & Medicaid Services, 2020}, dual-eligibles have a considerably higher number of
hospitalizations across racial, ethnic, and gender categories during the COVID-18 pandemic thus far. This
demonstrates that race, gender, and clinical factors may not fully explain-the difference in health
outcomes. The First Report from the Assistant Secretary for Planning and Evaluation (ASPE) to Congress
found that functional status is also an important indicator of poor outcomes but is not always included
in measture risk adjustment {US Department of Health & Human Services, 2020), This further
underscores the importance of exploring and appropriately adjusting or stratifying for all applicable
social and functional risk factors so that providers can be accurately assessed and not inappropriately
penalized financially just because their patient populations are sicker or have special healthcare needs.

COVID-19 has-also revealed opportunities to improve access to care for those socially disadvantaged.
Assessing risk factor interactions; such as:access to coronavirus testing and socloeconomic status, are
important considerations in the development of a standard social risk adjustment process. This newly
funded project will review current best practices for developing and testing risk adjustment models for
guality' measurement.

Addressing Opioid-Related Outcomes Amony Individuals With Co-occurring Behavioral Health Conditions

The ongoing opioid epidemic has been compounded by COVID-19 with research indicating increases in
opicid-associated morbidity and mortality {Williams, 2020}, People who have been battling addiction
have found themselves increasingly isclated and with fewer distractions from dependency behaviors
due to COVID-19 social restrictions, placing them at increased risk for recovery setbacks {Blum
Alexander B. et al,, 2014; Franks & Fiscella; 2002). COVID-19 has also resulted in decreased access to
treatment for opioid and other substance dependencies. With increasing use of telemedicing, clinicians
are challenged to ensure appropriate drug screening is conducted during routine appointments{Silva &
Kelly, 2020)

This newly funded project will develop an environmental scan to assess the current state of opioid-
related healthcare quality measurement, NQF will also convene a Committee to help identify gaps and
provide recommendations on the inclusion of measures in various federal programs and future measure
development efforts regarding challenges posed by opioid use in the United States {US}.

Attribution for Critical liness-and Injury

The COVID-19 pandemic has presented situations in' which opportunities for time-sensitive care are
often based on geography ratherthan health:system network affiliation. Localized emergencies and
natiohwide threats to public health require population-level responses, including timely diagnosis,
tracking; interventions, and coordination to achieve the best outcomes forall patients: A new approach
in measurement attribution is needed for quality measurement to reflect the reality and challenges of
improving health outcomes during emergencies.
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The ongoing pandemic has underscored the challenges of making accurate attribution of the patient’s
coronavirus infection-related health outcomes to providers, An individual who seeks coronavirus testing
or treatment may receive care from a stand-alone urgent care center, a neighborhood pharmacy, first
responders, emergency department {ED) clinicians or Intensive care units of more than one hospital, and
multiple nurses and specialists. Where patients can receive care Is contingent on factors such asthe ED’s
or hospital’s surge capacity, availability of ventilators, a patient’s means of transportation to testing
sites, and.avallability of coronavirus tests in the patient’s community or state of residence. Providers
involved in a patient’s care may not belong to the same network and may not be able to communicate
with-each other using interoperable EHRs about the Individual’s healthcare needs. As a result; primary
care providers, who usually assume the role of care ¢coordinator, may of may not be aware of thelr
patients” coronavirus-related ED visits or inpatient stays. These factors represent important examples of
why geographic or population-based measure attribution models are needed to support team-based,
coordinated emergency responses;

NOF will convene a multistakeholder Committee to make recommendations for developing
geographical/population-based attribution models applicable to the quality measurement of high-acuity
emergency care sensitive conditions {EC5Cs) resuiting from mass casualty incidents; such as the COVID-
19 pandemic, trauma resulting from mass shooting or bombing, natural disasters {e.g,, hurricanes,
wildfires, and earthquakes), and other public health emergencies.

Patient-Directed Outcomes

Patient and family engagement are increasingly acknowledged as key components-of a comprehensive
strategy, along with-performance improvement and accountability to-achieve a high quality, affordable
health system. Emerging evidence affirms that patients who are engaged in theircare tend to
experience better outcomes and choose less costly but effective interventions, such as physical therapy
for low back pain, after participating in a process of shared decision making.

NQF continues to strategically focus on including the patient perspective within the Consensus
Development Process {CDP) and during the review and evaluation of measures, in-addition to expanding
upon measurement for PROs, Highlighted below are two CMS-funded projects that emphasize efforts to
address patient outcomes.

Patient and Caregiver Engagement {PACE) Advisory Group

NQF:values the patient-and caregiver voice in the endorsement process, which resulted in the convening
of the Patient and Caregiver Engagement {PACE) Advisory Group to provide guidance on NQF's
initiatives to enhance patient and caregiver engagement oh NQF Standing Committees, such as
providing assistance with recruiting patients/caregivers during the CDP nominations cycle, developing a
patient/caregiver CDP orientation session; and developing a pilot mentorship program to support new
patients/caregivers on CDP Standing Committees, The PACE Advisory Group, composed of 15 patient
and caregiver representatives, provided input on strategies for recruiting patients and caregivers,
reducing barriers to patientand caregiver participation, and preparing patients and caregivers to
participate successfully in Committee discussions. To support new patients and caregivers on
Committees, NOF instituted a mentorship program for new patients and caregivers that was
implemented for the fall 2020 endorsement measure evaluation cycle. NOF also worked with Standing
Committee co-chairs to actively engage patients and caregivers in- meetings to provide their perspective,
enhancing Committee deliberations and supporting stakeholder diversity.
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Patient-Reported Qutcomes (PROs): Best Practices on Selection and Data Coliection

This'CMS funded project addressed the barriers faced in'the adoption of patient-reported outcomes
{PROs) and patient-reported outcome performance measures {PRO-PMs). The project reviewed five
commonly used PRO categories, then presented four best practices for PRO selection in clinical care.
Identified in'the report are ways to.engage patients In-a multistakeholder selection process as the voice
of patients, family members, and caregivers is critical to the PRO selection process. Also outlined inthe
report Is guidance to clinicians and organizations that can be used in addressing barriers in care
management and planning, barriers that-affect the selection:and implementation of PROs and PRO-PMs.
The final report reviews commonly used PRO categories and discusses best practices for PRO selection,

Building a Roadmap From Patient-Reported Outcome Measures to Patient-Reported Outcome-
Performance Measures

Commencing in late 2020, the project will convene a multistakeholder Technical Expert Panel (TEP) to
help identify attributes of high quality patient-reported outcome measures {PROMs) and to provide
guidance to measure developers on how to-develop digital PRO-PMs based on those PROMs through a
step-by-step roadmap. The TEP will include patient representatives who have lived experience with
chronic pain and functional limitations, two condition areas that have a significant number of existing;
validated PROMs.

EHR-Sourced Measures

NQF has identified the ability of EHR systems to connect and exchange data as:an important aspect of
quality healthcare. However, electronic clinical quality measures (eCQMs) and EHR data are not encugh
to-enable automated quality measurement. Currently, NOF has-endorsed nearly 540 healthcare
performance measures with only 34 of these being eCOMs. Although the number of endorsed eCOMs is
low, several measures it NOF's portfolio are quality measures that rely on data that come froman EHR,
which NQF refers to as EHR-sourced measures. As evolving technologies emerge, there will be a greater
need to promote the transformation of these EHR-sourced measures to digital health and support the
adoption of digital quality measures, or dOMs.

However, to better understand the potential of improving quality measuremant with the use of EHR
data for clinical guality measures, or CQMs, it is important to examine the current state of EHR data
quality, To that.end, CMS funded a new Initiative that focuses on the need to coordinate care using EHR-
sourced quality measurement.

Leveraging Electronic Health Record (EHR)-Sourced Medgsures to Improve Care Communication and
Coordination

Measuring care communication and coordination has been challenging because of the array of
approaches and interventions; difficulties in measuring specific activities and in generalizing program
success; and linking approaches to improved outcomes. This need for increased care communication
and coordination has been underscored by the challenges of social distancing and the number of
patients seeking telehealth services due to COVID-19. Care coordination is an effective tool to
streamline communication between each ¢linician, patient, and caregiver throughout the continiium of
care. In coordinated care, healthcare teams should strive to understand and implement a cohesive care
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plan in which goals-do not change as the patient moves from setting to setting {Williams, 2020) so that
they do hot expsrience duplicative testing and treatments that increase patient risks.

EHRs are primarily designed to support patient care and billing, but they also contain tools and specific
design features that aid in capturing data for secondary uses, such as care coordination. EHRs have the
potential to improve care coordination and how itis measured during the challenges of a pandemiic.

In 2020, NQF continued the implementation of an 18-month project {initiated in 2019) to identify the
causes, nature, and extent of EHR data guality issues; particularly as they relate to measure
development, endorsement, and implementation. This newly funded project will identify best practices
to leverage EHR-sourced measures to improve care.communication and coordination quality
measurement in an all-payer; cross-setting, and fully electronic manner.

V.. Quality and Efficiency Measurement Initiatives {Performance Measurement)
Section 1890(b}(2) and (3) of the Act requires the consensus-bosed entity (CBE) to endorse standardized
heaithcare performance measures. The endorsement process must consider whether measures are
evidence-based; reliable; valid: verifiable; refevant to enhanced heaith outcomes; actionable at the
caregiver level; feasible for collecting and reporting, responsive to variations in potient characteristics,
such ashealth status, language capabilities; race orethnicity, and income level; and consistent across
types of healthcare providers, including hospitals and physicians, in addition; the CBE must establish and
implement g process to ensure that meastres endorsed are updated {or retired if obsolete) as new
evidence is developed. The CBE is required to describe these duties in this report pursuant to section
1890(b)(S)ANI){ITI} of the Act:

Cross-Cutting Projects to Improve the Measurement Process

Performance measures rely on evidence-based research and scientific methodology to ensure highly
reliable and valid outcomes that represent and influence patient care. To that end, with funding from
HHS, NQF undertook new work to expand the science of quality measurement.

Risk Adjustment

The quality measurement enterprise seeks to link payment to quality of care, generally known as value-
based purchasing (VBP). For VBP to be successful, patients need accurate and reliable information. on
provider performance to make informed decisions. In addition, providers heed comprehensive, reliable,
and timely information to make quality care decisions that result in improved outcomes for patients
while being held accountable for those outcomes in a fair and comparable manner. To level the playing
field, risk adjustment methods have been applied to many measures, but not-all, and notina
standardized method across measures. As part of NQF s COVID-19 response, assessing risk factors
continues to be of high importance when considering social risk adjustment.

Risk-adjusting measures to account for differences In patient health status and clinical factors (e.g.,
comorbidities, severity of illness) that are present at the start of care have been widely accepted and
implemented (Blum Alexander B, et al., 2014; Franks & Fiscella, 2002). However; the increased use of
outcome and resource use measures in payment models and public reporting programs has raised
concerns regarding the adequacy and fairness of the risk adjustment methodologies used in these
measures, especially as it relates to functional status and social risk factors, such as income, education,
social support, neighborhood deprivation, and rurality {Bernheim et al,, 2016; Chatterjee & Werner,
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2019). Functional risk factors are important to-examine since they may mediate the relationship
between social risk, quality outcomes; and resotirce use. Measure developers have long expressed a
need for technical guidance on developing and testing social and/or clinical risk adjustment models for
endorsement and maintenance and the appropriateness of a standardized risk adjustment framework
{National Quality Forum, 2017). Mareover, risk-adjustment of functional status-related factors within
quality measurement is under-explored and underutilized for comparing: provider performance between
health cutcomes and resource use.

For this effort, NQF will build Upon several years of work on developing guidance for risk adjustment
model development, including NOF's Disparities Project and the Social Risk Trial. In late 2020, NQF
assembled a TEP to work toward consensus decisions that yielded a scholarly environmental scan report
regarding the current state of data sources used for risk-adjustment, functional or social risk factors
available for testing; and approaches to conceptual and statistical methods for risk adjustment. In 2021,
the TEP will use the resuits of the scan to develop technical guidance for measure developers that
includes-emerging good and best practices on when and how to adjust for functional and social risk
factors in measure development.

Social Risk Trial

In 2014, NQF published a report recommending that performance measures should account for factors
outside the provider's control, such as-a patient’s age, gender, comorbid conditions; and other social
determinants of health. Often; healthcare cutcomes are not solely the results of the quality of care
received but can be influenced by social risk factors. Beginning in 2015, NQF implemented the first
Social Risk Trial, a two-year effort between 2015 and 2017. During this period, NOF relaxed the policy
against social risk adjustment in reviewing outcome measures submitted for endorsement or re-
endorsement. Soon after the trial, NQF released a final réport In August 2017, reaffirming the
recommendation in their 2014 report that performance measures should be risk-adjusted forsocial risk
factors when conceptual reasons and empirical evidence demonstrate it is appropriate . Also;
stakeholders called for continuous efforts to examine some of the techhical issues that remained
inconclusive at the end of the first trial. In response to stakeholders” concerns; HHS has funded NQF to
implement the second Social Risk Trial, athree-year effort that began in May 2018 and will conclude in
May 2021,

As part of this funded work; NQF has continued working with the Disparities Standing Committee and
the work of the Social Risk Trial, bullding upon the lessons of the Initial NOF-funded Initiative. In 2020,
spring 2020 cycle submissions; review the risk models in use, and interpret results, The:graphic below
{Figure 1) provides a breakdown of the total measures reviewed, including the number of outcome
measures, those measures with a conceptual rationale for inclusion of social risk, and a'final number of
measures that used some form of risk adjustment,
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Figure 1, Breakdown of Total Number of Measures Reviewed
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The tonceptual rationale to: support the potential impact of social risk factors was established through
literature reviews, internal data analysis, or expert.group consensus. Seme of the social risk factors that
have been considered include race/ethnicity, payer, Agency for Healthcare Research and Quality
{AHRQ) Suciveconomic Status {SES) Index, education, employment status, zip code, rural/urban,
‘relativnship status; income; and language. Reasons cited for not adjusting included negligible impact of
SES adjustment, potential to mask poor performance and disparities in care, and relatively constant
distribution of patients with risk factors.

Since 2017, there have been 317 measures submitted; 125 of those used some formvof risk adjustment;
and 120 measures had a conceptual model outlining the impact of social risk, Most of the measures
submitted were process measures (45 percent), and the overall portfolic of measures included other
measure types, such as composite measures, efficiency, intermediate gutcome, cutcome, PRO-PM,
resource use, and structure measures.

The Disparities Standing Committee also began to identify clear recommendations for risk adjustment of
social factors for quality measurement. The final report Tor this project will explore the impact of social
risk factors on the results of measures and the appropriateness of including social risk factors in thee risk
adjustment models of measures submitted for endorsement review, if there is a conceptual basis and
empirical evidence to support doing so. In addition; this report is expected to advance the science of risk
adjustment and provide expert guidance to address the challenges and opportunities related to
including sacial risk factors in risk adjustment models. The final report for this project will be completed
inJuly 2021.

Current State of the NQF Measure Portfolio

NQF encourages measure developers to submit messures that can drive mesningful improvements in
care and fill known measure gaps that align with healthcare improvement priorities. NQF brings
together multistakeholder Commiittees to evaluate measures for endorsement twice a year, with
submission opportunities in.the spring and fall of each year. This frequent review process allows
measure developers to receive a timely review of their measures, in-addition to reducing Committee
downtime between review cycles.

NOF’s endorsed measure portfolic undergoes an evaluation for maintenance of endorsement
approximately every three years. The maintenance process ensures that NQF-endorsed measures
represent current clinical evidence, continue to have a meaningful opportunity toimprove, and have
been implemented without negative; unintended consequences. In:a maintenance review, NQF
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Committees review previously endorsed measures to determine if they still meet NQF criteria for
enidorsement. This maintenance review may result in removing endorsement for measures 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..

This year; NOF reviewed 84 measures, both new and maintenance measures, across a variety of dinical
and cross-cutting topic areas {see Figure 2).

Figure 2. Number of Measures Reviewed in the Fall 2019 and Spring 2020 Cycles

Fall 2019 Measure Cycle

_ 1 Kew Measures

24 Maintenance Measures

Spring 2020 Measure Cycle . §::ww e

T4 New Messuras

25 Maintenance Massures

The data highlights a decline in submitted measures compared to previous years (in 2019, there were
127 submitted measures) due in part to dircumstances surrounding the COVID-19 global pandemic,
However, the measurement community continues to voice the importance of the endorsement process.
Among those submitted, 38 percent were outcorne measures {Figure 3). Additionally, NGF did see a
slight uptake in eCQMs; receiving seven measures during the two cycles {in 2019, there were only five).

Figure 3. Measure Types Reviewed During the Fall 2019 and Spring 2020 Cycles

Measiire Type - Fall 2019/Spring 2020
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NOF's multistakeholder Committees, composed of stakeholders from across the healthcare landscape
{e.g., consumers, providers, patients, payers, and other experts), review both previously endorsed and
new measures submitted using NOF's measure evaluation criteria. All measures submitted for NOF
endorsement are evaluated against the following criteria;

* Importanceto Measure and Report

« Reliability and Validity—Scientific Acceptability of Measure Properties
»  Feasibility

e Usablility and Use

& Comparison to.Related or Competing Measures

Measure Endorsement and Maintenance Accomplishments

NQF’s measure portfolio includes measures from 14 clinical and cross-cutting topicareas. The following
paragraph highlights its importance andthe outputs from the endorsement process during the spring
and fall cycles.

