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	Instructions
· Complete 1a.1 and 1a.12 for all measures. 
· Complete EITHER 1a.2, 1a.3 or 1a.4 as applicable for the type of measure and evidence.
· For composite performance measures:  
·  A separate evidence form is required for each component measure unless several components were studied together.
·  If a component measure is submitted as an individual performance measure, attach the evidence form to the individual measure submission.
· All information needed to demonstrate meeting the evidence subcriterion (1a) must be in this form.  An appendix of supplemental materials may be submitted, but there is no guarantee it will be reviewed.
· If you are unable to check a box, please highlight or shade the box for your response.
· Contact NQF staff regarding questions. Check for resources at Submitting Standards webpage.



	Note: The information provided in this form is intended to aid the Standing Committee and other stakeholders in understanding to what degree the evidence for this measure meets NQF’s evaluation criteria.
[bookmark: Note2]
1a. Evidence to Support the Measure Focus  
The measure focus is evidence-based, demonstrated as follows: 
· Health outcome: 3 a rationale supports the relationship of the health outcome to processes or structures of care. Applies to patient-reported outcomes (PRO), including health-related quality of life/functional status, symptom/symptom burden, experience with care, health-related behavior. 
· Intermediate clinical outcome: a systematic assessment and grading of the quantity, quality, and consistency of the body of evidence 4 that the measured intermediate clinical outcome leads to a desired health outcome.
· Process: 5 a systematic assessment and grading of the quantity, quality, and consistency of the body of evidence 4 that the measured process leads to a desired health outcome.
· Structure: a systematic assessment and grading of the quantity, quality, and consistency of the body of evidence 4  that the measured structure leads to a desired health outcome.
· Efficiency: 6 evidence not required for the resource use component.

Notes
[bookmark: Note3]3. Generally, rare event outcomes do not provide adequate information for improvement or discrimination; however, serious reportable events that are compared to zero are appropriate outcomes for public reporting and quality improvement.           
[bookmark: Note4]4. The preferred systems for grading the evidence are the U.S. Preventive Services Task Force (USPSTF) grading definitions and methods, or Grading of Recommendations, Assessment, Development and Evaluation (GRADE) guidelines.
[bookmark: Note5]5. Clinical care processes typically include multiple steps: assess  identify problem/potential problem  choose/plan intervention (with patient input)  provide intervention  evaluate impact on health status. If the measure focus is one step in such a multistep process, the step with the strongest evidence for the link to the desired outcome should be selected as the focus of measurement. Note: A measure focused only on collecting PROM data is not a PRO-PM.
[bookmark: Note6]6. Measures of efficiency combine the concepts of resource use and quality (see NQF’s Measurement Framework: Evaluating Efficiency Across Episodes of Care; AQA Principles of Efficiency Measures).



1a.1.This is a measure of: (should be consistent with type of measure entered in De.1) 
Outcome
☒ Health outcome: Click here to name the health outcome
☐Patient-reported outcome (PRO): Click here to name the PRO
PROs include HRQoL/functional status, symptom/symptom burden, experience with care, health-related behaviors. (A PRO-based performance measure is not a survey instrument. Data may be collected using a survey instrument to construct a PRO measure.)
☐ Intermediate clinical outcome (e.g., lab value):  Click here to name the intermediate outcome
☐ Process:  Click here to name what is being measured
    ☐ Appropriate use measure:  Click here to name what is being measured      
☐ Structure:  Click here to name the structure
☐ Composite:  Click here to name what is being measured

1a.12 LOGIC MODEL Diagram or briefly describe the steps between the healthcare structures and processes (e.g., interventions, or services) and the patient’s health outcome(s). The relationships in the diagram should be easily understood by general, non-technical audiences. Indicate the structure, process or outcome being measured.

The combination of the aging of the population and improved survival after acute myocardial infarction (AMI) has created a rapid growth in the number of patients currently living with chronic heart failure (CHF), with a concomitant increase in the number of hospitalizations for decompensated heart failure (McCoullough 2002). 

Lack of patient education on self care techniques, diet and weight management; poor discharge instructions, poor care coordination, and poor arrangements of patient follow-up lead to unnecessary ER visits and hospitalizations due to acute exacerbations of heart failure and other complications (Bonow 2012). 

