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Agenda for the Call

▪ Standing Committee Introductions 
▪ Overview of NQF Measure Prioritization Initiative
▪ Overview of NQF Attribution Work
▪ Next Steps
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NQF Measure Prioritization Initiative
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Strategic Vision
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Prioritize 
measures

Reduce, 
select, and 
endorse 
measures

Collect 
and act on 
feedback 
from the 
field

Accelerate 
innovation



NQF Measure Prioritization Initiative
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Prioritization Criteria: Environmental Scan

▪ National Quality Strategy
▪ IOM Vital Signs
▪ NQF Prioritization Advisory 

Committees
▪ Healthy People 2020 Indicators
▪ Kaiser Family Foundation Health 

Tracker
▪ Consumer priorities for Hospital QI 

and Implications for Public 
Reporting, 2011

▪ IOM: Future Directions for National 
Healthcare Quality and Disparities 
Report, 2010

▪ IHI Whole System Measures
▪ Commonwealth Fund International 

Profiles of Healthcare Systems, 2015

▪ OECD Healthcare Quality Project
▪ OECD Improving Value in Healthcare: 

Measuring Quality
▪ Conceptual Model for National 

Healthcare Quality Indicator System in 
Norway

▪ Denmark Quality Indicators
▪ UK NICE standards – Selecting and 

Prioritizing Quality Standard Topics
▪ Australia's – Indicators used Nationally to 

Report on Healthcare, 2013
▪ European Commission Healthcare 

Quality Indicators 
▪ Consumer-Purchaser Disclosure Project –

Ten criteria for meaningful and usable 
measures of performance 
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NQF Prioritization Criteria
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• Person-centered 
measures with 
meaningful and 
understandable 
results for patients 
and caregivers

• Measures that reflect 
care that spans settings, 
providers, and time to 
ensure that care is 
improving within and 
across systems of care

• Measures with 
demonstrated need for 
improvement and 
evidence-based 
strategies for doing so

• Outcome measures and 
measures with strong 
link to improved 
outcomes and costs

Outcome-
focused (25%)

Improvable 
(25%)

Meaningful to 
patients and 

caregivers 
(25%)

Support
systemic and 

integrated 
view of care 

(25%)



NQF National Priorities

10

National Priorities Translation into Patient Voice
Health outcomes (including mortality, 
functional status)

Are you getting better? 

Patient experience (including care 
coordination, shared decision making)

How was your care?

Preventable harm/complications Did you suffer any adverse effects from your 
care? 

Prevention/healthy behaviors Do you need more help staying healthy?

Total cost/low value care Did you receive the care you needed and no 
more?

Access to needed care Can you get the care you need when and where 
you need it? 

Equity of care Are you getting high quality care regardless of 
who you are or where you live?



Prioritization Criteria and Approach: 
Phased Implementation

Prioritization criteria and approach have been pilot tested 
with Standing Committees.
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Palliative and End-of-
Life Care Cancer

Renal Neurology

NQF staff will collect feedback via survey.



Example of Prioritization Scoring
Patient Safety

NQF 
Number

Title Outcome 
Focused 
(2,1,0)

Improveable
(2,1,0)

Meaningful 
to Patients 
and Family 
Caregivers 
(2,1,0)

Support 
Systemic/ 
Integrated 
View of 
Care (0-4)

Criteria 
Total 
(out of 
1)

Out of 
5

Prioritization Rating

0141 Patient Fall Rate 2 2 1 2 0.75 3.75 *

0202 Falls with injury 2 2 1 2 0.75 3.75 *

0138 Urinary Catheter-Associated Urinary 
Tract Infection for Intensive Care Unit 
(ICU) Patients

2 2 1 2 0.75 3.75 *

2723 Wrong-Patient Retract-and-Reorder 
(WP-RAR) Measure

2 1 1 2 0.63 3.13 *

3000 PACE-Acquired Pressure Ulcer-Injury 
Prevalence Rate

2 1 1 1 0.56 2.81 *

2720 Safety Network Antimicrobial Use 
Measure

0 2 0 2 0.38 1.88 *

0687 Percent of Residents Who Were 
Physically Restrained (Long Stay)

0 1 1 1 0.31 1.56 *

0419 Documentation of Current 
Medications in the Medical Record

0 1 0 2 0..25 1.25 *

2732 INR Monitoring for Individuals on 
Warfarin after Hospital Discharge

0 1 0 1 0.19 0.94 *
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Questions?
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Attribution Project
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Erin O’Rourke, NQF Senior Director 



