The National Quality Forum


National Voluntary Consensus Standards for Hospital Care:  

Additional Priorities—2007, Part 2
Introduction

In its initial project to identify a set of performance measures for hospital care, the National Quality Forum (NQF) acknowledged the gaps in hospital performance measure availability and since that time has, nearly annually, added measures to the set.  The measures advanced in this report continue the NQF effort to endorse a set of measures that are representative of the six aims of a more ideal health system.  The starting point for this 2007 effort was the NQF-endorsed™ hospital performance measures and A Comprehensive Framework for Hospital Care Performance Evaluation,
 which outlines a conceptual model of hospital measurement that links the aims of safe, beneficial/effective, patient-centered, timely, efficient, and equity with condition-specific and cross-cutting priorities, demographic populations of particular interest, the continuum of care, and major hospital service areas.  Each content area identified for the group of recommended consensus standards addressed one or more of the IOM aims.  
The principles for hospital care performance measurement used in this project were derived from the NQF-endorsed conceptual framework delineated in A Comprehensive Framework for Hospital Care Performance Evaluation.  The framework calls for measures that are important, scientifically acceptable, useable and feasible, and emphasizes the need for completeness and parsimony when updating the measure set.  The principles address promoting standardization, driving measure set improvement, and supporting implementation.  Additionally, the principles of support for evidence-based practice; and evidence that candidate measures are reliable and valid were adopted and used throughout the process of evaluating the measures.  

Refining and improving the areas represented by the currently available measures as well as progressing toward a more complete and advanced set of measures was acknowledged as a need which could be only partially met by this work.  As it continues toward endorsement of a more complete and advanced set of measures, NQF has endorsed a substantial number of voluntary consensus standards for measuring performance of acute care hospitals.    They include measures related to previously endorsed priority areas (acute coronary syndrome, heart failure, patient safety, pediatric conditions, pneumonia, pregnancy/childbirth/neonatal conditions, smoking cessation, surgical complications, and cardiac surgery).
,
,
  Additionally, measures sensitive to nursing care,
 patient perception of care,
 patient mortality and care coordination, 
 and, most recently, perioperative beta blocker use
 have been added.  The NQF-endorsed voluntary consensus standards that include 28 serious reportable events
 and 30 safe practices for better healthcare
 are relevant to the quality of hospital care; those with direct relevance to measures were considered as the candidate voluntary consensus standards were evaluated.  During this work, a critical tension between an expanded set of overlapping measures that may be useful for specific purposes and a core set that is broadly supportive of the six aims, and supported by the strongest evidence, was identified.  The challenge for NQF, for developers, indeed for all stakeholders, is to continue efforts to define a set of consensus standards that can assess the six aims across hospitals in a balanced and meaningful way.  
Two pieces of the work undertaken in this project remain in progress and will be detailed in a final report of the overall project.  Each of these activities is expected to culminate in the proposed endorsement of ‘frameworks’; one for sponsors of acute care public reporting websites and the other for evaluation of composite measures.  The latter will also consider the composites submitted in the ‘Call’ for this project.  Both have potential for helping advance a useful context within which healthcare measurement, interpretation, and reporting occur.
Identification and Evaluation of Performance Measures

The 43 measures recommended here have been advanced by NQF as the overall project continues.  Potential candidate consensus standards for this NQF consensus project were identified through an open “Call for Measures” and review of previously endorsed voluntary consensus standards for hospital care performance including those identified above, serious reportable events and safe practices.  
Voluntary consensus standards for hospital care—2007

An NQF Steering Committee identified the initial approach to identifying and recommending proposed consensus standards that included identifying a set of aims for the work, a purpose, focus of content, priorities, criteria and additional considerations.  This section briefly summarizes the process used by the Steering Committee and the Technical Advisory Panels (TAPs) (appendix E) based on the charge given them by the Steering Committee.

Scope
The proposed voluntary consensus standards for hospital care quality include those that:

· apply to general acute care hospitals;

·  are fully open source;

· are considered fully developed and specified;

· are useful to and useable by the public, including stakeholder groups; and 
· reflect those aspects of care over which hospitals have control or can substantially influence.  

