












 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

October 14, 2008 

 

Janet Corrigan, Ph.D., M.B.A. 

President and CEO 

The National Quality Forum 

601 13th Street NW, Suite 500 North 

Washington DC 20005 

 

Dear Dr. Corrigan: 

 

The American College of Cardiology (ACC) endorses the 30-day all-cause risk-

standardized percutaneous coronary intervention (PCI) mortality rate for patients with 

ST segment elevation myocardial infarction (STEMI) or cardiogenic shock measure, 

and the 30-day all-cause risk-standardized PCI mortality rate for patients without 

STEMI and without cardiogenic shock measure that are being submitted by the 

Centers for Medicare and Medicaid (CMS) to The National Quality Forum (NQF) for 

measure evaluation. CMS indicates in the applications that these measures are 

intended for use in its public reporting program. The ACC has determined that these 

measures are developed using a rigorous scientific methodology and are consistent 

with ACC policy. 

 
The ACC is a 34,000-member nonprofit medical society and bestows the credential 

Fellow of the American College of Cardiology upon physicians who meet its stringent 

qualifications. The College is a leader in the formulation of health policy, standards 

and guidelines, and is a staunch supporter of cardiovascular research. The ACC Board 

of Trustees (BOT) Executive Committee, which is comprised of national cardiologist 

leaders, is the official governing body with policy-making authority for the College. In 

deciding to endorse these measures, the BOT reviewed the science presented in the 

applications prepared for NQF and the work completed by the Yale New Haven 

Hospital-Center for Outcomes Research and Evaluation (YNHH-CORE) team, and 

received input from the members of the ACCF Task Force on Public Reporting of 

Hospital-Level Outcomes Measures, which is comprised of members of ACC and its 

partner societies and includes a biostatistician expert, and the ACC Interventional 

Council. The YNHH-CORE work was supported by an advisory group consisting of 

ACC’s National Cardiovascular Data Registry (NCDR) physician members and staff. 

 

The ACC established the NCDR in 1998 with its flagship CathPCI Registry as a 

confidential quality measurement program for cardiovascular specialists, hospitals, and 

cardiac catheterization labs committed to quality improvement and excellence in care. 

Participants use this information for improving patient care, supporting quality-

improvement programs, and communicating with regulatory and contracting 

organizations. Additionally, the NCDR promotes research activities geared toward 

informing evidence-based medicine and supporting the expansion of outcomes 

research and quality improvement studies. The 30-day PCI mortality measures 

applications were developed using data from the CathPCI Registry, which is based on 

ACC/American Heart Association methodologies for development of data sets and 

performance measures (J Am Coll Cardiol 2007;49:831-7, and J Am Coll Cardiol 

2005;45:1147–56). 
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In addition to the scientific support presented with these measures, the ACC reviewed the 

measures and the intended use against its policy statement on principles for public reporting (J 

Am Coll Cardiol 2008;51:1993-2001). We find that the development and intended use of these 

measures are consistent with these principles, specifically because: 

• the measures development work demonstrates enough variation in care that reporting the 
outcomes to hospitals can promote quality improvement; 

• public reporting of these measures is based on scientific validity of the measures as 
demonstrated in the applications; 

• these measures were developed in partnership with physicians; 

• the measures rely on standardized data elements to asses and report performance and to 
make the submission process uniform across the public reporting program, and combine 
the reliable, well-established, and robust clinical data from the NCDR’s CathPCI 
Registry with claims data to develop a risk stratification that more appropriately 
represents patient outcomes;  

• the measures appropriately report on outcomes of care at the hospital level, which takes 
into account process of care issues that can impact patient outcomes beyond the control 
of individual physicians; and 

• CMS has awarded a new contract to YNHH-CORE that supports a formal process for 
evaluating these measures to ensure that the methods continue to be aligned with 
emerging evidence, refinement of the standardized data source, and the impact on the 
quality of health care being reported including an assessment of unintended 
consequences. 

 

We look forward to these measures being endorsed by NQF as a result of its review process. If 

you need additional information regarding ACC’s support for these measures, please contact Lara 

Slattery, Director of Quality Services for the NCDR. Her phone number is 202-375-6460 and her 

e-mail address is lslatter@acc.org. 