Phase 1 Work
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Current Landscape

▪ Recent legislation such as IMPACT and MACRA demonstrates the 
continued focus on value-based purchasing to drive improvements in 
quality and cost by re-aligning incentives. 

▪ Implementing pay-for-performance models requires knowing who can be 
held responsible for the results of the quality and efficiency measures 
used to judge performance. 
▫ Increasingly challenging as quality is assessed on outcome measures 

rather than process or structural measures. 
▪ Attribution can be defined as the methodology used to assign patients, 

and their quality outcomes, to providers or clinicians. 
▫ Attribution models help to identify a patient relationship that can be 

used to establish accountability for quality and cost. 
▪ Moving the system away from fee-for-service payment to alternative 

payment models has highlighted the need to better understand how 
patient outcomes and costs can be accurately attributed in a system 
increasingly built on shared accountability. 
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Environmental Scan Highlights

▪ Models categorized by: 
▫ Program stage
▫ Type of provider attributed
▫ Timing
▫ Clinical circumstances
▫ Payer/programmatic 

circumstances
▫ Exclusivity of attribution
▫ Measure used to make 

attribution
▫ Minimum requirement to 

make attribution
▫ Period of time for which 

provider is responsible

▪ 163 models in use or 
proposed for use
▫ 17% currently in use
▫ 89% use retrospective 

attribution
▫ 77% attribute to a single 

provider, mainly a physician
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Commissioned Paper Findings

▪ Best practices have not yet been determined
▫ Existing models are largely built off of previously used 

approaches
▫ Trade-offs in the development of attribution models should be 

explored and transparent
▪ No standard definition for an attribution model
▪ Lack of standardization across models limits ability to 

evaluate
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Challenges

▪ Greater standardization among attribution models is 
needed to allow:
▫ Comparisons between models; 
▫ Best practices to emerge. 

▪ Little consistency across models but there is evidence 
that changing the attribution rules can alter results

▪ Lack of transparency on how results are attributed and 
no way to appeal the results of an attribution model that 
may wrongly assign responsibility
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Addressing the Challenges

▪ To address these challenges, the Committee:
▫ Developed guiding principles
▫ Made recommendations
▫ Created the Attribution Model Selection Guide

▪ These products allow for greater standardization, 
transparency, and stakeholder buy-in:
▫ Allow for evaluation of models in the future
▫ Lay the groundwork to develop a more robust evidence base
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Guiding Principles Preamble

▪ Acknowledge the complex, multidimensional challenges to 
implementing attribution models as the models can change 
depending on their purpose and the data available.

▪ Grounded in the National Quality Strategy (NQS) as attribution can 
play a critical role in advancing these goals.

▪ Recognize attribution can refer to both the attribution of patients 
for accountability purposes as well as the attribution of results of a 
performance measure.

▪ Highlighted the absence of a gold standard for designing or 
selecting an attribution model; must understand the goals of each 
use case.

▪ Key criteria for selecting an attribution model are actionability, 
accuracy, fairness, and transparency. 
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Guiding Principles

1. Attribution models should fairly and accurately assign 
accountability.

2. Attribution models are an essential part of measure 
development, implementation, and policy and program design.

3. Considered choices among available data are fundamental in the 
design of an attribution model. 

4. Attribution models should be regularly reviewed and updated.
5. Attribution models should be transparent and consistently 

applied.
6. Attribution models should align with the stated goals and 

purpose of the program.