Objectives of Hospital Care Additional Priorities
A set of objectives for the hospital care additional priorities work was identified to assure the recommended measures were focused on areas of importance; this was considered useful especially in light of the existing array of hospital performance measures.  Those objectives (or aims) seek to ensure that the:

· endorsed consensus standards add to the completeness of the set of NQF- endorsed hospital care consensus standards while striving for parsimony;

· needs of stakeholders are addressed and offer information that is useable to all stakeholders;

· endorsed consensus standards reflect strong evidence that they are effective in improving the quality and safety of hospital care;

· criteria and processes for the recommendation of consensus standards are standardized and clearly defined;

· implementation and reporting of the consensus standards are performed in a way that will properly represent the data and maximize their understanding; and

· consensus standards leverage opportunities for significant improvement in the quality and safety of hospital care.
Priority Areas for Hospital Care Performance Measurement
As noted, the priority areas for selection of measures for this work included:

· both adult and pediatric populations;

· anesthesia and surgery (including surgical volume and mortality);
· volume and mortality (medical and surgical);

· utilization/readmission  rates for high-risk (or often unnecessary) procedures;  

· readmission rates and length of stay (medical and surgical); and 
· patient safety.

Priorities Addressed in Candidate Consensus Standards Selection
To further focus the work, a number of concerns were considered with the goal of selecting measures that would increase the value of those selected.  For example, it is well recognized that the overall requirement for data collection represents a considerable burden; this was a consideration throughout measure evaluation.  In selecting the measures for recommendation, the Steering Committee determined that, in addition to meeting NQF-endorsed selection criteria, priority consideration should be given to measures that:
· fill gaps or voids in the NQF-endorsed hospital care consensus standards;

· can be applied to multiple units or services within the acute hospital setting; i.e., crosscutting;

· are in common, widespread use and/or are required for other purposes (e.g., meeting accreditation requirements, addressing national goals or initiatives);

· are suitable for accountability;
· address misuse or overuse;
· are directly applicable to specific at-risk populations; e.g., neonates, frail elderly;
· are based on high-level evidence;

· address one or more of the six NQF-endorsed healthcare system quality “aims” ; 
 and

· minimize burden through use of electronically available data.
Criteria for Selection of Measures

Measures and supporting evidence were evaluated against the NQF-endorsed standardized criteria of importance, scientific acceptability, usability, and feasibility (box B) and were assigned a grade representing the strength of the TAPs recommendation. (box C)  In recommending this group of candidate consensus standards, both sets of information were considered by the Steering Committee, appreciating that the grade was based on each measure’s performance against the criteria.
Box A – Criteria for Evaluation and Selection*

Proposed measures will be evaluated for their suitability based on four sets of standardized criteria (e.g., importance, scientific acceptability, usability, and feasibility).  Not all acceptable measures will be strong—or equally strong—among each of the four sets of criteria, or strong among each of their related criteria.  Rather, a candidate measure should be assessed regarding the extent to which it meets any of the desire criteria within each set. 

1. Importance.  This set addresses the extent to which a measure reflects a variation in quality, low levels of overall performance, and the extent to which it captures key aspects of the flow of care.

2. Scientific acceptability.  A measure is scientifically sound if it produces consistent and credible results when implemented.

3. Usability.  Usability reflects the extent to which intended audiences (e.g., consumers, purchasers) can understand the results of the measure and are likely to find them useful for decisionmaking.

4. Feasibility.  Feasibility is generally based on the way in which data can be obtained within the normal flow of clinical care and the extent to which an implementation plan can be achieved.

* For additional detail regarding each of the four sets, see the referenced NQF report.

Box B – Measure Grades
The following grading schema is a method to convey the strength of TAP recommendations, based on a combination of the U.S. Preventive Services Task Force scheme and a scale that has been used in other NQF projects.  In use on a pilot basis, the grades are not intended to denote that a threshold exists.  As an operational matter, NQF increasingly is asked to compare like measures “head to head” with one measure prevailing.  Accordingly, the grades for measures are contextual.
Grade A – strongly recommends the measure advance.

Grade B – recommends the measure advance, but with reservation.

Grade C – could not reach consensus agreement on a recommendation.  

Grade D – recommends against advancing the measure.