 

Sincerely, 

 

 

 
 

W. Douglas Weaver, M.D., F.A.C.C. 

President, American College of Cardiology 

 



 
 
 
 

 
American Society of 

Health-System Pharmacists 
7272 Wisconsin Avenue 

Bethesda, Maryland  20814 
(301) 657-3000 

Fax: (301) 664-8877 
www.ashp.org 

TOGETHER WE MAKE A GREAT TEAM 

 
May 21, 2009 
 
The National Quality Forum 
601 Thirteenth Street, NW 
Suite 500 North 
Washington, DC 20005 
 
Re: NQF Member Pre-voting Review for National Voluntary Consensus Standards for Hospital 
Care: Outcomes and Efficiency, Phase II 
 
 
The American Society of Health-System Pharmacists (ASHP) is pleased to submit comments on 
the draft measures for Hospital Care: Outcomes and Efficiency, Phase II. ASHP represents 
pharmacists who practice in hospitals and health systems.  The Society’s more than 35,000 
members include pharmacists and pharmacy technicians who practice in a variety of health-
system settings, including inpatient, outpatient, home care, and long-term-care settings. 
 
HOE-012-08 Potentially Preventable Readmissions (PPRs) 
Pharmacists are critical but underutilized personnel in health systems that are well-positioned to 
improve patient outcomes while reducing costs and overuse of healthcare services. There is a 
rapidly expanding body of literature1-6 that demonstrates that when pharmacists provide care to 
patients, especially those with heart failure, there is a significant reduction in mortality, 
readmissions, emergency department visits, and costs. Patients demonstrate improved 
understanding of and adherence to the discharge plan when pharmacists provide discharge 
counseling. This evidence suggests that inclusion of pharmacists in teams caring for heart failure 
patients should be strongly considered by health policy makers.5
 
Continuity of care is a responsibility of the entire health care system spanning hospitals, clinics, 
and health plans; thus, the ideal level of measurement is the integrated delivery system. 
However, ASHP suggests that the definition of a true integrated delivery system should be 
explored and described.  For example, a patient may have numerous options X, Y, and Z to 
choose a primary care provider; however, provider X may be in health-system 1, 2, or 3. Due to 
this continuity of care issue, there is an inherent weakness of using the individual clinician level 
to measure and report readmission because readmission depends on care provided by the 
interdisciplinary team. The Society recommends that measurement on the individual clinician 
level should be removed. 
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Thank you for the opportunity to provide feedback on the proposed National Voluntary 
Consensus Standards for Hospital Care: Outcomes and Efficiency, Phase II.  If you have any 
questions concerning the Society’s comments, please contact me by phone at (301) 664-8815 or 
via e-mail at mandrawis@ashp.org. 
 
 
Regards, 

 
Mary Andrawis, Pharm.D., M.P.H. 
Medication-Use Quality Improvement Associate 
American Society of Health-System Pharmacists 
_____________________________________________________________________ 
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Thank you for the opportunity to comment on the National Voluntary Consensus 
Standards for Hospital Care: Outcomes and Efficiency, Phase II. In that document, the 
NQF states:  
 

“Factors such as race, gender, and socioeconomic status require careful scrutiny 
as they also are linked to inequalities in healthcare services and practices and 
inclusion as risk factors would mask those disparities. Including these factors in 
risk models implies that lower performance is acceptable for a certain case mix 
or providers do not need to try to identify and reduce disparities.” 
 

This statement places NAPH hospitals at particular risk compared to non-safety net 
hospitals. Public hospitals serve a disproportionate number of patients with lower 
socioeconomic status (SES). These patients suffer from lower incomes, lower education 
levels and fewer resources. The outcome measures outlined in the NQF statement are 
highly dependent on socioeconomic factors. Mortality after surgical procedures is higher 
in lower SES patients. Birkmeyer and colleagues demonstrated that lower SES patients 
had an odds ratio for mortality of 1.14 for coronary artery bypass grafting and 1.13 for 
aortic valve replacement after adjustment for patient characteristics.(1)  The mortality and 
admission rates for patients with lower SES are increased in patients with acute 
myocardial infarction. Beard, et al. demonstrated that patients with the lowest SES were 
1.4 times more likely to die compared to those at the highest SES.(2) Shaw and 
colleagues focused on women with lower SES. They found that lower income, lower 
education and lack of private insurance were associated with increased risk of 
cardiovascular death and myocardial infarction in women.(3) Additionally, the current 
variables in the model for heart failure readmission explains <40% of the variation.(4) 
The authors admit that performance measures and system effects may affect readmission 
rates.  
 