All-Cause Admissions and Readmissions

Unplanned returns tothe hospital, Including visits to the ED, are costly; common; and potentially
avoidable {Auerbach et al,, 2016; Collins et al,, 2014}, Studies have shown that patients discharged from
the hospital have anincreased risk for being readmitted, and approximately a third of these
readmissions are preventable {van Walraven et al.; 2011). The Agency for Healthcare Research'and
Quality {AHRQ) found that roughly 3.3 million US readmissions in 2011 occurred within 30 days of
discharge and contributed to a total cost of $41.3 billion across all payers {Hines et al,, 2014).
Furthermore, studies have shown that patients discharged from an Inpatient hospitalization are at an
increased risk of an ED encounter (Hastings et al,, 2008). From.2006-2016, the annual number of ED
visits in the US increased by nearly 25 percent, representing an opportunity to improve care transitions
that avoid an unnecessary escalation of a patient’s condition {Rui et al,; 2016).

The review and evaluation of admissions and readmissions measures continue to be'a priority,
specifically the endorsement of hospital-wide and condition-specific measures {e.g,, renal,
cardiovascular, and surgery) for various care settings, Including hospitals, home health, skilled nursing
facilities, long-term care facilities, inpatient rehab facilities; inpatient psychiatric facilities, and hospital
outpatient/ambulatory surgery centers. Currently, there are 34 NQF-endorsed measures in the All-Cause
Admissions and Readmissions portfolio, many of which are part of several federal quality improvement
programs.

The All-Cause Admissions and Readmissions Standing Commitiee evaluated one new measure against
NQF’s measure evaluation criteria during the fall 2019 cycle. This measure was initially submitted for
review during the spring 2019 cycle. However, due to concerns with Committee quorum and a lack of
clarity on measure testing information presented during the spring 2019 post-comment call, this
measure was deferred to the fall 2019 cycle. The measure was ultimately endorsed.

In the spring 2020 cycle, the Standing Committee evaluated two newly submitted measures and three
measures undergoing maintenance review against NOF's measure evaluation criteria. Four measures
were endorsed while one measure did not meet the ¢riteria for endorsement. This was due to concerns
around validity and the adequacy of the correlations of the measure score to other renal-focused quality
measures.
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Nine measures, seven maintenance and two new, were reviewed during the fall-2020 cycle, The final
endorsement decisions will be finalized in 2021,

Behavioral Health and Substance Use

Behavioral health is composed of not ohly mental health, but also substance use disorders {SUDs) and
represents a key-construct of healthcare across the globe, unified by brain-based etiology-and
behavioral symptomology. A comprehensive annual report of behavioral health prevalence data is found
in the Substance Abuse and Mental Health Services Administration’s (SAMHSA} Natiohal- Survey on Drug
Use and Health {NSDUH); Results from the 2018 NSDUH indicated that 19.3 million Americansage 18
years or older suffered from an apparent SUD {not including tobacco dependence), and 47.6 million
Americans age 18 years or older suffered from a mental iliness. This rate is consistent with other
epidemiologic studies that have previously revealed the prevalence of behavioral health conditions in
the US{Kamal, 2017}. The 2018 NSDUH further discussesan important concern‘about US behavioral
healthcare; Only 10.2 percent of persons-age 12 years and older with SUDs reported receiving treatment
during that year and.only 43.3 percent of persons age 18 years and older with any mental iliness
reported recelving care for that condition (Bose et al., 2017). Theése gaps in behavioral health pathology
and treatment represent unmet needs among those with behavioral health conditions,

The review and evaluation of behavioral health measures have long been a pricrity of NQOF with
endorsement for mental health and SUD measures going back more than a decade. At present; there are
42 NQF-endorsed behavioral health measures.

During the fall 2018 cvcle, the Behavicral Health and Substance Use (BHSU) Committee evaluated seven
measures for endorsement; The cycle included the evaluation of measures, including the use of physical
restraint and seclusion, follow-up after ED visits for two newly submitted measures, and five measures
undergoing maintenance review against NQF's standard-evaluation criteria, Five measures were
endorsed while one measure did not meet the criteria forendorsement. This was due to evidence
concerns. Additionally, one measure was withdrawn from consideration by the measure developer:
During the spring 2020 cycle; the BHSU Committee evaluated one newly submitted measure and two
measures that underwent maintenance review against NQF s evaluation criteria. One measure received
endorsement while the other two measures did not meet the criterla due to Insufficient evidence
supporting one measure and validity conicerns assoclated with exclusion criteria for the other:

Four measures, two maintenance and two new, were reviewed during the fall 2020 cycle. The final
endorsement decisions will be finalized in' 2021,

Cancer

Cancer is the second most common cause of death inthe US, exceeded only by heart disease {Howlader
et-al, 2020). The National Cancer Institute {NCI} estimates that in 2020, 1.8 million new cases of cancer
would be diagnosed in the US and over 600,000 people will die from the disease (Marlotto et al., 2011).
Furthermore, nearly 40 percent of all men-and women in the US will develop cancer during their lifetime
{American Cancer Society, 2020). In addition, diagnosis and treatment of cancer has great economic
impact on patients, their families; and the US healthcare system. For 2020, NCl eéstimates that the costs
for cancer care totaled could reach $174 billion {Mariotto et al,, 2011).

The Cancer portfolio contains 18 NQF-endorsed measures that span various types of cancers (e.g,,
breast cancer, colon cancer, and prostate cancer}. The Cancer portfolio also includes measures that
focus on pain management, appropriate treatment; and diagnostic imaging.
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During the fall 2018 cycle, the Cancer Standing Committee evaluated elght measures undergoing
maintenance review agalnst NQF's measure evaluation criteria. All eight measures received
endorsement. Forthe spring 2020 cycle, the Cancer Committee evaluated one measure undergoing
maintenance review, which did not meet the criteria for endorsement.

No measures were submitted to the Cancer Standing Committee for the fall 2020 cycle:

Cardiovascular

Cardicvascular disease {CVD), which comprises coronaty artery disease (CAD), heart failure (HF), stroke,
and hypertension, is:a significant burden in‘the US, leading to approximately one in four-deaths per year
and affecting 48 percent of adults age 20 years and older {Benjamin et al., 2019; Heron; 2016).
Considering the effect of CVD, measures that assess clinical care performance and patient outcomes are
critical to reducing its negative impact, Heart disease is the leading cause of death inthe US .and stroke
Is the fifth leading cause {Heron, 2017).

The Cardiovascular portfolio contains 41 NQF-endorsed measures, including measures for acute
myocardial infarction {AMI), cardiac catheterization/percutaneous coronary intervention {PCl),
CAD/ischemicvascular disease {IVD), HF, hyperlipidemia, and hypertension.

During the fall 2018 ¢ycle, the Cardiovascular Standing Committee evaluated one newly submitted
measure and six measures undergeing maintenance review against NOF's measure evaluation criteria;
Four measures were endorsed while three measures did not meet the criteria for endorsement, These
three measures did not pass the Performance Gap criterion due to a lack-of performance data: For the:
spring 2020 cycle; four measures undergoing maintenance review received endorsement.

Two maintenance measures were reviewed during the fall 2020 cycle. The final endorsement decisions
will be finalized in 2021.

Cost and Efficiency

In 2018, healthcare spending Inthe US reached $3.6 trillion, or approximately $11,172 per person
{Medicare Payment Advisory Commission, 2020). This level of spending accounted for 17.7 percent of
gross domestic product (GDP). Forecasts from 2018 to 2027 estimate that healthcare spending will
outpace GDP growth by 0.8 percent. This increase will raise the health share of GDP from 17.9 percentin
2017 to 19.4 percent by 2027 {(Medicare Payment Advisory Commission, 2020). Spending on the overall
Medicare program Is growing rapidly as well—from 15 percent of federal spending in 20181to an
expected 17 percent by 2027 {Medicare Payment Advisory Commission; 2020). Improving health system
efficiency has the potential to simultaneously reduce the rate of cost growth and improve the quality of
care provided. Cost measures are the bullding blocks to efficiency and value. Itis important to note that
cost and resource use measures should be used in the context of and reported with quality measures.

The Costand Efficiency measure portfolio contains 10 measures of cost and/or resource use that are
both condition-specific {e.g., payments associated with 30-day episodes of care for pneumonia) and
non-condition specific {e.g.; Medicare Spending Per Beneficiary).

During the fall 2019 cycle, there were no measures submitted for evaluation, Rather; the Cost and
Efficiency Standing Committee held a topical webinar to examine validity testing with respect to cost
measurement. For the spring 2020 cycle, the Committee evaluated six new measures. Three measures
received endorsement while the other three did hot meet the criteria for endorsement.
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One maintenance measure was reviewed during the fall 2020 cycle, The final endorsement decision will
be finalized in 2021,

Geriatrics and Palliative Care

Improvihg the quality of both palliative and end-of-life care, and geriatric care more generally, is
becoming increasingly important due to factors that have intensified the need for individualized, person-
centered care. Some of these factors include the aging US population; the projected increases in the
number of Americans with chronic llinesses, disabilities, and functional limitations; and increases In
ethnic and cultural diversity {Institute of Medicine, 2014}). In 2018, the population age of 65 years and
older numbered 52.4 millien individuals {16 percent of the US population), and this figure is expected to
increase to 94.7 million by 2060 {The Administration for Community Living, 2020}. Forty-six percent of
the noninstitutionalized US population age 65 years or older hastwo orthree chronic ¢onditions, and 15
percent has four or more. Additionally, 46 percent of those who are 75 years of age and older report
limitations in physical functioning {The Administration for Community Living, 2020; Ward & Schiller;
2013).

NQF’s current portfolic includes 36 endorsed measures addressing experience with care; care planning;
pain management, dyspnea management, care preferences, and quality of care at the end of life.

During the fall 2018 cycle, the Geriatricand Palliative Care Starding Committes evaluated two measures
undergoing maintenance review against NQF's measure evaluation criteria,. One measure was endorsed,
while the other did not meet the measure evaluation criteria. The Committee did not evaluate any
measures during the spring 2020 cycle.

Four measures; all undergoing maintenance, were reviewed during the fall 2020 cycle, Thefinal
endorsement decisions will be finalized in 2021,

Neurology

Neurological conditions and injuries affect millions of Americans each yearand take a significanttoll on
patients, families, and caregivers. Additionally, billions of dollars are spent on treatment, rehabilitation,
and lost or reduced earnings {Centers for Disease Control and Prevention, 2020b). Stroke, a leading
cause of neurological injury, is the fifth leading cause of death and disability in the US and is ranked as
the second-leading cause of death worldwide {Centers for Disease Control and Prevention, 2020b).
Stroke remains a persistent public health concern-and continues to present considerable
sociodemographic and economic implications nationally. Alzheimer’s disease is the most common form
of dementia, with an estimated five million Americans living with the disease. An estimated 14 million
people will have Alzheimer’s by 2050.

NQF's current Neurology portfolio includes 12 endorsed measures on the diagnosis and treatment of
stroke and subarachnoid hemorrhage; as well as carotid artery stenosis management.

During the fall 2019 cytle, the Neurology Standing Committee reviewed two maintenance measures and
recommended both measures for continued endorsement. The Committee did not review any measures
in‘the spring 2020 cycle. Therefore, NQF held a'spring 2020 topical webinar to provide an update on the
state of the current neurology portfolic.

Ornie new measure was reviewed during the fall 2020 cycle. The final endorsement decision will be
finalized in 2021.
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Patient Experience and Function

The implementation of patient-centered measures is one of the most important approaches to ensure
that healthcare in'the US reflects the goals, preferences; and values of care recipients; Patient-and
family-engaged care is planned; delivered, managed, and continually improved in active partnership
with patients and thelr families {or care partners as defined by the patient). As such, effective engaged
care must adapt readily to individual and family circumstances, as well as differing cultures, languages,
disabilities; health literacy levels, and socioeconomic backgrounds {Agency for Healthcare Research and
Quality, 2018; Frampton et al., 2017). The coordination of care Is an essential component to the
improvement of patient experiences and outcomes. Poorly coordinated and fragmented care not only
compromises the quality of care patients receive, but may also lead to negative unintended
consequences, including medication errors and preventable hospital admissions {Schultz et al,, 2013},
For patients living with multiple chronic conditions; including more than two-thirds of Medicare
beneficiaries, poor care transitions between different providers can contribute to poor outcomes and
hospitalizations {Centers for Medicare & Medicaid Services, 2019a).

The NQF Patient Experience and Function (PEF) Committee was established to evaluate measures within
this topic area for NOF endorsement. NQF has endorsed over 50 measures addressing patient
experience of care, patient functional status, mobility and self-care, shared decision making, patient
activation, and care coordination.

For the fall 2019 cyele, the PEF Committee reviewed two maintenance measures, The Committee
recommended one measure for continued endorsement and did not recommend the second measure
due to concerns related to data element level reliability. During the spring 2020 cycle, the Committee
evaluated one newly submitted measure and three measures undergoing maintenance review against
NQF's measure evaluation criteria. All four measures received endorsement.

Two new measures were reviewed during the fall 2020 cycle. The final endorsement decisions will be
finalized in 2021.

Patient Safety

The Institute of Medicine (IOM) report; To-Err-ls Human: Building a Safer Health System, published in
2000, created a movement by individuals and institutions to closely examine the avoidable harms in
healthcare {Institute of Medicine {US) Committee on Quality of Health Care in America, 2000). These
included hospital-based medical errors, adverse drug events; injuries from surgery, falls, pressure ulcers,
and othercauses of preventable morbidity and mortality. Despite 20 years of progress since the
publication of that report, medical errors and other patient safety events remain common across all
settings of care. There has been demonstrated improvement in specific areas, including the reduction of
hospital-acquired infections. However, the scale of improvemenits in patient safety has been limited.
Many interventions to improve patient safety have been effective, but many others have proven
ineffective, and the effectiveness of many interventions is unclear. Nevertheless, the US healthcare
system s not a high-reliability system. Today, patients commonly experience potentially preventable
harm, and it Is estimated that medical errors are the third leading cause of deaths In the US, accounting
for more than 250,000 deaths peryear {Makary & Daniel, 2016}

The NQF portfolio of safety measures contains 60 measures, spanning a variety of topical areas and
includes outcomes as well as important, measurable processes in healthcare that are assoclated with
patient safety. Public accountability and quality Improvement programs use many measures from the
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NQF portfolio. Over more thana decade, NQF’'s portiolio has expanded to address current.and evolving
public health issues; such as the epioid crisis. As EHRs have become increasingly prevalent in healthcare,
it is Important to develop measures that monitor and improve safety events that may be caused by the
technology itself.

For the fall 2019 cvcle, the Patient Safety Standing Committee evaluated one newly submitted measure
and three measures undergoing maintenance review against NQF's standard evaluation criteria, The
Committee recommended all four measures for endorsement. For the spring 2020 cycle, the Patient
safety Standing Committee evaluated one newly submitted measure and one measure undergoing
maintenance review. Both measures received endorsement.

Eight maintenance measures were reviewed during the fall 2020 cycle. The final'endorsement decisions
will be finalized in 2021,

Perinatal and Women’s Health

Access to high quality care for women of reproductive age before and between pregnancies—including
pregnancy planning, contraception, and preconception care—cah significantly reduce the risk of
pregnancy-related complications, such as maternal and infant mortality, and improve the overall health
of women and children. Access is vitally Important as the maternal mortality rate for Black women in
2018 was more than double that of White women and three times the rate for Hispanic women {Hoyert
& Minifio, 2020}). Black patients also experience significantly more severe maternal morbidities than
White patients (Howell et al.; 20186).

The Perinatal and Women's Health portfolic includes 18 endorsed measures on contraceptive care,
reproductive health, pregnancy, labor and delivery, postpartum care for newborns, and childbirth-
related Issues for women.

During the fall 2018 cycle, the Perinatal and Women’s Health Standing Committee reviewed one
measure for endorsement, which focused on contraceptive care. This measure received endorsement.
For the spring 2020 cycle, the Committee evaluated six measures related to care delivered immediately
before and after birth, including labor and delivery care, practices to promote positive health outcomes
for mothers and infants, and unexpected negative infant health cutcomes. All six measures received
endorsement.

One maintenance measure was reviewed during the fall 2020 cycle. The final endorsement decision will
be finalized in 2021,

Prevention and Population Health

Traditionally, medical care has been the primary focus of efforts to improve the health and well-being of
individuals and populations. As a result, nearly all national healith expenditures have been attributed to
healthcare services. Yet, medical care has a relatively small influence on health outcomes when
compared to Interventions that address smoking, lower educational attainment; poverty, poor diet, and
physical environmental hazards {e.g., unsafe housing and polluted air) (Eggleston & Finkelstein, 2014),
There is growing recognition of the role of social determinants of health-(SDOH) in influencing health
outcomes; Maintaining and improving the health and well-being of individuals and populations will
require a multidisciplinary, multifactorial approach to address SDOH (Office of Disease Prevention and
Health Promotion, 2020). Performance measures are needed to assess improvements in population
health, as well as the extent to which healthcare stakeholders are using evidence-based strategies (e.g.,



48178

Federal Register/Vol. 86, No. 164 /Friday, August 27, 2021/ Notices

prevention programs, screening, and assessments for community needs). To support this effort, NQOF
endorses and maintains performance measures related to prevention and population health througha
multistakeholder Consensus Development Process {CDP).

The NQOF Prevention and Population Health’s portfolio of measures Includes measures for health-related
behaviors to promote healthy living: community-level indicators of health and disease; social, economic,
and environmental determinants.of health; primary prevention and/or screening; and oral health.

During the fall 2019 cvcle, the Committee reviewed one maintenarnce measure and two new composite
measures for endorsement; One measure was endorsed while the other measure did not meetthe
must-pass criteria of the Quality Construct of Composite. For the'spring 2020 cyclg, the Committee
reviewed two measures for maintenance of endorsement. One measure was endorsed; however, the
second measure did not pass on validity; a must-pass criterion.