Attribution Staff Education 22



Attribution Model Selection Guide

▪ Current state:
▫ Tension between the desire for clarity about an attribution 

model’s fit for purpose and the state of the science related to 
attribution

▫ Desire for rules to clarify which attribution model should be used 
in a given circumstance, but not enough evidence to support the 
development of such rules at this time 

▪ Goals of the Attribution Model Selection Guide:
▫ Aid measure developers, measure evaluation committees, and 

program implementers on the necessary elements of an 
attribution that should be specified.

▫ Represent the minimum elements that should be shared with the 
accountable entities
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The Attribution Model Selection Guide
What is the context and goal of 
the accountability program?

• What are the desired outcomes and results of the program?
• Is the program aspirational?
• Is the program evidence-based?
• What is the accountability mechanism of the program?
• Which entities will participate and act under the accountability 

program?

How do the measures relate to 
the context in which they are 
being used?

• What are the patient inclusion/exclusion criteria?
• Does the model attribute enough individuals to draw fair 

conclusions?

Who are the entities receiving 
attribution?

• Which units are eligible for the attribution model?
• Can the accountable unit meaningfully influence the outcomes?
• Do the entities have sufficient sample size to meaningfully 

aggregate measure results?
• Are there multiples units to which the attribution model will be 

applied?

How is the attribution 
performed?

• What data are used? Do all parties have access to the data?
• What are the services that drive assignment? Does the use of those 

services assign responsibility to the correct accountable unit?
• What are the details of the algorithm used to assign responsibility? 
• Has the reliability of the model been tested using multiple 

methodologies? 
• What is the timing of the attribution computation?
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Recommendations for Attribution Models

▪ Build on the principles and the Attribution Model 
Selection Guide.

▪ Intended to apply broadly to developing, selecting, and 
implementing attribution models in the context of 
public- and private-sector accountability programs.

▪ Recognized the current state of the science, considered 
what is achievable now, and what is the ideal future 
state for attribution models. 

▪ Stressed the importance of aspirational and actionable 
recommendations in order to drive the field forward. 
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Use the Attribution Model Selection Guide to 
evaluate the factors to consider in the choice of 
an attribution model 
▪ No gold standard; different approaches may be more 

appropriate than others in a given situation.
▪ Model choice should be dictated by the context in which 

it will be used and supported by evidence. 
▪ Measure developers and program implementers should 

be transparent about the potential trade-offs between 
the accountability mechanism, the gap for improvement, 
the sphere of influence of the accountable entity over 
the outcome, and the scientific properties of the 
measure considered for use.
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Attribution models should be tested

▪ Attribution models of quality initiative programs must be 
subject to some degree of testing for goodness of fit, scientific 
rigor, and unintended consequences. 
▫ Degree of testing may vary based on the stakes of the 

accountability program; attribution models would be improved by 
rigorous scientific testing and making the results of such testing 
public. 

▪ When used in mandatory accountability programs, attribution 
models should be subject to testing that demonstrates 
adequate sample sizes, appropriate outlier exclusion and/or risk 
adjustment to fairly compare the performance of attributed 
entities, and sufficiently accurate data sources to support the 
model in fairly attributing patients/cases to entities. 
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Attribution models should be subject to 
multistakeholder review

▪ Given the current lack of evidence on the gold standard 
for attribution models, perspectives on which approach 
is best could vary based on the interests of the 
stakeholders involved.

▪ Attribution model selection and implementation in 
public and private sectors, such as organizations 
implementing payment programs or health plans 
implementing incentive programs, should use 
multistakeholder review to determine the best 
attribution model to use for their purposes.
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Attribution models should attribute care to 
entities that can influence care and outcomes

▪ Attribution models can unfairly assign results to entities 
which have little control or influence over patient 
outcomes.

▪ For an attribution model to be fair and meaningful, an 
accountable entity must be able to influence the 
outcomes for which it is being held accountable either 
directly or through collaboration with others. 

