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P-ROGCGEEDI-NGS

9:04 a.m

MR. WLLI AMSON: Good nor ni ng,
everyone and wel cone to the Cost and Resource
Use Phase Il Standing Committee neeting.

We really appreciate everybody
joining us today. W understand there were a
| ot of weather and travel difficulties so
everybody who's in the room they braved those
chal | enges and made it here.

And | know we have a | ot of people
participating on the phone line so we'll try
to manage that as best as we can throughout
this two-day neeting. W' Ill make sure that we
get everybody invol ved and keep everyone
i nvol ved t hroughout the course of the neeting.

W have a lot to cover, a packed
agenda involving both strategi c di scussions
and neasure eval uati on.

So, with that we'll go into our first
agenda itemwhich is a wel cone and ki nd of an

agenda revi ew and ground rul es.
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So for those here in the roomwe have
restroons available. |It's the exit past the
mai n el evators. They're on your right.

We' Il be taking several breaks today.
W're going to try to stick to the posted
time. We have Brent and Lisa here who are our
co-chairs who are task masters. They're going
to make sure we stay on tine and stay on
t opi c.

So we're intending to break at 10:45.
W'l have a lunch at 12:30. And then again
at 3:15 there's another break. Those breaks
W Il be preceded by public and nenber commrent
as indicated on the agenda.

And again, for those public
participating on the phone line we'll nake
sure we try to stick to those so that we can
get that covered and nake sure you can provide
I nput to the neeting.

Again, for those in the rooma little
process step. |In order to speak, | know many

of you have been at an NQF neeting before. W
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use these little table tents. |f you just
turn it on edge that will indicate that you
would i ke to speak and the co-chairs w |
call on you.

For those on the line, the conmttee
nmenbers participating, we will use the chat
feature avail abl e t hrough the webi nar
platform W have it up here in the room So
that if you would |ike to speak just send a
chat to the leaders. It'll show up on the
screen and then we'll call on you.

Again, we need a little nore forma
process than we usually do for people on the
phone just because | think we have up to six
or seven people participating on the line. W
want to make sure that we include you in the
di scussion so we hope that that wll be a
sufficient workaround for that.

So we have our NQF project staff here
in the room Again, ny nane's Evan
WIllianmson. |'mthe project manager.

Ashlie WIlbon ran into sone Metro

Neal R Gross and Co., Inc.
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I ssues this norning on the Red Line. They
should call it the delay line, | don't know,
the stopped line. But she'll be here
hopeful Iy soon

Ann Phillips is our project analyst.
Agai n, | know many of you were on the project
last tinme. She's new to the project so we'll
wel conme her.

And then we have -- there's Ashlie.
And then we have Taroon Am n who's the senior
di rector on the project.

We're al so joined by Hel en Burstin.
She's the senior vice president for
performance neasurenent. She'll actually be
runni ng through the disclosure process this
nmorni ng i nstead of Ann Hammersmith. So we're
glad to have Hel en here.

A qui ck rundown of the agenda. W're
doing the review of the agenda right now.
W'l nove into a disclosure of interest
process followed by sone really strategic

di scussions this norning.
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Agai n, you m ght have realized that
we're using new term nol ogy now. W kind of
covered this on our orientation call. |nstead
of a steering commttee we're now a standing
commttee and so that brings with it sone new
responsibilities and roles. Mre of an
owner ship over our portfolio for cost and
resource use. And really provide us with sone
direction, sone really far-reaching direction

So we're really excited about that.
We're going to spend nost of the norning going
over that role, howit fits into NQF' s other
affordability work goi ng on.

We' || go over the neasurenent
portfolio as well as sone input to our Measure
Appl i cations Partnership.

After that we'll go over the
eval uation process. W'I|l go over an
overview. A few things m ght have changed
since last tine. W've been doing a |ot of
I nprovenent work on our process. And so

actually a lot of it came out of our |ast
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phase of work. Sone of the considerations
with close votes and how we really handl e
reachi ng consensus on this work.

And so we'll go over that evaluation
process before lunch. Again, we'll have a
public and nenber comment and then nove into
| unch.

In the afternoon we're going to
consi der candi date neasures. Today we'll be
goi ng over the two Yal e/ CM5 neasures. So
those are two new neasures to the NQF process.
And so we'll spend all afternoon going over
t hose two neasures.

Toni ght we have an optional dinner
W nade a reservation just down K Street at
McCorm ck & Schm cks. And so at lunch we'll
be taking a final headcount for that so | can
update the restaurant. And we hope you'l
join us.

Agai n, conpletely optional. W find
it's a good tine to catch up with your fellow

comm ttee nenbers, nmeet sone of the new ones
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and just have a little w nd-down at the end of
t he day.

Geat, at this tine we'll nove into
our disclosure of interest process and |'|
turn it over to Hel en.

DR. BURSTIN. G eat. Thanks, Evan,
and good norni ng, everybody.

Sone of you have been on our
comm ttees before but we usually at the
begi nni ng of each of our processes do a round
of asking each conmttee nenber to offer any
di scl osures of interest they may have.

We've all seen your CVs. They are
very, very inpressive. W do not want you to
recite your CV. W really just want you to
share wth the commttee anything you think
woul d be inportant for the others in this room
to know as well as the public to know about
your role in neasure devel opnent, about your
role potentially in any areas that m ght be
associated with the ultimate inplenentation of

t hese neasures.
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We recogni ze many of you are experts.
That's why you're here at the table, or end
users. So anything you can share wth the
group that you think would be rel evant please
go ahead.

At the end of this process | wll ask
each of you if you have any questions of each
other, just to give you a chance to fully
fl esh that out.

So perhaps we'll begin wth our
chairs. Lisa, would you like to do your
di scl osures?

DR LATTS: H, I'mLisa Latts,
currently consulting with LM. Heal th
Solutions. And | have no disclosures, no
conflicts. | work for sone clients that m ght
use nmeasurenent at some point, but nothing
currently.

DR ASPLIN. Good norning. M nane's
Brent Asplin. |I'mcurrently chief clinical
officer for Catholic Health Partners based in

C ncinnati, Onio.
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And | was a prior chair of the
Quality and Performance Commttee for the
Anerican Col |l ege of Energency Physicians which
does have sone NQF-endorsed neasures for which
it is the neasure developer. But |'m not
currently in the chair role and | do not have
any conflicts to report.

MR, WLLIAVSON: At this tine we'll
continue with nmenbers in the roomand then
we' || handl e nenbers on the phone.

DR WONG [|'mHerb Wng. ['ma
seni or econom st with the Agency for
Heal t hcare Research and Quality. And | have
not hing to discl ose.

M5. PARE: |'m Carolyn Pare with the
M nnesota Health Action Goup. | sit on the
NCQA Standards Commttee but | have no
conflicts to disclose.

DR WALKER: |'m Lina Wal ker. |I'm
with AARP and | have nothing to disclose. No
conflicts to disclose.

DR VEI NTRAUB: Good norning, |I'm

Neal R Gross and Co., Inc.
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Bill Weintraub, chair of cardiol ogy at
Christiana Care in Del aware, professor of
nmedi ci ne at Thomas Jefferson University, the
president of the Geat R vers Affiliate of the
American Heart Association. And |I'mvery
i nvol ved as well with the American Col | ege of
Cardiology. So there are potentially
I nterested parties about neasurenent.

| also do sonme | owlevel consulting
for the pharmaceutical industry which | do not
think are really relevant to these neasures.

MR, RYAN. Hi, |I'm Andrew Ryan from
Weill Cornell Medical College and | have
not hi ng to di scl ose.

M5. YANAG HARA: (Good norning, |'m
Dol ores Yanagi hara with the Integrated
Heal t hcare Association in California. And we
do contract with NCQA. | sit on the Overuse
Measure Advi sory Panel for NCQA, but no
conflicts.

M5. DAMBERG  Cheryl Danberg fromthe

RAND Corporation. | don't have any conflicts.

