THE NATIONAL QUALITY FORUM

TO: NQF Members
FR:  NQF Staff

RE: Review of the Health Information Technology Expert Panel Report Health IT
Enablement of Quality Measurement — the Quality Data Set (QDS) and Dataflow

DA:  June 9, 2009

Performance assessment requires consistent measurement across conditions, settings, and
providers. Efficient measurement must automatically gather reliable, high quality clinical
information from numerous electronic sources. As noted in the first Health Information
Technology Expert Panel (HITEP) report, collecting and reporting accurate, comparative
healthcare performance data is complex and largely a time consuming, manual process.

Between February and May 2009, The National Quality Forum with support from the
Agency for Healthcare Research and Quality reconvened HITEP and two workgroups to
accelerate ongoing efforts to define how health information technology (IT) can evolve to
effectively support performance measurement. HITEP II was tasked with drafting a quality
data set (QDS) and dataflow framework to empower automated, patient-centric, longitudinal
quality measurement.

The draft document, Health I'T Enablement of Quality Measurement — the Quality Data Set (QDS)
and Dataflow, 1s posted on the NQF web site, www.qualityforum.org, under “HITEP-IL.” As
this effort is not a traditional NQF Consensus Development Project (CDP), this draft
document is being provided for purposes of review and comment only; there will not be
voting.

NQF is now using a program that facilitates electronic submission of comments on this
draft report. You may post your comments and view the comments of others on the NQF
website. All comments should be submitted using the online submission

process. Supporting documents related to your comments may be submitted by email to
HITEP2(@gqualityforum.org with “ODS and Dataflow’ in the subject line and your contact
information in the body of the email.

NQF Member comments must be submitted no later than 6:00 pm ET, July 7, 2009;
public comments are due by 6:00 pm ET, June 30, 2009.

Thank you for your interest in the NQI’s work. We look forward to your review and
comments.
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l. EXECUTIVE SUMMARY

The National Quality Forum (NQF) with support from the Agency for Healthcare Research and
Quality (AHRQ) established the Health Information Technology Expert Panel (HITEP) to accelerate
ongoing efforts defining how health information technology (IT) can evolve to effectively support
performance measurement.’ As noted in the HITEP report, collecting and reporting accurate,
comparative healthcare performance data is complex and largely a time consuming, manual
process. The 2008 HITEP report recommended 11 data categories and 39 data types for a set of
84 high priority performance measures to enhance capabilities for the electronic capture of data
for quality measurement. This information has been incorporated by the Healthcare Information
Technology Standards Panel (HITSP) into updates to the Quality Interoperability Specification and
the HITSP components to which it refers.> HITSP specifically identified an electronic source and a
standard code set for each data category and datatype in the HITEP report. Many of these
requirements have also been incorporated into certification requirements for EHRs by the

Certification Commission for Health Information Technology (CCHIT).2

The first HITEP report led to new feasibility criteria for measure endorsement by NQF. However,
guality measure specifications currently do not leverage EHR systems. Many rely heavily on
administrative rather than clinical data, and clinical information required for quality measurement
is not adequately captured in EHRs. The American Recovery and Reinvestment Act (ARRA) has
significantly raised the bar by providing funding to support the adoption of qualified electronic
health records. The act specifically defines meaningful use of health IT systems as the use of

electronic prescribing, the electronic exchange of health information to improve the quality of

! National Quality Forum. Health Information Technology Expert Panel Report: Recommended Common Data Types and Prioritized
Performance Measures for Electronic Healthcare Information Systems. 2008. Available at:
http://www.qualityforum.org/projects/ongoing/HITEP1/.

2HITSP is a cooperative partnership between the public and private sectors for the purpose of achieving a widely accepted set of
performance standards to enable widespread interoperability among healthcare software applications. HITSP Interoperability
Specifications for Quality, “IS 06.” Available at: http://www.hitsp.org/

® CCHIT was created by the HHS Office of the National Coordinator for HIT (ONCHIT) to oversee private sector certification of HIT
products.
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health care, such as promoting care coordination, and the submission of information on clinical

guality measures.

