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A Message from the Leadership of the National Quality Forum

Ten years ago, the Institute of Medicine (IOM) exposed the U.S. healthcare system’s numerous quality and patient
safety deficiencies with the publication of its landmark report, To Err is Human." In the decade since, numerous
local, regional, and national quality improvement initiatives, including but not limited to programs supported by the fed-
eral and state governments, have sought to correct these deficiencies. Many of these activities have borne fruit. Some
can definitively be credited with saving American lives.

Despite these successes, and despite the dedicated effort of millions of well-trained, committed, and compassionate
healthcare workers, the quality of healthcare in the United States still is not nearly as good as it could or should be.
Thousands of Americans die every year, and millions more are injured, as a result of medical error. Processes of care
vary widely by region, state, and provider, with no apparent benefit to patients. Healthcare in the United States is
plagued by inequities based on race, ethnicity, gender, and other factors. Costs—including costs to taxpayers—have
skyrocketed. Millions of Americans are denied access to care because they lack sufficient insurance.

As the decade progressed, it became clear that the nation’s numerous quality initiatives, successful though many
may have been, were no substitute for a coordinated national strategy to systematically improve the quality of health-
care in the United States. To help formulate such a strategy, Congress in 2008 passed the Medicare Improvements
for Patients and Providers Act (PL 110-275).2 One goal of the legislation is to establish a portfolio of quality and effi-
ciency measures that will allow the federal government to see more clearly how and whether public healthcare spend-
ing is achieving the best results for Americans.

On January 14, 2009, NQF was awarded a contract that addresses the Act’s Section 183, which calls for the Depart-
ment of Health and Human Services (DHHS) “to contract with a consensus-based entity, such as the National Qual-
ity Forum.” This report summarizes the work performed under this contract between March 1, 2009, and February 28,
2010, the first full year that the DHHS contract has been in place.

As we review the work performed over the past year, it becomes apparent that 2009 was a year of building infra-
structure to support healthcare quality. Much like physical infrastructure, the nation’s healthcare quality infrastructure
must be constructed with precise attention to detail, and then maintained so that it meets the expanding needs of
those it serves. Priorities and goals must be identified to focus improvement efforts on areas that will yield the great-
est gains in terms of improved health and healthcare; and performance measures must be developed, endorsed, and
implemented to gauge delivery system progress and reveal opportunities for improvement.

Many of the activities NQF has performed under the DHHS contract are in midstream and extend beyond a single
year’s worth of work. Nevertheless, we have completed significant work in several areas, including:

the development of a prioritized set of conditions for quality improvement;

the endorsement of performance measures in critical gap areas; and

the establishment of common protocols and standardized formats for e-measure specification and the
creation of an electronic measure authoring environment to enable retooling of performance measures for the
assessment of “meaningful use” of health information technology (HIT).

We are grateful to Congress and DHHS for supporting NQF’s work in nurturing the quality enterprise in the United
States; to the more than 400 institutional members of NQF who have sustained the organization and, in doing so, have
helped build the healthcare quality improvement movement; and to NQF’s expert panel volunteers and staff, whose
tireless efforts on behalf of American patients contribute to a healthcare system that is becoming, as the IOM envi-
sioned, safe, timely, effective, efficient, equitable, and patient centered.

During the last year, we built a stronger foundation for healthcare performance improvement in the United States.
We are confident that in 2010 and beyond, Americans will reap the benefits of our healthcare quality infrastructure.
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he National Quality Forum (NQF) was created in 1999

to develop and implement a national strategy for
healthcare quality improvement. It has grown into an
influential consensus-based organization in healthcare in
the United States, supported by more than 400 organiza-
tional members and boasting a unique structure that
enables private and public sector stakeholders to collab-
orate on cross-cutting solutions to drive continuous per-
formance improvement. NQF’s core work includes the
establishment of national priorities and the endorsement
of performance measures. NQF follows a formal Consen-
sus Development Process recognized under the National
Technology Transfer and Advancement Act of 1995 (PL
104-113), which grants its endorsed measures and best
practices special legal standing as national voluntary con-
sensus standards.

Section 183 of the Medicare Improvements for Patients
and Providers Act (PL 110-275) of 2008 calls for the De-
partment of Health and Human Services (DHHS) “to con-
tract with a consensus-based entity, such as the National
Quality Forum” (NQF) for the purpose of pursuing certain
activities relating to healthcare performance measure-
ment. On January 14, 2009, the National Quality Forum
was awarded a contract under this Section. The contract
provided up to $10 million for the first year after award,
with the option for three $10 million annual renewals.
Among other assignments, the contract called for NQF to:

develop a prioritized list of conditions that impose
heavy health burden on beneficiaries and account for
significant costs;

identify and endorse measures that can be used by
various stakeholders to assess and improve the care
provided to beneficiaries with these conditions, and
the performance of providers in various healthcare
settings; and

promote the use of electronic health records (EHRS)

for performance measurement, reporting, and im-
provement.

This report summarizes the work performed under this con-
tract between March 1, 2009, and February 28, 2010, the
first full year that the DHHS contract has been in place.