Neal R Gross and Co., Inc.
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My area of work tends to focus on the
eval uati on of organi zations' use of
per f or mance neasures.

And | previously had several
contracts that were | ooking to devel op
ef ficiency neasure concepts that could be
transl ated i nto performance neasures, but
those contracts have ended.

DR, ORLOABKI: Good norning. |'mDr.
Janis Orlowski. | amthe senior director at
the Association of American Medical Coll eges.
| have no conflicts to disclose.

DR GELZER Hi, |'m Andrea Cel zer
and |'mchief nedical officer for AmeriHealth
Caritas. And | have no conflicts to disclose.

DR NAESSENS: Good norning, I'mJim
Naessens, a health services researcher at Mayo
Ainic. And |'ve used various neasures but
have no conflicts to disclose either.

DR BURSTIN. And Evan, can you run
the list of who we think is on the tel ephone?

MR WLLIAVEON: Yes. So we have a

Neal R Gross and Co., Inc.
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list here. So we'll start with Larry Becker?

MR. BECKER Hi, this is Larry
Becker. | work for Xerox. |'mon the board
of NQF and of PCORI and |I've recently as a
consuner engaged in the Yale Core group in
| ooki ng at some neasures nore as a | earning
experience for me to see how neasures are
devel oped at the other end. But, so | don't
think I have any conflicts.

MR WLLIAVSON: G eat. Thanks,
Larry. Next we go to Mary Ann d ark.

M5. CLARK: Hi, Mary Ann d ark,
senior vice president at Intralign. W are a
conpany that hel ps hospitals inprove the cost
and quality associated with orthopedic
procedur es.

|'ve been involved with past NQF
techni cal expert panels on cardi ovascul ar
work. At ny current conpany we don't devel op
nmeasures but we do use themin a |lot of our
work in our consulting work.

MR WLLIAMSON:. G eat. Thanks a

Neal R Gross and Co., Inc.
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| ot, Mary Ann. Joe Stephansky?

MR STEPHANSKY: | amwth the
M chi gan Heal th and Hospital Association and
| have nothing to disclose.

MR WLLIAMSON. Geat. Ariel
Bayew t z?

MR, BAYEWTZ: Hey, Ariel Bayew tz
fromWellPoint. | have accountability for
Wl | Point's shared savings and ri sk nodel s.
And we use performance neasures to eval uate
provi der performance in the nodels. But |
don't believe | have any conflict.

MR, WLLIAMSON: G eat, thank you.
Jenni fer Eanmes Huff?

M5. HUFF: Hi, good norning, Jennifer
Eanmes Huff. |'mdirector of advancing policy
for the Pacific Business G oup on Health. |
have no conflicts to disclose.

MR, WLLIAMSON: G eat, thank you.
And John Ratliff.

DR RATLIFF: Good norning, John

Ratliff from Stanford. I"'mthe chair of the

Neal R Gross and Co., Inc.
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Qual ity Inmprovenent Workgroup for the AANS.

| " ve done some work with Yale on
their readm ssions projects but otherw se |
don't have any conflicts relevant to today's
di scussi ons.

MR. WLLIAVMSON: Geat. Do we have
any other commttee nenbers on the |ine?

(No response)

MR WLLI AMSON: G eat.

DR. BURSTIN. Thanks, Evan. This is
Hel en agai n.

So, just one quick question for
Larry. Larry Becker, was any of your
engagenent with PCORI around the neasures
before the commttee today?

MR. BECKER No, these are CMS
nmeasures that are currently being thought
t hr ough.

DR, BURSTIN. Excellent. Thank you,
Larry, appreciate that. Any questions of
anybody on the panel for each other? Pretty

mnimal conflicts fromthis group. Heavy

Neal R Gross and Co., Inc.
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heal t h servi ces/researcher/ nmet hodol ogy types.

Just one last coment then. And
thank you for all those disclosures. At any
point during this process if you have any
concerns please feel free to cone forward to
the chairs, nyself, or anybody el se.

W really would like to find out
about any concerns about potential bias or
conflicts inrealtinme. |It's often difficult
to navigate those post hoc. So, anything you
can let us know we're perfectly happy to help
engage and see if we can sort through those
Issues in realtinme as they happen.

Wth that I'Il turn it back over to
our chairs.

MR, WLLIAMSON: Thanks a lot, Helen
And thank you everybody on the commttee for
provi di ng your discl osures.

We're now going to nove into the role
of the standing commttee. So again, as |
mentioned earlier this is a new process for

NQF. It's sonething we really think is going

Neal R Gross and Co., Inc.
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to provide great value as far as overseeing
the full portfolio of neasures in this area.
And we're really excited about it so we'll
nove right into it.

And so again, we really see this as
an overseeing of the NQF portfolio and
providing strategic direction for future
measur e devel opnent as well as addressing
gaps. So we're going to have a gaps
di scussion to make sure that we provide
direction for where we really think neasure
devel opnent in this area should go.

We al so hope this wll lead to
I ncreased devel oper involvenent in the neasure
eval uation process. Were we have a conmttee
that's really well versed in the eval uation
process, will have been through it a nunber of
times and are really able to engage the
devel opers.

M5. WLBON. One of the other things
that really kind of brought this whole

standing conmttee transition on is to really

Neal R Gross and Co., Inc.
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hel p consi stency across the eval uation
process.

So, alot of -- or many of the people
on the conmttee have actually been
participating with us for sone tine.

And it's really -- | think our
comm ttee has been sonewhat of an exanpl e of
what it can be |ike when you have a group of
peopl e that have neshed over tine, that are
used to reviewing the sane type of neasures
and that we're getting to a point where we're
bei ng nore consistent with our eval uations of
t hese types of neasures.

So that's one of the main benefits
we're |l ooking to see with having the standing
commttee process in place, and al so having a
group of people that over tine are famliar
wth the neasures in the portfolio, what's
going on in the field and to be able to give
us that input instead of kind of seating a new
group of people every year who are kind of

just learning the process by the tine they

Neal R Gross and Co., Inc.
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roll off.

So in terns of consistency | think
that's one thing that is really a nmajor goal
of the standing commttee process. So | just
wanted to add that in.

MR, WLLIAMSON: G eat. Thank you,
Ashl i e.

On the next slide here we have a full
listing of the responsibilities we see for the
standi ng conm ttee.

And so for this we'll have you
provi de i nput on rel evant neasurenent
frameworks. And so, again, we won't be
addressi ng any franmeworks today but as they
arise throughout the termon the standing
commttee we'll have you provide input.

We'll task you with know ng which
measures are included in the portfolio and
understanding their inportance in the
portfolio. W'IIl be listing those out as we
nove through this presentation.

We want you to consider issues of

Neal R Gross and Co., Inc.
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measur e standardi zati on and parsi nony when
addressing the portfolio. So again, as we get
new neasures we want to see howthey fit with
the other neasures in the portfolio, how we
can align and provi de harnoni zati on to reduce
burden in the field.

It's very inportant as far as
overseeing a full portfolio, seeing it as a
whol e as opposed to just the individual
nmeasures that are comng in front of the
comm ttee.

We' || have you identify neasurenent
gaps in the portfolio. And we want you to be
awar e of other NQF neasurenent activities from
the topic areas. That's sonething that we are
really starting here in the affordability
ar ea.

We have a nunber of other projects
going on. So we'll really address how this
work fits in with the other affordability work
goi ng on, how we can provide input to the

ot her groups, how they can provide input to

Neal R Gross and Co., Inc.
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this group.

Again, we have a |lot of expertise
that we're draw ng on for these groups and we
want to make sure that we're not duplicating
work or really redoing work. It's very
inportant in this area here.

We al so want to be open to external
I nput on the portfolio. So again, as we've
been through in the past in phase | we all saw
the public and nenber coment we got on our
report. And we're really seeking that public
and nmenber comment on the full portfolio, on
the work we're doing here. And so we want
this group to be open to that input and to
really consider it as we nove forward.