Performance on evidence-based guidelines can decrease readmission rate slightly, but 
this effect is minimal. MetroHealth Medical Center in Cleveland, Ohio dramatically 
improved their performance on composite process measures from 2004 through 2008, but 
their 30-day readmission rate did not improve over this same time period. Despite 
dramatic improvement in the quality of care delivered, the readmission rate remains 
stable.  
 



From a practical standpoint, patients with lower SES are at higher risk of mortality and 
readmission because they are: 

• Less able to afford their medications 
• Less able to afford close follow up even if it is arranged 
• Less likely to have resources such as a telephone or a car for follow up and 

support 
• More likely to have lower education levels 
• Less likely to have resources to purchase healthier food alternatives 

Public hospitals have higher rates of lower SES patients and more frequently serve 
uninsured patients. The percentage of uninsured patients at NAPH hospitals is 22% 
compared to 6% in other US hospitals. (5)  
 
The NQF statement indicates that risk adjustment for socioeconomic factors makes lower 
performance acceptable. While this may be true for performance measures, outcome 
measures are more dependent on factors other than good medical care. Public hospitals 
can certainly compete with private hospitals on evidence-based treatments. The difficulty 
arises when reported outcomes rely on factors unrelated to the quality of care delivered.  
 
Public reporting of these outcome measures has the potential for significant unintended 
consequences. Accounting for variables out of the control of the institution levels the 
playing field for participation. While these measures are intended for hospitals to 
improve their outcomes, public reporting will make them useful for advertising and 
promotion of one hospital over another. Measures that depend on SES status will promote 
“cherry picking” of only those patients who are able to afford medications, etc. Migration 
of high SES patients away from hospitals with poor outcomes (patients with lower SES 
will have less opportunity to “shop with their feet”) will place safety net hospitals in 
jeopardy of losing revenue resulting in lower improvements and quality of care.  
 
HOE-008-08 Hospital specific risk adjusted measure of mortality or one or more 
major complications within 30 days of a lower extremity bypass 
It may be difficult to capture data on one of the Risk Factors, specifically Functional 
Status.  For some facilities, this would require manual review of the record and manually 
enter that information. 
 
HOE-010-08 30-day all-cause risk-standardized mortality rate following 
percutaneous coronary intervention (PCI) for patients without or with ST segment 
elevation cardiogenic shock  
It is very important that the hospital would not be required to join any additional 
registries. 
 
HOE-019-08 Survival Predictor for CABG Surgery  
NAPH opposes this measure.  This measure is unadjusted for patient and hospital 
variables.  Thus, hospitals that treat sicker patients, such as safety net hospitals, would be 
penalized.   
 
HOE-020-08 Survival Predictor for PCI  



NAPH opposes this measure.  This measure is unadjusted for patient and hospital 
variables.  
 
In summary, NAPH strongly urges NQF to incorporate SES in a risk adjustment for 
outcome and efficiency measures because there are differences among patients of 
different socioeconomic status that impact performance and are beyond the control of 
providers.  To fail to properly risk adjust for SES would unfairly penalize providers 
whose mission is to serve these patients.  Such providers are at the forefront of addressing 
disparities because they want to do what is best for the patient populations they serve.  
Proper risk adjustment is not an excuse for poor performance; it is a way to eliminate 
variables that are beyond the control of providers.  
 