Many of the activities NQF has performed under the DHHS
contract are in midstream and extend beyond a single year’s
worth of work. Under the DHHS contract, NQF has achieved
significant accomplishments in the following areas:

developed a framework, composed of the 20 priority
conditions for Medicare and the six cross-cutting pri-
ority areas identified by the NQF-convened National
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Priorities Partnership, for focusing performance meas-
urement, public reporting, and improvement efforts;

conducted an environmental scan of existing per-
formance measures and measures under develop-
ment, and began constructing a prioritized agenda for
measure development and endorsement;

initiated endorsement projects to expand the portfo-
lio of NQF-endorsed® measures in key gap areas:
patient outcomes, efficiency, patient safety, and
nursing home care;

enhanced processes for ongoing “measure mainte-
nance” to ensure that the more than 550 measures that
NQF already has endorsed are continuously updated
to reflect changes in the evidence base as it evolves
and undergo comprehensive assessment on a three-
year cycle to maintain “best in class” standing;

contracted with an applied research firm to conduct
an independent evaluation of its Consensus Devel-
opment Process;

began work on a two-year plan for the evolution of NQF’s
portfolio of endorsed patient safety measures, “safe prac-
tices,” and serious reportable events;

undertook an environmental scan to review the
state of reporting with respect to patient safety
events and serious reportable events at the federal
and state level;

completed an evaluation of the types of data that must
be captured in electronic health records (EHRs) to sup-
port measurement and improvement on the more than
550 NQF-endorsed performance measures;

developed a standardized format (i.e., the Health
Quality Measure Format) for representing a health
quality measure in a machine-readable electronic for-
mat, which has now been approved by HL7 for use
in EHRs; and

produced an enhanced website, featuring an online
performance measure submission form, an improved
online platform for public comment, and an online
directory of NQF-endorsed consensus standards.

Much like physical infrastructure, the nation’s healthcare qual-
ity infrastructure must be constructed with precise attention
to detail, and then maintained so that it meets the expand-
ing needs of those it serves. In 2009, under the DHHS con-
tract, NQF took great strides in building and supporting that
infrastructure. In 2010 and beyond, the United States will reap
significant benefits from investments in this quality infra-
structure, which is critical to support expanded public reporting
and payment reform and foster continuous quality improve-
ment in American healthcare.
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he Medicare Improvements for Patients and Providers

Act of 2008 (PL 110-275) is a wide-ranging law that
addresses many aspects of Medicare and Medicaid,
including the addition of new benefits for Medicare bene-
ficiaries. Section 183 of the Act, among other things,
directs the Secretary of DHHS to contract with a consen-
sus-based entity for certain activities relating to healthcare
performance measurement.

On January 14, 2009, NQF was awarded a contract,
HHSM-500-209-00010C, under Section 183 of the
Medicare Improvements for Patients and Providers Act. The
DHHS contract is administered by the Office of the Assistant
Secretary for Planning and Evaluation (ASPE), which pro-
vides strategic leadership and technical insight for the con-
tract, and by the Centers for Medicare & Medicaid Services
(CMS), which provides technical input and operational sup-
port. The contract provided up to $10 million for the first year
after award, with the option for three $10 million annual
renewals through 2012. It called for NQF to:

» develop a prioritized list of conditions that impose
heavy health burden on beneficiaries and account
for significant costs;

» identify and endorse measures that can be used by
various stakeholders to assess and improve the
care provided to beneficiaries with these conditions,
and the performance of providers in various health-
care settings;

» identify programs to track and disseminate measures;

m ensure performance measures are regularly and
appropriately updated and remain relevant for pub-
lic reporting and improvement;

» promote the use of EHRs for performance meas-
urement, reporting, and improvement; and

» report annually to Congress on the status of the
project and progress to date.

While the work conducted under the contract is intended
specifically to benefit all those served by DHHS programs,
it will have the salutary additional benefit of improving
care for all Americans. The work being conducted under
this contract directly relates to NQF’s core competencies
and recent accomplishments in three areas:

m Setting National Priorities and Goals. NQF has convened
leaders from major stakeholder groups and through
this process has identified National Priorities and
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Goals for Performance Improvement. This work pro-
vides a foundation for the priority-setting efforts under
this contract, which focus on clinical conditions.

u Endorsing performance measures. NQF has endorsed
more than 500 performance measures and best
practices under its formal Consensus Development
Process, granting those measures and practices
special legal standing as voluntary consensus stan-
dards.

m Facilitating the development of EHRs to support measure-
ment and improvement. NQF has worked to identify the
types of information that need to be included in an
EHR to enable reporting on quality metrics.

Under the contract, DHHS asked that performance meas-
ures focus on “outcomes and efficiencies that matter to
patients, align with electronic collection at the front end of
care, encompass episodes of care when possible, and be
attributable to providers where possible. A premium must
be placed on developing measures in key areas that will
have the greatest impact in improving quality and value,
rather than focusing on developing a large number of
measures that may be easiest to produce, such as
process measures.”

The contract is divided into 12 tasks. Six of the tasks are
procedural—involving an opening meeting, the develop-
ment of a work plan, the development and implementation
of a quality assurance Internal Evaluation Plan, weekly
conference calls, monthly progress reports, and the cre-
ation of this annual report. The remaining six call for spe-
cific deliverables and are the focus of this report.

Task 6 is the formulation of a national strategy and priori-
ties for healthcare performance measurement. Task 7 is
the implementation of a consensus process for the en-
dorsement of healthcare quality measures. Task 7 includes
an evaluation of NQF’s Consensus Development Process
and the conduct of consensus projects focusing on known
measure gap areas. Task 8 is the maintenance of previ-
ously endorsed NQF measures. Task 9 is the promotion
of EHRs. Task 11 is the development of a public website
for project documents. Task 12 calls for measure develop-
ment, harmonization, and endorsement efforts to fill criti-
cal gaps in performance measurement. Task 12 is divided
into three subtasks: efficiency, harmonization, and ICD-10.