One new composite measure was reviewed during the fall 2020 cycle. The final endorsement decision
will be finalized in 2021,

Primary Care and Chronic lliness

Primary care providers serve as the most common healthcare contact point for many people within the
US. As such; primary care has'a central role in Improving the health of people and populations. Primary
care practitioners work with each patient to manage the health of that individual. Iri the primary care
setting, the diagnosis and treatment of the patient focus on the health of the entire patient and not a
single disease; Chronic ilinesses are long-lasting, or persistent health conditions or diseases that patients
and providers must manage on an ongoing basis. The incidenice, impact, and cost of chronic disease is
increasing in the US. For example, more than 30 million Americans (9.4 percent) are living with diabetes,
andin2017, the US spent $237 billion.on diabetes care, making It one of the most expensive health
conditions {Centers for Disease Control and Prevention, 2017). In addition, studies have estimated the
yearly costs for glaucoma, rheumatoid arthritis, and hepatitis Cat $5.8 billion, $19.3 billion, and $6.5
billion, respectively {(Birmbaum et al., 2010},

The review and evaluation of measures affecting primary care and dealing with chronic illness have long
been a priority of NQF, with endorsement for such measures going back to its inception. At present,.
there are 48 NQF-endorsed Primary Care and Chronic lliness {PCCl) measures. The PCCl Committee
oversees the measurement portfolio used to advance accountability and quality in the delivery of
primary care services.

During the fall 2019 cyele, the PCCI Committee reviewed six maintenance measures for-continued NOF
endorsement. All six measures retained endorsement. During the spring 2020 eycle, the Committee
reviewed three new measures against NQF's measure evaluation criteria. All three measures did not
meet validity, a must-pass criterion, This was due to.concerns of a lack of upper age limits for one
measure, feasibility concerns related to a lack of options for primary care providers to meet one
measure’s humerator, and concerns related to the evidence base to support another measure.

Seven measures, three maintenance-and four new measures, were reviewed during the fall 2020 cycle.
The final endorsement decisions will be finalized in 2021,

Renal

Renal disease is a leading cause of morbidity and mortality in the US. More than 36 million adults {14
percent of the adult population) have chronic kidney disease {CKD) {(McCullough et al., 2018); Left
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untreated, CKD can progress to an advanced state of kidney dysfunction known as end-stage renal
disease {ESRD)-and a host of other health complications; such as'CVD, hyperlipidemia, anemia, and
metabolic bone disease. Currently, over half a million people in the US have received a diagnosis of ESRD
{Saran et al., 2018}, Considering the high mortality rates and high healthcare utilization and costs
associated with ESRD, the need to focus on quality measures for patients with renal disease is of the
highest importance, Quality measurement plays a central role in facilitating improvement in the quality
of care received by CKD patients; especially those on hemodialysis {HD}. NQF-endorsed kidney care
measures are used In several quality and performance improvement programs administered by CMS,
such as Dialysis Facility Compare-and the ESRD Quality Incentive Program (ESRD QIP).

The NQF Renal Committee seeks to identify and endorse performance measures for accountability and
quality improvement that address conditions, treatments, interventions, or procedures relating to
kidney disease. The Committee’s portfolio-of 21 measures consists of metrics focused on hemodialysis
access, monitoring, and outcomes, as well as various kidney-related treatments and safety
considerations.

During the fall 2019 cvele, the Renal Committee evaluated one maintenance measure for continued NQF
endorsement. This measure retained its endorsement status. For the spring 2020 cycle, the Standing
Committee evaluated three measures undergoing maintenance review against NOF's standard.
evaluation criteria. Two measures were endorsed, while one measure did not receive endorsement due
to insufficient evidence to support the measure focus,

Twa measures, one new and one maintenance, were reviewed during the fall 2020 ¢ycle. The final
endorsement decisions'will be finalized in 2021,

Surgery

In 2014, there were 17.2 million hospital visits that included at least one surgery. Of these surgeries,
over half of them occurred in a hospital-owned ambulatory surgical center {Steiner et al., 2020). Quality
measurement In'surgery is essential to improve outcomes for the millions of individuals undergoing
surgery and surgical procedures each year. The Surgery measure portfolio includes 66 measures that
address surgical care, including perioperative safety, general surgery; and a range of specialty surgeries.

During the fall 2018 c¢ycle, the Surgery Commitiee evaluated one measure undergoing maintenance
review against NQF's measure evaluation criteria. This measure was endorsed. For the spring 2020 cvele,
the Committee evaluated one measure undergoing maintenance review. This measure retained its
endorsement status.

Eight measures, all undergoing maintenance, were reviewed during the fall 2020 cycle. The fihal
endorsement decisions will be finalized in'2021.

V. Stakeholder Recommendations on Quality and Efficiency Measures and National
Priorities
Section 1890(b}{7)(A)(i) of the Act requires the CBE to convene multistakeholder groups to provide input
on the selection of certain quality and efficiency measures from among: (i} such measures that have been
endorsed by the CBE; and {ii} 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
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efficiency measures, Additionally, CBE must convene muitistakeholder groups to provide input on
national priorities for improvement in population health and in delivery of health care services for
consideration under the National Quaiity Strategy. The CBE is required to describe these duties in this
report pursuant to section 1890(b)(5)(A)(){VI] of the Act.

Measure Applications Partnership

Under section 1850A(a} of the Act, HHS is required to establish.a pre-rulemaking process under which the
CBE would convene multistakeholder groups to provide input to the Secretary on the selection of quality
and efficiency measures for use in certain federal programs. The list of quality and efficiency measures
HHS Is considering for selection is to be publicly published no later than December 1 of each year.-No
later than February 1 of each year, the CBE is to report the input of the multistukeholder groups; which
will be considered by HHS in the selection of quality and efficiency measures.

Since its inception in 2011, NQF has convened the Measure Applications Partnership (MAP) to provide
guidance on the use of performance measures in federal healthcare quality programs. These
recommendations are made by MAP through its pre-rulemaking process, which enables a
multistakeholder dialogue to assess measurement priorities for these programs. MAP includes
representation from both the public and private sectors and includes patients, clinicians; providers,
purchasers, and payers. MAP reviews measures that CMS is considering for implementation and
provides guidance-on their acceptability and value to stakeholders.

MAP is composed of three setting-specific workgroups {Hospital, Clinician, and Post-Acute/Long-Term
Care), one population-specific workgroup {Rural Health), and a Coordinating Committee that provides
strategic guidance and oversight to the workgroups and recommendations. MAP membership Is
representative of users of performance measures and over 135 healthcare leaders frem 90
organizations, MAP conducts its pre-rulemaking work in-an open and transparent process; as the list of
Measures Under Consideration {MUCs) Is posted publicly; MAP deliberations are open to the public, and
the process allows for the submission of both oral and written public comments to inform MAP
considerations.

MAP’s aim is to provide input to CMS that ensures the measures used In federal programs are
meaningful to all stakeholders. MAP focuses on recommending measures that empower patientsto be
active healthcare consumers and supports their decision making; are not overly burdensome on
providers; and can support the transition to a system that pays for value of care. MAP strives to
recommiend measures that will enhance quality for all Americans while ensuring that the transitionto
value-based payment {VBP) and alternative payment models {APMs) brings better-care and access while
reducing costs for all.

MAP 2019-2020 Pre-Rulemaking Recommendations

MAP published the results of its 2019-2020 pre-rulemaking deliberations in a seriés of reports delivered
in February and March 2020, MAP made recommendations on 18 measures under consideration for
nine CMS quality reporting and VBP programs covering ambulatory, acute; and post-acute/long-term
¢are settings. A summaty of this work is provided below. In addition, MAP began its 2020-2021 pre-
rulemaking efforts in December 2020 to provide Input on 20 measures under consideration foreight
CMS programs. Final recommendations along with a detailed report are expected in February 2021.
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MAP’s pre-rulemaking recommendations reflect its Measure Selection Criteria and how well MAP
belleves a measure under consideration (MUC) fits the needs of the specified program. The MAP
Measure Selection Criteria are designed to demonstrate the characteristics of an ideal set of
performance measures. MAP.underscores the need for evidence-based, scientifically sound measures
while minimizing the burden of measurement by fostering alignment and ensuring measures are
feasible, Moreover, MAP promotes alignment across the public and private sectors; person-centered
measurement, and the reduction of healthcare disparities.

MAP Rural Health Workgroup

As recommended in the 2015 NQF report-on Rural Health, NQOF reconvened the MAP Rural Health
Workgroup in the fall of 2019 to provide iriput Into the CMS annual pre-rulemaking process. This
workgroup-consists of experts in rural health, frontline healthcare providers who serve in rural and
frontier areas, including tribal areasand patients fromthese areas. The role of the workgroup is to
provide rural perspectives on measure selection for CMS program use. This includes noting measures
that are challenges for rural providers to collect data on or report about and any unintended
consequences for rural providers and residents, The Rural Workgroup reviewed and discussed this year's
MUCs forvarious CMS guality programs. NQF provided a written summary of the workgroup’s feedback
to the Hospital, Clinician, and PAC/LTC Workgroups to aid in their review of the measures. To provide
additional input and represent the rural perspective, a Haison from the Rural Workgroup attended each
of the setting-specific workgroup meetings. Several themes emerged that sholld be considered when
assessing quality in the rural settings: a shortage of behavioral health specialists creating a challenge for
ehsuring timely follow-up for behavioral health appointments, difficulties in information exchange at
some rural facilities due to:a lack-of integrated data systems, cost of eCQM reporting infrastructure, and
reporting rules that are difficult for rural providers to meet. Additionally, the workgroup noted that
there may be a lack of transportation options for patients In rural settings, so telehealth options for
medical visits are especially pertinent for patients in'this setting. Low case-volume continuestobe a
challenge for performance measurement in rural areas.

MAP Clinician Workgroup

The MAP Clinician Workgroup reviewed 10 MUCs from the 2019 list for three programs {listed below)
addressing health plan, clinician, or accountable care organization {ACO) measurement, making the
following recommendations organized by program.

Merit-Based Incentive Payment System (MIPS) - MIPS was established by section 101{c) of the
Medicare Access and CHIP Reauthorization Act of 2015 (MACRA). MIPS s a pay-for-performance
program for eligible clinicians and applies positive, neutral, and negative adjustments to Part B
payments for covered professional services furnished by MIPS eligible clinicians based on performance
in four categories: quality, cost, promoting interoperability, and improvement activities. MIPS isone of
two tracks in the Quality Payment Program {QPP).

MAP reviewed four measures for MIPS and made the following recommendations:

» Support. MAP supported one measure for rulemaking related to total hip and total knee
arthroplasty.

s Conditional Support. MAP conditionally supported two measures pending receipt of NQF
endorsement. The two measures were related to all-cause hospital admissions and appropriate
vascular access for hemodialysis.
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« No Support With Potential for Mitigation. There was one measure considered that MAP did not
support for rulemaking with potential for mitigation. This measure was associated with hospital
admissions for patients with multiple chronic conditions.

Within the MIPS measure set, MAP identified several gaps, specifically in the areas of primary care,
access, continuity, comprehension, and care coordination. MAP also suggested that CMS consider
adding measures that determine whethera course of therapy is indeed the best for the patient to
optimize reductions in cost and harm. MAP also emphasized measures of diagnostic accuracy-and
primary care PROMs,

Measures for MIPS on the 2019 MUC list were under consideration for potential implementation in'the
2021 measure set, affecting the 2023 payment year and future years.

Medicare Shared Savings Program - Section 3022 of the Affordable Care Act (ACA) created the Medicare
Shared Savihgs Program. The Shared Savings Program creates a voluntary opportunity for providers ahd
suppllers to longitudinally manage the care and costs of Medicare beneficiaries under an ACO model. An
ACO is responsible for the cost and quality of care foran assigned pepulation of Medicare fee-for-
service beneficiaries. The Shared Savings Program-aims to promote accountability for a patient
population, care coordination, and the use of high quality and efficient services. ACOs have multiple
options for participation tracks within the Shared Savings Program, allowing for variation In
organizational capability to assume risk.

In its 2019-2020 pre-rulemaking work, MAP considered one measure for the Shared Savings Program.
MAP conditionally supported a measure related to hospital admissions for patients with- multiple chronic
conditions, pending NQF endorsement.

Medicare Part C and D Star Ratings - Each year, CMS publishes the Medicare Part C and D Star Ratings
that measure the quality of the Medicaré Advantage {(MA]} {or Part C plans) and Prescription Drug Plans
{PDPs or Part D plans). These Star Ratings serve several purposes, including to provide comparative
information to beneficiaries about the plans, to provide quality ratings used to determine eligibility of
Part C plans for quality bonuses, and to provide a means to evaluate and oversee overall compliance
with certain regulatory provisions. The Star Ratings also reflect the experiences:of beneficiaries and
assist beneficiaries in finding the best plan for them. The Star Ratings support CMS” efforts to put the
patient first. As part of this effort, patients should be empowered to work with their healthcare
providers to make: healthcare decisions that are best for them. An important component of this effort Is
to provide Medicire beneficiaries and their family members with meaningful information about quality
and cost to assist them in becoming informed and active healthcare consumers. In 2019, approximately
66 million Americans were enrolled in Medicare, with 34 percent of beneficiaries in a Part C plan. The
Part C and D Star Rating Program consists of 48 quality and performance measures; MA-only contracts
{without prescription:drug coverage) are rated on up to 34 measures and stand-alone PDP:-contracts are
rated on up to 14 measures. Each year, CMS conducts a comprehensive review of the measures that
make up the Star Ratings by assessing the reliability of the data, clinical recommendations, and feedback
received from stakeholders, Star Ratings are used for purposes; including public reporting on Medicare
Plan Finder, health plan quality improvement; marketing, and enrcliment; as well as for financial
incentives. Per the ACA, CMS makes: quality bonus payments {QBPs) to MA organizations that meet
certain quality ratings measured using a five-star quality rating system. MA rebate levels for plansare
tied to the contract’s Star Rating. QBPs are not conniected to the PDP program, ohly MA.
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During this inaugural year of MAP’s review of Part C and D measures under consideration, MAP
discussed five measures with the following recommendations:

e Support. MAP supported two measures forrulemaking related to opioid prescribing practices.

# Conditional Support. MAP conditionally supported two measures pending receipt of NQF
endorsement. The two mieasures were related to follow=up after ED care and care transitions.

* No Support. There was one measure considered that MAP did not support related to opiold
prescribing practices.

Key Themes From the Clinician Workgroup Pre-Rulemaking Review Process — Two key overarching
themes emerged from MAP’s pre-rulemaking recommendations for measures in the MIPS, the Shared
Savings Program-and the Part C and D Star Ratings.

First, MAP emphasized the importance of shared accountability for performance measures of avoidable
hospital admissions; readmissions, and ED use that are incorporated into public reporting and payment
programs. Clinicians and health systems have the potential to implement care interventions that can
offset disease progression and reduce high-cost, low-efficiency healthcare. Measures of patient
outcomes require balancing the goals of shared accountability of clinicians and health systems; and
appropriate attribution of outcomes that can be influenced by each entity. MAP expressed concern that
many care coordination measures are process measures that assess steps along a patient episode of
care but do not measure If all care is coordinated through a centralized and shared care plan for the
patient. MAP also acknowledged that these measures may be appropriate in early stages of transition
toward truly coordinated, holistic, and individualized care. MAP recognized that addressing social
determinants is a critical element to effective care coordination for patient transitions. However, MAP
also-noted the challenges with addressing these social determinants through measurement. Patient
outcomes may be influenced by a patient’s health status and sociodemographic factors, in addition to
healthcare services, treatments, and interventions, MAP acknowledged that data limitations and data
collection burden may limit risk adjustment; but measures of accountability should monitor forany
incorrect inferences about provider performance. Clinicians and health systems need information to
understand differénces in outcomes among patlent cohorts to drive improvement, but MAP suggested
caution on performance assessments involving social determinants.

Second, MAP discussed the need for approptiate measures to address the opioid crisis. MAP noted that
the current phase of the opioid crisis Is predominantly driven by an increased uptake of fentanyl-laced
heroin, leading to increases in overdose and death, MAP acknowledged an important shared
responsibility for individual providers, health systems; and health plans to address issues of pain
management and function as well as to identify and address Issues associated with opioid use disorder
{OUD). MAP emphasized that the proper metrics heed to be applied across the US healthcare system
such that opioid overdose deaths continue to decline:in a manner that is verifiable. Furthermore, the
metrics applied must minimize undesirable consequences, such as needless suffering from pain,
Increases In other substance use disorders, or transitioning from prescription to illegal drugs because of
being unable to obtain appropriate pain medication. This includes the need for increased, appropriate
co-prescribing of Naloxone with opioids {for pain-or for persons with OUD}. Similarly, MAP called for
better initial prescribing measures to balance appropriate use of opioids for pain management with
associated risks. Additionally, MAP identified the need in federal quality and performance programs to
include new measlires that assess patient-centered analgesia treatment planning, including appropriate
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tapering strategies to reasonably decrease or discontinue opioid treatment, measures of long-term
recovery from OUD, and measures of physical and mental health comorbidities with OUD. These
overarching themes emphasize the significance of care cocrdination and attribution as well as
appropriate opioid measurement.