So we'll have you provide feedback on
how t he portfolio should evolve. So again,
not where we are right now, but where we want
to be next year, we want to be five years from
now, where we really see this work going. W
think it's very inportant. Trying to figure

out who we should engage in this work, who are

Neal R Gross and Co., Inc.
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really the key players that can nake things
happen in this area.

And again, as we've all been -- or
nost of the people here have been through the
nmeasure eval uation process. W have a few new
menbers. W'l hope to bring themalong as we
go through this.

But really to consider the portfolio
when eval uating individual neasures. So,
nmovi ng beyond just the properties of that
I ndi vi dual neasure, but really howit fits
into the whole portfolio.

So, at this point I'll open up to any
guestions. W have a full list of
responsibilities here. There are sone new
things that we'll be covering here as a
standing conmttee, things that we think are
very inportant here at NQF.

And so | want to open it up for any
guestions, any clarifications. |If there are
things that are unclear or other things that

you think the standing commttee m ght be

Neal R Gross and Co., Inc.
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responsi ble for I want to open that up for
di scussion right now.

DR WVEI NTRAUB: So, always glad to
start things off. So, this has been a very
good process and | think noving to a standing
commttee is really a good idea because it
wi |l give us deeper insight and an overvi ew
over the whole portfolio of cost and resource
nmeasur es.

You know, you cone in and you see a
little slice of NQF, maybe engage for a day or
two, but you don't really have the sense of it
that you do when you're involved in the
commttee over a period of tine and you see
the full portfolio.

| mean, the danger of course is that
you becone too inbred and you don't have
enough external input. So obviously there
needs to be rotation over tinme. But still, |
think the process is a very good one.

M5. WLBON:. One of the things we're

going to do a little bit later is draw ternmns.
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What we'll do is we'll stagger you guys for
the first set of rotation.

W'l rotate off half the conmttee
every -- well, the first rotation will be in
two years. And then we'll bring in a new --
we'll do a new call for nom nations and bring

in another fresh half of the group. To

address your point, Bill, about kind of
keeping -- making sure we're keeping fresh
perspective in the mx as well. So that's to
COme.

DR LATTS: Brent?

DR. ASPLIN: One question | have for
staff is how you antici pate managi ng conmnon
t henes or common issues across a portfolio of
nmeasures given the fact that at any given
neeting any standing commttee in its current
configuration is only going to have a limted
portion of the portfolio in front of it for
actual comment or recomrendation for
endor senent .

When there nmay be a broad- based
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systemati c or nethodol ogi cal approach issue
that conmes up that you'd like to apply
consistently to the whole portfolio but yet
you don't have the whole portfolio in front of
you.

How do you want to nmnage that issue
over tinme? Gven the fact that the commttee
Is not a developer yet if there's going to be
consi stency for the comunity out there about
how we approach cost and resource use we want
totry to apply the sanme principles
consistently to the neasures.

MR AMN So there's at |east two --
let me start with that. There's at |east two
different issues that you've raised, Brent.
And 1'Il sort of use one as an illustrative
exanpl e of what we've started to do.

So, across committees one of the main
I ssues that we started to recogni ze com ng out
of this group and then actually the group that
you were on |ast year wwth the readm ssions

panel was around the issue of risk adjustnent,
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adj ustnents for SES broadly, the issues of

hi erarchi cal nodeling and the effect of --
what that does for small hospital perfornmance.
And that issue cane up in nultiple different
comm ttees.

And so what we're really trying to
understand fromthese di scussions across the
different panels is to characterize the nature
of the problem \Wich there was an unanswered
gquestion around -- or it was an existing
gui dance that was out there that NQF sort of
was standi ng behind. And then there was
general concern or an ask for revisiting that
gui dance.

And so what we did was we sort of
wor ked across the different, you know, what we
will do as staff is work across our various
different projects and say at the end of the
day this has becone a major issue for al
projects, or at least projects that relate to
out come measures.

So we need to seek funding to convene
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panels to discuss this issue across the
di fferent workgroups.

And obvi ously Nancy was our -- and
others | think maybe, but at |east Nancy in
particul ar was our representative on that
panel that was recently convened to address
this issue.

And the goal of that work will be to
inform once there's actually a final
recomendation fromthat group it wll
obviously be informng all of the different
efforts in terns of what would be affected by
t hat wor k.

And what we'd |ike to do with a
standing conmttee i s keep you infornmed of
what that work is and then make sure that

we're bringing it back to you in a nore

di scussion-oriented -- obviously there will be
a final report which we'll share with you
But we'll also have a discussion on the

i nplications of those issues. So that's at

| east the one i ssue.
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The second -- | actually lost it.
But nmaybe Helen's got it.

(Laught er)

DR BURSTIN:. | don't know what
Taroon's second issue is, but ny first comment
Is -- thank you for that -- is that one of the
ot her things we've done is we've tried to
group the neasures together in a way that
al ways tries to put |like neasures together.

So we've actually worked with the
devel opers so that they recognize that sone
measures, for exanple, mght conme up slightly
sooner than they thought they would. O even
potentially |ater than they thought they woul d
in ternms of maintenance.

So that we're going to prioritize
putting neasures that need harnoni zation
I ssues or alike nmeasures together to exactly
get at those concepts. Because we do want to
make sure that we're logically kind of going
in the sane direction and not having neasures

that are really kind of comng off course in
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terns of sone broad principles.

MR AM N  Thanks, Helen. You jogged
ny nmenory.

So the issue that you brought up,
Brent, was around, you know, this group is not
a neasure developer. But as you're review ng
measures there are sort of nethodol ogi cal
I ssues that arise that warrant sone kind of,
you know, certainly sone di scussion.

And what we found, that there was a
| ot of disconfort wth neasure devel opers in
terms of the Kaizen work that we did | ast year
wth the fact that steering conmttees wanted
to make changes to the neasures sort of on the
fly.

And a lot of that is understandable
considering that in the previous nodel this
was the only opportunity you had with that
measure, and this m ght have been your only
opportunity to be on a panel that was
di scussing this issue.

So the goal of what we were trying to
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do with this nore |ongitudinal time, having a
nore | ongitudinal view of the portfolio and
havi ng nenbers be on the panels with us over
time is to say, okay, we're catal oguing these
I ssues that are present with sone of these
nmeasures, or sone future guidance that you
have.

And we can better apply them over
time and give the actual neasure devel opers
time to make sone of these changes and have an
I nteractive experience with the panel so that
t hey can cone back, provide sone updates on
what' s happened and the committee feels a
little nore confortable that there's sone
actual novenent and progress with the
recommendati ons that have cone up.

So that we get out of this --
hopeful ly that inproves the experience of
nmeasur e devel opers and al so nakes the
commttee tinme nuch nore productive. So
hopefully that sort of addresses the two

I ssues that you brought up, Brent.
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DR. LATTS: So, this is Lisa. [''m

going to call on nyself.

And just a rem nder to those of you
on the phone. W know that you're going to be
very tenpted to nulti-task and how hard it is
going to be to be on a two-day webinar. So,
pl ease participate and rai se your hand or your
pl acard virtually through the webinar.

My question is if we cone up to a
measure or a set of measures that are simlar
but better than a previously approved neasure,
does that nean this commttee would say we
want to nuke the previous neasure in favor of
this one? And what does that nean for the
measur e devel opers and all the people that are
currently using that neasure?

MR AMN  So, one of the things that
we're really working on with our sort of
har noni zati on and conpeti ng neasures
di scussion that we're having globally is that
we are trying to identify |ike neasures even

when the neasures are not necessarily up for
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revi ew.

So you'll notice that in our |ast
effort when we convened we invited our
col | eagues from Heal t hPart ners who had
devel oped a non-condition specific per-nenber
per - nont h neasure.