Details of work performed under the DHHS contract in
each of these tasks are found in Section 3 of this report.
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This section describes details of work performed
under each task according to the DHHS contract in
the past year.

National Strategy and Priorities (Task 6)

A two-dimensional framework—consisting of leading con-
ditions and cross-cutting areas—has been developed to
focus performance measurement and improvement on
high-leverage areas having the greatest potential to
improve health and healthcare. Starting with the Medicare
20 priority conditions, which collectively account for 95 per-
cent of Medicare expenditures (see Exhibit A), an expert
panel is working to prioritize these conditions based on
cost, prevalence, improvability, variability, and disparities.

The second part of the strategy builds on work previously
performed by the National Priorities Partnership,® 32 major
national healthcare stakeholder organizations (see Ap-
pendix D) convened by NQF, which identified six cross-
cutting priority areas that affect many conditions: patient
and family engagement, population health, safety, care
coordination, palliative and end-of-life care, and overuse.*
To identify gaps, currently available performance meas-
ures have been mapped to this framework.

To further inform the process of setting an agenda for
measure development and endorsement, NQF is conven-
ing experts and gathering information to identify specific
types of measures needed to support Medicare payment
and public reporting programs, “meaningful use” of HIT,
and other applications. This work is scheduled for com-
pletion in the third quarter of 2010.

Work Performed by NQF Under the DHHS Contract in 2009
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Exhibit A: Medicare 20 Priority Conditions

To assist in carrying out its responsibilities, in
2009 NQF issued a firm, fixed-price contract for a
qualified contractor to perform a systematic
review and synthesis of evidence relating to 20
high-priority conditions identified by the Centers
for Medicare & Medicaid Services. Patients with
these conditions account for more than 95 percent
of Medicare’s costs. The 20 conditions (not in any
order of priority) are:

acute myocardial infarction
Alzheimer’s disease and related disorders
atrial fibrillation

breast cancer

cataract

congestive heart failure

chronic kidney disease

colorectal cancer

chronic obstructive pulmonary disorder
diabetes

endometrial cancer

glaucoma

hip/pelvic fracture

ischemic heart disease

lung cancer

major depression

osteoporosis

prostate cancer

rheumatoid arthritis and osteoarthritis
stroke/transient ischemic attack

Strengthening the National Quality Infrastructure



Consensus Development Process for Measure
Endorsement (Task 7)

The stakeholder-based endorsement of performance meas-
ures via a formal Consensus Development Process (CDP)
has long been NQF’s “stock in trade.” This task involves both
a formal evaluation of the endorsement process and the
conduct of a set of endorsement projects focused on known
measure gap areas.

Evaluation of the Consensus Development Process. NQF follows
a nine-step process (Exhibit B) to evaluate and endorse con-
sensus standards, including performance measures, seri-
ous reportable events, best practices, measurement
frameworks, and reporting guidelines. The process is
designed to ensure that performance measures endorsed
by NQF satisfy certain criteria (i.e., importance, scientific ac-
ceptability, usability, and feasibility) and represent the “best
in class.” The process is transparent and provides for
extensive input from all stakeholders. Over the past 10
years, the steps that form NQF’s Consensus Development
Process and its implementation have evolved to ensure that
evaluation of Candidate Consensus Standards continues to
follow best practices in performance measurement and
standards setting. In 2009, under the DHHS contract, NQF
contracted with Mathematica Policy Research Inc. to con-
duct an independent evaluation of the Consensus Develop-
ment Process. This evaluation also includes gathering
information on similar processes of other standard-setting
bodies, which is expected to be useful in further refining
NQF’s endorsement process. This report is scheduled for
completion in October 2010, with the proposed enhance-
ments to the Consensus Development Process scheduled
to be considered in January 2011.

Exhibit B: NQF Consensus Development Process
(Version 1.8)

1. Call for Intent to Submit Candidate Standards
. Call for Nominations

. Call for Candidate Standards

A WO DN

. Candidate Consensus Standard Review
5. Public and Member Comment
6. Member Voting

7. Consensus Standards Approval Committee
Decision

8. Board Ratification

9. Appeals

Endorsement Projects. The current DHHS contract facilitates
a coordinated, strategic approach to endorsing perform-
ance measures.

As noted above, efforts are underway to develop a com-
prehensive agenda for measure development and
endorsement, which will guide future endorsement work.
During this first year of the DHHS contract, the schedule of
endorsement projects was determined though a collabo-
rative process involving representatives from the various
DHHS departments and NQF, targeting well-known gap
areas. On average, it takes less than one year to complete
the nine-step Consensus Development Process. Endorse-
ment projects fall into two broad categories: quality and
efficiency, and patient safety.