To resolve these gaps, HITEP reconvened, tasked with drafting a quality data set (QDS) to
empower automated, patient-centric, longitudinal quality measurement. Performance
assessment requires consistent measurement across conditions, settings, and providers. Efficient
measurement must automatically gather reliable, high quality clinical information from numerous
electronic sources. Based on the results of an environmental scan, the HITEP had a clear mandate
that measures must be more clearly and consistently defined, that structured data and reuse of
data elements that exist in EHRs or other electronic formats is essential, and that workflows are
complex. lItis also clear from the report that authoritative data required to capture the meaning
of elements within the measure can be found in specific medical record locations. The HITEP
therefore created two workgroups, QDS and Dataflow. The QDS workgroup standardized data
elements and developed a framework to consistently use standard code sets and code lists. The
Dataflow workgroup addressed how to determine from its use within the clinical workflow that
any given data element is the authoritative source for the information required. The Dataflow
workgroup created a framework of characteristics to represent data used within measures based

on their representation within EHRs.

The QDS framework contains three levels of information: standard elements, quality data
elements, and dataflow attributes. Standard elements represent the atomic unit of data identified
by a data element name, a code set, and a code list comprised of one or more enumerated values.
Examples include diabetes and all pertinent ICD-9CM codes, or diabetes medications and all
representative medications coded in the code type RxNorm. Standard data elements can be
reused within other quality data elements. Each standard element’s category defines the code set
used. Quality data elements are pieces of information used in quality measures to describe part of
the clinical care process. Examples include active diabetes diagnosis, diabetes family history,

diabetes medication dispensed, diabetes medication administered. Quality data elements can be
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81 reused by other measures, clinical guideline and CDS developers. The quality datatype is a
82  grouping of information that indicates the circumstance of use for any individual standard
83  datatype. Examples include active diagnosis, family history of diagnosis, medication prescribed.
84  Dataflow attributes describe the authoritative source for the information required to represent
85 any given quality data element. Dataflow attributes include the data source, recorder, setting, and
86  health record field. The source is the originator of the quality data element and may be an
87 individual or a device. The recorder is the individual or device that enters the data element into a
88  health record field and may be the same as the source of the data, but that is not necessarily true.
89  The setting is the physical location at which the data element is captured, defining the encounter
90 location during which the data are expected to originate. The health record field is the location
91  within an electronic record where the data should be found. Detailed examples of each of these
92 elements are provided in the report. The text uses a sample measure to show how each element
93  of the framework is used to construct the measure.
94
95  The report provides a list of QDS elements and dataflow attributes identified by the HITEP. Two
96 example measures are also presented with suggestions regarding retooling modifications to
97  modify them from the requirement for abstraction to an electronic format. One is based on the
98 ambulatory setting, antiplatelet therapy for coronary artery disease, and the other inpatient
99  based, venous thromboembolism prophylaxis.
100
101  The HITEP concluded with nine recommendations for further work to enhance the development
102  and use of the QDS and electronic data sources:
103
104  Recommendation 1 : NQF should communicate with, seek buy-in, educate and train the quality
105 measure supply chain (e.g., study designers, guideline developers, quality measure developers,
106  performance reporting consumers, EHR vendors, CDS developers) regarding the QDS and its
107  associated tools.

108
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Recommendation 2: A measure authoring tool should be created for quality measure developers
that can also be used as a resource by the quality measure stakeholders and through which gaps

and feedback can be communicated

Recommendation 3: Roles, responsibilities, and opportunities of stakeholders in the quality
measure ecosystem should be enumerated (e.g., ONC, CCHIT, CMS, HITSP, vendors, providers,

measure developers, guideline developers)

Recommendation 4: QDS should be hosted in a publicly available site. Its contents (quality
measures and definitions) should (continue to) be maintained by the measure developers. Over

time, NQF should incorporate use of the QDS as part of the measurement endorsement process.

Recommendation 5: A timeline for QDS implementation should be set, enumerating the essential

activities and stakeholders.

Recommendation 6: Resources should be provide to measure developers to retool and test high-

priority measures specified for HIT-sensitive measures using the QDS

Recommendation 7: Future quality data requirements should use the national priorities and goals

as a guide

Recommendation 8: NQF should work with other stakeholders in the quality measure ecosystem
to leverage existing standards work regarding preferred taxonomies (SNOMED-CT, LOINC,

RxNorm) and models (EHR functional model, RIM).