And simlarly there was a neasure
that was devel oped for the Medicare popul ation
that was a PMPM neasur e.

But we asked our coll eagues from
Heal t hPartners to cone up and descri be how t he
measure was simlar or not to the new neasure
that was in the portfolio. So, the goal would
be to have sort of nore, again, with the idea
of having nuch nore of an iterative
Interaction with the conmttee with these
I ssues so they're not sort of new issues and
the devel opers of the prior endorsed neasures
aren't taken by surprise when we're having
t hese di scussi ons.

| wll say this obviously increases

t he burden of the standing commttee. | nean,
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t he discussions are not sinply going to be
around i ndi vi dual neasures.

And it al so increases the burden for
devel opers who need to participate in our
process nuch nore than the three-year cycle
that we've had in the past. But, the idea
here is if we have nuch nore sort of constant
communi cati on we can have nuch nore reasonabl e
time-lines for turnaround for our devel oper
col | eagues and al so the standing commttee can
have much nore of an infornmed understandi ng of
the field of where we are with endorsed cost
and resources measures.

Cobviously this includes nore than
just cost and resources neasures, but
particularly for this group.

DR LATTS: Andrew?

MR. RYAN. Could NQF pl ease describe
what the iterative process is going to be wth
t hese neasures that we're evaluating this
time? In ternms of how we feed back to the

devel opers and how they respond to our
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conment s.

So for the last time wth the total
per capita spending and Medi care spendi ng per
beneficiary we net, we had comments. And then
a couple of nonths |ater we had anot her kind
of formal process where the devel opers kind of
got back to us with changes. And then there
was anot her vot e.

s there an expectation that there
could be a simlar process with these
measures? | know that seenmed to be kind of
unusual . That was ny first panel so | don't
have a | ot of context there.

But | think know ng what we can
expect in terns of whether it's just an up or
down vote, or whether we can expect sone
tweaks that woul d make the panel kind of nore
confortable wth approving this neasure.

Whet her there's an expectation that that could
happen woul d hel p kind of informthe
del i berations of the commttee.

VR. AM N: So, Andrew, that's sort of
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a difficult question in sone ways.

So, the -- what we're trying to
bal ance -- let's put it this way. Wat we're
trying to balance is that the devel opers are
com ng here for essentially an eval uation of
what's in front of them

So it is not intended to be a process
that sort of has an iterative, the commttee
wi || approve this based on sone changes
because sone of those changes m ght require
additional testing. It mght require changes.

Quite frankly, a |l ot of the neasures
that we see are under federal -- they're under
contract for devel opnent and the contract for
devel opnment has expired. | nean, they're just
com ng here to kind of present their final
deliverable if you wll.

So there really isn't either the
time, that's the first issue, or the resources
to actually make the types of changes that the
commttee is requesting.

So that's one end of it. So t he
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process is currently structured to be
essentially an up or down.

Wth that being said, however, nobody
wants to see a neasure voted down because of
sone snmall changes that could be nmade in the
nmeasure and that the developer is wlling to
make.

So one of the key changes that we're
trying to introduce here is that unlike sort
of if you will a dissertation defense we don't
want the developers to feel |like we're just
eval uating themand they're not part of the
conversation

So, you know, one of the key things
you'll see if we've changed the format of the
meeting a bit here so the devel opers wll be
joining us at the table.

And these are questions that we can
sort of ask the devel oper to understand what
Is the nature of these -- if we have these
recommended changes how | ong would it take.

Is this reasonable to nake in a certain period

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 40

of time. Could you do this by your annual
update. Can you commt to doing that by your
annual update.

And then at that annual update
process we could then expect to see an updated
measure or -- again, wth the idea of having
a continual conversation with themto say
you' re always annual | y updati ng your neasure.
That m ght be a good tine to update this. So,
the goal of this is to have nore of a
conversation wth them

What is the boundaries? | think we
shoul d sort of think about this exercise as an
up or down exercise. But if there are changes
that will really affect your -- if you're
really going to vote a neasure down and there
are sone changes that you think would nake the
change | think we should have that
conversation. And have that conversation with
the developer in ternms of timng.

But you should be aware that this

process, our process wth constrained tine
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periods and the ability for devel opers to nake
the changes within the tinme period is
extrenely limted.

But our goal is not to -- again, with
the caveat being the goal is not to take down
a nmeasure for sone small changes in age
ranges, or exceptions, or things of that
nature that mght be easily nade in terns of
the specifications.

So that's not a direct answer but
we'll kind of -- we'll have to learn with
that. | don't think there can be a conplete
standardi zati on of that across every panel.

DR LATTS: Jennifer on the phone?

M5. HUFF: Yes. Jennifer Eanes Huff
with PBGH | have a question about the role
of the commttee in identifying neasurenent
gaps.

| was wondering if that could be
tal ked about a little bit nore in terns of
what that | ooks |like. And then what woul d

happen wth that information once gaps are
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i dentified.

MR AMN So, we'll be starting this
conversation actually right after this session
in terns of overall roles and
responsibilities.

But essentially the goal of what
we're trying to do here is to say -- and sone
of you have been with us since the first cost
and resource use panel that we just even
characterized what a resource use neasure was
and where we are right now

So, particularly in this area since
it's a smaller area wwth a snmall er nunber of
nmeasures, although it's generally nore
techni cal and much nore conpl ex than sone of
our other areas of neasurenent.

What we're really trying to
understand is what's the gane plan here. Wat
ki nd of neasures do we really need to nove the
needle in ternms of overall spending for the
country. And nore inportantly, to nake the

health systemnore efficient in terns of cost
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and quality.

And so we've started down this path
W th sone neasures in the portfolio in terns
of total cost neasures. And we're starting
down this path with sone episode of care
nmeasur es.

But as sonebody noted during our
orientation call, it mght be Andrew but |
can't recall off the top of ny head actually,
Is like we're doing these cardi ovascul ar
measures. Then we're going to pul nonary.
What's the gane plan here.

Well, that's the question that we're
actually going to be asking the group. Like,
where are we going. What are the real high-

I npact epi sode neasures that we need? Do we
really need epi sode neasures versus per capita
measur es?

And if we could really define in a
much nore -- put sone nore structure around
what our five-year plan, one-year or five-year

plan we can work with our federal colleagues
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and help to structure future neasure

devel opnent contracts and other, if there are
ot her sort of nmeasurenent science issues that
exist in the field.

Which as we'l |l describe [ater on
today there were that we identified during the
first panel around |inking cost and quality
nmeasures which Andy and Chris and others are
working on with us. O these -- |like how do
we define affordability fromthe consuner
perspective.

We can then put together nore -- we
can put together additional panels and
additional steering commttees or concept
papers to address sone of these nore
nmet hodol ogi cal issues that may still be in the
field.

So, our effort isto -- is multi-fold
which is that we want to define where we want
to get to and then put into place actual
projects and commttee work that we m ght pul

subsets of the group to work on. W m ght
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convene additional panels. W mght actually
get a white paper authored by sone folks in
the field and start to address the sort of

bi gger, technical, nethodol ogical issues that
are in the field.

So, in particular related to the
I ssue of gaps what we'd |like to do is take the
I ssue of gaps where we think we need to go and
that will define our future call for neasures
and even nore upstream informour colleagues
at HHS about how they shoul d be structuring
future -- or nmake sone recommendati ons about
how t here shoul d be future nmeasurenent
devel opnment contracts.

Cobvi ously we're not doing that but we
obvi ously have a role with advising HHS in
that function with our work on the Hll, with
our Stand for Quality effort. So, which
I nvol ves neasurenent dollars and how they're
al | ocat ed.

DR LATTS. Andrea.

DR GELZER: Thanks, Li sa. Cost
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tensions, | want to applaud NQF and | want to
t hank NQF because this is all very positive
and this is the direction we need to be noving
I n.

But | also think that cost tensions
over the next few years are just going to
exponentially rise. And | think that
historically we've done so nuch work with
traditional quality neasures.

