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NATIONAL PRIORITIES AND GOALS: ALIGNING OUR
EFFORTS TO TRANSFORM AMERICA’S HEALTHCARE

I I The promise of our healthcare system is to provide all Americans with access to healthcare

that is safe, effective, and affordable. But our system as it is today is not delivering on that

promise.

In recent years, we have seen remarkable efforts
that demonstrate how well healthcare organiza-
tions can do in delivering on this promise, but
these examples stand out because they are the
exception, not the norm.

To improve our results, we must fundamentally
change the ways in which we deliver care, and this
will require focused and combined efforts by
patients, healthcare organi-
zations, healthcare profes-
sionals, community
members, payers, suppliers,
government organizations,
and other stakeholders.

The National Priorities Partnership—a collabora-
tive effort of 28 major national organizations that
collectively influence every part of the heath care
system—is doing just that. The Partners, convened
by the National Quality Forum to address the chal-
lenges of our healthcare system, represent multiple
stakeholders drawn from the public and private
sectors. These organizations believe that it will
require the work of many to achieve the transfor-
mational change that is needed for the United
States to have a high-performing, high-value
healthcare system.

We must fundamentally

change the ways in
which we deliver care.

Recent economic events, including instability of the
U.S. economy and what appears to be a wide and
deep recession, make addressing our healthcare
problems even more urgent. Many Americans have
seen their retirement savings decline markedly, and
millions of others have lost their homes and jobs. It
is clear that the health care status quo is unsustain-
able. Health care spending accounts for 16 percent
of the GDP (gross domestic product) and is increas-
ing at an average annual rate
of around 7 percent.! Ameri-
cans spend more per capita on
healthcare than any other
industrialized country, yet our
results on many important
indicators of quality fall
significantly below those of similar nations.!

The time for serious and transformational change
is now.

As a first step, the Partners have identified a set

of National Priorities and Goals to help focus
performance improvement efforts on high-leverage
areas—those with the most potential to result in
substantial improvements in health and health-
care—and thus accelerate fundamental change in
our healthcare delivery system.




THE NATIONAL PRIORITIES AND GOALS

r I The National Priorities and Goals were selected because they collectively and individually address
four major challenges—eliminating harm, eradicating disparities, reducing disease burden, and

removing waste—that are important to every American.

Six Priority areas have been identified in which the Partners believe our combined and collective efforts
can have the most impact. While the Goals are aspirational, the success of many small scale improvement
projects offer direction on how we might proceed to bring this to scale nationally.

Engage patients and families in managing their health and making decisions about
their care.

We envision healthcare that honors each individual patient and family, offering voice, control, choice,
skills in self-care, and total transparency, and that can and does adapt readily to individual and family
circumstances, and differing cultures, languages and social backgrounds.

The Partners will work together to ensure that:

7 All patients will be asked for feedback on their experience of care, which healthcare organizations and
their staff will then use to improve care.

4 All patients will have access to tools and support systems that enable them to effectively navigate and
manage their care.

7 All patients will have access to information and assistance that enables them to make informed deci-
sions about their treatment options.

Improve the health of the population.

We envision communities that foster health and wellness as well as national, state, and local systems of
care fully invested in the prevention of disease, injury, and disability—reliable, effective, and proactive in
helping all people reduce the risk and burden of disease.

The Partners will work together to ensure that:

7 All Americans will receive the most effective preventive services recommended by the U.S. Preventive
Services Task Force.

7 All Americans will adopt the most important healthy lifestyle behaviors known to promote health.
7 The health of American communities will be improved according to a national index of health.
Improve the safety and reliability of America’s healthcare system.

We envision a healthcare system that is relentless in continually reducing the risks of injury from care,
aiming for “zero” harm wherever and whenever possible—a system that can promise absolutely reliable
care, guaranteeing that every patient, every time, receives the benefits of care based solidly in science. We
envision healthcare leaders and healthcare professionals intolerant of defects or errors in care, and who
constantly seek to improve, regardless of their current levels of safety and reliability.