Recommendation 9: Comparative testing should be performed to better understand differences in

performance by mode of data collection, including the use of electronic health records.
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Although outside of the original scope of work requested by AHRQ, the HITEP committee agreed
that it would be timely and appropriate for NQF to offer an approach to the measurement of
meaningful use. Next steps include the development and approval of a set of HIT-sensitive criteria
that can be used to identify clinical performance measures that highlight the effect of meaningful
use of HIT. The “HIT-sensitive criteria” can be used to highlight measures that demonstrate the
effect of use of core HIT functions on clinical quality:

e e-Prescribing

e Preventive services reminders

e Health information exchange

e (linical decision support

The HIT-sensitive criteria can be used to systematically review the NQF portfolio of endorsed and

pipeline measures to identify a starter set of HIT-sensitive measures that highlight meaningful HIT

use in topical areas related to national priorities and high impact conditions. Working with a

cadre of measure developers, NQF can further retool HIT-sensitive measures to conform to EHR-

based specifications.

Future work includes the ongoing maintenance of the QDS, maintenance of reusable code lists
and the development of a measure authoring tool to enable more facile incorporation of QDS into
the quality measurement development process. Additionally, further coordination with standard
development organizations and EHR certification bodies is required to encourage greater quality

datatype migration into EHRs.

The HITEP QDS and dataflow frameworks will provide significant advancement in the
development of quality measures. It will also provide a glide path for the incorporation of quality
data elements more consistently based on standards into EHR products and implementations.
The QDS is not static, rather the framework creates a dynamic product that will enable versioning,
growth and expansion to enable future needs for measurement, clinical decision support and

guideline implementation.
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. INTRODUCTION

Background

In 2007 the Agency for Healthcare Research and Quality (AHRQ), at the request of the American
Health Information Community (AHIC) Quality Workgroup, contracted with the National Quality
Forum (NQF) to address the ability of electronic records to create and aggregate data for quality
measurement. For this purpose, NQF established the Health Information Technology Expert Panel
(HITEP) to accelerate ongoing efforts defining how health information technology (IT) can evolve
to effectively support performance measurement.” As noted in the HITEP report, collecting and
reporting accurate, comparative healthcare performance data is complex and largely a time
consuming, manual process. The vast majority of electronic health information readily available
for quality measurement remains administrative, claims-based data, which includes only limited
clinical information. Quality improvement leaders have long recognized that the widespread
adoption of health IT will automate and simplify these processes by providing electronic
information. Electronic health record (EHR) systems have long been identified as a fundamental
HIT tool to collecting high-quality electronic clinical information. >%7 The AHIC Quality Workgroup
specified further recommendations, “The National Quality Forum, through its endorsement
process, should apply criteria that reinforce the use of standardized data elements in measures to
allow quality measures to be embedded in EHRs. The NQF may do so by incorporating such

criteria into its endorsement criteria for new measures.”

The American Recovery and Reinvestment Act (ARRA) has significantly raised the bar, providing
funding to support the adoption of qualified electronic health records. Such a qualified system is

defined by the act as an electronic record of health-related information on an individual that—

* National Quality Forum. Health Information Technology Expert Panel Report: Recommended Common Data Types and Prioritized
Performance Measures for Electronic Healthcare Information Systems. 2008. Available at:
http://www.qualityforum.org/projects/ongoing/HITEP1/.

* National Quality Forum. Information Technology and Healthcare Quality: A National Summit. Washington, DC: NQF; 2003.

6 Corrigan J, Greiner A, and Erickson S. Fostering Rapid Advances in Health Care. Washington, DC: National Academies Press; 2002.
’ National Committee on Vital and Health Statistics. Information for Health: A Strategy for Building the National Health Information
Infrastructure. Washington, DC: Department of Health and Human Services; 2001.

8
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“(A) includes patient demographic and clinical health information, such as medical history and
problem lists, and (B) has the capacity— (i) to provide clinical decision support, (ii) to support
physician order entry, (iii) to capture and query information relevant to health care quality, and
(iv) to exchange electronic health information with, and integrate such information from other
sources.”’[ARRA H.R. 1-115] The ARRA further defines meaningful use of health IT systems as (a)
using certified EHR technology in a meaningful manner, which shall include the use of electronic
prescribing, (b) the electronic exchange of health information to improve the quality of health
care, such as promoting care coordination, and (c) submit information in a form and manner
specified by the Secretary of the Department of Health and Human Services (DHHS), on such
clinical quality measures and such other measures as selected by the Secretary. The act further
requires the Secretary to seek to improve the use of electronic health records and health care

quality over time by requiring more stringent measures of meaningful use. [ARRA H.R. 1-356]