But the cost area is still really
nascent and we've got a |ot of work to do.

So, | applaud the fact that we have a standing
commttee but | worry if we're going to be
rotating off.

If you want to get consistency, if
you really want to get a junpstart to this
work at this point | think that we do, as you
have said, Taroon, we need to have
subcommttees. W need to be working at this
nore than two in-person neetings, or one in-
person neeting a year to get that consistency

and get that drive.
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DR BURSTIN. One nore point about

the standing conmttees. That's a great
poi nt, Andrea.

We'll be giving each of you today the
option of, you know, you'll basically pull out
of a hat a two-year or a three-year termjust
so we could stagger the first iteration of
this. But you're all eligible for a second
termas well.

So | think at least in sort of the
five-year focus which | think is probably when
this activity is going to be the nost intense
| suspect we'll have a | ot of the sane players
around the table.

And again, our hope is, as Taroon
mentioned, to really be able to cone back to
this conmttee off-cycle as an issue cones
out .

So it's not just the in-person
neetings, but it's very powerful to at | east
have the chance to see each other, understand

where people conme fromso that when you're on
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conference calls and webinars for the next
several years you'll just feel nuch nore
confortable | think having that dial ogue
that's really open.

DR LATTS: Bill.

DR. WEINTRAUB: This is the start of
really great discussion. Certainly this
effort still has that sort of nascent, | ust
getting started feel to it.

And so you raise the idea of a white
paper. | think that's a great idea. But
maybe what we need even beyond that is a true
strategic plan of how we're going to address
t he issues of cost and resource use.

And devel oping a strategic plan like
that, that's a process. Many of us in our
organi zati ons where we work every day have
been t hrough that process a nunber of tines.

Devel oping a really good strategic
plan is probably a one-year process in and of
itself. Maybe it's sonething we should

consi der.
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DR. LATTS: Larry on the phone.

MR, BECKER: Hi, yes, this is Larry
Becker. So | agree wth what was just said.
| think having a strategic plan is really
I nportant.

My question is what is our capability
to actually go out to the field and do
surveys. Surveys of, for exanple, what do
patients want in this area, what do clinicians
want in this area. People that are treating
peopl e every day, the kinds of things that
they cone up against in their practice every
day.

| mean, do we have that capability to
go out and get information from vari ous
st akehol der groups?

MR AMN So, Larry, that's a great,
great point. And | think we heard you and
Jennifer | believe in particular and Lina to
a certain extent as well during our |ast
comm ttee neeting about the inportance of that

i ssue.
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And what we've done in response,
again, and | think this is what we nean in
particular. As we get into this norning's
di scussion we'll describe this in nuch nore
detai l .

But what we've done with that goal of
trying to really understand what the
priorities are fromvarious different
st akehol ders' perspectives is that we've gone
out to the Robert Wod Johnson Foundati on and
they funded a project to do precisely what
you' ve just described, Larry, which Lina wll
be sort of our liaison to that group to really
characterize affordability fromthe consuner's
perspective in particular.

But it wll also be we have a
consuner panel, about eight consuners that we
have convened across the country. But we've
also -- it will also be a nmulti-stakehol der
group that Liz Mort from Mass General that's
going to be sort of characteri zi ng what

affordability means fromthe consuner
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perspective and how we can start to get better
nmeasur enent concepts, information and
information systens in ternms of social nedia
and ot her potential opportunities for how do
we really start to understand what
affordability and cost and resource use neans
fromthe consuner perspective. But broadly
fromthe nulti-stakehol der perspecti ve.

| should also say that this work al so
will interact very directly wwth the work of
t he Measure Applications Partnership which
we'll talk about |ater on today.

So, neaning in particular how
nmeasures are used in federal progranms. So, it
has a very longitudinal across all of our work
what are the inportant areas that we need to
be focused on.

And that will very clearly translate
to projects that we go out to seek funding for
and then ask you to participate wth us on, or
take | eadership roles in.

And you already start to see sone of
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that work. Like | described, the |inking cost
and quality work is a direct result of this
committee. The affordability work which we'll
describe in a little nore detail is a direct
result of that work.

And there will be an interactive
rel ationship between this group and the
Measure Applications Partnership in terns of
advising -- or | should say this group is not
charged wth advising HHS, but participating
In that process and being nuch nore inforned
about the needs of the neasures as they're
used for federal prograns.

MR BECKER: Thank you.

DR LATTS: Andrew, did you have
anot her question? GCkay, you're up.

MR. RYAN. So, one of the -- in terns
of the conmttee being nore active. And
Taroon nentioned us, the commttee formng
calls for neasures.

| want to ask NQF how successfu

prior calls have been in generating neasure
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subm ssions. Because if we think about what
this conmttee has seen, the | ast two neasures
were driven by CVS contracts and priorities.
And the Yal e one seens simlar to that. The
ot her one we're looking at is just a refresh.

So | wonder what kind of ability you
think we have to really get good subm ssions
fromcalls for subm ssions as opposed to
sonething that's a policy priority and is
occurring under contract from soneone |ike
CMVS.

MR AMN [I'mwiting down ny
thoughts so | don't forget them

Al right, so | think we need to
think about this nore longitudinally than we
have.

So, our typical call for neasure
subm ssions happens within a few nonths of the
commttee neeting. So, you know, you're not
really going to see the type of neasures that
you want to see during the next cycle.

Wi ch nmakes sone sense, right? |
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nmean, nobody's going to start to develop a
measure once the call for neasures is actually
put out there.

Which is why one of the things that
we' ve been really trying to work on over the
| ast year is to devel op nuch nore of an
upstreamrel ationship with our federa
partners to say that we're convening these
groups, they have a ot of -- they're bringing
sone of these sort of nethodol ogical issues
and neasurenent issues forward. Let's play a
nore active role in inform ng your upstream
devel opnent dollars and you can consi der that
as you're starting to put these dollars into
pl ay.

Now, obviously that has one to two
years of lag tine. | mean, our colleagues are
doi ng the best they can wth the governnent
but they have their own tinme periods. So it's
going to take sone tine.

But parts of the organization, parts

of NQF is specifically tasked with the rol e of
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advi si ng HHS around gaps which has a very

clear inpact to how HHS decides to invest
their doll ars.

Now, clearly this group's not, you
know, NQF in particular doesn't have any
direct responsibility for the distribution of
those dollars. So it's nore of an advising
function | would say rather than anything.

CM5 can do whatever they want, quite
frankly. But ultimately the role of this
group is to represent our mnulti-stakehol der
perspective on where we need to go as a field.
And CMS takes that very seriously.

So we don't necessarily see it from
the -- and that's why this whole |ongitudinal
relationship for the commttee vis-a-vis the
work that we're doing needs to be nuch nore
| onger-termview ng, that we need to really
work with our federal partners. W need to
understand the issues, characterize the
probl ens and then work with our federal

col | eagues to understand how we can start to
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address them

But that m ght be on a one- to two-
year lag period. And that m ght just need to
be where it's at given the way the dollars and
structure of contracts work.

DR BURSTIN:. And just wanting to
build on that. A couple of other things we've
been wor ki ng on, one of which is in one of our
current projects we've got what we're calling
nore of an open pipeline.

For exanple, to our endocrine project
we've negotiated a pilot wth CVMS where every
six nonths that commttee will have neasures
come forward. So we don't have to wait years.

W're trying to see how many neasures
cone in through each of those different calls.
And that m ght be an option certainly in a
field like this where there are going to be
nmeasures comng up every six nonths or a year
W woul dn't want to wait three years.

It's very dependent for us on federal

fundi ng of course to be able to do that.
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The second piece of thisis w're
increasingly trying to think about where we
can find neasures already in use. So not
everything has to be the start of a de novo
nmeasur e devel opnent cycle. The devel opers in
the room know it can take years.