The Partners will work together to ensure that:

7 All healthcare organizations and their staff will strive to ensure a culture of safety while driving to
lower the incidence of healthcare-induced harm, disability, or death toward zero. They will focus
relentlessly on continually reducing and seeking to eliminate all healthcare-associated infections (HAI)
and serious adverse events.

Healthcare-associated infections include, but are not limited to:

= Catheter-associated blood stream infections = Catheter-associated urinary tract infections
= Surgical site infections = Ventilator-associated pneumonia

(See the Centers for Disease Control and Prevention’s Infectious Diseases in Healthcare Settings for a
more inclusive list. )i

Serious adverse events include, but are not limited to:

= Pressure ulcers = Wrong site surgeries
= Falls = Air embolisms
= Blood product injuries = Foreign objects retained after surgery

= Adverse drug events associated with high alert medications

(See the National Quality Forum’s Serious Reportable Events for a more inclusive list.)™
v All hospitals will reduce preventable and premature hospital-level mortality rates to best-in-class.’

7 All hospitals and their community partners will improve 30-day mortality rates following hospitaliza-
tion for select conditions (acute myocardial infarction, heart failure, pneumonia) to best-in-class.

Ensure patients receive well-coordinated care within and across all healthcare
organizations, settings, and levels of care.

We envision a healthcare system that guides patients and families through their healthcare experience,
while respecting patient choice, offering physical and psychological supports, and encouraging strong re-
lationships between patients and the healthcare professionals accountable for their care.

The Partners will work together to ensure that:

v Healthcare organizations and their staff will continually strive to improve care by soliciting and care-
fully considering feedback from all patients (and their families when appropriate) regarding coordina-
tion of their care during transitions.

v Medication information will be clearly communicated to patients, family members, and the next
healthcare professional and/or organization of care, and medications will be reconfirmed each time a
patient experiences a transition in care.

7 All healthcare organizations and their staff will work collaboratively with patients to reduce 30-day
readmission rates.

v All healthcare organizations and their staff will work collaboratively with patients to reduce preventa-
ble emergency department visits.




Guarantee appropriate and compassionate care for patients with life-limiting ilinesses.

We envision healthcare capable of promising dignity, comfort, companionship, and spiritual support to
patients and families facing advanced illness or dying, fully in synchrony with all of the resources that
community, friends, and family can bring to bear at the end of life.

The Partners will work together to ensure that:

7 All patients with life-limiting illnesses will have access to effective treatment for relief of suffering from
symptoms such as pain, shortness of breath, weight loss, weakness, nausea, serious bowel problems,
delirium, and depression.

7 All patients with life-limiting illnesses and their families will have access to help with psychological,
social, and spiritual needs.

7 All patients with life-limiting illnesses will receive effective communication from healthcare profes-
sionals about their options for treatment; realistic information about their prognosis; timely, clear, and
honest answers to their questions; advance directives; and a commitment not to abandon them regard-
less of their choices over the course of their illness.

7 All patients with life-limiting illnesses will receive high-quality palliative care and hospice services.
Eliminate overuse while ensuring the delivery of appropriate care.

We envision healthcare that promotes better health and more affordable care by continually and safely
reducing the burden of unscientific, inappropriate, and excessive care, including tests, drugs, procedures,
visits, and hospital stays.

The Partners will work together to ensure that:

7 All healthcare organizations will continually strive to improve the delivery of appropriate patient care,
and substantially and measurably reduce extraneous service(s) and/or treatment(s).

The recommended areas of concentration are as follows:

9 Inappropriate medication use, targeting:

= Antibiotic use » Polypharmacy (for multiple chronic conditions; of antipsychotics)
4 Unnecessary laboratory tests, targeting:

= Panels (e.g., thyroid, SMA 20) » Special testing (e.g., Lyme Disease with regional considerations)
v Unwarranted maternity care interventions, targeting:

= Cesarean section
v Unwarranted diagnostic procedures, targeting:

» Cardiac computed tomography (noninvasive coronary angiography and coronary calcium scoring)

» Lumbar spine magnetic resonance imaging prior to conservative therapy, without red flags

= Uncomplicated chest/thorax computed tomography screening

= Bone or joint x-ray prior to conservative therapy, without red flags

= Chest x-ray, preoperative, on admission, or routine monitoring

= Endoscopy
7 Inappropriate non-palliative services at end of life, targeting:

» Chemotherapy in the last 14 days of life » Aggressive interventional procedures

= More than one emergency department visit in the last 30 days of life



4 Unwarranted procedures, targeting:

= Spine surgery » Percutaneous transluminal coronary angioplasty (PTCA)/Stent
» Knee/hip replacement » Coronary artery bypass graft (CABG)
= Hysterectomy = Prostatectomy

7 Unnecessary consultations
v Preventable emergency department visits and hospitalizations, targeting:
» Potentially preventable emergency department visits
= Hospital admissions lasting less than 24 hours
= Ambulatory care sensitive conditions
7 Potentially harmful preventive services with no benefit, targeting:
» BRCA mutation testing for breast and ovarian cancer — female, low risk

» Coronary heart disease (CHD): Screening using electrocardiography, exercise treadmill test, electron beam
computed tomography — adults, low risk

» Carotid artery stenosis screening — general adult population
» Cervical cancer screening — female over 65, average risk and female, post-hysterectomy

= Prostate cancer screening — male over 75

(From the U.S. Preventive Services Task Force D Recommendations List)vi

THE PATH FORWARD

Identifying a starter set of National Priorities and Goals is a major accomplishment, but it is only the
first step in what must be a more expansive and ongoing implementation aimed at achieving the
performance goals. Over the next year and beyond, we hope the National Priorities and Goals will spur
action and innovation, because without coordinated actions, these goals will not be reached. The Partners
have agreed to work with each other and with policymakers, healthcare leaders, and the community at
large, to build on the framework provided in this report, and to develop actions in each of the major areas
that will drive improvements needed: performance measurement, public reporting, payment systems,

research and knowledge dissemination, professional development, and system capacity.

Health care reform is well underway and the cur- reform, but in enacting it nationally and in local
rent economic crisis makes solving the puzzles of communities across the country. The mere exis-
quality, equity, and value not just an ideal, but an tence of a shared sense of responsibility to meet
imperative. The National Priorities Partnership is specific goals can transform healthcare quality.
encouraging everyone to join not in calling for Acting to meet them can revolutionize it.

i Catlin A, Cowan C, Heffler S, et.al., National health spending in 2005: The slowdown continues. Health Aff,
2007;26(1):142-153.

i The Commonwealth Fund, “Why Not the Best? Results from the National Scorecard on U.S. Health System
Performance, 2008”.

ii Centers for Disease Control and Prevention, Infectious Disease in Healthcare Settings.
Available at www.cdc.gov/ncidod/dhqgp/id.htm

¥ National Quality Forum, Serious Reportable Events. Available at
www.qualityforum.org/projects/completed /srz/fact-sheet.asp.

Vv “Best-in-class” may be determined by using an accepted methodology, such as Achievable Benchmarks in Care (ABC)™.

v Agency for Healthcare Research and Quality, U.S. Preventive Services Task Force (USPSTF). Available at
www.ahrq.gov/clinic/prevenix.htm.
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As described in the Institute of Medicine's (IOM's) Crossing the Quality Chasm
report, the quality of healthcare in the United States is substantially lacking in many
pivotal areas. Complex care is typically uncoordinated, and important information is
frequently unavailable when needed by providers. Consequently, unexplained varia-
tions in the delivery of healthcare and the underuse, overuse, and misuse of health-
care products and services pervade the system, compromising the quality of
American medicine and jeopardizing the health of its recipients.

Measuring quality is a first step toward improving American healthcare. Currently, however, collecting and reporting accurate, com-
parative healthcare performance data is complex and largely a time-consuming, manual process. Quality improvement leaders have
long recognized that the widespread adoption of health information technology (HIT) will automate and simplify these processes by
providing electronic information. Yet, to date, most of the electronic health information readily available for quality measurement
has been administrative, claims-based data, which include only limited clinical information.