MAP Hospital Workgroup
The MAP Hospital Workgroup reviewed six MUCs from the 2019 list for four hospital and other setting-
specific programs, making the following recommendations,

End-Stage Renal Disease {ESRD) Quality Improvement Program - The End-Stage Renal Disease Quality
Incentive Program {ESRD QIP} is‘a VBP program established to promote the provision of high quality
renal dialysis services by dialysis facilities. Payments to a dialysis facility under the ESRD Prospective
Payment System (PPS)} are reduced for-a calendar year if the facility does not meet or exceed the
minimurmn total performance score that applies to the program year. Payment reductions are made ona
sliding scale depending on the facility’s performance; with a maximum two percent reduction per year.

MAP reviewed a single meastire for the program and offered conditional support pending NOF
endorsement. The measure is related to transfusion ratios for patients on dialysis and calculates arisk-
adjusted standardized transfusion ration {STrR} for each dialysis facility specified for all adult dialysis
patients.

Inpatient Psychiatric Facility Quality Improvement Program - The Inpatient Psychiatric Facility Quality
Reporting Program {IPFQR) is-a pay-for-reporting program. The program’s goal is to provide consumers
with guality-of-care Information to make informed decisions about healthcare options and to encourage
hospitals and ¢linicians to improve the quality of inpatient psychiatric care by ensuring that providers
are aware of and reporting on best practices.

MAP considered a single measure for potential inclusion in'the IPFQR program related to follow-up after
psychiatric discharge: MAP conditionally supported the measure for rulemaking pending NQF
endorsement.

Hospital Inpatient Quality Reporting {IQR]) Program - The Hospital Inpatient Quality Reporting (IQR)
Program is a pay-for-reporting program that requires hospitals paid under the Inpatient Prospective
Payment System {IPPS) to report on various measures; this includes process, structure, cutcome, and
patient:perspective on care, efficiency, and costs-of-care measures. Hospitals that do not participate or
meet program requirements have an-applicable percentage increase that Is reduced by one-quarter. The
goals of the Hospital IQR Program are two-fold: {1) to provide an incentive for hospitals to report quality
information about their services-and {2) to provide consumers with information about hospital quality
so that they can make informed choices about their care.

MAP reviewed two measures under consideration for the Hospital IQR Program related to hospital harm
and maternal morbidity.and offered conditional support for both pending NOF review and
endorsement.

MAP did not review any measures for the Medicare and Medicaid EHR Promoting Interoperability
Program for Eligible Hospitals and Critical Access Hospitals for endorsement.
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PPS-Exempt Cancer Hospital Quality Reporting Program - The Prospective Payment System {PPS}-
Exempt Cancer Hospital Quality Reporting (PCHQR) Prograim is a quality reporting program for PPS-
exempt cancer hospitals. The program’s goal is to provide information about the quality of care in the:11
cancer hospitals that are exempt from the Medicare Inpatient Prospective Payment System:

In its: 2018-2020 pre-rulemaking deliberations, MAP reviewed two patient safety measures under
consideration for the PCHQR program related to infections from central lines and catheters. MAP
supported both measures for rulemaking.

Key Themes From the Hospital Workgroup Pre-Rulemaking Review Process — Major themes from the
MAP Hospital Workgroup discussions centered around the need for patient safety measures and the
importance of a systems view for measurement.

MAP highlighted the need for patient safety measures for each of the hospital and setting-specific
program discussions. Patient safety-related events occur across healthcare settings and include:
healthcare-assoclated infections, medication errors, and other potentially avoidable events. The
measures considered by MAP spanned a variety of patient safety toplc areas; including preventable
infection, preventable blood transfusion, reducing maternal morbidity, reducing hyperglycemia events,
and preventing harm through follow-up post-discharge. MAP emphasized that patients and consumers
value patient safety measures In public accountability programs, and facilities can improve patient
safety through quality improvement programs. Even for measures MAP considered this cycle but
ultimately did not support, MAP members stressed the importance of each overall patient safety quality
concept and the quality Improvement activities that the measure would encourage.

MAP also discussed the need for using a system-level measurement approach to capture the patient
episode of care, identifying priorities in measurement across settings and determining the appropriate
accountable entity and setting. Measures specified for a single care setting that address system-level
issues with shared accountability, such as follow-up visits and transitions of care; pose challenges in
determining which entity should be measured and how. MAP concluded that while it is hecessary to
review measures using a setting-specific approach, there is also'a need to examine measuresfroma
system-level perspective; MAP noted that a system-level approach also requires the transfer of health
information and use of eCQMs. MAP supported CMS” efforts to drive towards digital measures and cited
eCOMs as one tool to-assist in the reduction of measurement burden.

MAP PAC/LTC Workgroup

MAP reviewed two measures under consideration from the 2019 list for two setting-specific federal
programs addressing post-acute care {PAC) and long-term care {LTC). Four programis did not have
measures for review. MAP made the following recormmendations.

Homée Health Quality Reporting Program (HH QRP) - Established in accordance with section
1855{b}{3)(B}{v} of the Sacial Security Act, the Home Health Quality Reporting Program (HH QRP)
requires home health agencies {HHAs) to submit HH QRP data appropriate for the measurement of
healthcare quality. Sources of this data may include the Outcome and Assessment Information Set
{DASIS) and the Home Health Care Consumer Assessment of Healthcare Providers and Systems survey
{HH CAHPS®). HHAs that do not submit the data are subject to a two percent reduction in the:annual
horme Health market basket percentage increase.
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MARP reviewed one measure under consideration for the HH QRP: Home Health Within-Stay Potentially
Preventable Hospitdalizatiori. MAP conditionally supportéd this measure pending NQF endorsement.
MAP noted that the measure adds value to the HH QRP measure set by adding an-assessment.of
potentially preventable hospitalizations and obsetvation stays that may occur at-any point in the home
health stay. No measure in the program currently provides this information. The measure supports
alignment for the measure focus area of admissions and readmissions across care settings and
providers. MAP encouraged consideration of including MA patients in future iterations of the measure,

Hospice Quality Reporting Program {HQRP) - The Hospice Quality Reporting Program {HORP) was
established under section 3004 of the ACA and applies to all hospices; regardless of setting. Under this
program, hospice providers must submit quality reporting data from sources such as the Hospice
Consumer Assessment of Healthcare Providers and Systems survey {CAHPS Hospice survey) and the
Hospice Item-Set {HIS) data collection tool, or be subject to a two percent reduction in the applicable
annual payment update.

MAP reviewed one measure under consideration for the HQRP: Hospice Visits.in the Last Days of Life.
MAP conditionally supported this measure pending NQF endorsement and the removal of the existing
hospice visit measures from the program. Generally, MAP agreed that collecting information about
hospice staff visits will encourage hospices to visit patients and caregivers, provide services that will
address their care needs, and improve quality of life during the patient’s last days of life. MAP observed
that the measure under consideration performed better in'validity and reliability testing and has lower
provider burden than the existing program measures because it Is reported using claims data. MAP
agreed that the goal of hospice is comfort. MAP suggested that future iterations of this' measure
consider the quality of provider visits in addition to the quantity of visits.

Key Themes From the PAC/LTC Workgroup Pre-Rulemaking Review Process - MAP noted that patients
requiring post-acute-and long-term care are clinically complex, and therefore may frequently transition
across sites of care. MAP’s discussion of the PAC/LTC settings and programs focused on the following
themes: capturing the voice of patients through PRO-PMs, making EHRs and eCQMs more useful, and
identifying measurement opportunities for the PAC/LTC population.

MAP identified PROs as one of the most important priorities for PAC/LTC programs. Thoughtfully
soliciting and incorporating the volice of the patient into quality measurement will contribute to the
alignment of care with patient goals and preferences. MAP members noted that traditional care goals
focusing on improvement in function and health:status may not be appropriate for the entire PAC/LTC
population. The goal of care may be maintaining current functional status, limiting decline, and/or
maximizing comfort. Assessment and measurement of patient goals should be an important focus in this
population. MAP recommended thoughtful consideration around the burden assodiated with PRO
completion. This burden should be balanced with the goal of providing information that is useful to
patients in selecting providers and for providers to understand how to improve care.

Patients who receive care from PAC and LTC providers frequently transition among multiple sites of
care, Patients may move among their homes, the hospital, and other PAC or LTC settings as their health
and functional status change. Improving care coordination and quality-of-care transitions is essential to
improving PAC and LTC. MAP identified care coordination asthe highest priority measure gap for
PAC/LTC programs. MAP pointed out the potential of health information technology {IT) to improve
quality and minimize the burden of measurement. MAP members noted that EHR adoption in PAC/LTC
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settings often lags other care settings since PAC/LTC settings have had fewer incentives to implement
new technology. Increased use of technology could help to improve transitions and the exchange of
information across providers, MAP supported CMS in its effort to improve standardization-and promote
interoperability, specifically Health Level Seven’s (HL7) Fast Health Interoperability Resources (FHIR}
standards. MAP recommended that CMS work with vendors to improve EHR interoperability. Prioritizing
interoperability across care settings will maximize its impact by allowing more organizations to share
and receive data. MAP members also cautioned about poténtial burden introduced through technology.
Specifically, MAP encouraged CMS to monitor the impact of auto-populating EHRs to fulfill regulatory or
other nonclinical requirements, This additional auto-populated information can crowd out or cbscure
critical clinical information.

MAP identified nine concepts for measurement within all PAC/LTC programs: (1) access to care; {2) care
coordination, (3) chronic iliness care {quality of life}, (4} interoperability, (5) mental health, {6) pain
management, {7) PROs, (8) social determinants, and (9) serious iliness. MAP then prioritized the list,
allowing each voting member to present two votes. The voting identified care coordination,
interoperability, and PROs as the most important priorities for measurement for PAC/LTC programs.
These key overarching themes highlight the importance of including the voice of the patient and patient-
centered goals, the impact of techhology and interoperability; ahd measurement opportunities for the
PAC/LTC population.

Core Quality Measures Collaborative-Private and Public Alignment

Using performance measures as part of value-based models incentivizes the delivery of high quality
care. Increasing the use of measure in various models, however, has also led to measure proliferation,
operational difficulties, and confusion In interpreting measure results. The Core Quality Measures
Collaborative {COMC) Is working to reduce measurement burden by facilitating cross-payer measure
alignment through the development and adoption of core measure sets to assess-the quality of US
healthcare. The CQMC is a membership=driven initiative with over 70 organizations; including CMS,
health insurance providers, primary care and specialty societies, and consumer-and employer groups. in
2020, NQF convened 11 multistakehelder workgroups to update eight current-core sets, create two new
core sets in priority clinical areas; and develop an Implementation guide to support adoption across
pavers. NOF also analyzed core set measure gaps to support actions and priorities of the CQMC for
coming years.

Thee COMC defines a core measure set as a parsimonious group of sclentifically sound measures that
efficiently promote a patient-centered assessment of quality and should bie prioritized for adoption In
VBP programs and APMs. To date, the CQMC has chosen to focus 6n cliniclan measurement; primarily in
the outpatient setting, and to Identify core sets that could support multiple care delivery models. Core
sets are Updated to include high-ptiority, evidence-based measures that are feasible to implement and
that can drive the most improvement. The COMC prioritizes outcome measures, including patient-
reported measures, and digital measure and aims to continue to:advance alignment of private and
public payer models that use these measure types, In 2020, NQF updated the following eight core sets
using a multistakeholder process and measure selection principles:

1. Accountable Care Organizations {ACOs), Patient Centered Medical Homes (PCMH) and Primary Care

2, Cardiology
3. Gastroenterology
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4, HIV and Hepatitis C

5. Medical Oncology

6. Obstetrics.and Gynecology
7. Orthopedics

8. Pediatrics

In 2020, new core sets were developed for Behavicral Health-and Neurology clinical areas. While
progress has been made updating the core sets and creating new onhes, several areas in measurement
gaps remain. The COMC published a Gaps Analvsis report to highlight cross=cutting gaps across the core
sets as well as specific gap areas relevant to each clinical topic area.

The COMC Implementation Guide identifies key components of successful value-based payment
programs and synthesizes strategies and resources to help organizations succeed in their adoption. This
gulde outlines four elements of successful value-based payment implementation: {1) Leadership and
Planning; {2} Stakeholder Engagement and Partnership; {3) Measure Alignment; and {4) Data and Quality
Improvement Support. Payers and other stakeholders can use the impleméntation strategies to design,
refine, strengthen, and extend value-based payment initiatives.

The COMC’s activities will continue into 2021, This work will address gaps {e.g., digital quality measures),
continue to advance the core sets by including new measures.and removing measures as needed, and
focus on measurement of cross-cutting topics {e.g., safety; access), In addition, the CQMC will create
strategies for measurement model alignment to promote greater communication and reporting of core
set'measures.

More information on the Collaborative can be found at the website:
httpi/fwww.qualityforum.org/came/,

VI. Gapsin Endorsed Quality and Efficiency Measures
Under section 1890(b)(5)(A)(i)(IV] of the Act, the CBE is required to describe in this report gaps in
endorsed quality and efficlency measures, including meastires within priority areas identified by HHS
under the agency’s National Quality Strategy, and where quality and efficiency measures are unavailable
orinadequate to identify or address such gaps.

Gaps ldentified in 2020 Completed Projects

During their deliberations, NQF's endorsement Standing Committees discussed and identified gaps that
exist in current project measure portfolios. A list of the gaps Identified by these Committess in2020.can
be found InAppendix G.

Measure Applications Partnership: Identifying and Filling Measure Gaps

In addition to its role of recommending measures for potential inclusion into federal programs, MAP
also provides guidance on identified measurement gaps at the individual federal program level. In'its
2019-2020 pre-rulemaking deliberations, MAP specifically addressed the high-priority domains CMS
{dentified in‘each of the federal programs for future measure consideration. A list of gaps ideritified by
CMS program can be found in Appendix H.
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VIl. Gapsin Evidence and Targeted Research Needs
Under section 1890(b){5)(A)(i{{(V) of the Act, the CBE is required to describe areas in which evidence is

insufficient to support endorsement of qudlity and efficiency measures in priority areas identified by the
Secretary under the National Quality Strategy und where targeted research may address such gaps.

NOF undertook several projects in 2020 to create strategic approaches; or frameworks, to measure
quality in areas critical to improving health and healthcare for the nation but for which quality measures
are too few, underdeveloped, or nonexistent.

A measurement framework is a conceptual model for organizing fdeas that are important to measure for
a topicarea and for describing how measurement should take place {i.e., whose performance should be
measured, care settings where measurement is needed, wheh measurement should oceur, or which
individuals should be included in measurement). Frameworks provide a structure for organizing
currently available measures, areas where gaps exist; and prioritization for future measure
development.

NQF’s foundational frameworks identify and address measurement gaps in important healthcare areas;
underpin future efforts to improve quality through metrics; and ensure safer, patient-centered, and
cost-effective care that reflects current science and evidence: In 2020, NQF continued efforts on several
projects focused on creating strategic measurement frameworks for maternal morbidity and mortality,
person-centered planning and practice, measure feedback loop, PROs, EHR data quality, common
formats for patient safety, and reducing diagnostic error. In addition, NQF initiated work-on five new
strategic measurement frameworks addressing attribution, rural health, opioids, behavioral health, EHR-
sourced measures for care coordination, and PRO-PMs.

Attribution-Critical Hiness/Injury

As mentioned earlier, the Attribution for Critical lliness and Injury project seeks to address the
challenges of improving health outcomes during emergencies. While the healthcare system moves
towards value-based desigh, measurement attribution approaches must continue to evolve. Attribution
is-defined as the.methodology used to assign patients, and their quality outcomes, to providers or
clinicians {National Quality Forum, 2016). To date, attribution models mainly focus on care for chronic
conditions coordinated through a central unit, when most patients usually seek care from a usual
source. High-acuity emergency care-sensitive conditions {ECSCs) (Carr et al,, 2010), such as critical iliness
or Injury; infectious diseases, and other public health emergencies that result in mass casualty and
sudden surge of severely injured or infected patients, require prompt, team-based care. The COVID-19
pandemic underscores the complexities associated with-attributing patients during public heaith
emergencies. Factors such as resource avallabllity; different entities providing care, communication of
test results and patient needs, and orders that aim to minimize infection spread may all affect heaith
outcomes. These attribution models may not be applicable tocare delivery in public health
emergencies. ldentifying all providers who took part in treatment, differentiating thelr performarce,;
and linking Tt to patient outcomes is technically complex. As evidence to support the best models of
attribution for ECSCs Is limited, defining the elements of such models and developing consensus-based
recommendations will help advance the measurement field. This project aims to provide foundational
guidance for attributing care and payment in areas that have not previously been addressed.

This work builds upon previously CMS funded work, NOF's 2016 Attribution; Principles and Approaches
{National Quality Forum; 2016) and 2018 Improving Attribution Models {National Quality Forum, 2018},

-
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aswell as the Health Care Payment Learning & Action Network {HCP-LANY's 2016 Report on Patient
Attribution {Health Care Payment Learning afd Action Network, 2016). It will consider NQF's 2019
Healthcare System Readiness Measurement Framewaork that puts forth approaches to assess care
delivery and the organization of resources prior to, during, and after emergencies {National Quality
Forum, 2019).

NQF convened a multistakeholder Commiittee in late 2020, In 2021, the Committee will develop
recommendations to guide future development of population-based attribution models for high-acuity
ECSCs that can be used to strengthen accountability at the system level to improve patient outcomes.

Leveraging Electronic Health Record (EHR)-Sourced Measures to Improve Care Communication
and Coordination

The goals of care communication and coordination efforts are to ensure that patient care that is
delivered across multiple clinicians is synchronized and efficient. Effective care coordination involves
seamless communication between each clinician, patient, and caregiver; as well-as their families,
particularly at transitions in care, In coordinated care; healthcare teams should strive to understand and
implement a cohesive care plan where goals do not change as the patient moves from setting to setting
{Williams, 2020).