And | think one thing that woul d be
really helpful for this group to help us with
Is where are there neasures that people are
actually using, that they're finding very
useful and potentially help us bring those
Into the process.

Now, we often find those people don't
feel confortable serving as neasure
devel opers, neasure stewards to submt to NGQF
So we're also trying to devel op sone of you
have been calling a neasure incubator where we
can do sort of a bit of matchmaki ng bet ween
t hose who m ght have the expertise with those
who have the sort of nore technical skills
around subm tting neasures, risk adjustnent

I ssues, potentially funders as well as those
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who have data to be able to test it.

So those are all strategies | think
of thinking about what's out there, bringing
I n measures already in use. Because frankly
so nmuch nore optimal to know what the
experience has been wth a neasure rather than
a brand new neasure comng to the process
where we have no background or experience.

Then lastly, how we could actually
help facilitate that process of nmatchmaking
essentially, of where there is a good neasure
can we tie themto nore technical fol ks who
m ght be able to bring it forward and t hen
work to make it a national standard.

DR LATTS: Lina and then Ariel
you'll be next after Lina.

DR WALKER: Lina Walker. This is a
guesti on about whether or not NQF has any
plans to integrate the cost and resource in
the quality neasures. And nmaybe you'll talk
about that when you tal k about the Iinking

cost and quality.
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But this canme up in our |ast
commttee and | suspect it wll conme up again
in this commttee. Were a |lot of these
nmeasures, maybe all of these neasures, cost
and resource use neasures are devel oped with
the intent of being used wth a conpl enentary
gqual ity neasure.

But, you know, and when we assess the
use and feasibility of these neasures we are
supposed to speak only to the cost and
resource use neasure and not so nuch consi der
it in the broader context in its application
whi ch is our instructions.

But it's hard to separate the two,
particularly because many of these neasures
don't nmake sense on their own. You know, when
it's applied in the field it has to be |inked
wth a conplenentary quality neasure.

And right now the process is that we
review these neasures in silos. And | wonder
iIf there are any plans to integrate the two

processes so that the two neasures are nore
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meani ngf ul when they're used together.

M5. WLBON. So, we do actually have
a project going on now that actually Andy is
very integrally involved in where we are
trying to think through those issues.

And | think the barrier up to now has
been if we do require in the submssion in
sone way that people, the devel opers descri be
that |ink, what exactly are we looking for, is
there -- technically and nethodol ogically are
there ways in which it is better to link, or
better to report the cost and quality signal
t oget her.

And so w thout having that gui dance
we' ve been | ess forceful about nmaking that

link, making it a requirenent up to this

poi nt .

But | do think that after this piece
of work which we'll talk about in alittle bit
nore detail that we'll have the gui dance that
we need to kind of -- to update our subm ssion

process such that cost neasures or quality
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measures that come forward that do have a |ink
to a quality neasure, that they would be able
to describe that in the subm ssion and those
woul d be eval uated together, the actual 1ink
as well as potentially the individual neasures
simlar potentially to a conposite or sone

ot her type of reporting functionality.

So it is comng. | think we've just
been waiting for this piece of work which has
ki nd of been our mssing link so to speak to
figure out what does that nean. |If we ask for
It, what exactly are we asking for. And so,
| don't know if you have anything to add,

Tar oon?

MR AMN Yes, | do. Let ne just
also add a little bit of just ny own thinking
on this.

So, Lina, one of the other things
that | just want to sort of -- especially wth
this group. W started with a |ot of
assunptions wth the cost and resource use

wor k.
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And staff sort of is an
adm nistrative armof the will of this group
In sone ways, especially nore directly as we
use -- you becone a standing commttee.

So, | want to be clear that sone of
t he gui dance that we have, if we strongly
di sagree with the way the guidance is
constructed there are nechanisns to start to
adj ust that.

So, one of the assunptions that we
had going into this, and particularly rel ated
to your comment, is that in order to start
getting towards neasures of efficiency, we
have the quality neasures. But we needed cost
measures that net our criteria, meaning that
they were inportant, scientifically
acceptabl e, usable and feasible. And they
needed to be constructed in their own right in
order to start noving toward neasures of
efficiency.

And there are sone tradeoffs. |

think there are sone fol ks around the table,
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especi ally over the phone as well, that nay
argue, particularly I"'mreferring to our
purchaser community, that have felt very
strongly that the neasures of cost in their
own right are inportant to collect and report.
Wiile we're still trying to get toward
measures of efficiency or signals of
efficiency | should say nore broadly. Maybe
not neasures in particular as Ashlie described
but nore signals of efficiency.

So, our current construct is that,
yes, let's |ook at the cost and resource use
measures and | ook at them across the four
criteria. And then nmake endorsenent deci sions
on them recognizing that there are sone
people in the field, sonme of our -- sone
st akehol ders that feel strongly that those
measures are needed in their own right. And
then let's work on the science to get toward
signals of efficiency.

Now, if we think that there needs to

be a different approach, or a conceptual
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t hi nki ng about how that works, or how we're
going to get there in five years let's have
that discussion. And let's be, especially if
we're seeing potential unintended consequences
in the field of just neasuring cost which may
potentially be a concern for other

st akehol ders.

So, as we're thinking about these
strategic conversations all of these topics
are open for discussion. So | want the
committee as we're sort of stepping into this
role of being a standing commttee these sort
of larger conceptual issues that nmay be
present | would encourage us to characterize
t hem

W nmay not be able to answer them
right away, it may take sone tine to answer
them but let's characterize themin a way
that we can communicate that to at |east the
menbership and then potentially start to
address them over tine.

DR LATTS. So we've got four in the
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gueue right now W're going to take these
four comments and then nove on to the next
section so we can keep on tine. First Ariel
on the phone and then Nancy, you're next.

MR. BAYEW TZ: Thanks. So, probably
a fairly basic question.

So, just generally speaki ng when
we're selecting and prioritizing neasures, and
just thinking specifically about usability.

So nunber one, who is the primary
audi ence? You know, |'mthinking just | ooking
even at the three that we have over here
there's the custoner, there's a purchaser,
there's the plan.

And al so, who's | guess prinmarily
when we're prioritizing, who are we |ooking to
evaluate? Is it the plan? Is it provider in
the context of provider hospital versus
practices or nore accountable care kind of
organi zati ons which don't necessarily need to
revol ve around hospital ?

Just thinking froma plan perspective

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 66

I'"d love to see nore neasures that we can use
to eval uate provider performance beyond the
context of a hospital.

And just even here with the three
that we're looking at. You know, again, one
I's nore plan-focused and the other two are
nor e hospital -focused.

Is there a plan to include nore
nmeasures around that capacity? W have a |ot
that we use on the quality side but not nuch
on resource use.

And especially nowwth there's so
much desi gn around account abl e care nodel s,
both in terns of ACGCs but even within patient-
centered nedical honmes. It would be great to
have nore measures that we could use there
t hat woul d neasure cost and resource use.

DR. LATTS: Anybody want to conment?

MR AMN Absolutely. | think the
conversation that we're going to have when we
characterize the current neasures in the

portfolio, part of the gaps discussion wll be
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around what additional areas of neasurenent,
in particular levels of analysis if you wll
do we need to be focused on and potentially
what are sone of the neasurenent issues with
being able to neasure down to the individual
provi ders or groups or ACCs. And whether we
know exactly what that construct is right now
Is still open for discussion.

But certainly those are the types of
things that we want to characterize and be
able to capture as we go forward.

DR. LATTS: Al right, Nancy, then
Janis, then Mary Ann and then we'll nove on.

M5. GARRETT: Thanks. This is Nancy
Garrett.

So, in thinking about gaps, and I'm
not sure if we have another point in the
agenda where we're going to focus on that, but
I think one place that | see a really big gap
right now is around price.

So, a lot of the neasures that we're

| ooki ng at focus on the resource use part, but
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cost is a function of price and resource use.