Electronic health record (EHR) systems have been identified as a fundamental HIT tool for collecting high-quality electronic clini-
cal information. The federal government and private sector leaders have increased efforts to expedite and encourage the widespread
adoption of HIT by healthcare providers; yet significant barriers prevent the collection of needed quality information within the
EHR. To compare performance nationally, all quality indicators need to measure the same concepts and speak the same language
in order to consistently and reliably measure quality.

Although there is no dearth of HIT standards, such standards do not exist when defining quality metrics (e.g., the definition of dia-
betes may be interpreted differently by different institutions). This lack of a set of precisely defined, universally adopted clinical defi-
nitions is an obstacle to measuring and comparing quality.

To address the need for standardization of healthcare quality measurement, the American Health Information Community (AHIC),
an advisory committee to the Secretary of the Department of Health and Human Services (DHHS), established a Quality Work-
group to define how HIT can evolve to effectively support performance measurement. The workgroup recommended that an HIT
expert panel be convened in order to accelerate ongoing efforts in this standardization process. The National Quality Forum (NQF)
was commissioned by the Agency for Healthcare Research and Quality (AHRQ) to assemble and convene the expert panel and to
provide a detailed account of its conclusions and recommendations. The NQF Health Information Technology Expert Panel
(HITEP) members (Appendix A) were selected to ensure broad representation across the fields of quality measurement and HIT and
of EHR vendors, health systems, and government organizations. With the goal of achieving automated quality measurement, the
panel was charged with the following tasks:

1. establish a priority order for the current sets of AQA Alliance—and Hospital Quality Alliance—approved measures;

2. identify common data types from the subset of highest priority measures to be standardized for automation in EHRs and health

information exchanges; and

3. develop an overarching quality measure development framework to facilitate developing, using, and reporting on quality measures
from EHR systems.

To prioritize measures for immediate attention, the panel used the IOM’s priority conditions. Next, the panel identified the com-
mon data types (e.g., outpatient diagnosis, laboratory result, medication order) required by these high-priority measures. The panel
then developed a set of criteria (e.g., level of data standardization, accuracy of data source) to assess the quality of each data type as it
currently exists in EHRs. Each data type received a summary quality score from these criteria. Because measures are composed of nu-
merous data types, the panel calculated overall scores for each measure as the average quality of its individual data types. This overall



measure score can be used to assess a measure’s readiness for EHR implementation and to focus efforts to improve (or replace) low-
scoring measures and low-scoring data types. Although the work of HITEP was to establish an initial prioritization of measures and
their associated data types, further data types should be identified as additional priorities and measures are developed.

A key product of the HITEP meetings, a list of common data types (i.e., diagnoses, laboratories, medications), was submitted to
the Health Information Technology Standards Panel (HITSP) for the selection of standard terminologies, or code sets (i.e., ICD-
9, LOINC, SNOMED), to express these data types. These computerized terminologies, identified in the HITSP Quality Inter-
operability Specification version 1.0, will support efforts for universal adoption of standardized performance measures in EHRs.
Active engagement of standard development organizations by HITSP will aid in closing the gap between the quality and infor-
mation technology enterprises. Additional recommendations for EHR functionality will be submitted to the Certification Com-
mission for Healthcare Information Technology (CCHIT) for consideration in future certification criteria.

HITEP identified three broad requirements to improve the quality measurement information technology enterprise and sug-
gested recommendations to CCHIT, HITSE, measure development organizations (MDOs), NQE EHR vendors, and the HL7
EHR Technical Committee. First, quality measures should be designed to leverage the capabilities of EHRs. MDOs and NQF
should work together to reinforce the use of high-quality data types during measure development and endorsement of measures
into consensus national standards. Second, standard terminologies should be identified to code the common data types used in
quality measure definitions. Finally, quality measure clinical information should be accurately captured in EHRs. Quality and in-
formation technology stakeholders should work with EHR vendors to develop functional criteria for software needed to capture

the common data required for quality measurement.
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Appendix C

Overview of the Tasks of the Contract



The contract consists of twelve tasks. The first five tasks involve overall contract management and include the development of a work
plan and an internal quality assurance evaluation plan. A detailed work plan for the first year of the contract activities is underway.
Tasks six through twelve represent the work of the contract. A brief synopsis of each task is provided below.