Unfortunately, much of American healthcare today is not well coordinated. Patients often experience
poor transitions in care between settings. There also may be duplicative testing and treatment plans
that increase patient risks, including drug interactions. Clinicians: may cbserve thata patient is directed
to the incorrect place In the healthcare system or experiences a poor outcome from inadequate
information exchange between clinicians, They may also experience unreasonable levels of effort to
accomplish coordination during transitions in care. It has also been noted that healthcare organizations
implement coordinated care unevenly and inconsistently: A recent survey found that only seven percent
of patient care Is coordinated across settings {Abbaszade et al., 2020},

In the 2014 Agency for Health Research and Quality {AHRQ); the Care Coordination Measurement:
Framework stated that care coordination can be measured through the presence or absence of specific
coordination activities (e.g., creating a plan of care} or broad approaches {e.g., using care management)
{Agency for Healthcare Research and Quality, 2014). The effects of care coordination can be measured
as the presence or absence of a clinical event {e.g., a diagnostic error) or perception of coordination of
care from the perspective of patients, clinicians, or health systems {Weston et al,, 2017). However,
measuring care coordination has been challenging with existing quality measures. Measurement thus far
has focused on isolated coordination processes oractivities as these processes oractivities may be
difficult to precisely replicate across settings as their success may be context dependent {i.e., working in
cne setting but not another). Additionally, there Is a paucity of cutcome-based measures in-care
coordination against which to measure program success.

EHRs have emerged as an important data source for quality measures as the ability of EHR systems to
connect and exchange data is an important aspect of quality healthcare that has not been fully realized.
EHR data are primarily designed to support patient care and billing; not necessarily capture data for
secondary uses, such as quality measurement. However, within EHRs, technology tools.and specific
design features have been effectively deployed to help facilitate care coordination. This allows EHRs to
serve asa way to Improve both care coordination and how it is measured. Under this task order, NOF
will convene a multistakeholder Committee to identify best practices to leverage EHR:sourced measures

M
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toimprove care communication and coordination quality measurement in an all-payer, cross-setting,
and fully electronic manner,

nthe initial year, NQF will perform:an environmental scan to review, analyze, and synthesize the
information from a literature review, expert interviews, and measure review to produce an
environmental scan report. The report will define care communication and care coordination, discuss
the impact of care communication and care coordination-on health outcomes, define social
determinants of health and discuss how they can affect care coordination, and highlight the
opportunities and challenges associated with leveraging EHR-sourced data to improve care
communication and coordination. This report will be high-level and engaging, communicating the
findings of the environmental scan to a broad audience who may or may not have healthcare expertise
butwho are interested In uhderstanding the relationship between clinical data and care coordination,

If funded, the environmental scan report will be followed by two reports of final recommendations that
will outline how EHRs could better facilitate care communication and coordination and how EHR-
sourced measures can be used to improve care communication and coordination, as well as possible
EHR-sourced care communication and coordination measure concepts or specific areas of measurement
within care communication and coordination.

In late 2020, NQF solicited nominations for experts to seat on a Committee and begin the environmental
scan; Including literature and measure reviews as well as expert interviews.

Rural Health Perspective
Rural-Relevant Measures Core Set

Low case-volume poses a measurement challenge for many healthcare providers in rural areas, Low
population density, in combination with limited access to care, can reduce the number of patients
eligible for inclusion in healthcare quality measures in Medicare public reporting and VBP programs. Low
case-volume affects the reliability and validity of measure scores, making it difficult to compare
performance between providers or'track changes in quality. over time. CMS, through rulemaking, sets
minimum case requirements for its quality reporting and VBP programs. As CMS continues to expand
the use of outcome measures in'its programs, low case-volume among rural providers would
Increasingly limit CM$’ abllity to leverage outcome meastires to encourage improvement in-quality of
care among rural providers, and to provide meaningful information to rural consumers to-make
informed decisions for their healthcare.

In 2018, NQF convened a multistakeholder Rural Health Workgroup to establisha Core Set of Rural-
Relevant Measures {Core Set) that identified performance measures that are high impact and
meaningful to rural Americans, feasible for providers to report to Medicare programs, and resistantto
low case-volume challenges. To further advahce measirement science related to low case-volume, CMS
tasked NQF to also convene a TEP that would provide input-on promising statistical approaches that
could be used to address the low case-volume challenge.

Starting In fall 2019 through 2020, NQF worked to identify a list of high-priority, rural-relevant measures
susceptible to low case-volume, reporting challenges for future testing of the TEP's recommended
statistical approaches. NOF reconvened the Rural Health Workgroup to conduct an environmental scan
of rural-relevant quality measures Included in Medicare quality reporting and VBP programs, as well as
develop-a priority measure list and discuss reporting challenges specific to measurement in rural areas.
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The Workgroup then recommended topic areas and measure attributes that would be used to identify
suitable candidates for the statistical testing. Through n-depth discussion, voting, and responding to
public comments on a preliminary short list of candidate measures, the Workgroup selected 15
measures susceptible to lowcase-volume and recommended they be prioritized for future testing of
statistical approaches to overcome this challenge. The list of prioritized measures reflects a mixof
measure attributes {e.g,, type, analysis level, and care setting) and topic areas relevant to rural
populations; including patient experience; access to care, behavioral health; chronic obstructive
pulmonary disease, healthcare-associated infections, perinatal care, readmissions, transitions of care,
and sepsis.

If future testing to overcome low case-volume challenges proves successful, this measure list may
represent a key source of rural-relevant measures that can be considered for use in measurement
programs. The creation of this prioritized list is an important step towards achieving high-quality and
high-volume outcomes for all Americans; regardless of whether their area of residence is rural-or
geographically remote.

Impact of Telehealth on Rural Healthcare System Readiness and Heualth Outcomes

Telehealth offers tremendous potential to transform the healthcare delivery system by overcoming
geographic distance, enhatcing access to care, and building efficiencies. The promise of telehealth has
been particularly important in the wake of the COVID-19 pandemic, which has severely limited the
ability of many Americans to see their healthcare providers in person. The COVID-19 pandemic has also
brought the unique challenges faced by rural Americans into focus. Compared to urban dwellers, rural
residents may be hit harder by the pandemic because of the continuous weakening of rural healthcare
infrastructure. Rural communities have long been plagued by a lack of resources; closing of rural
hospitals-and other healthcare facilities, healthcare professional shortages, lack of transportation
options, and limited availability of medical specialists. The prevalence of chronic conditions among rural
Americans could further exacerbate the impact of the pandemic. Most US rural residents tend to he
poorer, older, and sicker than non-rural residents, making the rural residents more vulhérable to
infectious diseases than non-rural residents. Even for rural residents who are not infected, those with
ambulatory care-sensitive chronic conditions—who normally depend on regular monitoring to keep
their symptoms under control—may be confronted by even higher barriers to care during disaster
events and other public emergencies. While telehealth may be an important part of the solution, there
has been a lack of empirical evidence in the literature related to the experience of using telehealth to
support surge capacity or strengthen system readiness in times of pandemics, natural disasters, mass
violence, or other public emergencies: This moment provides an excellent opportunity to identify
measures or measure concepts that may be appropriate for assessing the potential impact of telehealth
on rural healthcare system readiness.

HHS has tasked NQF with developing a measurement framework linking quality of care provided by
telehealth, system readiness; and rural health outcomes in a disaster. For this effort, NQF will build on
foundational efforts in 2017, Creating a Framework to Support Measure Development for Telehealth,
and.a 2019 framework identifying key considerations for measuring and reporting the quality of
Healthcare System Readiness. In late 2020, NOF assembled a new multistakeholder Committee of
experts who will lead efforts of project activities through 2021. Specifically, Committee members will
explore what capabilities telehealth requires to save lives in rural areas during a national emergency,
what health outcomes In a national emergency can be fairly attributed to quality of care delivered by
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telehealth, and what other factors {e.g., infrastructure, financial, and type of emergency) should be
accounted for in assessing the impact of telehealth on health outcomes in‘a disaster. The Committee will
need to be especially considerate of recent changes in telehealth technology, policy, and practice to
ensure that the new measurement framework is high quality and meets the needs and contours of the
current telehealth environment.

Opioids and Behavioral Health

Opioid-related overdose deaths and morbidity have emerged as a complex and evolving challenge for
the US healthcare system. The March 20, 2020 Morbidity and Mortality Weekly Report confirmed that in
2018, there were nearly 47,000 US deaths attributable to opioid use, both prescription and illicit {Wilson
et al,; 2020}, Moreover, a large proportion of those deaths are tied to heroin that is laced with illegally
manufactured synthetic and semi-synthetic opioids, While this represents:a decrease from 2017 in
deaths involving all oplolds by two percent, heroin by four percent, and prescription opicids by 14
percent, death rates associated with synthetic opioids Increased by 10 percent (Barry, 2018). Quality
measures related to opioid use are a key component to holding care providers, payers, and policymakers
accountable as direct purveyors or indirect sponsors of the best possible care regarding pain
management and substance use dependence treatiment and prevention.

Under section 6093 of the 2018 Substance Use-Disorder Prevention that Promotes Opioid Recovery and
Treatment for Patients:and Communities (SUPPORT} Act {section 1890A(g) of the Social Security Act),
CMS fundad NOF to convene a 28-member TEP composed of physicians, nurses, patiefits; pharmagists,
and others with expertise in'pain management and OUD to address opioid measurement challenges
from 2019-2020. The TEP made a series of recommendations related to identifying and prioritizing gaps
in quality measures that needed to be filled to reduce OUD and opioid overdose deaths without
undermining effective pain management. In additicn, the TEP made recommendations for appropriate
opioid-related measures and measure concepts to be deployed in five federal quality and performance
programs administered by CMS (National Quality Forum, 2020). The Opioid TEP recognized an emerging
“fourth wave” of the opioid-epidemic related to polysubstance use: Increasingly, individuals with OUD
are muore likely to use psychostimulants such as amphetamines; use opicids with othersubstances
during the same use period, and suffer from concomitant psychiatric conditions, such as anxiety,
depression, and suicidal ideation {Snyder et al., 2018}, In 63 percent of opioid overdose deaths, evidence
of co-cccurring prescription or illicit drug use was also present (Gladden et al,, 2019}, Because of the
clear connection between concomitant behavioral health {BH) conditions with OUD and the impact of
polysubstance use on opioid mortality and morbidity, the TEP prioritized the identification and
development of measures that address cormorbidities of OUD with psychiatric conditions and substance
use disorder (SUD}.

In late 2020; NOF convened a new Committee for Opioids and Behavioral Health {OBH) to address the
priority identified by the Opiloid TEP. The OBH Committee will conduct-an environmental scan of
currently available, all-payer measures or measure concepts that address overdose and mortality
resulting from polysubstance use involving synthetic or semi-synthetic opioids among individuals with
co-occurring behavioral health conditions. CMS has an interest in all-payer measures to facilitate
alignment across payersand programs, to promote focus on commonly held quality pricrities, and to
reduce provider burden associated with measure reporting. CMS has also expressed an interest in
outcome measures, including PRO-PMs, as well as digital measures that draw on low-burden data
sources. The Committee will be especially cognizant of measures that address pertinent social
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determinants of health related to QUD. The Committee s particularly interested in measures or
measure concepts related to non-medical levers or non-medical partnerships. Measure gaps identified
will also be discussed and prioritized.

In 2021, the Committee plans to develop a measurement framework based on the environmental scan.

Common Formats for Patient Safety®

The Common Formats for Patient Safety is'a project that began in 2013 and is supported by AHRQ. to
obtait comments from stakeholders about the Common Formats authorized by the Patient Safety and
Quality Improvement Act of 2005 (Patient Safety Act) {Health and Human Services; Office for Civil Rights,
2008) that authorizes AHRQ, to designate Patient Safety Organizations {PSOs) that work with providers.
To support PSOs in reporting datain a standard way, AHRQ created “Common Formats™—the common
definitions and reporting formats—that standardize the method for healthcare providers and PSOs to
collect and exchange information for any patient safety event. The objectives of the Common Formats
tools are to standardize patient safety event data collection, permit aggregation of collected data for
pattern-analysis, and learn about trends In patient safety concerns. AHRQ first released Common
Formats in 2008 to support event reporting in hospitals and has since developed Commeon Formats for
event reporting within nursing homes and community pharmacies, as well as Common Formats for
hospital surveillance, The Common Formats for event reporting apply to.all patient safety concerns,
including incidents; near misses or close calls; and unsafe conditions:

NQF; on behalf of AHRQ, coordinates a process to obtain comments from stakeholders about the
Common Formats and facllitates feedback on those comments via an NQF-convened Expert Panel. In
2020, NQF continued to collect comments on all elements {including, but not limited to, device or
medical/surgical supply, falls, medication or other substance, perinatal; surgery, and pressure Injury) of
the Common Formats, including the most recent release, Hospital Commen Formats Version 0.3 Beta,
The public has an-opportunity to. comment on all elements of the Common Formats modules using
commenting tools developed and maintained by NQF. In 2020, NOF also upgraded the technology
platform supporting the Common Formats commenting tool and filled several vacancies on the Expert
Panel.

Person-Centered Planning and Practice

Person-centered planning is a facilitated, individual-directed; positive approach to the planning and
coordination of a person’s services and supports based on individual aspirations, needs, preferences;
and values. The goal of person-centered planning Is to create a plan that will optimize the person’s self-
defined quality of life, choice, control, and self-determination through meaningful explorationand
discovery of unique: preferences, needs, and wants in-areas including, but not limited to, health and
well-being, relationships, safety, communication, residence, technology, community, resources, and
assistance.

From 2019-2020, NOF convened a multistakeholder Committee to address Person-Centered Planning
{PCP)in long-term services and supports (LTSS} systems. Committee members represented a variety of
stakeholders, including self-advocates, caregivers, purchasers, providers, health professionals, health
plans; suppliers, and experts in-.community and public health and healthcare quality. The Committee
included experts in PCP, family-centered care, shared decision making, self-advocacy, consumer

“This project is not funded under section 1890/18904 of the Social Security Act.
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engagement, home, and community-based services (HCBS), facility-based care, community inclusion,
and Medicaid. The diversity of peopleé who use LTSS required representation of self-advocates from the
mental health, nursing home, dementia, and disability communities. The Committee reflected the
diversity of experlence and insight, as well as the historical experience of being marginalized and
underserved. Its diverse membership underscores the need to find similarities and maximize
inclusiveness to move the field forward.

Through a consensus-building process, stakeholders representing a variety of diverse perspectives met
throughout the project to refine the current definition for PCP; develop a set of core competencies for
performing PCP facilitaticn; make recommendations to HHS on system characteristics that support PCP;
conduct a scan that includes historical development of PCPin LTSS systems; develop a conceptual
framework for PCP measurement; and create a research agenda for future PCP research.

Throughout their deliberations, the Committee considered the focus on the person and the context of
their life to be at the center of the PCP process. The plan that emerged and its implementation is
influenced by the competencies exhibited by the facilitator of the planning, the existing characteristics
of the person’s healthcare system environment; and the quality measurementand improvement efforts
directly associated with each step of the PCP. The final recommendations of the PCP.Committee are
provided within a simmary report.

Maternal Morbidity and Mortality

Maternal morbidity and mortality have been identified as primary indicators of women'’s health and
quality of healthcare globally. The Healthy People 2020 target goal for the US maternal mortality rate is
11.4 maternal deaths {per 100,000 live births), but as of 2018 the US rate is 17.4 maternal deaths {per
100,000 live births) (Centers for Disease Control and Prevention, 2020c¢). This rate is' much higherthan
other high-income countries, with more than 700 women dying annually from pregnancy-related causes.
The leading causes of overall maternal mortality can be attributed to increased rates of CVD,
hemorrhage, and infection {Centers for Disease Control and Prevention, 2020a). Women with poor
maternal outcomes are at increased risk for recurrence in their next pregnancy and are-at increased risk
of chronic iliness later In life: While the postpartum period presents an opportunity to intervenie to
improve this trajectory, many women:still face barriers, such as cost, transportation, lack of provider
availability, loss of insurance; childcare, psychological distress, challenges communicating with a
provider, and health literacy.

Infall 2019, NQF convened a 35-person multistakeholder Maternal Morbidity and Mortality Committee
to provide input and-guidance on the identification of two measurement frameworks: {1) measure
concepts and (2) actionable measurement approaches addressing facets of maternal morbidity and
mortality. This project includes the development of an environmental scan, two measurement
frameworks addressing maternal morbidity and mortality separately, a recommendation for an
actionable maternal mortality measure concept, and recommendations for actional measurement
approaches for morbidity and mortality.

During 2020, the Committee was convened through seven web meetings to discuss the content of the
environmental scan, measurement frameworks; and mortality measure concept{s). The environmental
scan focused on prevalence, incidence, risk factors {medical and non-medical), measure concepts, fully
developed measures, measures in use, processes for maternal care delivery; maternal health outcomes
{e.g. postpartum readmissions, infections, injuries, and other pregnancy complications in addition to
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mortality) and other factors/areas influencing outcomes, including health disparities. It also highlighted
innovations in measurement methodologies, limitations or gaps in measurement and considerations
regarding measurement data sources. As presented in the envircnmental scan, the Committee
discussed the Importance of influencing factors related to maternal morbidity-and mortality, including
both clinical and nonclinical components across the continuum of care. These influencing factors were
further defined by individual levels {e.g., age, education, knowledge, beliefs, and behaviors);
societal/community factors {e.g., social network; built environment; and housing); hospital factors {e.g.,
Implicit bias; eultural competence, and communication); and system-level factors {e.g., access, structural
racism, and policy}. These factors are interrelated and contributors to each other; they emphasize the
importance of the pregnancy and childbirth experience along the continuum of a woman’s life. This
notion underscores the need to broaden the viewpoint to include a comprehensive assessment of
medical and nonmedical risk factors to better understand the larger context of influencers and
contributors for adverse outcomes beyond traditional hospital risk factors. The environmental scan
highlighted several nonclinical influencing factors; which Included healthcare disparities, race and
racism, discrimination, residential segregation, implicit bias, language barriers in healthcare, health
literacy, rural communities, and othersocial determinants of health. The full copy of the énvironmental
scan-also expands-upon specific contributors to severe maternal morbidity and maternal mortality along
with Innovations in measure methodologies and a list of existing measures.