There's just been so nuch devel opi ng
noise in the community and in the press about
price transparency. And | feel that NQF coul d
really have a | eadership position to help us
figure out how to nove forward on that.

And it's a little bit tricky because
price transparency, you know, there's a
measur enent conponent but also there's kind of
thi s business conponent.

| mean, it could be as sinple as
maki ng a fee schedule public. But is that
real ly nmeani ngful to a consunmer who's
experi enci ng epi sodes of care that involve
| ots of different services together, and that
conbi nati on of price and resource use.

So, the HealthPartners' per-nenber
per-nmonth nmeasure, there is one that does
I ncl ude both price and resource use. But a
ot of tines we're | ooking at just the
resource use side. So, | feel that price is

sonething that we really have a gap in.
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DR LATTS: And hold that thought for

two di scussions fromnow. Janis.

DR. ORLOWBKI: As a new nenber of the
commttee | have two questions.

First is as you tal k about the
I ndi vidual s who are involved in the neasures,
In the devel opnent, the one group that |
didn't hear about was the professional
organi zati ons, professional nedical
or gani zati ons.

| was just wondering what our
relationship or interaction with the
pr of essi onal organizations. [|'ma
nephrol ogi st and the Anerican Society of
Nephr ol ogy has extensive work done on val ue
and quality and resource utilization wthin
that field. And so | was wondering how we
engage that conmmunity.

And the second question, before
joining the AAMC, about four nonths ago | was
the COO CMO of a 950-bed hospital. And |

would tell you that on a weekly basis |
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received netrics having to do with resource
utilization. And | call it data fromthe
trenches | guess.

| would tell you that CO0s and CMOs
can probably give you pretty good information
for drivers for resource utilization. And
wonder what our ability is to tap into that.

O to tap into a nunber of organizations which
we see as |leaders in quality and efficiency
wi thin their organi zation

So for exanple, | had a netric in
cardi ac resource utilization. The hospital
that | was at was considered one of the top 20
wthin the nation. And | could tell you
specifically two drivers for resource
utilization that we were able to watch, that
we were able to neasure.

And the question that | always had is
whet her those drivers wthin that 950-bed
hospital were the sane drivers in others.

But | think that there's sone val ue

at looking at what | call in-the-trench data.
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And | would think that nost senior executives
at hospitals have simlar resource neasurenent
and sim | ar dashboards to use.

DR BURSTIN:. Those are all good
guestions and we're glad to have you on the
commttee so thank you. It was good to bring
that experience fromthe trenches to the
table. Running hospitals as we know is not an
easy task.

So, interns of the specialty
societies we are actually very engaged with
nost of the nmmjor professional organi zations.
They' re probably one of the maj or sources of
particularly the clinically-oriented neasures
submtted to NQF. In fact --

DR ORLOABKI: Can | ask you where do
| see themin the neasures we're | ooking at
t oday?

DR. BURSTIN.  Yes, | don't know that
they're part of the neasures being | ooked at
today. Again, | think that's a fair question

to ask the devel opers, for exanple, about
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their degree of clinical input. | think they
oftentinmes wll have clinical groups who
advi se them

But | think that in general we do a
fair nunmber of the clinical nmeasures. And
sone of the overuse neasures increasingly.

For exanple, in the last couple of
years ACC has subm tted nunerous neasures on
I mgi ng overuse, for exanple, in the
cardi ol ogy space. But | think that's stil
com ng al ong.

We have not seen neasures
specifically in the cost and resource use
space fromthe clinical comunity yet. |
think what we're beginning to see is a |ot of
partnershi ps being forged between the clinical
comunity and those devel opi ng these ki nds of
nmeasur es.

In ternms of your second part of the
guestion we are also trying to do nore work in
terms of these action teans that we've forned

through a sort of newer iteration of the
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National Priorities Partnership called
Nati onal Quality Partners.

These action teans are trying to
bring together people fromthe front line to
find out what are you using, what's worKking.
And al so not just about the neasures, but what
are the right levers to pull.

To your point, | nmean if you're able
to use those cardiac resource utilization
measures in your hospital how are you using
them | think we've heard a | ot over the
years that sinply throw ng neasures over the
transom and hopi ng they kind of work isn't
enough. And | think we're increasingly trying
to think about what our role is with our
partners to say how do you actual ly push
measures out there with sonme rea
I npl ement ati on gui dance, with sone rea
t hought s about how they coul d be nost useful.

DR LATTS: Al right, Mary Ann,
cl ose us up.

M5. CLARK: Yes, hi. | just wanted
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to echo what Nancy Garrett said and agree with

her .

| have serious concerns about the use
of these standardi zed pricing in the use of
t hese neasures and how that's actually going
to inpact -- effect a change.

Because | agree it nmay help wth
utilization and resource use control, but not
necessarily the actual cost control. And wth
our shifting paynent nechani sns towards nore
ri sk-based paynent and bundl ed paynent we
don't really have any good infornmati on on what
the prices really are.

And that's really where the
negotiation is going to take place both for
providers and for payers on trying to take on
that additional risk and be able to nmanage the
cost better. And then also nmake it nore
apparent and transparent to the patients as
wel | .

So | just wanted to say that | do

have an issue with the way these neasures are
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usi ng standardi zed pricing and their ability
to actually change cost in a significant way.

DR LATTS: Thank you. G eat
comment. Ckay, we are now goi ng to choose our
terms. So in lieu of a hat we're going to use
a cup. Evan

MR WLLIAMSON: Yes. The
traditional pick froma cup. So I'll walk
around. We'Il have you each grab a sheet of
paper here. It has a nunber two or a nunber
three on it. W'Il have you hold it and then
we'll go around the room and have you read off
your term We'll wite it down.

And then for the people on the phone
we W ll pick your termfor you. So a little
| ess control there but hopefully you trust us
to be objective and random So |'ll wal k
around right now.

DR LATTS. Wile he's doing that a
couple of folks snuck in after the disclosure
of interest. Do you guys want to introduce

your sel ves and any di scl osures?
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M5. GARRETT: Hi, everyone, |'m Nancy

Garrett. |I'mthe chief analytics officer at
Hennepin County Medical Center. So we're a
care systemin Mnneapolis, a safety net care
system and a teaching hospital. So, | |ead
analytics and I T there.

And | am as | think Taroon nentioned
I"'mon the commttee that's | ooking at the
I ssue of risk adjustnent and soci oeconomnic
status which is currently in process with a
final report due in June.

So lots of really robust discussion.
" msure sone of the issues wll cone up here
as well and I'll try and share sone of what we
tal ked about in that group.

As well as the group on eval uati ng
epi sode groupers. And Jimis on that as well.
So we'll share nore about that.

DR. LATTS: Anybody el se we m ssed?
Anybody el se on the phone that we m ssed?
Ckay, then hang out while we are picking our

nunbers. Yes, Bill.
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DR. WEI NTRAUB: One nore coment. So

DR LATTS: As long as you pick while
you' re tal king.

DR WEINTRAUB: So, | -- in listening
to the discussion | worry a little bit about
that the nunber of neasures we could cone up
with woul d be essentially endl ess.

And obviously we can't do that
because all our resources are going to be
constrai ned. W know about resource
constraints after all. So | think devel opi ng
measures within an overall framework is really
going to be essential to making this operate
efficiently.

MR AMN On that note since we

maybe have a few m nutes. The overarching

framework that we're still using and we'l]|
talk about to a little bit nore detail is
still the patient-centered episode of care

franework that sort of characterizes the three

di fferent domains of tine periods in which
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pati ents nmay be seeking care and then
measuring resource consunption over those
three different areas.

And so | think part of the question,
or part of the framng that we'll use in this
next phase of our discussion is to think about
the nmeasures that we have in the portfolio
across these three different domai ns and
under st and exactly how t hese map and
effectively making sure that we're not just
sort of listing off multiple different
measur enent concepts w thout really thinking
about how they map to our sort of conceptual
map about what we need to neasure.