Task 6: Formulation of National Strategy and Priorities for Healthcare Performance Measurement

NQF will synthesize evidence and convene key stakeholders to make recommendations on an integrated national strategy and pri-
orities for healthcare performance measurement in all applicable settings. NQF will develop a framework for measure prioritization
that will take into account the cost and prevalence of the conditions and the likelihood and ease of measurement to improve the
quality, value and transparency of the performance of the healthcare system. This framework will identify those areas where no
measures currently exist and will assist key stakeholders with the prioritization of those areas in which measure development may be
required. NQF is currently developing a request for proposal to select a subcontractor, and under the guidance of NQE will de-
velop the framework and other documents that will assist with identifying critical measurement gap areas as well as prioritize those
areas through endorsement of measures, reworking existing measures and/or measure development. This prioritization framework
will help guide the future work of this contract and measurement priorities.

Task 7: Implementation of a Consensus Process for Endorsement of Healthcare Quality Measures

NQF is a voluntary consensus standards-setting organization and has an established multi-stakeholder consensus development
process to endorse measures appropriate for public reporting and quality improvement. The process involves seven steps specifi-
cally designed to develop consensus among diverse stakeholders: formation of a steering committee, calls for measures, measure
evaluation, public comment, member voting, review by the consensus standards approval committee and board of directors, and
appeals. This process has been streamlined to better meet the needs of the healthcare industry. Using this process, NQF has
endorsed more than 400 quality measures for a variety of healthcare settings. As part of this contract with DHHS, NQF will en-

dorse measures and measure sets. These measures will focus on specific conditions and settings as well as across episodes of care.

Task 8: Maintenance of Consensus Endorsed Measures

As an endorsing body, NQF is responsible for maintaining endorsement of the consensus standards. Due to evolving research and im-
plementation issues, measure maintenance is required by NQF every three years. This established process along with annual updates of
the measure specifications ensures the relevancy of the endorsed measures to current healthcare practice. The ability to critically exam-
ine the measures on an ongoing basis with built-in requirements for regular measure maintenance provides a critical avenue to ensure

that the best measures are available for public reporting healthcare performance and quality improvement.

Task 9: Promotion of the Electronic Health Records (EHRs)

EHRs have significant potential to improve the quality, coordination, and efficiency of patient care. In the context of performance
measurement and improvement, they also have a critical role to play in collecting chart level clinical patient data, which may be
reliably used in performance evaluation. The objective of this task is for performance measures to have turnkey measurement spec-
ifications that allow for ready incorporation directly into EHRs; and for EHRs to capture the necessary data and possess the necessary
functionality to calculate and report the performance information and to provide the associated clinical decision-support to practi-
tioners to improve performance. To achieve these goals, there needs to be ongoing communication and collaboration between the
performance measurement community and the health information technology community. NQF is planning to convene these
groups to streamline the performance measurement enterprise and to promote the use of EHRs to achieve the quality improvement

goals of DHHS.




Task 10: Annual Report to Congress and the Secretary of the U.S. Department of Health and Human Services

This report will provide an update as to the progress of the tasks associated with the contract. NQF will use a structured system for
darta gathering and reporting, and on a monthly basis, will gather information for inclusion in the final report. The annual report
will be available on the NQF website for public viewing after copies are submitted to the Secretary and to Congress.

Task 11: Development of a Public Website for Project Documents
NQF will provide electronic access on a public website to all of the project’s final and revised reports, standard operating procedures
for consensus-building and maintenance procedures, and working documents deemed necessary as part of their consensus-building

processes for any and all tasks issued under this contract. Planning is underway for website layout and the website will “go live” in
June 2009.

Task 12: Focused Measure Development, Harmonization, and Endorsement Efforts to Fill Critical Gaps in Performance
NQF is prepared to address measurement gaps identified in Task 6 of this contract in a timely, efficient, and effective manner.
NQF will respond to up to ten requests annually to fill critical gap areas through measure endorsement, measure harmoniza-
tion, measure restructuring, and measure development. NQF will subcontract with established measure developers to develop
new measures, including composite measures and/or re-working existing measures to fill critical gaps in measures of healthcare
performance.
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