The Committee continues to discuss the two separate measurement frameworks for maternal morbidity
and mortality as well as identify an actional mortality measure concept. The final recommendations
report will include these frameworks as well as short- and long-term innevative actionable approaches
to improve maternal morbidity and mortality measurement across various healthcare settings and detail
how to use the measurement to Improve maternal health outcomes. The final recommendations report
is'expected in August 2021,

Measure Feedback Loop

Measure feedbackis essential to the quality improvement enterprise. Feedback on-quality measures
provides an Important opportunity to understand the extent to which data for the measures is being
captured without undue burden; how, where, and who i$ using the measures; what, if any, unintended
consequences arise from using the measures after they receive NQF-endorsement on providers, payers,
consumers, caregivers;, measured populations, and others; and; ultimately, whether measures are
having their intended effect on improving the quality of care and health outcomes for individuals and
populations:

The NQF measure feedback loop refers to the process of providing feedback from those who use
measures to measure developers-and Standing Committee members who may have recommended that
the measure receive or maintain NQF-endorsement or be selected for use in a federal quality program
through MAP. To close the loop, responses to-the feedback should be shared back with those who
submit feedback. Gathering meaningful, timely, comprehensive, and actionable feedback on measures
after they are implemented also hélps NOF and quality measurement stakeholders to engage in
continuous quality improvement of the quality improvement enterprise.

For the Measure Feedback Loop project, NQF convened a multistakeholder Committee to understand
NQF Standing Committee needs for measure feedback and to elicit ideas for innovative, efficient, and
effective approaches to integrate measure feedback into the measure endorsement process and
maintenance of endorsed measures, This multistep effort was aimed at Improving NOF's measure
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feedback loop by identifying a set of strategies that can be piloted to improve the ways in which NQF
solicits, collects, facilitates, and shares measure feedback among stakeholders within NQF's
endorsement and maintenance processes.

Ih June 2020, NQF delivered the final report for the project that focused on a proposal Implementation
plan to pilot and evaluate strategies to improve the measure feedback loop that align with the
Committee’s goals for the measure feedback loop pilot to minimize burden for those providing
feedback; ensure relevant stakeholders know how to provide measure feedback to NQF; ensiure NQF
Standing Committees receive meaningful and adequate information to-apply the feedback to the
relevant measure evaluation criteria and make Informed recommendations for endorsement; ensure
developers receive timely, meaningful, and actionable measure feedback; ensure those who provide
feedback hear back about how feedback was or was not addressed; and define a'standard pathway for
generating and collecting measure feedback.

The proposed plan for the measure feedback loop pilot implementation consists of three steps: (1)
generate meaningful and actionable feedback from measure users; {2) standardize and streamline

the NQF Measure Feedback Too! and measure feedback process; and {3) support stakeholders to apply
the measure feedback collécted through prior steps. These steps include strategies and tactics that the
Committee rated as having high-potential benefit while being at low- to medium-resource intensity to
support the feasibility of implementing successful strategies beyond the pilot. Continuous effortsto
improve the measure feedback loop is vital to the success of the quality improvement enterprise and
requires the buy=in and participation of key stakeholders from the healthcare community, including
measure users, measure developers, and NQF Standing Committee members.

Patient-Reported Outcomes: Best Practices on Selection and Data Collection

Prior work by NQOF created structured recommendations around patient-reported outcomes

{PROs), patient-reported outcome measures {PROMSs), and patient reported outcome performance
measures (PRO-PMs) (National Quality Forum; 2012b). While the differences between these are subtle
{e.g., In the context of knee replacement; post-surgical symptoms, such-as pain, are considered PROs), a
patient-reported survey of the knee Injury and ostecarthritis outcome is considered a PROM, and the
provider performance managing the post-surgical knee pain s an example of a PRO-PM. Unfortunately,
both the widespread use and adoption of PROs and PROMs have faced barriers, as have the
development, endorsement; and implementation of PRO-PMs (Philpot et al., 2018}. Currently, NQF's
measure endorsement portfolio Includes seven PRO-PM measures. These barriers may stem from
clinician and patient concerns about upstream factors of PRO-PM development, namely the value and
choices of PROs and the selection and implementation of PROMSs. Limited relevance of some PROs to
patient goals, clinicians” concerns about the limited value of some PROs to care planning, a lack of
guidance for clinicians on how to interpret PRO data, and burden of PROM implementation and
incompatibility with-workflow have all inhibited efforts to develop and expand the use of PRO-PMs in
informing quality improvement. To increase broad-based acceptance of PRO-PMs, it would be important
to address these upstream hurdles related to PROs and PROMs. An-environmental scan was published in
December 2018, providing a current assessment of PRO use within healthcare.

The final technical report, released in September 2020; built on the envirochmental'scan by providing
guidance from the TEP that clinicians and organizations can use in addressing barriers that affect the
selection and implementation of PROs and PROMSs. The final report reviews commonly used
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PRO categories and discusses best practices for PRO selection in clinical care. Patient, family member,
and caregiver Involvement are critical components of PRO selection to ensure the information’is
meaningful, and this perspective should accompany a multistakeholder selection process that also
includes clinicians, researchers; and other experts. Key takeaways include the importance of identifying
the overarching clinical goals that PROs should meet and the importance of keeping actionability and
feasibility in mind throughout the selection process.

The final report also discusses how to select the correct PROM foran organization in order to collect
data and generate usable information to help inform patient care. The multistakeholder selection

team should understand that PROMs exist on a continuum of specificity and range from disease-
agnostic to disease-specific, each with its unigue set of advantages. Patients bring important
perspectives to questions around burden {e.g., how long it takes to complete each PROM}, modes {e.g.,
whether a PROM is self-administéred or completed via interview), and methods {e.g., whether a PROM
is completed via paper, emall, or patient portal). Involvement by providers-and other experts is-also
critical when selecting PROMs, as these stakeholders can inform the perceived value of different PROMs
in improving care. The final report reviews and expands upeon the attributes of PROMs that were
discussed in past literature and that should be considered during the selection process. Five best
practices for PROM selection are introduced, and an attribute grid Is presented as a tool to aid in
comparing and selecting them.

The final technical report explores best and promising practices related to the implementation of
PROMs. Buy-in from patients, clinicians, leadership, and other key stakeholders is arguably the most
critical aspect of implementation, and the report offers guidance on securing buy-in, The burden of data
collection affects both clinical staff and patients, and recommendations are provided to minimize this
burden. Workflow implementation is-addressed, including the opportunities to delegate tasks:around
the collection, interpretation, and communication of outcomes data appropriately across clinical and
support staff. Clinicians must be able to accurately interpret scores and communicate effectively with
patients about what the scores mean, and recommendations are included to improve interpretation and
communication. Promising practices are explored around the integration of PROMs with EHRs, as.are
the implications of using return-on-investment and patient- and physician-incentives as a primary way
to-measure the cost, value, and benefit of PROMs. Using three clinical scenarios {burns and trauma,
heart failure, and joint replacement) as examples; the project examined key elements of PROMs

and assessed use cases for different people involved in the seléction process.

Building a Roadmap From Patient-Reported Outcome Measures to Patient-Reported Outcome
Performance Measures

In the foreseeable future, measure developers will create digital PRO-PMs that are based on high quality
PROMs. EHR systems will not only collect data for those PRO-PMs, but-will also calculate and submit
aggregate scores for regulatory and reimbursement purposes. For this to occur, measure developers
need step-by-step guidance to help identify attributes of high quality PROMs and create digital PRO-PMs
that are based on those PROMs. NQF will create this guidance, or roadmap, by convening a TEP that
consists of measure developers; health IT experts; clinicians and representatives of professional
socleties; professionals involved in payment; reimbursement; and purchasing; and patients. This work
will be viewed through the lens of chronic pain and functiohal limitations, two areas with deep
knowledge of patient-reported measures.
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In late 2020, NQF solicited nominations to convene a TEP, This panel of experts will be finalized in early
2021 and will be charged with developing an environmental scan report that will review literature
related to high quality PROMs and how they can affect the development of PRO-PMs, specifically
electronic or digital PRO-PMs. Because of the novel nature of this initiative, NQF staff have also been
exploring other resources, such as PRO-PMs that have undergone the NQF endorsement process (either
successfully or unsuccessfully), bodies that review and recommend PROMSs, and any PROMSs and/or
PRO-PMs that-are used by CMS VBP Programs or APMs. NQF aims to present Its initial-environmental
scan findings at the first TEP meeting in January 2021,

Electronic Health Record Data Quality

One of the promises of EHRs is that they enable automated clinical quality measure reporting. EHR
systems are primarily designed to support patient care and billing, not necessarily capture additional
data to support quality measurement {Centers for Medicare & Medicaid Services, 2019b), However,
since EHR data are routinely collected for patient care that can be used for ¢clinical quality measures,
they can be reused to reduce provider burdenassociated with public reporting and VBP programs
{Eisenberg et al.,, 2013). Despite high-adoption rates in multiple care settings, the promises of EHRs have
not yet been fully realized because of considerable variation in data quality.

NQF defines electronic clinical quality measures (eCOMs) as measures that are specified using the
industry accepted eCQOM technical specifications; which include; but are not limited to, health quality
measure format {HQMF), the Quality Data Mode! {QDM), Clinical Quality Language (CQL), and value sets
vetted through the National Library of Medicine’s Value Set Authority Center (VSAC) {National Quality
Forum, 2012a). Using EHRs as a source of data, eCOMs were designed to enable automated reporting of
measures using structured data. With the use of structured data, eCQMSs have the potential to provide
timely and accurate information pertinent to clinical decision support and facilitate timely and regular
monitoring of service utilization and health outcomes (Bailey et al,, 2014). Curréntly, NOF has endorsed
nearly 540 healthcare performance measures with-only 34 of these being eCQMs. Although the number
of endorsed eCQMs is low; several measures in NOF's portfolio are quality measures that rely on data
that come from-an EHR, which NQF refersto as EHR-sourced measures. NOF has identified the ability of
EHR systems to connect and exchange data as'an important aspect of quality healthcare. However,
eCOMs and EHR data are not enough to enable automated quality measurement. To better understand
the potential of improving guality measurement with the use of EHR data for clinical quality measures, it
is important to examine the current state of EHR data quality.

in 2020, NQF continued the implementation of an 18-month preject that was initiated in 2019 to
identify the causes, nature; and extent of EHR data quality issues; particularly as they relate to measure
development, endorsement, and implementation. This multistep effort was aimed at Identifying a set of
strategies for addressing issues hindering EHR data quality and focused on how well EHR datacan be
used to'support automated clinical quality measurement. To .achieve this, NOF convened a 21-member
multistakeholder TEP over a serles of web meetings to guide and provide input-on the work,

Additionally, NQF completed an environmental scan that was delivered to CMS in May 2020 and
identified currently avallable Information on EHR data quality issues; current efforts to address these
issues, and key stakeholders” perspectives and input based on their experiences. The current state
assessment from the environmental scan set the foundation for the development of a final report that
will be delivered to CMS in December 2020, which offers recommendations on how to advance EHR
data in'ways that better support the development, endorsement; and implementation of eCQMs. An
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overarching issue of EHR data quality identified by the TEP is the challenge of eliciting multiple
stakeholders {e.g., vendors and providers) to participate with measure dévelopers early and throughout
the development life cycle in a way that balances the cost of participation with the downstream benefit
of reducing workflow and Implementation costs once the tested measure s in-each program. Although
the final report focuses on opportunities for HHS, CMS and NQF, additional work inthis area does not
only lie with these stakeholder groups. It is recommended that future work:should focus on
opportunities for other stakeholders who can have an impact on EHR data quality issues beyond HHS;
CMS, and NOF. Until then, NQF will share the recommendations in the final report with HHS, CMS; and
other external stakeholders for consideration and potential implementation,

Reducing Diagnostic Error

The delivery of high quality healthcare Is predicated upon an accurate and timely diagnosis. Diagnostic
errors; which are defined as the faillure to establish or communicate an accurate and timely assessment
of a patient’s health problem, contribute to an estimated 40,000-80,000 deaths each.year {Leape et al,,
2002). Approximately 12 million Americans suffer a diagnostic error each year, and the National
Academies of Science, Engineering, and Medicine (NASEM) Committee on Diagnostic Errorin Health
Care suggested that most people will experience at least one diagnostic errorin their lifetime {Singh et
al,; 2014).

In 2017, NOF c¢onvenied a multistakeholder Expert Committee to develop a conceptual frameéwork for
measuring diagnostic quality and safety and to-identify priorities for future measure development. The
2017 Measurement Framework included three domains: (1) Patients, Families, Caregivers; {2) Diagnostic
Process and Outcomes; and {3) Organization and Policy Opportunities. To further advance patient safety
and reduce diagnostic error, NQF convened a new mulitistakeholder Committee in 2019 to revisit and
build on the previous Committee’s work.

The Improving Diagnostic Quality & Safety/Reducing Diagnostic Error; Measurement Considerations
Committee first reviewed the Diagnostic Process and Outcomes domain of the 2017 Measurement
Framework to identify any needed updates, The Committee also identified high-priority measures,
measure concepts, current performance measures; and areas for future measure development that
have emerged since the initial development of the 2017 Measurement Framework. Informed by these
activities and over a series of web meetings—five of which-occurred in 2020-the Committee developed
practical guidance, including specific use cases to demonstrate how the framework can be
operationalized in practice, as well as detailed recommendations for measuring and reducing diagnostic
error.

The Committee designed four use cases to support the practical application of the Diagnostic Process
and Outcomes domain of the 2017 Measurement Framework. The use cases were developed by the
Committee as an opportunity to identify comprehensive resolutions to specific types of diagnostic
errors. The four use case topics selected {i.e., missed subtle clinical findings; communication failures,
information overload, and dismissed patients) reflect high-priority problems and examples of diagnostic
errors that cause patient harm. Each use case describes a type of diagnostic error, its causal factors, key
stakeholders who ¢an help overcome and prevent the error, and global and granular solutions to the
error. The solutions within the use cases reflect opportunities for stakeholders to reduce diagnostic
errors:.in the subdomains of the Diagnostic Process and Outcomes domain of the 2017 Measurement
Framework, allowing for stakeholders to drive improvement in multiple areas, including information
gathering and documentation, information integration, information interpretation, diagnostic efficiency,
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diagnostic accuracy, and follow-up. Use cases also include snapshots of case exemplars to demonstrate
how the specific solutions can be implemented in practice, The case exemplars range across settingsand
populations. Each use case concludes with a description of the impact of the identified solutions on
patient safety; as well as a section on measurement approaches and measure concepts.

The Committee also identified a series of comprehensive, broad-scope; actionable; and specific
recommendations for applying the Diagnostic Process and Outcomes domain of the 2017 Measurement
Frameworland for measuring and reducing diagnostic error. Recommendations for applying the
Diagnostic Process and Outcomes domain highlight implementing quality improvement activities to
identify and reduce errors to prevent them from occurring, including specific recommendations related
to engaging patients, educating clinicians, developing, and deploying clinical protocols; leveraging
techniology, supporting a culture of tearawork, and improving information shafing. Each
recommendation for applying the 2017 Measurement Framework aligns with a specific
recommendation for measuring and reducing diagnostic error. These measurement-focused
recommendations are centered around using patient-reported measures; assessing, providing, and
obtaining feadback on clinician diagnostic performance and adherence to diagnostic protocols;
evaluating the impact of technology and leveraging technology to reduce errors; measuring
communication and teamwork; assessing the appropriate use of laboratory testing and radiology; and
measuring the total cost, time, and impacts of diagnostic odysseys. Each recommendation has related
actions for diverse stakeholders to measure and evaluate current processes and outcomes, including the
identification of prioritized measure concepts.

in-October 2020, NQF delivered the final report for this project, which includes the Committee’s
recommendations for the practical application of the Diaghostic Process and Outcomes domain of the
2017 Diagnostic Quality and Safety Measurenient Framework, measuring and reducing diaghosticerror,
and measuring and improving patient safety. The final report incorporates feedback received from the
public during the 30-day public commenting period that cccurred from July to August 2020. Diverse
stakeholders {e.g., healthcare organizations, clinicians, patients, payers, measure developers, EHR
vendors, policymakers, and others) can use the practical guidance and recommendations in the report
to reduice diagnostic errors. Stakeholders can use existing measures and raeasurement concepts, as well
as-the future measurement approaches, to identify specific opportunities for reducing diagnostic error
and improving patient safety. The.implementation strategies and solutions within-the report can
subsequently be used to drive improvement in diagnostic processes and outcomes. Organizations and
stakehclders can also use existing measures, measure concepts, and future measurement approachesto
measure the effectiveness of the interventions.and solutions, Diverse stakeholders can'implement the
hroad-scope;, comprehensive recommendations included in the report to apply the 2017 Measurement
Framework, and to measure and reduce diagnostic.error, ultimately improving patient safety.