Quality and Efficiency. Many projects in this area focus on
measures of patient outcomes and efficiency, thus laying
the groundwork for assessing the “value” received from
healthcare services. Considerable attention also is paid to
settings outside the hospital and to care transitions.

u Patient outcome measures. This three-phase proj-
ect focuses on cross-cutting and condition-specific
outcome measures. Specifically, outcome measures
will be endorsed for patients with Medicare high-
priority conditions, such as: congestive heart failure,
chronic obstructive pulmonary disease, arthritis,
diabetes, depression, and several types of cancers.
There is also a phase of work dedicated to outcome
measures for children. The conditions included in
each phase are:

» Phase |: cardiovascular diseases, including
acute myocardial infarction, ischemic heart dis-
ease, congestive heart failure, atrial fibrillation,
and stroke/transient ischemic attacks, meta-
bolic diseases, including diabetes and chronic
kidney disease; and pulmonary diseases,
including asthma and chronic obstructive pul-
monary disease.

= Phase Il: cancer, including breast, lung, col-
orectal, and endometrial cancers; bonef/joint dis-
eases, including hip fracture, osteoporosis, and
arthritis; and infection, including pneumonia.

= Phase lll: child health and mental health. In future
years, measures derived from this phase include
a core measure set for the Children’s Health
Insurance Program Reauthorization Act of 2009.

» Nursing home measures. This project focuses on the
endorsement of performance measures for nursing
homes. It will include an updated set of measures to
assess and improve care provided in nursing homes.



Patient Safefy. NQF has a sizable portfolio of endorsed
serious reportable events, patient safety measures, and
safe practices that are used extensively by DHHS and
states in reporting and payment programs, and by providers
for improvement purposes. On October 6, 2009, NQF con-
vened the Patient Safety Advisory Committee to assess
current initiatives and develop a two-year strategic work
plan for the evolution of the NQF portfolio. This strategic
plan, when completed in fall 2010, will guide NQF’s safety
work in 2011 and 2012. The initial set of 2009 projects fo-
cuses on known gap areas.

» Serious Reportable Events (SREs). NQF has long
been a pioneer in this area, dating to its 2002 report
Serious Reportable Events in Healthcare: A
Consensus Report, which listed 27 preventable
events leading to death or serious injury that should
be publicly reported. (The program was updated in
2006, with a 28th event added.) This list formed the
core of the Medicare non-payment program for
healthcare-acquired conditions, as well as many
state-based adverse event reporting initiatives. This
project will consider expanding the list of serious
reportable events to include events that are
applicable to additional non-hospital settings, such
as nursing homes and ambulatory care settings.
The project includes convening representatives of
state-based adverse event-reporting agencies to
review the current environment of adverse event
reporting systems, related issues, and unintended
consequences, as well as to obtain their input on
the next generation of events.

m Patient safety measures. This project focuses on key
safety measures such as healthcare-associated
infections. As a part of this project, currently
endorsed infection measures will be updated to
reflect updated case definitions from the Centers for
Disease Control and Prevention. Other focus areas
for patient safety measures will include condition-
specific measures and reviewing applicability of
safety measures to a variety of environments of care.

u Patient safety public reporting guidelines. Public
reporting of patient safety performance results can
be challenging, especially for serious reportable
events and low-frequency safety events. This
project aims to develop a framework and guidelines
for measuring, evaluating, and publicly reporting
patient safety information across the spectrum for
severity and frequency of events.

Maintenance of Previously Endorsed Measures (Task 8)
Healthcare performance measures and similar consensus

Work Performed by NQF Under the DHHS Contract in 2009

standards are useful for improving quality only as long as
the standards reflect current knowledge and state-of-the-
art, high-quality care. The maintenance of NQF-endorsed
measures is of critical importance because the science
underlying both clinical practice and safe, effective, and
efficient care delivery evolves over time. Ongoing mainte-
nance processes also ensure that measure specifications
reflect updates in coding systems, such as ICD-10-CM.

Specifically, the currency of the NQF portfolio refers to four
factors:

1. Importance of the Measure Topic. Does the meas-
ure reflect current clinical science and guidelines? Is
there still a gap between actual and ideal perform-
ance? (Or is the measure “topped out?”)

2. Measure Specifications. Do the specifications reflect
current coding and classification systems? (In addition,
as discussed below, future maintenance processes will
require stewards to submit e-specifications so meas-
ures can be used with electronic health records.)

3. Harmonization. There are currently dozens of meas-
ure developers, all of whom follow different conventions
and practices when specifying measures. Through its
endorsement and maintenance processes, NQF works
with measure stewards to harmonize their measures.
Harmonization facilitates the use of measures in sets
(e.g., a composite measure for patients with diabetes
that reflects the outcomes and clinical process meas-
ures for a patient-focused episode) and makes it eas-
ier to understand and interpret results. Harmonization
also lessens the burden of implementation.

4. Best in Class. There is much innovation in the devel-
opment of measures. NQF-endorsed measures are
subject to a competitive review every three years in
which they must demonstrate “best in class” when
compared directly with other candidate measures.

In 2009, NQF developed a comprehensive schedule for
review of measures pertaining to the leading conditions
and the National Priorities Partnership cross-cutting areas.
The new measure maintenance schedule will provide an
annual update of measure specifications. Measures will
undergo a comprehensive review at least every three
years, including harmonization and best in class consid-
erations. In addition to scheduled maintenance, ad hoc
maintenance reviews are conducted if there are significant
changes in the science base requiring immediate atten-
tion or concerns are raised about untoward consequences
of measurement.