William R. Lewis, MD 
Associate Professor of Medicine, Case Western Reserve University 
Chief of Clinical Cardiology, MetroHealth Medical Center 
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NQF Form - National Voluntary Consensus Standards for Hospital Care: Outcomes and Efficiency 
Additional Comments from AGS 
 
1. The proposed outcomes measures remain highly focused on surgical and cardiovascular process 
measures. Although the NQF is committed to the creation of measures of outcomes related to 
hospitalization the challenges of defining and capturing meaningful measures of physical, cognitive and 
social functioning are daunting and largely unmet. As a result the currently proposed measures fail to 
capture outcomes that are distinctly relevant to the older adult population, who have the highest rates of 
hospitalization of all adult age groups.  For the oldest patients, particularly those age 75 years and older, 
the most relevant outcomes of hospital care are related to their quality of life: the ability to perform 
activities of daily living (functional status), to regain independent self-care and normal mental and 
emotional health, and to return to independent living or the lowest level of assisted care. In part the 
limitation of the NQF measures is related to the absence of a universal methodology for measuring and 
capturing measures of functional status. There remains no requirement that hospitals obtain or report 
measures of physical functioning or cognition. Functional status measures are both strong predictors and 
outcomes of hospitalization. Models that adjust for case-mix or even socio-demographic variables will fail 
to fully account for quality of patient care if functional status (ADL, mobility, walking, cognition, affect, etc) 
measures are not included in the risk adjustments. I would encourage the NQF to work with other 
organizations to engage in a dialogue to define and measure functional status as an outcome of 
hospitalization. 
  
2. Lines 321-325 address inequalities. The risk adjustment for socioeconomic factors is challenging and 
current methods likely underestimate the impact of social dysfunction, health illiteracy, and poverty on 
anticipated outcomes of hospitalization for the 9 conditions. Hospitals, health systems and practitioners 
should not be held accountable for poor outcomes that are outside of their control or influence. For the 
safety net hospitals, that serve this population, further assumptions of risks and thus of quality need to be 
defined and taken into consideration when judging health care quality and outcomes.  
 
 
 



AHIP Hospital Outcomes & Efficiency Measures 
 
Background  
The report includes 11 measures for evaluating outcomes of hospital care. While the 
project aimed to include efficiency measures, none were submitted to the NQF for 
review.  The 11 measures in the set address hospital mortality, healthcare-acquired 
complications, and readmissions.  
 
The NQF has previously endorsed hospital mortality measures for CABG, aortic valve 
replacement, abdominal aortic artery repair, esophageal resection, pancreatic resection 
mortality, as well as an all-cause readmission rate following heart failure hospitalization.   
In this new set, several measures also assess hospital survival rates for these procedures. 
These measures were submitted by different measure developers.  NQF specifically asked 
stakeholders to comment on endorsing similar measures.    
 
 
General Comments 
The National Quality Forum has taken an important step in reviewing hospital 
performance measures that assess mortality and readmission rates.  These measures are 
important indicators to assess quality of care, appropriate discharge planning, efficiency, 
and fill an important gap in the NQF hospital measures’ set. 
 
Measures AHIP Supports 
In previously submitted comments (October 2008), AHIP suggested that NQF endorse 
mortality and readmission measures for populations other than Medicare beneficiaries 
and for other conditions, such as COPD, asthma, renal failure, abdominal pain, diabetes, 
and seizure disorders.  AHIP appreciates the inclusion of measure HOE-015-08, 
Postoperative Respiratory Failure, which includes all adults 18 and over. Similarly, 
measure HOE-004-08, Risk-Adjusted 30-Day Readmission Rate for Heart Failure, 
includes adults younger than 65. This measure will complement the previously endorsed 
CHF mortality measure for adults 65 and older. AHIP supports endorsement of both 
measures.  
 
Measures AHIP Recommends Time-limited Endorsement 

• HOE-008-08 Hospital specific risk-adjusted measure of mortality or one or more major 
complications within 30 days of a lower extremity bypass (LEB).  

• HOE-009-08 30-day all-cause risk-standardized percutaneous coronary intervention 
(PCI) mortality rate for patients without ST segment elevation myocardial infarction 
(STEMI) and without cardiogenic shock. 

• HOE-010-08 30-day all-cause risk-standardized Percutaneous Coronary Intervention 
(PCI) mortality rate for patients with ST segment elevation myocardial infarction 
(STEMI) or cardiogenic shock.  

 
AHIP has questions regarding the three mortality measures developed by CMS via the 
NSQIP registry.  While the report notes that participation in the registry is voluntary, it is 
unclear how burdensome the measures would be for hospitals that do not currently 
participate in the registry. For that reason, AHIP supports conferring the measures time-



limited review.  A review within the two-year time frame will allow for close monitoring 
of administrative burden for hospitals that do not participate in the NSQIP registry.  
 