VIl Conclusion

Now more than ever, national health priorities continue to highlight the need for improvement of
quality measurement. Promoting effective communication, prevention, and treatment of chronic
disease, working with communities to promote best practices of healthy living, and making care:
affordable are all still at the forefront whén driving to deliver better health and healthcare outcomes.



48202

Federal Register/Vol. 86, No. 164 /Friday, August 27, 2021/ Notices

The COVID-13 pandemic, a national priority, underscored the immense need to work collaboratively to
raise healthcare quality to the next lével through measurable health imiprovements, NOF received
funding for a series of projects that would help to tackle some of the challenges highlighted as a result of
the pandemic. These projects focused on addressing the opioid-related outcome, attribution-critical
Iinessand Injury, and identifying best practices for-developing and testing risk adjustment models. CMS
and NOF together have recognized the need to further address these topic areas and will continue to
work together to-address some immediate challenges to pave the way to close these gap areas.

This year, NOF sought to maintain a coordinated effort across public-and private payers by facilitating
alignment through the development and adoption of core measure sets; as well as expanding the clinical
topics during 2020 to include behavioral health and neurclogy. The increased reliance upen
performance measures has led to expansion in the numbér of measures being used and an increase in
burden on providers.coliecting the data, confusion among consumers and purchasers seeing conflicting
measure results, and operational difficulties among payers.

NQF's Measure Applications Partnership (MAP}is compesed of stakeholders from across the healthcare
system, Including patients, clinicians; providers, purchasers, and payers, who continue to recommend
measures for use in federal programs and provide strategic guidance. Through its eight years of pre-
rulemaking reviews, MAP has aimed to lower costs while improving quality, promote the use of
meaningful measures; reduce the burden of measurement by promoting alignment and:avoiding
unnecessary data collection, and empower patients to become active consumers by ensuring they have
the information necessary to support their healthcare decisions. MAP's work that concluded in 2020
included a review of 18 performance measures under consideration for use in nine HHS quality
reporting and value-based payment programs covering clinician, hospital,.and post-acute/long-term
care settings.

NQF's work in-evolving the sclence of performance measurement has also expanded over the years, and
recent projects focus on challenges that stand in the way of achieving high.value outcome and cost
measures, as well as bringing new kinds of providers into accotintablility programs.

NQF continued to bring together experts through multistakeholder Committees to identify evidence-
based performance measures. NQF's work to review and endorse performance measures provides
stakeholders with valuable information to improve care delivery and transform the healthcare system.
NQF-endorsed measures enable healthcare providers to understand if they are providing high quality
care and where improvement efforts remain. NOF maintains a portfolio of evidence-based measures
that address-a wide range of clinical and cross-cutting topic areas. In'2020, NOF endorsed 84 measures
across two cycles for each of the 14 topic areas. In-addition, NQF’s Standing Committees surfaced
important measurement gaps in areas such as behavioral health-and substance use and perinataland
women’s health. NOF remains committed to ensuring the endorsement process is transparent and
objective through the two-cycle review that occurs every year:

NQF also undeftook several projects in 2020 to create strategic approaches, or frameworks; to measure
guality in areas critical to improving health and healthcare. These projects spanned across several
topics, including maternal health, person-centered planning, improving EHR-sourced measures, rural
health, closing the measure feedback loop, PROs, common formats for patient safety, and reducing
diagnostic error.
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In 2021, NQF looks forward to partnering with CMS to address other issues that may hinder collective
efforts to address measurement sciénce challenges and further the efforts in delivery of care.
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Appendix A: 2020 Activities Performed Under Contract With HHS

1. Federally Funded Contracts Awarded in FY 2020

T

Provide recommendations relatéd
. . Measure to multistakeholder group input.on Mairch 27, 2020 - March 26, 2021
ml 3002017 | 4t1sm-500-T0003 Applications the selection of quality and S ’ $1,393,823
Partnerships efficiency measures for payment {Option Year2)
and public-reported programs.
Review outcome measures for
endorsement or maintenance; elicit
HHSM-500-2017- recommendations for disparity-
000601 ’ 75FCMCI8F0001 | Social Risk Trial sensitive measures; and identify May 15, 2020 - May 14, 2021 (Option Year 2) $418,163
sources and standards for patient-
level social risk factor information
for measuring equity.
Best Practices for Develop technical guidance on ’
HHSM-500-2017- 75FCMC20F0001 D.evelg?ing & Testing syma! a.md functtf)nal st?tus-rela’ted June 15; 2020 - September 14,2021 (Base 41,006,931
000601 Risk Adjustment risk adjustment in quality Year)
Methods measurement.
Measurement Develop a measurement framework
Framework for that addresses polysubstance use
Addressing Opioid- involving synthetic or semi- ]
HHSM-500-2017- Related Outcomes synthetic opioids (3550} among June 30,2020 - September 29, 2021, (Base )
75FCMC20F0002 ' g k $655,345
1-000601 Among Individuals individuals with co-occurring Year) 9655,
With Co-gccurring Behavioral Health (BH) conditions,
Behavioral Health
Conditions

S90TION / 120Z ‘ZZ ¥SnSny ‘Aeplij/$9T 'ON ‘98 '[OA /I9ISISay [eIapaj
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Patient-Reported
Outcome Measures

Identify the attributes.of high
quality patient-reported outcome
measures (PROMs) and create step-

HH5M-500-2017- . by-step guidance for using these ‘September 1, 2020 - November 30, 2021
000601 75FCMC20F0003 | to ?gﬁal PRO PROMs as the foundation for {Base Year) 374,625
Performance developing digital patient-reported
Measures outcome performance measures
(PRO-PMs).
Identify.and align high value, high-
impact, evidence-based measures
¥ . Core Quality ‘across publicand private payers 3
HHSM-500-2017 75FCMCI8FO009 | Measures that promote better patient Septf:mber 14, 2020 - September 13,2021 $264,013
000601 X . {Option Year 2)
Collaborative outcomes and provide useful
information for improvement,
decision making, and payment.
Identify the causes, nature, and
extent of EHR data quality issues
Leveraging Electronic | and recommend best practices for : .
HHSM-500-2017- . . September 25, 2020 - September 24, 2021 e
000601 75FCMC20F0004 | Health Record- addressing these issues to increase (B:se Year) P $774,998
Sourced Measures scientific acceptability {i.e., e
reliability, validity), use and
usability; and feasibility of eCQMs.
Consensus-Based Endorsement and maintenance of
HHSM-5002017- | o oo oo | Endorsementand ) endorsement of standardized September 27,2020 - September 26, 2021 $9,956,081
00060 v 4 Maintenance of heaithcare performance measures (Option Year3)
Performance
Measures ’
Report to Congress and the
) Secretary that highlights the )
HHSM-500-2017- Annual Report to ., R Lo September 27; 2020 - September 26,2021 .
000601 HHSM-500-T0002 Congress implementation of quality and {Option Year 3) $133,543

efficiency measurement initiatives
under the Social Security Act

01287
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Hire Sl b i e
Develop recommendations for

developing

Attribution for geographical/population-based !

-500-2017- oo o 28,2020 - S¢ 27,2021
HHSM-500-2017 75FCMC20F0005 | Critical lliness-and attribution models applicable to September 28, 2020 - September 27, 20 $780,472
000601 ; " . . {Base Year)

Injury quality measurement of high-acuity
emergency care sensitive conditions
{ECSCs).
Develop a measurement framework
g 5 Leveraging Quality linking quality of care delivered by : .
| HHSM-500-2017 75FCMCI9F0007 | Measurement to telehealth, healthcare system Sep,tembe,r 62020 - by 3, 2021 (Ontion $486,058
000601 . " Year 1)
Improve Rural Health | readiness, and health outcomes.in a
digaster,
TOTAL Negotiated $16,734,053
Contract Value
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2. NQOF Financial Information for FY 2020 {unaudited)}

Contributions and Grants 20,882,064
Program Service Revenue 325,000
Investment income 277,013
Other Revenue 397,016
TOTAL REVENUE $21,881,093

Grants and Similar Amounts Paid -

Benefits Paid te or for Members —

Salaries, Other Compensation, Employee Benefits 11,620,015
Other Expenses® 7,665,433
TOTAL EXPENSES $19,286,448
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Appendix B: Multistakeholder Group Rosters: Committee, Workgroups, Task

Forces, and Advisory Panels

NQF ensures there is broad representation from the healthcare sector across all its convened
committees, workgroups, task forces; and advisory panels. As a consensus-based entity; all
multistakeholder representatives must undergo a disclosure of interest process prior to being
appointed. This allows:-for a fair, open, and transparent process. During this time, NQF did not identify
any known conflicts of interest that would undermine the objectivity of the deliberations mentioned

above.

Consensus Development Process Standing Committees

All-Cause Admissions-and
Readmissions

CO-CHAIRS

John Bulger, DO, MBA

Geisinger Health

Cristie Travis, MSHHA

Memphis Business Group on Health
MEMBERS

Frank Briggs, PharmD, MPH

West Virginia University Healthcare
Mae:Centeno, DNP, RN, CCRN, CCNS,
ACNS-BC

Baylor Health Care System

Helen Chen, MD

Hebrew SenjorlLife

Edward Davidson, PharmD, MPH,
FASCP

Insight Therapeutics

Richard James Dom Dera, MD; FAAFP
Chio Family Practice Centers:and
NewHealth Collaborative

Paula Minton Foltz, RN, MSN
Patient Care Services

Brian Foy

Q-Centrix, LLC

Lisa Freeman

Connecticut Center for Patient Safety
Falth Green, MSN, RN, CPHQ, CPC-A
Humana

Leslle Kelly Hall

Healthwise

Michelle Lin; MD, MPH, MS

{eahin School of Medicine at Mount
Sinai

Dheera Mahajan, MU, CIC, CMD
Chicage Internal Madicine Practice
and Research {CIMPAR, 5C)
Kenneth McConnochie, MD, MPH
University of Rochester Medical
Center

Zeyno Nixon, PhD, MPH
Washington State Haalth Care
Authority

Amy O'Linn, DO, FHM, FACP
Cleveland Clinic Enterprise
Readmission Reduction

Galther Pennington, RN, BSN
Bravado Health

Carole Pulaski, MSA, BSN, CPHQ

Centeng

Pamela Roberts, BhDy, MSHA, ORT/L;
SCFES, FAOTA, CPHQ, FNAP, FACRM
Cedars-Sinal Medlical Center

Shella Roman, MD, MPH

Johns Hopkins Medical Institutions
Torl Shoulder, RN, BSN, MHA, CPHQ,
CPC

BayCare Health System

Chioe Slocum, MD, MPH

Harvard Medical School

Anthony White

Patients Partnering with Health
Systems

Behavioral Health and
Substance Use Standing
Committee

CO-CHAIRS

Peter Briss, MO, MPH

Centers for Disease Control and
Prevention, National Center for
Chronic Disease Prevention and
Health Promiotion

Harold Pincus, MD
NewYork-Presbytetian Hospital, The
University Hospital of Columbia and
Cornell

MEMBERS

Mady Chalk, PhD; NISW

The Chalk Group

David Elnzlg, MD

Children's:

Hospital and Clinics of Minnesota:
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Appendix D: MAP Measure Selection Criteria

MAP uses its Measure Selection Criteria {MSC) to guide its review of measures under consideration. The
MSC are intended to assist MAP with identifying characteristics that are associated with ideal measure
sets used for public reporting and payment programs. The MSC are not absolute rules; rather, theyare
meant to provide general guidance on measure selection decisions and to complement program-specific
statutory and regulatory requirements. The central focus should be on the selection of high quality
measures that optimally address health system improvement priorities, fill critical measurement gaps;
and increase alignment. Although competing priorities often need to be weighed against one another;
the MSC can be used asa reference when evaluating the relative strengths and weaknesses of a
program measure set, and how the addition of an individual measure would contribute to the set: The:
MSC haveevolved over time to reflect the input of a wide variety of stakeholders.

To determine whether a measure should be considered for a specified program, MAP evaluates the
measures under consideration against the MSC, Additionally, the MSC serve as the basis for the
preliminary analysis- algorithm. MAP members are expected to familiarize themselves with the criteria
and use them to indicate their support for a measure under consideration.

1. NQF-endorsed measures are required for program measure sets, unless no relevant
endorsed measures are available to achieve a critical program objective.

Demonstrated by a program measure set that contains measures that meet the NQF endorsement
criteria, including importance to measure and report, scientific acceptability of measure properties,
feasibility, usability and use, and harmonization of competing and related meosures

Sub-criterion 1.1 Measures that are not NQF-endorsed should be submitted forendorsement if
selected to meet a specific program need.

Sub-criterion 1,2 Meosures that have had endorsement removed or have been submitted for
endorsement and were not endorsed should be removed from programs.

Sub-criterion 1.3 Meosures that are in reserve status (i.e, topped out) should be considered for
removal from programs.

2. Program measure set actively promotes key healthcare improvement priorities; suchas
those highlighted in CMS’ “Meaningful Measures” Framework.

Demonstrated by a progrom measure set that promotes improvement in key national healthcare
priorities, such as CMS’ Meaningful Measures Framework

Other potential considerations include addressing emerging public health concerns and ensuring that the
set addresses key improvement priorities for all providers.

3. Program measure set is responsive to specific program goals and requirements.
Demonstrated by a program measure set that is “fit for purpose” for the particular program

Sub-criterion 3.1 Program measure set includes measures that gre applicable to and
appropriately tested for the programy’s intended care setting(s), level{s) of
analysis, and population(s).

Sub-criterion 3.2 Measure sets for public reporting programs should be meaningful for
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consumers.and purchasers.

Sub-criterion 3.3 Measure sets for payment incentive programs should contain measures for
which there Is broad experience demonstrating usabiiity and usefulness {Note:
For some Medicare payment programs, statute reguires that measures must
first be Implemented In o public reporiing program for o designoted period);

Sub-criterion 3.4  Avoid selection of meagsures that are likely to create significant gdverse
consequences when used in g specific program.,

Sub-criterion 3.5 Emphasize inclusion of endorsed measures that hove eCOM specifications
avaiiabie.

4, Program measure set includes an appropriate mix of measure types.

Demonstrated by a program measure set that includes an appropriate mix of process; outcome,
experience of care, cost/resource use/appropriateriess, composite, and structural measurés necessary for
the specific program

Sub-criterion 4.1  in general, preference should be given to measure types that address specific
program needs.

Sub-criterion 4,2 Public reporting of program measure sets should emphasize outcomes that
muatter to patients, Including patient- and caregiver-reported outcomes.,

Sub-criterion 4.3 Payment progrom measure sets should include outcome meosures and cost
measures to captire valie,
5. Program measure set enables measurement of person- and family-centered care and
services.

Demonstrated by a program measure set that addresses access, choice, self-determination, and
community integration

Sub-criterion 5.1 Measure set addresses patient/fomily/caregiver experience, including aspects
of communication and care coordination.
Sub-criterion 5.2 Measure set addresses shared decision making, such as for core and service
planning and establishing advance directives.
Sub-criterion 5.3 ‘Measure set enigbles assessment of the person’s care and services across
providers, settings, and time.
6. Program measure set includes considerations for healthcare disparities-and cultural
competency.

Demonstrated by a program measure set that promotes equitable access and treatment by considering
healthcare disparities, Factors include addressing race, ethnicity, socloeconomic status, longuage;
gender, sexual orientation, age, or geographical considerations {e.g,, urban vs. rural). Program meadsure
set can also address populations ot risk for healthcare disparities {e.g., people with behavioral/mental
Hiness).

Sub-criterion 6.1  Program measure sétincludes measures that directly assess heglthcare
disparities {e.g., interpreter services).

Sub-criterion 6.2 ‘Progrom measure set includes meuasures that are sensitive to disparities
meosurement {e.yg., beta blocker treatiment after a heart.attack), and that
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Jacilitate stratification of results to better understand differences among
vuinerable populations.

7. Program measure set promotes parsimony and alignment.

‘Demonstrated by a program meastre set that supports efficient use.of resources for-data collection and
reporting and supports alignment across programs. The program meusure set should balance the degree
of effort associated with measurement and its opportunity to improve quality..

Sub-criterion 7.1 Program measure set demonstrates efficiency (i.e., minimum number of
measures ond the least burdensome measures that achieve program goais).

Sub-criterion 7.2 Program meosure set places strong emphasis on megsures that can be used
across multiple programs or applications,

85
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Appendix E: MAP Structure, Members, Criteria for Service, and Rosters

MAP operates through a two-tiered structure; Guided by the priorities and goals of HHS’ National
Quality Strategy, the MAP Coordinating Committee provides direction and direct input to HHS. MAP's
workgroups advise the Coordinating Committee on measures 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 Committee and workgroups. Each multistakeholdergroup
includes individuals with content expertise and organizations particularly affected by the work.

MAP’s members are selected based on NQF s Board-adopted selection criteria through-an annual
nominations process and an open public commenting period. Balance among stakeholder groups is
paramount. Due to the complexity of MAP’s tasks, individual subject matter experts are included inthe
groups. Federal government ex officioc members:are non-voting because federal officials cannot advise
themselves. MAP members serve staggered three-yearterms.