Adult patient diagnosed with Heart Failure 
↓
Physician practices fail to educate patients / Physician practices have poor access 
↓
Patient visits ER / gets hospitalized (Ambulatory care sensitive hospitalization event) 
↓
Patient discharged with management advise / remains in hospital for treatment of PAC

[bookmark: _GoBack]Despite advances in medical therapy, admission rates following heart failure hospitalization remain high (Stevenson 2011) (Cubbon 2011). Discharge from a heart failure hospitalization is followed by a readmission within 30 days in approximately 24% of cases (Desai 2012) with more than 50% patients readmitted to a hospital within 6 months of discharge (Ross 2010). This is despite well-established guidelines like the, “Get With The Guidelines®- Heart Failure” the American Heart Association’s collaborative quality improvement program of evidence-based care of patients hospitalized with heart failure (AHA 2013).
Causes of readmissions may be various. These may include variations in local patterns, for example, hospitals with higher overall admissions tend to have higher readmission rates after HF hospitalization (Epstein 2011). Readmissions are also influenced by psychosocial and socioeconomic barriers that limit compliance with medications, life style changes, self-monitoring and appropriate follow up (Fonarow 2008). There is also a tendency for higher readmissions in centers with resource limitations such as lower nurse staffing levels and limited cardiac capabilities (Joynt 2011).

The need for consistently high quality, efficient care for heart failure is urgent. To improve accountability in the delivery of medical care, AHRQ has developed a list of patient safety indicators (PSIs) to identify potential harms to patients and a list of ambulatory care sensitive conditions (ACSCs) to identify admissions that could have been potentially avoided with good outpatient care (AHRQ 2008). Additionally, the Centers for Medicare and Medicaid Services (CMS) have taken a “Six Sigma” approach and defined Hospital Acquired Conditions (HACs) and “never events” that should almost never occur and are applying financial penalties when these events do occur (CMS 2012). 

The Potentially avoidable complications (PAC) measure goes beyond the AHRQ PSIs, PQIs and the CMS HACs and creates a single comprehensive measure that measures all-cause harms for a patient with the index condition.  Potentially avoidable complications (PACs) are the unwarranted health outcomes that this measure addresses (deBrantes 2010). All these adverse events are aggregated together as a single comprehensive measure to study the overall rate of PACs in the HF population.

The enclosed workbook entitled NQF_HF_all_codes_risk_adjustment 01.25.17.xls lists the types of PACs and their frequency as calculated in a large regional database (see tab PAC overview). 42.5% of patients with HF had a PAC, with about 28% of PACs directly related to HF itself, such as respiratory insufficiency, acute CHF, pulmonary edema or fluid and electrolyte disorders (see tab PAC Drill Down Graph).  Although the preventable hospitalizations in this dataset for the HF population were low, at only 5% of all HF episodes; approximately 26.5% of patients with HF had PACs related to care management failures for co-morbid conditions such as poor control of diabetes, urinary tract infections, and acute gastritis.  As a result, about 41% of episodes had a PAC indicator on professional claims. This exemplifies the importance of the PAC measure as a comprehensive outcome measure, which is done at the patient level, not simply condition by condition. The purpose is to encourage the management of all the patient’s conditions, not simply one.  

While PACs may not be eliminated completely, identifying the magnitude of PACs and knowledge of the cause for the most frequent or the most expensive PACs could place an emphasis in reducing them and as a consequence improving patient outcomes.  The ability to clearly identify the type and frequency of each PAC creates a highly actionable measure for all providers that are managing or co-managing the patient; as well as for the health plan with whom the patient is a member (de Brantes 2009).
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**RESPOND TO ONLY ONE SECTION BELOW -EITHER 1a.2, 1a.3 or 1a.4) **

1a.2 FOR OUTCOME MEASURES including PATIENT REPORTED OUTCOMES- State the rationale supporting the relationship between the health outcome (or PRO) to at least one healthcare structure, process (e.g., intervention, or service). 

Rationale:  Better processes of care create an atmosphere of proactive management, consistency in care and standardized care patterns (Shekelle 2013) (Fenter 2006).  Patient education and adopting safe practices significantly reduces occurrence of potentially avoidable complications (PACs) in all settings (Klein 2011) (Wachter 2013) (Berwick 2006) (Kovner 2011) (Farley 2013). It is known that by holding providers accountable for occurrence and costs of PACs, an built-in warranty is created around care of the index condition (de Brantes 2009).

While CHF has been noted as the most common indication for hospitalization for adults 65 and older, a prospective randomized trial showed a 56.2% reduction in the number of readmissions for heart failure due to intensive nurse-directed education, care coordination, and follow up (Rich 1995). This study also showed that the reduction of hospital admissions led to a savings on $460 per patient.  Moreover, improved hospital and post-discharge care, including pre-discharge planning, home-based follow-up, and patient education, have all demonstrated decrease in heart failure related readmission rates suggesting that healthcare services / care processes influence outcomes in heart failure patients (Krumholz 2002).  