The 2008 HITEP report recommended 11 data categories and 39 data types for a set of 84 high
priority performance measures to enhance capabilities for the electronic capture of data for
quality measurement. This information has been incorporated by the Healthcare Information
Technology Standards Panel (HITSP) into updates to the Quality Interoperability Specification and
the HITSP components to which it refers.’ HITSP specifically identified an electronic source and a
standard code set for each data category and datatype in the HITEP report. Many of these
requirements have also been incorporated into certification requirements for EHRs by the

Certification Commission for Health Information Technology (CCHIT).®®

8Us Congress. American Recovery and Reinvestment Act of 2009, 17 February 2009. Available at:
http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=111 cong bills&docid=f:hlenr.pdf.

SHITSP is a cooperative partnership between the public and private sectors for the purpose of achieving a widely accepted set of
performance standards to enable widespread interoperability among healthcare software applications. HITSP Interoperability
Specifications for Quality, “IS 06.” Available at: http://www.hitsp.org/

1% CCHIT was created by the HHS Office of the National Coordinator for HIT (ONCHIT) to oversee private sector certification of HIT
products.
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Since the publication of the first HITEP report, challenges remain connecting the dots between the

electronic information and quality measurement. HITEP identified the following gaps in

automating quality measurement:

e quality measurement specifications are not designed to leverage EHR systems,

e quality measurement specifications rely heavily on administrative rather than clinical data,
and

e clinical information required for quality measurement is not adequately captured in EHRs

To resolve these gaps, HITEP reconvened, tasked with drafting a quality data set (QDS) to
empower automated, patient-centric, longitudinal quality measurement. Performance
assessment requires consistent measurement across conditions, settings, and providers. Efficient
measurement must automatically gather reliable, high quality clinical information from numerous
electronic sources. The task included a review of existing data sets including those used in
currently endorsed measures, those developed by the Centers for Medicare and Medicaid
Services (CMS) for its CARE tool, by the HITEP in its initial work, and by The Joint Commission for
transfers of care. The QDS is intended to include relevant data captured during inpatient and
ambulatory office visits as well as data required to support transitions of care between settings.
HITEP was also tasked to gather, synthesize and refine clinical workflow maps, focusing on care
processes related to the care underlying the conditions targeted by the previously prioritized set
of measures. The panel was asked to determine mechanisms and opportunities within these
workflows for identifying patients who are eligible for inclusion in the measure populations, for
gathering performance measurement data, and for providing clinical decision support to optimize
performance in targeted areas. As noted in the environmental scan referenced below, workflow
maps are neither standardized nor consistently used and workflow varies for many reasons from
one organization to another. Therefore, the HITEP elected to address how to determine that any
given data element is the authoritative source for the information required. Using authoritative
characteristics allows local processes to capture needed information. Thus, these characteristics

10
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are the links to enable clinical workflow based on local infrastructure. This report will describe

these characteristics as dataflow.

The goal of this effort is to represent quality data requirements (concepts, data types, data
elements, and sets of values or codes) unambiguously and specifically. The first step was to begin
with data requirements from measure stewards with existing NQF endorsed measures. For
composite and longitudinal measures, the QDS must also include cross-cutting, longitudinal
guality concepts such as patient preference and functional status, and structural measures that
require data from disparate information systems. The structure of the QDS must be simple to
understand and sufficiently robust to incorporate information about each element such that it can
be reused without ambiguity with respect to meaning. The structure must also include
capabilities for versioning and expansion to include future measure data requirements using

electronic data across settings.

Standardizing quality measures will help automate successful measurement. Yet the volume and
variety of existing measures in paper-format slows standardization. For example, at the time of
this publication, the NQF Endorsed Measures Database contains 511 measures; Centers for
Medicare and Medicaid Services (CMS) Quality Measure Information System (QMIS) contains 362
measures; and, the Agency for Healthcare Research and Quality (AHRQ) National Quality

Measures Clearinghouse (NQMC) contains 1,778 measures.

Decomposing a complex problem can provide more feasible solutions. All measures require
numerous individual pieces of information to perform a calculation (e.g. “aspirin allergy,” “beta-
blocker prescribed,” “diabetes active diagnosis”). However, the process of standardization begins
with identifying and standardizing this list of individual quality concepts resulting in the Quality
Data Set (QDS). The American Health Information Community (AHIC) Quality Workgroup

recommended further development of quality information categories from HITEP-I into the QDS.