Grade I – concludes that the evidence is insufficient to recommend the measure.
purpose of the proposed voluntary consensus standards
The primary purpose of this group of hospital care performance measures is to facilitate quality improvement and patient safety through public reporting.   It focuses on the areas of pediatrics, surgery and anesthesia, morbidity and mortality, and patient safety; as well as recommending methodologies for length of stay (LOS) and readmission rates.  Additionally, the work seeks to support improvement, accountability, equity, and value-based purchasing.
the proposed voluntary consensus standards FOR HOSPITAL CARE: ADDITIONAL PRIORITY AREAS--2007

This NQF report details 43 candidate voluntary consensus standards for hospital care quality for addition to the existing set. The recommended performance measures focus on the areas of patient safety in both adult and pediatric populations as well as morbidity and mortality, anesthesia and surgery (including surgical volume and mortality), utilization rates for high-risk (or often unnecessary) procedures, and readmission rates and length of stay (LOS).
	Table 1 – Proposed National Voluntary Consensus Standards for Hospital Care 
including 12 from Table 1 Addendum


	Area  
	Measure
	Reporting Recommendations
	Measure Owner/ Developer

	Length of Stay/Readmission
	Risk-adjusted average length of inpatient hospital stay
	
	CareScience

	
	Overall inpatient hospital average length of stay (ALOS) and ALOS by DRG service category¥
	¥It is recommended these two measures be reported together
	PacifiCare

	
	All-cause readmission index¥
	¥It is recommended these two measures be reported together
	PacificCare

	
	30-day all-cause risk standardized readmission rate following heart failure hospitalization
	When publicly reported, a volume threshold should be identified below which results are only marginally affected by a hospital’s own data and results below that threshold level should be suppressed (i.e., not reported).
	CMS/Yale

	
	Severity-standardized average length of stay-routine care
	
	The Leapfrog Group

	
	Severity-standardized average length of stay-special care
	
	The Leapfrog Group

	
	Severity-standardized average length of stay-deliveries
	
	The Leapfrog Group

	Patient Safety, Adult
	Accidental puncture or laceration
	
	Agency for Healthcare Research and Quality (AHRQ)

	
	Death in low mortality DRGs
	
	AHRQ

	
	Iatrogenic pneumothorax
	
	AHRQ

	
	Death among surgical inpatients with serious, treatable complications 
	It is recommended that this measure, as specified, be approved as a materially changed update to the NQF-endorsed nurse sensitive measure of the same name.
	AHRQ

	
	Acute stroke mortality rate
	
	AHRQ

	
	Bilateral cardiac catheterization rate
	
	AHRQ

	
	Blood cultures performed within 24 hours prior to or 24 hours after hospital arrival for patients who were transferred or admitted to ICU within 24 hours of hospital arrival
	
	CMS

	
	Congestive heart failure mortality
	
	AHRQ

	
	Hip fracture mortality rate
	With denominator age change from 18 to 65
	AHRQ

	
	Transfusion reaction, age 18 years and older
	Contingent on reporting as count, rather than rate
	AHRQ

	Patient Safety, Pediatrics
	Accidental puncture or laceration
	
	AHRQ

	
	Decubitus ulcer
	Guidance regarding interpretation of measure results should be included in public reporting
	AHRQ

	
	Iatrogenic pneumothorax in non-neonates
	
	AHRQ

	
	Transfusion reaction, age under 18 years
	Contingent on reporting as count, rather than rate
	AHRQ

	Pediatrics
	PICU severity-adjusted length of stay
	It is recommended that this PICU measure (LOS) be reported together with PICU unplanned readmission rate and when the measure (Review of unplanned PICU readmission) is reported it be reported with both this and unplanned readmission rate.
	Pedi-QS Collaborative Measures Workgroup

	
	PICU unplanned readmission rate
	It is recommended that this PICU measures (readmission) be reported together with PICU severity-adjusted length of stay and when the measure (Review of unplanned PICU readmission) is reported it be reported with both this and PICU severity-adjusted length of stay.
	Pedi-QS Collaborative Measures Workgroup

	
	Review of unplanned PICU readmissions
	It is recommended that when this measure is reported it be reported with PICU severity-adjusted length of stay and PICU unplanned readmission rate.
	Pedi-QS Collaborative Measures Workgroup

	
	Home management plan of care document given to patient/caregiver
	
	The Joint Commission

	
	Pediatric heart surgery mortality
	It is recommended that related volume and mortality measures be reported together; when reporting mortality is not feasible, volume may be reported alone.
	AHRQ