Strengthening the National Quality Infrastructure
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Promotion of EHRs (Task 9)

It is broadly recognized that EHR systems can improve
the quality of care delivered to patients. Health informa-
tion technology (HIT)-enabled content and transactions
can make important healthcare information more readily
available to those who need it when they need it. If imple-
mented with careful attention to workflow and content
needs, EHR systems will appreciably improve the safety,
effectiveness, and efficiency of American healthcare, lead-
ing to widespread and sustainable quality improvement.
Such systems will support clinical decisions; grant patients
and clinicians access to health records and improve the
accuracy of those records; seamlessly integrate clinical
and payment functions; and facilitate the collection, re-
porting, and analysis of quality data.

u The “eMeasure.” In 2009, NQF developed and over-
saw standardization of the Health Quality Measure
Format, commonly known as the “eMeasure,” repre-
senting a health quality measure in a machine-read-
able electronic format. Through standardization of a
measure’s structure, metadata, definitions, and logic,
the eMeasure provides quality measure consistency
and unambiguous interpretation. The eMeasure is a
critical component of the workflow to support “mean-
ingful use” of electronic records as described by the
American Recovery and Reinvestment Act of 2009.
The eMeasure was successfully balloted by the tech-
nical standards development organization HL7 at its
September 2009 workgroup meeting. The sponsor-
ing workgroup, Structured Documents, approved the
ballot as a draft standard for trial use on November
4, 2009. The measure was successfully tested in
the HITSP Connectathon in January 2010.

u Measure Retooling. In 2009, under the DHHS contract,
NQF undertook implementation of its previously
completed Quality Data Set (QDS)® (see Exhibit C)
by applying the QDS to measures already endorsed
by NQF. NQF staff created an authoring environment
for the retooling effort to manage consistency with
the QDS and to make the process as efficient as
possible. That environment is complete and will be
used by measure developers to retool high-priority
measures requested by CMS.

u (DS Model and Repository. In the contract’s first year,
some work on standardizing the management of code

Exhibit C: About the QDS

The Quality Data Set (QDS), developed by NQF’s Health
Information Technology Expert Panel (HITEP), is a set of
data elements or types of data elements that can be used
as the basis for developing harmonized and machine-com-
putable quality measures. It is a classification system by
which measure developers can offer and refine definitions.

Once fully developed, the QDS will be a centralized repos-
itory of quality data requirements (such as concepts, data
types, data elements, and code lists) and data definitions
used by multiple stakeholders to develop, specify, and use
quality measures. The QDS aims to provide direction to
measure developers, EHR vendors, and other stakehold-
ers on how to define quality terminology without ambiguity.

Although the QDS was developed under an earlier grant
from the Agency for Healthcare Research and Quality,
its implementation is covered under the current DHHS
contract.

lists was performed in the standards harmonization
process in the Healthcare Information Technology
Standards Panel (HITSP) in summer 2009. The HIT
Standards Committee has now established a task
force on vocabulary, which began work in January
2010 to define the governance and infrastructure rules
for vocabulary management. NQF’s participation in
that task force supports the registry requirements in a
standard manner.

m Measure Authoring Tool and Guidelines. In 2009, NQF
identified requirements for a measure authoring tool
and created a prototype environment for use in the
measure retooling effort. An NQF tooling/retooling
guide is planned that will expand on that effort, and
a more detailed authoring tool will be available for
use to create electronic measures in January 2011.

m Linking Performance Measurement to Clinical Decision
Support. NQF convened a Clinical Decision Support
Expert Panel, which met on November 11-12, 2009.
The panel created a clinical decision support taxon-
omy framework and adapted the QDS data require-
ments to support clinical decision support.



The Development of a Public Website (Task 11)

NQF in 2009 undertook an effort to redevelop its own web-
site to guarantee that its proceedings would be fully trans-
parent to all stakeholders. The website, www.quality
forum.org, is now fully operational and features an elec-
tronic measure submission form to enhance the Consensus
Development Process and measure maintenance activities.
Specifically, funding from the DHHS contract in this task was
used to:

= produce a new website for information about NQF’s
Consensus Development Process and its specific
projects, including their status and opportunities for
public and member input;

= implement additional website features; and
= perform ongoing management of web-based content.

The site was developed and is operated using a content
management system to support better content organization
and maintenance and editorial oversight. The implementa-
tion included integration with other NQF systems and laid a
technological foundation that will enable future enhance-
ments. Achievements resulting from this work include:

= a new structure for project information that clearly
presents the progress of work through NQF’s Con-
sensus Development Process and supports and
encourages public review and input;

» site personalization for registered users, including a
dashboard in which users can access information
about their participation in NQF activities;

= an online measure submission form and process
that improves the electronic collection and dissem-
ination of the information needed to evaluate per-
formance measures for potential endorsement;

= an improved online voting platform, including the
ability for users to see the status of their organiza-
tion’s participation; and

= an online directory of NQF-endorsed consensus
standards.

Measurement Development, Harmonization,

and Endorsement (Task 12)

The DHHS contract provides for measure development
and related activities to fill gap areas. In 2009, NQF pub-
lished requests for proposals for “indefinite need, indefi-

Work Performed by NQF Under the DHHS Contract in 2009

nite quantity” contracts to build capacity in case DHHS
decides that performance measures are needed in any
given area. This capacity was not requested by DHHS in
the first year of the contract. Other specific projects under
this task included:

» Harmonization. To identify gaps in appropriate care
at the appropriate junctures, work is needed to adopt
global, harmonized quality measures in all settings.
The opportunity to link measurement across
providers and sites of care will form the foundation for
a systems-based perspective to healthcare delivery,
the reduction or elimination of preventable illnesses,
and the delivery of high-quality care. Thus, NQF is
planning to identify the steps needed to achieve har-
monization, including how to encourage measure
developers to achieve measure harmonization with
measures across sites and providers of care. This
work is ongoing.