11
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Standardization will help us speak and understand the same quality language. Currently, those
who use quality measurement in their clinical practices are burdened by new or updated
measures. Each new measure requires learning a new dialect. With standardization, we can use

the same words, just in new sentences.

Although standards enable information sharing, the number of participants and complexity of
information in the quality conversation limits the feasibility of measurement. Electronic clinical
information comes from many containers including Electronic Health Records (EHR), Health
Information Exchanges (HIE), Personal Health Records (PHR), Laboratory Information Systems
(LIS), and Pharmacy Benefits Managers (PBM). Although much of the information in these systems
is stored in a standard manner, there is significant variability between systems. As a result, quality
measures currently can not communicate directly with all of these electronic containers, resulting
in laborious manual abstraction. While various efforts are underway to further align and share
information between containers, AHIC recommended HITEP address workflow issues getting
information between the containers and quality measurement. The QDS contains the concepts,
the “what,” and the quality measures need to contain information from whom and where the

information is gathered.
The report is divided into the following sections:

Environmental scan of HIT within quality measurement
Structure of QDS
Quality datatypes for QDS

1.

2

3

4. A populated starter QDS with elements required for measurement
5. Recommendations for housing, maintenance and oversight of QDS
6

Recommendations for dataflow structure to enable the QDS

Il. ENVIRONMENTAL SCAN

12
NQF REVIEW DRAFT — DO NOT CITE OR QUOTE
PUBLIC COMMENTS DUE June 30, 2009 6PM ET; MEMBER COMMENTS BY July 7, 2009 6PM ET



295
296
297
298
299
300
301
302
303
304
305
306
307
308
309
310
311
312
313
314
315
316
317
318
319
320
321
322

THE NATIONAL QUALITY FORUM
HEALTH INFORMATION TECHNOLOGY EXPERT PANEL REPORT

NQF contracted with Booz Allen Hamilton (BAH) to conduct an environmental scan of current
initiatives that use electronic clinical data in quality measurement and improvement initiatives.
The goal of the environmental scan was to characterize current efforts that are using electronic
clinical data to measure performance, to identify areas in which electronic data standards for
structured clinical data are needed, and to share this information with the HITEP to inform their
efforts to conceptualize and define a quality data set (QDS) and a work flow framework. BAH
used a two-pronged approach to conduct the environmental scan including a literature review of
published data and grey media and primary data collection through targeted interviews. 20
organizations were interviewed including 9 provider organizations (large and small), 10
collaboratives and 2 government organizations. An interview guide was used to structure the

hour-long interviews.

Most interviewees used the Centers for Medicare and Medicaid Services (CMS) Reporting Hospital
Quality Data for Annual Payment (RHQDAPU) measures, Ambulatory Quality Alliance (AQA)
measures, and the Healthcare Effectiveness Data and Information Set (HEDIS) measures. Some
organizations modified these widely-used measures, especially in the ambulatory setting. Changes
included adjustments to denominators to capture information on particular patient populations
(e.g., patients over 55 years of age) or to enhance automation. Payors/Collaborators altered
measures to meet program goals. Composite measures were created from AQA/HEDIS
component measures. A few organizations reported developing home-grown measures. One
organization (Indian Health Service) developed measures that could be collected electronically via
their system-wide EHR. Significant issues not addressed by existing nationally-recognized
measures, included particular aspects of care (e.g., safety, mental health, care
coordination/transitions of care, care episodes, and efficiency (e.g., patient flow). Areas often
reported as missing data include specialty care due to the use of proprietary registries which are
expensive for organizations to access, and disparities as data on race and ethnicity are not always

captured.

13
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Technical limitations for measure implementation include the lack of measure specifications
designed for electronic capture of data, and that some elements are typically not captured in
structured format or by interoperable system components (e.g., imaging studies outside the
provider’s electronic network). Reference lab data was also challenging without data-sharing
agreements in place. Still other information is generated outside the healthcare infrastructure
such as cash transactions to purchase over-the-counter medications. Care that takes place in

employer-based wellness clinics was also difficult to access.