Abstain from Commenting  

• HOE-019-08 Survival Predictor for CABG Surgery© (Leapfrog Group) 
• HOE-020-08 Survival Predictor for Percutaneous Coronary Interventions (PCI)© 

(Leapfrog Group) 
• HOE-021-08 Survival Predictor for Abdominal Aortic Aneurysm (AAA)© (Leapfrog 

Group) 
• HOE-022-08 Survival Predictor for Aortic Valve Replacement (AVR)© (Leapfrog 

Group) 
• HOE-023-08 Survival Predictor for Esophagectomy Surgery© (Leapfrog Group) 
• HOE-024-08 Survival Predictor for Pancreatic Resection Surgery© (Leapfrog Group) 
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Statement of Dr. Charles Chambers, FSCAI 
SCAI NQF Representative 
Hospital Care Outcomes & Efficiency Steering Committee 
March 3‐4, 2009 

 
Members of the Steering Committee: 
 
  I am Dr. Charles Chambers, a practicing interventional 
cardiologist at Hershey Medical Center in Hershey, Pennsylvania. I 
understand that you have been provided the Society’s letter submitted 
to the National Quality Forum (NQF) on October 28, 2008 that states 
our initial recommendations regarding the measures before you. We 
have actively participated in the recent Technical Advisory Panel, and 
thank you for the opportunity to speak to you today. 
 
  The Society supports ‘time‐limited endorsement’ for both 30‐
day PCI Outcome Measures. Additional evidence collected through a 
rigorous validation plan is vital to refine the methodology and address 
all the concerns. Provided are the reasons why validation is needed: 
 

 Probabilistic Matching, defined as the use of indirect 
modifiers to link data from different databases, is an unproven 
method that needs to be studied for unintended consequences. 
Only 65% of the sample was successfully matched to CMS claims 
data using indirect identifiers such as patient age, gender, date of 
admission, date of discharge, etc. What happens to the other 35% 
of Medicare beneficiaries excluded from the analysis? Is this 
retrospective analysis valid in the future based on an ever‐
changing regulatory environment? Rigorous validation is 
warranted to collect evidence that may support a legislative 
change to allow for usage of direct identifiers such as Social 
Security Number, Patient Name, among other efforts1 to link 
databases for public reporting. In their report, the measure 
developer agrees that “direct patient identifiers to link to 

                                                           
1 http://www.rand.org/commentary/2008/10/30/TH.html 
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external databases such as the Social Security Death Index or National Death 
Index will be necessary to ensure the accurate determination of patients’ vital 
status.” 
 

 Cardiogenic shock is subjective and the most significant area of discrepancy in 
the adjudication process in Massachusetts, which has state‐level audit of their 
data. Collected evidence will drive more efforts to enhance consistency and 
reduce variation of care between hospitals. The CathPCI Registry will implement 
the next version of it registry in July, 2009 followed by an on‐going program to 
educate participants on the changes. We are committed to addressing this issue 
in that rollout. While CathPCI Registry audit program conducts some validation 
of the data, a rigorous validation plan targeted to these measures and the 
associated concerns provides an extra level of assurance. 
 

 Excluding Outpatient PCI patients need to be studied for unintended 
consequences. CMS staffers, as recently as the February 2009 APC Panel 
meeting, reported significant increase in the number of Outpatient PCIs. Since 
these measures are based on billing data, we believe that many of our patients 
(depending on the center) may fall out of the analysis. The focus on high risk 
patients is valid but there are some hospitals that admit lower risk patients based 
on local protocol and local coverage decisions. Hospitals at the forefront of the 
shift to outpatient PCIs will have a much sicker mix of inpatient PCI patients and 
worse publicly reported outcomes relative to others.  

 
The Society supports incremental, data‐driven approaches to establishing high quality 
measures suitable for public reporting. While the Society endorses these measures, the 
Society does not support full endorsement at this time. We hope that the Steering 
Committee agrees with our rationale on why validation of these measures is needed. 
We look at this situation as an opportunity for NQF to fulfill its mission and believe that 
a ‘model NQF application’ will be supported by a ‘model validation plan.’ 
 

Thank you for the opportunity to speak. I welcome any questions from the steering 
committee. 
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