= Efficiency and resource use measures. The cur-
rent portfolio of NQF measures contains very limited
numbers of performance measures to assess effi-
ciency and resource use. In its new phase of work,
NQF has received 18 measures in mammography,
appropriate use of CT scans, and cardiac imaging.
A second phase of work will focus on measures of
episode-based resource use.

m ICD-10. DHHS utilizes various code sets to classify
medical care for purposes of payment and perform-
ance measurement. The International Classification
of Diseases (ICD) code setf is used to identify diag-
noses (diseases, injuries, and impairments) and pro-
cedures (diagnosing, managing, treating, prevent-
ing). DHHS intends to convert from the ICD, Ninth
Revision (ICD-9) to ICD, Tenth Revision, Clinical
Modification (ICD-10-CM) by 2013. In this project,
NQF is examining the implications of additional code
set requirements on performance measures and
developing guidance and a schedule for updating
measures by the 2013 coding conversion deadline.
In 2009, NQF convened an expert panel to con-
sider coding issues and how they affect performance
measurement, including defining and laying out a
process for responding to “material changes” in
measures that may result from the coding conver-
sion process. This work is ongoing.

Strengthening the National Quality Infrastructure
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he decade since IOM published To Err is Human has

seen the maturation of the modern-day healthcare
quality improvement movement in the United States. It is
no longer accepted as a matter of faith that the United
States boasts the “best healthcare system in the world.”
Today, we know that despite the heroic effort of millions of
dedicated individuals, healthcare quality is deficient in many
areas. Further, we know that healthcare quality is measur-
able, and that quality deficiencies must be measured —with
the results of these measurements publicly reported —if we
hope to correct them. This recognition, while sobering, has
led to a national commitment to improve the quality of
healthcare for all Americans. Following this commitment,
the recognition has led to the construction of a national
infrastructure for quality improvement—including the for-
mulation of national priorities, the use of agreed-upon per-
formance measures to gauge quality, and an EHR system
to collect and disseminate performance data.

As the quality movement has matured, so too has the
National Quality Forum. When the President’s Advisory
Commission on Consumer Protection and Quality in the
Health Care Industry proposed the creation of a forum that
would convene disparate stakeholders to formulate a na-
tional strategy for healthcare quality, the idea seemed
novel. Today, NQF is itself a firmly entrenched stakeholder,
advocating for healthcare quality improvement while serv-
ing no interest other than that of the public at large.

NQF’s work today supports key DHHS work outlined in
the American Recovery and Reinvestment Act of 2009 in
three important ways:

» supporting the HIT provisions by ensuring that EHRs
have the necessary capabilities to foster perform-
ance measurement and public reporting;

2010 and Beyond: A Look Ahead

» focusing performance improvement activities on
reducing healthcare-associated infections and
enhancing chronic disease outcomes; and

= identifying key gaps in the evidence base to sustain
the Recovery Act's comparative effectiveness
research goals.

NQF remains firmly committed to a broad, quality-focused
transformation of the healthcare system, including sup-
porting goals in quality, access, and affordability that may
be achieved through national health reform legislation.

The focus of the American quality improvement endeavor
has moved beyond measures of process to include meas-
ures of outcomes that matter most to patients. In response
to soaring healthcare costs, efforts are now underway to
develop and endorse efficiency measures that can be
used to remove waste and unnecessary services from the
healthcare system. This shift is fraught with challenges as
the healthcare industry seeks to find and agree upon
measures that are important, scientifically acceptable, us-
able, and feasible—and is subject to controversy because
results of these measures will be used in payment and
public reporting programs.

The quality infrastructure we are building today will be
important for decades to come. It is a fundamental build-
ing block for transforming the American healthcare sys-
tem to provide patient-centered care that is safe, effective,
and affordable.

The National Quality Forum
Washington, DC
March 1, 2010

Strengthening the National Quality Infrastructure
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Appendix A: About National Quality Forum

he National Quality Forum is a nonprofit organization ~NQF’s work can be divided into three broad categories:

that aims to improve the quality of healthcare for all
Americans through fulfillment of its three-part mission:

Setting national priorities and goals for performance
improvement;

Endorsing national consensus standards for meas-
uring and publicly reporting on performance; and

Promoting the attainment of national goals through
education and outreach programs.

NQF was created in 1999 at the recommendation of the
President’s Advisory Commission on Consumer Protection
and Quality in the Health Care Industry.” Today, it is
uniquely positioned to serve as a national coordinating and
standard-setting center for performance measures. The
NQF Board of Directors includes public- and private-sector
representatives, with a simple majority of its at-large seats
held by consumers and those who purchase services on
their behalf. (See Appendix B.) It works collaboratively with
multiple quality alliances, and has unmatched experience
in evaluating and endorsing measures of healthcare per-
formance, many of which are in widespread use.

From its inception, NQF sought to convene disparate
stakeholders to work toward the common goal of improv-
ing healthcare quality by advancing performance meas-
urement and public reporting. NQF member organizations
are organized into eight member councils—consumers;
purchasers; healthcare professionals; health plans;
provider organizations; public/community health agencies;
quality measurement, research and quality improvement
organizations; and suppliers and industry.