Resource burdens challenged virtually all stakeholders with a need to engage in some manual
chart abstraction and data collection. Costs associated with electronic data collection was also a
burden based on requirements to upgrade EHRs to capture new data elements as specifications
are updated or new measures added. Some required external vendors to extract data from EHRs

(providers) or to aggregate data from multiple sources (collaboratives).

Workflow maps were viewed as valuable for standardizing collection of data elements for quality
measurement. Although two large provider organizations were beginning to develop such maps

and one organization encouraged individual facilities to document, there was no single standard.
Many organizations cited the burden of creating work flows especially due to individual provider

preference. Hence, few organizations had created workflow maps.

There were many sources of data, including electronic and paper-based, such as administrative
and financial systems, paper charts/medical records, EHRs, and external health IT systems (e.g.,
lab, pharmacy). The inherent nature of some measures (e.g., CMS RHQDAPU) necessitated
manual chart abstraction. In most cases, clinical judgment was seen as necessary based on the
measure definitions (e.g., bloodstream infections (BSI)--need to determine the cause of a positive

culture). Multiple sources used included clinical data from providers—in both electronic and
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paper formats, claims data, reference laboratory data, pharmacy benefit managers (PBMs) and

others. Some had available State registries or other administrative data sources.

Data audit and validation was seen as vital due to the complexity of the measure specifications.
Except for the organizations that were able to utilize a common technology platform, auditing and

validation were largely manual processes.

The environmental scan identified a number of issues to inform the HITEP work effort.
Stakeholders recognized challenges to extracting quality measures from EHRs such as low EHR
adoption, privacy and security issues, inability to identify patients consistently across care
settings, methodologies to attribute patients to providers for accountability purposes, and the
need for data sharing agreements to enable data sharing. The respondents recognized the
complexity of data capture and use for measurement. Therefore they recommended prioritizing
data categories for standardization to provide basic, high quality information for measurement
including laboratory data, medications, patient medical and surgical history, immunization data,
diagnostic test data, allergy data, co-morbidities, contraindications, functional status, biologics
(e.g. blood pressure) and discharge summary. The stakeholders further suggested standardization
of functions within EHRs to enhance interoperability and measurement, including data capture,
automated exclusion criteria assessment, time and date stamping, and clinical decision support.
Additional standardization work was recommended in the areas of specialty care, continuity of
care, episodes of care and longitudinal assessment, chronic conditions, patient satisfaction,
disparity assessment, preventative services, pediatric care (well child care), behavioral health and

other areas prioritized by the National Priorities Partnership.

Some basic healthcare infrastructure requirements were also identified, specifically a of a
universal patient identifier or standard patient matching algorithms to track a patient across care
settings and different electronic data systems, standardized algorithms to attribute patient care to

the accountable provider, methodology for expanded query capabilities, data mining and
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improved data extraction functionality. From the standpoint of measurement, respondents
preferred a standard specification format designed to be used with clinical health IT systems,
population measures such that a single patients have less of an impact (e.g. blind patient without
eye exam, no pap smear because of hysterectomy), a standard measure release cycle to help EHR
vendors establish a schedule of upgrades, minimizing disruption to care delivery that currently

occurs given the need for almost continuous EHR maintenance and upgrades

In summary, the environmental scan provides a clear message that measures must be more
clearly and consistently defined, that structured data and reuse of data elements that exist in
EHRs or other electronic formats is essential, and that workflows are complex. It is also clear from
the report that authoritative data required to capture the meaning of elements within the
measure can be found in specific medical record locations. In conclusion it is important that HITEP
standardize data elements, consistently use standard code types and common code sets, and
enable specification of measures with respect to an EHR specific authoritative source for the

information desired.

The full Environmental Scan Report is attached as Appendix E.

IV.  RATIONALE

Quality represents a continuum comprised of structure, process and outcome as outlined by
Donabedian.' For the purpose of measurement, the structure begins with evidence-based clinical
guidelines and algorithms; the process includes incorporation of the evidence within the care
model using clinical decision support (CDS) and evaluating the effectiveness and efficiency of the
processes and the outcomes through quality measurement. The process continues as new

evidence is gained through measurement to generate modifications in existing guidelines or new

" Donabedian, A. 1966. "Evaluating the Quality of Medical Care." Milbank Memorial Fund Quarterly 44 (1): 166-203.
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ones. The guideline, CDS and quality developers, however, arose independently so many of the
definitions used by each community are different. Each recognizes the value of consistent and
standard elements from which all groups can draw and to which all groups can contribute. This
HITEP effort was created to provide a framework for understanding which data are of high quality
and to establish a set of high quality data elements for reuse through the entire quality measure

supply chain.