AHRQ performed a meta-analysis of 53 published randomized control trials and reported on 47 studies.  They found that home-visiting programs and heart failure clinic interventions, both of which are multicomponent complex interventions, reduced all-cause readmissions. However no single component intervention reduced all cause readmission. They also showed that interventions that focused on reducing readmissions did not impact mortality rates adversely (AHRQ 2014). Therefore if interventions are chosen according to the available body of evidence it is possible to reduce PAC’s. 
According to the Joint Commission (JC) heart failure performance measure, at discharge patients with HF must receive comprehensive discharge instructions that address activity level, diet, discharge medications, follow-up appointment, weight monitoring, and actions to take in case of worsening symptoms (Joint Commission 2010). These JC measures are publicly reported by hospitals. In 2011, the ACC/AHA/AMA (American Medical Association) Performance Consortium added a documented post-discharge appointment to the list of recommended HF performance measures (AHRQ 2014) (Bonow 2012). 

Guideline directed medical therapy (GDMT) is a comprehensive combination of lifestyle modifications and medications and is tailored to care for a spectrum of HF patients ranging from outpatient care to hospitalized patients with a view to improving outcomes. GDMT if followed optimally should reduce hospitalizations in the former and reduce readmission rates in the latter. Various factors influence readmission rates and identifying these issues could give a window of opportunity to correct the trend. 

Studies have demonstrated where care coordination exists, ambulatory care-sensitive hospitalizations decreased by 30% (Bodenheimer 2008). However, if patients do get hospitalized, discharge planning and good follow-up prevents unnecessary ER visits and readmissions (Weaver 2013) (Mittler 2013).  Another study from the Boston Medical Center, demonstrated that although one in five hospitalizations are complicated by post-discharge adverse events, development of a strong discharge services program for patients admitted for medical conditions reduced hospital utilization within 30 days of discharge (Jack 2009).  In addition, while in the hospital, safe practices reduce the burden of healthcare associated complications (Ranji 2007). Some of these are listed below:
1. Frequent hand-washing reduce hospital acquired infections (WHO 2007)
2. Carefully implemented protocols lead to reduced line sepsis (Pronovost 2010)
3. Discharge planning and good follow-up prevents unnecessary ER visits and readmissions (Weaver 2013)
4. DVT prophylaxis in patients on bed rest avoids pulmonary embolism (Shekelle 2013)
5. Frequent change in position of HF patients in the CCU avoids pressure sores (Shekelle 2013)

PAC measures in the setting of heart failure look at all-cause harms, such as the ones highlighted above, arising from poor management of a patient with heart failure. Creating a single measure of accountability for physicians and hospitals tied to gaps in quality is likely to yield much improved outcomes for patients by helping the providers hone in on the causes of observed PACs. A measure of accountability for health plans helps them review trends over time and work with physicians and hospitals to improve the ways in which they engage patients using more optimal care management and care coordination (Cassel 2014). In addition, PAC measures could be used as a surrogate for quality in a consumer transparency tool to differentiate providers with regards to their performance. 
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[bookmark: Section1a3]1a.3. SYSTEMATIC REVIEW(SR) OF THE EVIDENCE (for  INTERMEDIATE OUTCOME, PROCESS, OR STRUCTURE PERFORMANCE MEASURES) If the evidence is not based on a systematic review go to section 1a.4) If you wish to include more than one systematic review, add additional tables. 

What is the source of the systematic review of the body of evidence that supports the performance measure?  A systematic review is a scientific investigation that focuses on a specific question and uses explicit, prespecified scientific methods to identify, select, assess, and summarize the findings of similar but separate studies. It may include a quantitative synthesis (meta-analysis), depending on the available data. (IOM)
☐ Clinical Practice Guideline recommendation  (with evidence review)
☐ US Preventive Services Task Force Recommendation
☐ Other systematic review and grading of the body of evidence (e.g., Cochrane Collaboration, AHRQ Evidence Practice Center) 
☐ Other 


	Source of Systematic Review:
· Title
· Author
· Date
· Citation, including page number
· URL
	

	Quote the guideline or recommendation verbatim about the process, structure or intermediate outcome being measured. If not a guideline, summarize the conclusions from the SR.
	

	Grade assigned to the evidence associated with the recommendation with the definition of the grade
	

	Provide all other grades and definitions from the evidence grading system
	

	Grade assigned to the recommendation with definition of the grade
	

	Provide all other grades and definitions from the recommendation grading system
	

	Body of evidence:
· Quantity – how many studies?
· Quality – what type of studies?
	

	Estimates of benefit and consistency across studies 
	

	What harms were identified?
	

	Identify any new studies conducted since the SR. Do the new studies change the conclusions from the SR?
	



________________________
[bookmark: Section1a8]1a.4 OTHER SOURCE OF EVIDENCE
If source of evidence is NOT from a clinical practice guideline, USPSTF, or systematic review, please describe the evidence on which you are basing the performance measure.

1a.4.1 Briefly SYNTHESIZE the evidence that supports the measure. A list of references without a summary is not acceptable.

1a.4.2 What process was used to identify the evidence?

1a.4.3. Provide the citation(s) for the evidence.
		1