Adhering to the National Technology Transfer and
Advancement Act of 1995 (PL 104-113)8 and the Office of
Management and Budget’s definition of consensus,® NQF
endorses performance measures, best practices, serious
reportable events, measurement frameworks, and report-
ing guidelines through its formal Consensus Development
Process,® which is designed to call for input and carefully
consider the interests of stakeholder groups from across
the healthcare industry. The strict adherence to this Con-
sensus Development Process qualifies NQF as a voluntary
consensus standards-setting organization, granting its en-
dorsed measures and best practices special legal standing.

1. National Priorities and Goals. In 2008, NQF embarked on
the nation’s largest effort to determine national priori-
ties for healthcare quality improvement. NQF con-
vened the National Priorities Partnership (NPP), a
diverse group of 32 major national organizations rep-
resenting those who receive, pay for, deliver, and eval-
uate healthcare. (See Appendix D.) The NPP,
co-chaired by Donald M. Berwick, MD, MPP, president
and CEO of the Institute for Healthcare Improvement,
and Margaret E. O’Kane, president of the National
Committee for Quality Assurance, sought to set in mo-
tion a national movement to deliver transformative im-
provements to the nation’s health and healthcare
system. In 2008, the NPP released a landmark action
agenda, with six priorities to transform healthcare dur-
ing a time of severe economic strain by better invest-
ing resources to fundamentally improve patient care
and outcomes. These priorities and the specific, meas-
urable actions springing from them guide much of
NQF’s ongoing work.

2. Endorsement of Consensus Standards. The careful evalu-

ation and endorsement of consensus standards is cen-
tral to NQF’s ongoing mission to improve the quality of
American healthcare. Using its rigorous Consensus
Development Process, NQF fosters consensus among
a wide variety of stakeholders around specific stan-
dards that can be used to measure and publicly report
healthcare quality. NQF endorses several different
kinds of consensus standards, each of which can be
used to assess different aspects of healthcare quality:
performance measures, practices, frameworks, and
reporting guidelines. To date, NQF has endorsed more
than 550 consensus standards.

Performance Measures. Measures gauging the
performance of healthcare endorsed by NQF are
used for measuring and publicly reporting on the
performance of different aspects of the healthcare
system and are widely viewed as the “gold stan-
dard” for the measurement of healthcare quality.
One early model for the implementation of NQF-
endorsed performance measures was National
Voluntary Consensus Standards for Hospital Care:
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An Initial Performance Measure Set." This report
contained 39 performance measures gauging the
quality of care delivered in hospitals. It was en-
dorsed through NQF’s Consensus Development
Process. These hospital measures took on addi-
tional importance when 10 of them became the
“starter set” of measures employed by the Hospi-
tal Quality Alliance' and CMS’s Hospital Com-
pare' to encourage public reporting of hospital
performance measures.

m Patient Safety. NQF has an established track
record of national leadership regarding patient
safety. Two of its very early projects launched NQF’s
work in this area. The first was Serious Reportable
Events in Healthcare: A Consensus Report,'* in
which NQF named 27 events leading to death or se-
rious injury that should not occur in any healthcare
setting, but unfortunately do, and should be publicly
reported when they do occur. These events and
their NQF revisions became the cornerstone of
many state-based adverse event-reporting initia-
tives and of CMS’s policies regarding payment for
healthcare-acquired conditions. The second was
Safe Practices for Better Healthcare: A Consensus
Report,™ a set of 30 practices that, if universally ap-
plied in all clinical care settings, would substantially
reduce the risk of error and harm for patients. These
practices have become the standard by which many
healthcare organizations measure their patient
safety goals and strategies. Both of these reports
have been revised twice since initial publication.

3. Education and Outreach. As part of its ongoing commit-
ment to the advancement of healthcare quality, NQF
produces a variety of publications, such as issue briefs;
conducts educational outreach sessions such as

webinars; sponsors an annual conference that brings
together healthcare and community leaders to develop
national solutions to quality concerns; convenes
healthcare executives annually for an invitational Lead-
ership Colloquium; and sponsors two annual recogni-
tion programs, the National Quality Healthcare Award
and the John M. Eisenberg Patient Safety and Quality
Awards, highlighting the achievements of profession-
als and providers.

In 2008, Congress provided a clear mandate and a stable
funding stream to address gaps and weaknesses that stood
between today’s realities and the creation of a coherent
national system for establishing performance measures.
High-quality standardized performance measures are a pub-
lic need as well as a public good that benefits all stakehold-
ers. In 2009, NQF was awarded a contract with DHHS under
the Medicare Improvements for Patients and Providers Act
of 2008 (PL 110-275). The contract provided $10 million for
year after award, with the option for three $10 million annual
renewals. This contract granted NQF a stable source of core
funding to pursue this important work in a coordinated,
strategic manner.

Today, NQF is one of the largest consensus-based
organizations in healthcare in the United States. Its more
than 400 organizational members represent every aspect
of the U.S. healthcare system. It has evolved into a truly
broad, fully representational organization supporting the
nation’s quest for a “true north” for healthcare quality. Its
strength lies in the active participation of its broad, diverse
membership. NQF’s unique structure enables private- and
public-sector stakeholders to work together to craft and
implement cross-cutting solutions to drive continuous
quality improvement in the American healthcare system.
NQF remains committed to maintaining a constant drum-
beat for healthcare quality.