The QDS was designed in part to address each of the HITEP-l recommendations.

Recommendation: NQF should evaluate the quality of data types used in measure specifications as
a criterion in the endorsement of new measures, as well as in reassessment of measures for
continued endorsement.

Decomposing complex quality measures into individual QDS items allows for evaluation of each
item separately. Therefore, the data quality of a measure can be assessed from the data quality of

each QDS item in that measure.

Recommendation: A coded, interdisciplinary clinical problem list in the EHR should be used in place
of billing codes to identify patient conditions, inclusion diagnoses, and exclusion diagnoses for
quality measurement. It is further recommended that this problem list be accessible and utilized
across care settings (e.g., inpatient, outpatient, long-term care facilities).

The QDS should be able to meet the immediate needs of existing measures as well as be forward-
reaching toward the future of measurement, including cross-cutting concepts (e.g. functional
status, patient preference) and transition of information sources from billing codes (ICD-9) to
clinical problems (SNOMED). Rather than needing to retool all existing measures separately, each

item in the QDS (e.g. “diabetes active diagnosis”) can be bridged individually.
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Recommendation: NQF should work with HITSP to develop a “reader’s digest” version of a data
dictionary for use by measure developers that would contain the HITEP data types and their
corresponding HITSP-recommended code sets.

In the Interoperability Specification for Quality, HITSP recommended standards for describing
quality information. However, current measures are written with a combination of plain English
and code sets, making it difficult to apply the HITSP recommendations. The QDS is a universal data
dictionary for quality measures. Once measures use the QDS, HITSP recommendations can be
applied to the QDS. This will encourage measure developers to transition information sources
from administrative codes to HITSP recommended codes. Implementing these recommendations

is more feasible with individual QDS items rather than all measures at once.

Recommendation: Medication allergies and side effects should be distinguished from each other
and entered using standardized codes.

Currently, health care software makers have difficulty translating measure descriptions from
paper into the computer. The QDS will standardize quality measures. This, in turn, will allow
software makers to more easily include quality measurement, including the differences between

“allergy” and “side effect” using standard HITSP-recommended codes.

Recommendation: Standardized codes for summary impressions of diagnostic test results should
be developed, where feasible. Quantitative results, when available, should accompany qualitative
results of diagnostic studies.

Quality measures are specified according to the information that is readily available. Another
audience of QDS is clinicians interpreting diagnostic tests. The QDS will illuminate what diagnostic

tests require coded summary impressions.

Recommendation: EHR vendors should develop methods of presenting EHR medication data with
external medication data from pharmacies and pharmacy networks to help providers assess

patients’ adherence to medication treatment plans.
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457  Quality measures using QDS can describe where the electronic information should be located. As
458  an example, medications may be found in an EHR/PHR or from a pharmacy/pharmacy network
459  directly.

460

461  Recommendation: Quality and information technology stakeholders should work together to

462  define additional EHR functional requirements that support quality measurement.

463  The QDS contains the building blocks of quality measurement, serving as a single converging

464  dictionary for both quality measure developers and information technology programmers. Initial
465  quality functions required by an EHR can begin with the QDS, allowing for innovation by all

466  stakeholders around a common standard.

467
468 V. GOALS

469 The goals of the QDS address HITEP-I recommendations and encourage automating quality

470  measurement using electronic clinical information.

471

472  Goal: Describe, unambiguously, the clinical information needed for all quality measures.

473  Quality measures define similar clinical concepts in different ways challenging the comparability of
474  similar measure conditions from different measure developers. Furthermore, measure definitions
475  can be ambiguous, often a reflection of missing or inadequate clinical information at the source.
476  As we move toward electronic clinical information, we have the opportunity to more precisely
477  define clinical information needed for quality measurement.

478

479  Goal: Reuse quality information definitions.

480 A sustainable quality measurement system must balance the need for a variety of definitions

481  without the burden of programming each new variation. A coordinated approach of first defining
482  existing quality information followed by their harmonization will result in the reuse of each

483  definition. Reuse minimizes rework and allows quality measurements to mature while limiting the
484  burden of re-programming each new definition.
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