▪ As care is increasingly delivered by teams and facilities 
become more integrated, attribution models should 
reflect what the accountable entities are able to 
influence rather than directly control. 
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Attribution models used in mandatory 
public reporting or payment programs 
should meet minimum criteria 
In order to be applied to mandatory reporting or payment 
programs, attribution models should: 
▪ Use transparent, clearly articulated, reproducible methods of attribution;
▪ Identify accountable entities that are able to meaningfully influence 

measured outcomes;
▪ Utilize adequate sample sizes, outlier exclusion, and/or risk adjustment to 

fairly compare the performance of attributed entities;
▪ Undergo sufficient testing with scientific rigor at the level of 

accountability being measured;
▪ Demonstrate accurate enough data sources to support the model in fairly 

attributing patients/cases to entities;
▪ Be implemented with adjudication processes, open to the public, that 

allow for timely and meaningful appeals by measured entities.
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Current Phase
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Project Purpose and Objectives 

32

▪ Develop a white paper to provide continued guidance to 
the field on approaches to attribution 

Attribution 
Challenges

Unintended 
Consequences

Data Integrity  
and Data 
collection

Attributing 
complex patients 

and special 
populations

Team -
based care

Testing 
Attribution 

Models

Improving the 
Attribution 
Selection 

Guide



To accomplish these goals, NQF will:

1. Convene a multistakeholder advisory panel to guide and provide 
input on the direction of the white paper 

2. Hold two webinars and four conference calls with the panel 
3. Conduct a review of the relevant evidence related to attribution
4. Perform key informant interviews 
5. Develop a white paper that summarizes the evidence review, 

interviews, and recommendations
6. Develop a blueprint for further development of the Attribution 

Selection Guide
7. Examine NQF processes for opportunities to address attribution 

in measure evaluation and selection
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Attribution Considerations 
for Cancer Patients

▪ One area of focus for the paper is attribution for 
complex patients
▫ Oncology patients were highlighted as a population to discuss
▫ Want to ensure attribution models drive improvement for all 

patients but ensure fairness to providers, prevent negative 
unintended consequences 

▪ Literature review highlighted a number of potential 
attribution considerations for cancer patients: 
▫ Complex nature of the disease
▫ Costs of care
▫ Care delivered in multiple settings and involves numerous 

clinicians 
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Standing Committee Discussion

▪ Doe the Standing Committee have any guidance for the 
Expert Panel? 

▪ Are there additional considerations for cancer patients 
that should be included? 
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Public Comment 
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Next Steps
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Activities and Timeline Fall 2017 Review Cycle
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Activity Date
Committee Strategic Web Meeting Monday, February 12, 12:00-2:00pm ET

Committee Follow-up Web Meeting Wednesday February 14, 2:00-4:00pm ET                
(Canceled)

*All times ET



Activities and Timeline Spring 2018 Review Cycle
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Activity Date
Measure Submission Deadline April 16, 2018

Commenting & member support period on 
submitted measures opens

Monday, May 7, 2018

Measure Evaluation Web Meeting #1 Tuesday, July 10, 2018, 12-2pm ET

Measure Evaluation Web Meeting #2 Friday, July 13, 2018, 11am-1pm ET

Measure Evaluation Web Meeting #3 Monday, July 16, 2018, 1-3pm ET

Draft Report Posted for Public Comment August 7-September 5, 2018

Post Draft Report Comment Call Wednesday, September 26, 2018, 2-4pm ET

CSAC Review Period October 19-November 8, 2018

Appeals Period November 13-December 12, 2018

*All times ET



Project Contact Info

▪ Email:  cancerem@qualityforum.org
▪ NQF Phone: 202-783-1300
▪ Project page:  

http://www.qualityforum.org/Project_Pages/cancer.aspx
▪ SharePoint site:  

http://share.qualityforum.org/Projects/cancer/SitePages
/Home.aspx
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