Appendix B: NQF Board of Directors

William L. Roper, MD, MPH (Chair)

Dean, School of Medicine, Vice Chancellor for Medical
Affairs and CEO, UNC Health Care System, University of
North Carolina at Chapel Hill

John C. Rother, JD (Vice Chair)
Executive Vice President for Policy and Strategy, AARP

Gerald M. Shea (Secretary)
Assistant to the President for External Affairs, AFL-CIO

Richard J. Baron, MD
President and CEQO, Greenhouse Internists

Bruce Bagley, MD
Medical Director for Quality Improvement, American
Academy of Family Physicians

Lawrence M. Becker
Director, HR Strategic Partnerships, Xerox Corporation

JudyAnn Bigby, MD
Secretary of Health & Human Services, Commonwealth
of Massachusetts

Carolyn M. Clancy, MD
Director, Agency for Healthcare Research and Quality

Francis S. Collins, MD, PhD
Director, National Institutes of Health

Janet Corrigan, PhD, MBA
President and CEQ, National Quality Forum

Maureen Corry, MPH
Executive Director, Childbirth Connection

Helen Darling, MA
President, National Business Group on Health

Charlene Frizzera
Acting Administrator, Centers for Medicare & Medicaid
Services

Robert Galvin, MD
Director of Global Healthcare, General Electric

Wade Henderson, Esq.
President and CEO, Leadership Conference on Civil Rights

Karen Ignagni, MBA
President & CEO, America’s Health Insurance Plans

Chris Jennings
President, Jennings Policy Strategies, Inc.

Charles N. “Chip” Kahn Ill, MPH
President, Federation of American Hospitals
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Peter V. Lee, JD
Executive Director of National Health Policy, Pacific
Business Group on Health

Mark B. McClellan, MD, PhD

Director, Engelberg Center for Healthcare Reform,
Senior Fellow for Economic Studies, and Leonard D.
Schaeffer Chair in Health Policy Studies, The Brookings
Institution

Sheri S. McCoy, MBA
Worldwide Chairman of the Pharmaceuticals Group,
Johnson & Johnson

Harold D. Miller
President and CEQO, Network for Regional Healthcare
Improvement

Mary Naylor, PhD, RN

Marian S. Ware Professor in Gerontology at the Univer-
sity of Pennsylvania School of Nursing, and Director of
NewCourtland Center for Transitions and Health

Debra L. Ness
President, National Partnership for Women and Families

Nancy H. Nielsen, MD, PhD
Immediate Past President, American Medical Associa-
tion

Samuel R. Nussbaum, MD
Executive Vice President & Chief Medlical Officer,
WellPoint, Inc.

J. Marc Overhage, MD, PhD
Director of Medical Informatics, Regenstreif Institute

Bernard M. Rosof , MD
Chair, Board of Trustees, Huntington Hospital

Joseph R. Swedish
President and CEO, Trinity Health

Curt Selquist (Chair, Leadership Network, ex officio)
Johnson & Johnson Healthcare Systems, Inc. (retired)

John Tooker, MD, MBA, FACP
Executive Vice President and CEO, American College of
Physicians

Richard J. Umbdenstock, MS, FACHE
President and CEO, American Hospital Association

Andrew Webber
President and CEO, National Business Coalition on Health
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Appendix C: Key NQF Staff Working Under the DHHS Contract in 2009

Janet M. Corrigan, PhD, MBA Lawrence D. Gorban, MA
President and Chief Executive Officer Vice President of Operations

Bruce Pelleu, CPA
Chief Financial Officer

Helen Burstin, MD, MPH
Senior Vice President for Performance Measures Peter B. Angood, MD, FRCS(C), FACS, FCCM
Senior Advisor, Patient Safety

Floyd Eisenberg, MD, MPH, FACP

Senior Vice President for Health Information Technology ~ Alexis Forman, MPH
Program Director, Performance Measures

Laura Miller, MPA

Senior Vice President and Chief Operating Officer Margaret Kay
Director of Publications

Thomas Valuck, MD, MHSA, JD

Senior Vice President for Strategic Partnerships Lindsay Lang, MHSA, RN
Program Director, Performance Measures

Nicole Williams McElveen, MPH
Karen Adams, PhD Program Director, Performance Measures

Vice President of National Priorities Karen Pace, PhD, RN

Alicia C. Aebersold Senior Program Director
Vice President of Communications Ashlie Wilbon, MPH, RN

Marybeth A. Farquhar, PhD, MSN, RN Program Director, Performance Measures
Vice President for Performance Measures
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Appendix D: National Priorities Partnership

AARP

AFL-CIO

Agency for Healthcare Research and Quality
Aligning Forces for Quality

Alliance for Pediatric Quality

America’s Health Insurance Plans

American Board of Medical Specialties
American Health Care Association

American Nurses Association

AQA

Centers for Disease Control and Prevention
Centers for Medicare & Medicaid Services
Certification Commission for Health Information Technology
Consumers Union

Hospital Quality Alliance

Institute for Healthcare Improvement
Institute of Medicine
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Johnson & Johnson

Leapfrog Group

National Association of Community Health Centers
National Business Group on Health

National Committee for Quality Assurance
National Governors Association

National Institutes of Health

National Partnership for Women & Families
National Quality Forum

Pacific Business Group on Health

Physician Consortium for Performance Improvement
convened by the American Medical Association

PQA

Quality Alliance Steering Committee
The Joint Commission

U.S. Chamber of Commerce
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