MAP Coordinating
Committee

Committee Co-Chairs (voting)
Bruce Hall, MD, PhD

BJC HealthCare

Charles Kahn, I, MPH
Federation-of American Hospitals
Organizational Members
{voting)

Amerlca’s Health Insurance Plans:
American College of Physiclans
Amerlcan Health Care Assoclation.
American Hospltal Assodation
American Medlcal Assoclition
American Nurses Assoclation
Health Care Service Corporation
Humana

The Joint Commission

The Leapfrog Group

Medicare Rights Center

Natlonal Business Group on Health
Natlonal Committee for Quality
Assurance

Natlonal Patient Advocate.
Foundatlon

Network for Reglonal Healtheare:
improvement

Pacific Business Group on Health
Patlent & Family Centered Care
Partners

Individual Subject Matter
Experts {voting)

Harold Pincus, MD

Jeff Schiff, MD, MBA

Ron Walters, MD; MBA, NIHA
Federal Government Ligisons
{non-vating)

Agency for Healthcare Research and
Quality (AHRQ}

Centers for Disease Control and
Prevention {CDC}

Centers for Medicare & Medicald
Services (CMS})

Office of the National Coordinator
for Health Information
‘Technology (ONC}

MAP Rural Health
Workgroup Members

Committee Co-Chairs {voting)
Aaron Garman, MD

Coal Country Community Health
Center )

fra Moscovice, PhD

University of Minnesota School of
Public Health

Organizational

Members {voting)

Alllant Health Solutlons

American Academy of Famlly
Physiclans (AAFP}

Amerlcan Academy of Physiclan
Asslstants (AAPA}

American College of Emergency
Physiclans {ACEP)

American Hospltal Assoclation (AHA)}
Amerlcan Soclety of Health-System
Pharmacists {ASHP}

Cardinal Innovations

Gelsliiger Health

Intermountain Healthcare :
Michigan Center for Rural Health
Minnesota Community
Measurement )
Natlonal Assoclation of Rural Health
Clinlcs (NARHC)

National Rural Health Assoclation
{NRHA).

National Rural Letter Cartiers’
Assodation [NRLCA}

RUPRI Center for Rural Health Policy
Analysls

Rural Wisconsin Health Cooperative’
(RWHC}

Truven Health

Analytics LLC/iIBM Watson Health
Company

Individual Subject Matter
Experts {voting)

Michasg! Fadden, MD

John Gale, MS

Curtis Lowery, MD

Melinda Murphy, RN, MS

lJessica Schumacher, PhD

Ana Verzone, MS, APRN, FNP, CNM
Holly Wolff, MHA-

Federal Government Liaisons

{non-voting)

Faderal Office of Rural Health Policy,
DHHS/HRSA

Center for Medicare and Medicald
innovation, Centers for Medicare &
Maedicald Services (CMS)

Indlan Health Services, DHH

‘MAP Clinician Workgroup

Members

Committee Co-Chairs {voting)
Brie Bagley, MD
Organizational Members
{voting)

The Alllance

Ametica’s Physlclan Groups:
American Academy of Famlly
Physiclans ‘
American Academy of Pediatrics
American Assoclation of Nurse
Practitloners

Amerlcan College of Cardiology
American College of Radlology
Amerlcan Occupational

Therapy Assoclation

Anthem

Atrium Health

Consumers” Chackbook/Center for
the Study of Services

Councll of Medical Spedalty
Socletles

Genentech

HealthPartnars, Inc.

Kalser Permanente
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Loulse Batz Patlent Safety
Foundation

Magellan Health, inc.

Natlonal Assoclation of ACOs
{NAACOS)

Pacific Business Group on Health
Patlent-Centered Primary Care
Collaborative

Patlent Safety Actlon Network
St. Louls Area Business Health
Coalltion

Individual Subject Matter
Experts {(voting)

Nishant “Shaun” Anand

Willlam Flelschman

Stephanle Fry

Federal Government Liaisons
{non-voting)

Centers for Disease Control and
Prevention (CDC)

Centers for Medicare & Medicald
Services [CMS)

Health Resources and Services
Administration (HRSA)

MAP Hospital Workgroup
Members

Committee Co-Chairs (voting)
R. Sean Morrison

National Coalition for Hospice and
Palliative Care

Cristle Upshaw Travls, MSHHA
Memphis Business Group on Health
Organizational Members
{voting}

Amerlca’s Essentlal Hospitals:
Amerlcan Assoclation of Kidney
Patlents

American Case Management:
Assoclation

American Soclety of
Anesthesiologlsts

American Hospital Assodation

Assoclation of American Medical
Colleges

City of Hope

Dialysls Patlent Ciklzens

Greater New York Hospital
Assodation

Henry Ford Health Systems:
intermountain Healthcare
Medtronic-Minimally Invasive
Therapy Group

Mollna Healtheare

Mothers Agalnst Medical Error
Natlonal Assoclation for Behavloral
Healthcare {formerly Natlonal
Assodiation of Psychlatric Health
Systenms)

Pharmacy Quality Alllance
Premier; inc.

Press Ganey

Project Patlent Care

Sarvice Employees intemational
Unlon

Sodety for Matemal-Fetal Medidne
UPNK Health Plan

Individual Subject Matter
Experts {voting)

Andrees Balan-Cohen, PhD
Lindsey Wisham

Federal Government Lizisons
{non-voting)

Agency for Healthcare Research and
Quality (AHRQ}

Centers for Disease Control and
Prevention (CDC)

Centers for Medicare & Medicald
Services (CMS).

MAP Post-Acute
Care/long-Term Care
Workgroup

Committee Co-Chairs (voting)
Gerrl Lamb, PhD

Arizona State University
Kurt-Merkelz, MD:

Compassus

‘Organizational Members
{voting}

AMDA — The Sodlety for Post-Acute

-and Long-Term Care Medicine

American Academy of Physical
Medkine and i
Rehabllitation (AAPM&R}
Amaerican Gerlatrics Soclety
Améerlcan Occupational Therapy
Assoclation

American Physical Therapy

‘Assoclation

Centene Corporation

Kindred Healthcare

Legal Counsel for the Ellerly
Natlonal Hosplce and Pallfative
Care Organization

Natlonal Pressure Ulcer Advisory
Panel

Natlonal Transkions of Care
Coalition

Visiting Nurse Assodations of
America

Individual Subject Matter
Experts {voling) )
Sarah Livesay, DNP, RN, ACNP-BC,
CNS-BC

RIKkI Mangrum, MLS

Paul Mulhausen, MD:

Eugens Nucclo, PhD

Ashish Trivedi, PharmD

Federal Governmernt Liaisons
{non-voting)

Center for Disease Control and
Prevention (CDC)

Centters for Medicare & Medicald
Services (CMS}

Office of the Natlonal Coordinator
for Health Information:
Technology (ONC}

67
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Appendix F: Federal Quality Reporting and Performance-Based Payment Programs
Considered by MAP

1. Ambulatory Surgical Center Quality Reporting Program
2. End-Stage Renal Disease Quality Improvement Program
3. Home Health Quality Reporting Program

4, Hospice Quality Reporting Program

5. Hospital-Acquired Condition Reduction Program

6. Hospital Inpatient Quality Reporting Program and Medicare and Medicald Promoting Interoperability
Program for Eligible Hospitals:and Critical Access Hospitals

7. Hospital Outpatient Quality Reporting Program

8. Hospital Readmissions Reduction Program

9. Hospital Value-Based Purchasing Program

10. Inpatient Psychiatric Facility Quality Reporting Program

11, Inpatient Rehabilitation Facility Quality Reporting Program

12, Long-Term Care Hospital Quality Reporting Program

13. Medicare Shared Savings Program

14, Merit-Based Incéntive Payment System

15, Prospective Payment System Exempt Cancer Hospital Quality Reporting
16. Skilled Nursing Facility Quality Reporting Program

17. 5killed Nursing Facility Value-Based Purchasing Program:
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Appendix G: Identified Gaps by NQF Measure Portfolio

The identification of measure gaps within the NQF topic areas is a process that allows Standing
Committees to brainstorm and identify where high value measures are too few or nonexistent to drive
improvement. The measurement gaps identified across all portfolios are shared below;

Measures that focus on disparities and social determinants of health {(e.g.; adequate housing,
employment; and transportation)

Measures focused on care coordination across the life span

Measures focused onthe pediatric population and neurological conditions {e.g.; stroke
performance and care, emergency response, long-term functional outcomes, services utilization
o a community level, post-acute care, and rehabilitation)

Measures focused on the consideration of physical and occupational therapy as it relates to
neurelogical conditions

Measures focused on perinatal'and women’s health {e.g., intimate partner violence, postpartum
depression, and caregiver burden}

Measures that focus on provider “burnout”, including those tied to payer-managed care {e.g.,
prior authorlzation, treatment Himits)

Measures that focus on care integration between mental health, substance use disorders, and
physical health {e.g,, primary care)

&
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Appendix H: Medicare Measure Gaps identified by NQF's Measure Applications
Partnership
MAP Clinician Workgroup

Within the Merit-Based Incentive Payment System {MIPS) measure set, MAP identified several gaps,
specifically in'the areas of primary care, access; continuity, comprehension, and care coordination, MAP
also suggested that CMS$ consider adding measures that determine whethera course of therapy is
indeed the best for the patient to optimize reductions in cost and harm. MAP also emphasized measures
of diagnostic accuracy and primary care PROMs.

MAP identified several measure gaps within the Shared Savings Program: diagnostic efficiency,
measures of cultural change, and additional measures of care coordination and handoffs using eCQMs.

MAP discussed measure gaps associated with the Medicare Part C and D Star Ratings and suggested that
CMS add measures of access to provider networks, PROMs related to fuhctional status, and care
coordination within care transitions. MAP expressed concern that the medication adherence measures
do not capture rational non-adherence and patient preference, and also suggested the removal of older
process measures, such as diabetes screening, in favor of measures that beneficiaries might find more
useful when selecting a plan, such as out-of-pocket cost. MAP also suggested the inclusion of telehealth
into existing measures.

MAP Hospital Workgroup

In consideration of measure gaps, MAP noted that all of the End-Stage Renal Disease {ESRD} Quality
improvement Program {QIP) patient experience measures are composites, and MAP suggested that In-
Center Hemodialysis {ICH) CAHPS questions could be broken out and reported separately. MAP also
called on CMS to consider how to Include more specific patient safety measures beyond the generic
question included in CAHPS as well as functional status and quality of life measures, especially given the
slated changes in payment policy related to dialysis coverage through Medicare Advantage.

MAP suggested the Hospital Inpatient:Quality Reporting {IQR) prograrm would benefit from additional
care transitions measures as well as enhanced measures of preventable healthcare harm, such-as the PSI
90 composite (NQF #0531). MAP encouraged the development of Medicare spending per beneficiary
measures for conditions that align with CMS mortality and readmission measures. MAP also stressed
that the program would benefit fromadditional patient safety measures as well as measures on
engagement of patients and families:and transfer of information across care settings.

MAP suggested that CMS identify measurement priorities for patient populations within units for
Inpatient psychiatric facilities, specifically geriatric units for Inpatient Psychiatric Facility Quality
Reporting {IPFQR).

MAP noted a gap In measures within Prospective Paymient System Exempt Cancer Hospital Quality
Reporting {PCHQR) regarding PROs for functional outcomes and quality of life, access to care, and
survival. It was also noted that measures are needed to ensure smooth transitions between care
settings, especially hospice. MAP also noted the need for measures that encourage the move from
standardized approaches within cancer care to increased adoption of personalized medicine and
pharmacogenomic testing. MAP encouraged CMS to continue partnerships with existing cancer
registries to- gather data for future measurement.
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MAP did not evaluate any measures for Ambulatory Surgical Center Quality Reporting (ASCOR) during
this MAP.cycle, but they suggested infection-related measures, metrics that establish the quality'and
safety of procedures within- ambulatory surgery centers previously done In hospital inpatient and
outpatient settings, medication safety measures with-an emphasis on'oploid prescribing and
stewardship, and measures of PROs with an emphasis on functional status.

There were no measures for consideration for the MAP during this cycle for the Hospital Acquired
Condition (HAC) program. MAP did not identify any specific measure gaps but included comments
related to the risk adjustment mode! for the HAC quality measure, Specifically, MAP noted concern that
the risk adjustment model may unfairly penalize hospitals that have more reliable results by using the
national average to impute the hospital score for those with smaller case volume. It was also mentioned
that a naloxone prescription is not always an indicator that there has been harm but may be appropriate
for prescribing.

The 2019 MUC list did not contain any potential Hospital Readmissions Reduction Program (HRRP)
measures for MAP to review. In the discussion of gaps for this measure set, MAP suggested evaluating
seven-day readmission rates rather than 30-dayrates. MAP suggested that there was an issue with
attribution, namely that 30-day measures may not solely reflect the performance of the hospital, but a
combination of hospital and community care. MAP noted that some of the measures have beenin the
program for along time and may have topped out. They called on CMS to examine which measures may
have outlived their usefulness. MAP also encouraged CMS to explore the potential interaction between
mortality and readmissions, particularly for patients with heart fallure.

There were no measures tinder consideration for Hospital Outpatient Quality Reporting {OQR) this cycle.
MAP:did not specify any measure gaps for the program during their discussion.

Hospital Value-Based Payment {VBP) had no measures for consideration during this cycle. In MAP
dialogue on measure gaps; it was noted that Hospital VBP is a subset of IQR measures: MAP suggested
the IQR program would benefit from additional care transitions measures as-well as enhanced measures
of preventable healthcare harm; such as the PSI-90 composite (NQF #0531}, MAP alsc emphasized
making measures more actionable for Hospital VBP; such as by reporting CAHPS scores by unitand by
reporting Medicare spending per beneficiary for conditions that match CMS mortality and readmission
measures,

MAP PAC/LTC Workgroup

MAP identified potential gaps in the Home Health Quality Reporting Program (HH QRP} measure set.
MAP members identified measurement gaps around long-term tracking of activities of dally living and
measurement that captures wound care holistically.

In its review of the Hospice Quality Reporting Program measure set, MAP noted a gap in measures
addressing safety, particularly around polypharmacy and medication reconciliation; PROs around
symptom management; care aligned with the patient’s goals; and communication of those goais to the
next site of care should the patient leave hospice.

The Inpatient Rehabilitation Facllity Quality Reporting Program {IRF ORP) did not have any measures
submitted for review during this cycle. MAP noted appropriate clinical prescribing and use of oploids as
a potential measurement gap in the IRF QRP measure set.,

7
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There were no measures submitted for review for the Long-Term Care Hospital Quality Reporting
Program {LTCH ORP) during this cycle. MAP identified the availability of palliative care as a measure gap
for LTCH QRP.

While MAP did not have any measures submitted for review for Skilled Nursing Facility Quality Reporting
Program {SNF QRP}) during this cycle, the group engaged in-a robust discussion of measure gaps. MAP
identified bidirectional transfer of information, quality and safety of care transitions, patient and family
engagement, and care aligned with patients’ goals as measure gaps in the program. They noted that the
transfer of information should be robust and that measures need to encompass the quality of the
information transferred, not just that a transfer took place, They also stressed that accuracy of
medication lists and medication reconciliation is-a key element in the quality and safety of care
transitions.

MAP did not have any measures submitted for review for the Skilled Nursing Facility Value-Based
Purchasing {SNF VBP) Program during this cycle, MAP also did not discuss any gaps for the SNF VBP
program.
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Appendix I; Statutory Requirement of Annual Report Components

As.amended by the above laws, the Social Security Act (the Actj—specifically section 1890(b){5}(A)—
mandates that the entity report to Congress and the Secretary of the Department of Health and Human
Services (HHS) no later than March 1st of each year:

The report must include descriptions of:

L]

how NQF has implemented guality ond efficiency measurement initiotives under the Act and
coordinated these initiatives with those implemented by other payers;

NQF’s recommendations with respect to-an integrated national strategy and priorities for
heaithcare performance measurement in-all applicable settings;

NQF’s performance of the duties required under its contract with HHS {Appendix A);

gaps inendorsed quality and efficiency measures, including measures that are within priority
areas identified by the Secretary under HHS" national strategy, and where quality and efficiency
measures are unavailable or inadequdte to identify or address such gaps;

areas in ' which evidence is insufficient to support endorsement of measures in priority dreas
identified by the National Quality Strategy, and where targeted research may dddress such gaps;
matters related to convening multistakeholder groups to provide input on: a} the selection of
certain quality ond efficiency measures, and b} national priorities for improvement in population
heaith.and In the delivery of healthcare services for consideration under the National Quality
Strategy;.(Throughout This Report, the Relevant Statutory Language Appeors initalicized Text,,
nid.)

an ftemization of financial information for the fiscal year ending September 30 of the preceding
year, including: {1)-annual revenues of the entity (including any government funding; private
sector contributions, grants, membership revenues, and investment revenue); {il} onnual
expenses of the entity (including grants paid, benefits paid, salaries or other compensation;
fundraising expenses, and-overhead costs); and (Ill) & breakdown of the amount awarded per
contracted task order-and the specific projects funded in each task order assigned to. the entity;
and

any updates or modifications of internal policies and procedures of the entity as they relate to
the duties of the entity under this section, including: {I) 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 (I} information on external stakeholder participation in
the duties of the entity under this section (including complete rosters for all committees; work
groups, task forces, and advisory panels funded through government contracts, descriptions of
relevant interests-and any conflicts of interest for members of aif committees, work groups, task
forces, and advisory panels, and the total percentage by health care sector of all convened
committees, work groups, task forces, and advisory panels,

73

[FR Doc. 2021-18485 Filed 8-26—21; 8:45 am)] DEPARTMENT OF HEALTH AND amended, notice is hereby given of the

BILLING CODE 4150-28-C

HUMAN SERVICES following meeting.

The meeting will be closed to the

National Institutes of Health

public in accordance with the
provisions set forth in sections

National Institute of Allergy and 552b(c)(4) and 552b(c)(6), Title 5 U.S.C.,
Infectious Diseases; Notice of Closed 45 amended. The grant applications and

Meeting the discussions could disclose

confidential trade secrets or commercial

Pursuant to section 10(d) of the

property such as patentable material,

Federal Advisory Committee Act, as and personal information concerning
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