	
	Pediatric heart surgery volume
	It is recommended that related volume and mortality measures be reported together; when reporting mortality is not feasible, volume may be reported alone.
	AHRQ

	
	PICU pain assessment on admission
	
	Pedi-QS Collaborative Measures Workgroup

	
	PICU periodic pain assessment
	
	Pedi-QS Collaborative Measures Workgroup

	
	PICU standardized mortality ratio
	
	Pedi-QS Collaborative Measures Workgroup

	Surgery and Anesthesia
	Abdominal aortic aneurysm volume
	It is recommended that related volume and mortality measures be reported together; when reporting mortality is not feasible, volume may be reported alone.
	AHRQ

	
	Abdominal aortic aneurysm repair mortality rate¡
	It is recommended that related volume and mortality measures be reported together; when reporting mortality is not feasible, volume may be reported alone.
	AHRQ

	
	Esophageal resection mortality rate
	It is recommended that related volume and mortality measures be reported together; when reporting mortality is not feasible, volume may be reported alone.
	AHRQ

	
	Esophageal resection volume¡
	It is recommended that related volume and mortality measures be reported together; when reporting mortality is not feasible, volume may be reported alone.
	AHRQ

	
	Incidental appendectomy in the elderly rate
	
	AHRQ

	
	Pancreatic resection mortality rate
	It is recommended that related volume and mortality measures be reported together; when reporting mortality is not feasible, volume may be reported alone.
	AHRQ

	
	Pancreatic resection volume
	It is recommended that related volume and mortality measures be reported together; when reporting mortality is not feasible, volume may be reported alone.
	AHRQ

	
	Post operative wound dehiscence, age under 18 years 
	
	AHRQ

	
	Post operative wound dehiscence, 18 years and older
	
	AHRQ

	
	Foreign body left after procedure, age under 18 years
	Contingent on including ‘present on admission’ as a requirement and reporting as a count
	AHRQ

	
	Foreign body left in during procedure, 18 years and older
	Contingent on including ‘present on admission’ as a requirement and reporting as a count
	AHRQ

	
	Failure to Rescue In-hospital Mortality
	
	Children’s Hospital of Philadelphia - Silber

	
	Failure to Rescue 30-day mortality
	
	Children’s Hospital of Philadelphia - Silber


research Recommendations
Overall research recommendation:
· Conduct research to test links between the structure and process measures advanced herein and patient outcomes.
A number of research recommendation specific to pediatrics were made.  They included:
· Conduct research to test the extension of measures currently in use or under consideration for the pediatric intensive care unit populations to all hospitalized pediatric patients.
· Conduct research into pediatric pain assessment tools in an effort to standardize tool(s) for use.

· Conduct research to test the link between a documented plan of care for asthma and improved health outcomes in pediatric patients.

With respect to surgery and anesthesia related measures, the recommendations included:
· Conduct research to determine an appropriate means to create composite measures from a set of related measures; e.g.,  volume and mortality.  

additional Recommendations

· NQF should pursue a project to evaluate measures (single or composite) to operationalize the ‘serious reportable events’ in order to fill existing gaps and enable a standardized, comparable approach to assessing the incidence of such events.

· With respect to the pediatric measure ‘Home Management Plan of Care Document Given to Patient/Caregiver’ measure consider parsing the elements related to arrangements for follow-up care and environmental control from the evidence-based elements of method and timing of rescue actions, use of controllers and use of relievers and making the distinction between the two groups.
· With respect to the measure “Death Among Surgical Inpatients with Serious, Treatable Complications”, recommend that a parallel measure for pediatrics be explored.

· With respect to the measure “Acute Stroke Mortality Rate”, recommend that two companion measures be explored: 1) measure of patient functional status post-stroke and 2) measure of 30 day mortality.

· Recommend a project be undertaken to endorse measures of the NQF-endorsed serious reportable events.
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¥ It is recommended that these two measures be reported together.





( When publicly reported, a volume threshold should be identified below which results are only marginally affected by a hospital’s own data and results below that threshold level should be suppressed (i.e., not reported).


( Guidance regarding interpretation of measure results should be included in public reporting


( It is recommended that the first two PICU measures (LOS and readmission) be reported together and when the third measure (review of unplanned readmission) is reported it be reported with the first two.


¡ It is recommended that volume and mortality measures be reported together; when reporting mortality is not feasible, volume may be reported alone.
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