So we'll get into that a little bit
nore, Bill. But we're still working fromthe
patient-centered episode of care franework.

MR, WLLIAMSON: Geat. At this tine
we're going to read off our terns. And so Ann
Is going to read down the roster. |If you're
here in person you can go ahead and read off

your nunber. If you're on the phone | w |
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be stuck

M5. PHILLIPS: Brent Asplin.
DR. ASPLIN  Three.
M5. PHILLIPS: Lisa Latts.
DR LATTS: Two.
M5. PHILLIPS: Ariel Bayewtz.
MR WLLI AMSON: Two.
M5. PHILLIPS: Larry Becker.
MR WLLI AMSON: Two.
M5. PHILLIPS: Mary Ann d ark.
MR. WLLIAVSON: Three.
M5. PHILLIPS: Cheryl Damberg.
M5. DAMBERG  Three.
M5. PHILLIPS: Jennifer Eames Huff.
MR. WLLIAVSON: Three.
MS. PHI LLIPS: Nancy Garrett.
M5. GARRETT: Two.
M5. PHILLIPS: Andrea Gel zer.
DR GELZER  Two.
M5. PHILLIPS: Stanley Hochberg.
MR. WLLIAVSON:  Three.
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PHI LLI PS: Martin Marcini ak.

W LLI AMSON:  Two.

PH LLI PS: Matthew MHugh.

W LLI AMSON: Thr ee.

PHI LLI PS: Janes Naessens.

NAESSENS: Two.

PH LLIPS: Jack Needl eman.

W LLI AMSON: Three.

PH LLI PS: Eugene Nel son.

W LLI AMSON: Three.

PH LLIPS: Janis Ol owski.

ORLOWBKI :  Three.

PH LLI PS: Carolyn Pare.

PARE:

Two.

PH LLIPS: John Ratliff.

W LLI AMSON: Thr ee.

PH LLI PS: Andrew Ryan.

RYAN:

Thr ee.

PH LLI PS: Joe Stephansky.

W LLI AMSON:  Two.

PH LLI PS: Thomas Tsang.

W LLI AMSON:  Two.
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PHI LLIPS: Lina Wl ker.

WALKER:  Two.

PH LLIPS: Bill Wintraub.

VEEI NTRAUB:  Two.

PH LLI PS: Herbert Wng.

VWONG.  Two.

PHI LLI PS: Dol ores Yanagi har a.

YANAG HARA:  Two.

2 95 5 3 H 3 H I D

WLLIAMSON: Geat. So now we'll
nmove into NQF's other cost and resource use
and affordability work.

There are a few nore slides here but
we'll skip over them Just the general roles
of the standing conmttee that we've been over
during orientation.

So we'll turn it over now to Ashlie
and Tar oon.

M5. WLBON. So, you guys have seen
this slide before. It's sonmewhat of a
precursor. W're actually going to go into
detail into each of those purple boxes today.

And we' Il tap a few of the conmttee
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nmenbers here today and potentially sone on the
phone that are actually sitting on sone of
those conmmttees as well to provide sone col or
to the discussion in terns of the di scussions
t hat have gone on so far wth those different
bodi es.

So, again, those purple boxes are an
overlay to our conceptual franmework for how we
have been conceptualizing | guess how resource
use, cost, quality and value all kind of fit
t oget her.

So, and each of these different
purpl e boxes in terns of the projects are
addressing those different areas. So the
measuring affordability for consuners is
sonmewhat in the value realm The |inking cost
and quality project is in the efficiency
real m

The MAP affordability famly of
measures kind of crosses all those domains.

So we'll have Erin O Rourke fromthe MAP team

cone and talk a little bit about the work
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t hey' ve done so far.

And then we al so have in terns of the
cost neasurenent space work around the epi sode
grouper evaluation criteria. And then the
work of this conmttee today. So that's what
we'll tal k about next.

MR AMN  Actually, could we go back
to that for a second? | just want to spend a
little bit of tinme here. And just, | know you
qui ckly just wal ked through it but | want to
just point out specifically how this works for
sone of the newer nenbers if that's okay. Can
| gointoalittle bit nore detail on this?

M5. WLBON. Ckay, sure.

MR AM N  So, one of the key things
that Ashlie pointed out but |I'mjust going to
hi ghlight it again just so that we're kind of
all on the sane page. Again, because | want
to make sure that we're all starting fromthe
sanme conceptual starting point.

So, the way that NQF -- and al so

there's a |l ot of |anguage and term nol ogy that

Neal R Gross and Co., Inc.
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people -- this whole space is a | ot of
different term nol ogy. Wat we nean by
efficiency, what we nean by cost and price and
all these various different terns. So | want
to make sure that we're all starting fromthe
sane pl ace.

So, on the bottomright, the darkest
bl ue area is our previous conversation around
what is resource use, what are costs that are
absorbed in the system

And so the work that we're doing,
sonme of the primary work of this group is
around endorsi ng, review ng neasures of cost
and resource use.

And that w |l have conversations
around what are the inportant neasurenent
areas in terns of gaps, what are sone of --
how do we start thinking about nore high-

I npact neasures.

G ven that this is our newer

measurenent area for NQF we want to be really

t hought ful about the process of how new

Neal R Gross and Co., Inc.
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measures get endorsed and into the portfolio.
And make sure we're being very strategic about
t hat .

| nmean, we don't want to -- | nean, |
think we've done a |lot of really good work on
the quality side. Wat we want to nmake sure
as we're introduci ng new neasures into the
field, that they're really high-inpact. And
we want to characterize how that is.

| mean, we certainly don't want to
have 500 cost and resource use neasures in the
next 5 years. | don't think that is a marker
of success. Maybe it is, maybe -- but it
seens |ike at |east we should have a nuch nore
strategi c approach about how t hese neasures
are getting into the portfolio.

In particular, there's this whole
I ssue about episode groupers. 1In the first
cost and resource use project that we did we
had | ngeni x neasures that were -- and | ngeni x
I's just obviously one of many epi sode groupers

that are developed in the field -- that were

Neal R Gross and Co., Inc.
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sort of neasures that were a result of an
epi sode grouper.

And the work that we've undertaken,
and | think there's -- as Nancy | think is
again our sort of representative here fromthe
epi sode grouper group, to describe and
characterize what an epi sode grouper is and
how one woul d eval uate an epi sode grouper.

And Nancy wll give a high-Ileve
about what an episode grouper is. But
effectively you take all these clains and you
understand the cost for an episode of care.

So, at a very specific | evel what
we're looking at in that bottomright box is
how to characterize cost and resource
utilization.

But clearly if you're trying to
understand the efficiency of the healthcare
systemyou can't just | ook at cost. Because
that could just drive us toward reducing
quality and ultimately we want to be able to

find efficiencies, really ensuring that we

Neal R Gross and Co., Inc.
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have cost-effectiveness, good utilization of
cost and resource utilization, but at a good
| evel of quality, so that you have a good
specified |l evel of quality.

And so how do these concepts rel ate
to one another is really what we're doing in
the linking cost and quality work which we've,
again, as a direct result of this group we
then took this issue and tal ked to our
col | eagues at the Robert Wod Johnson
Foundati on, got some funding. And Andy w |
wal k through that | believe later on, exactly
what we're doing in that donain.

And then finally when we think about
how does efficiency relate to value, value is
really driven by stakehol der preferences and
values. Well, | shouldn't use the word to
describe itself.

But like, if the concept of
affordability and value is really up to an
I ndi vi dual perspective. And the two pieces of

work that we're doing, one nost directly, the
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Robert Wod Johnson work around neasuring
affordability for consuners is really trying
to understand how consuners think about the
concept of affordability, how affordability
relates to these other three concepts that we
have in front of us.

But nore directly, what are the
I mpor tant measurenent concepts from a consuner
perspective, what are the types of infornmation
and then how can we best deliver that
informati on. \What are the channel s, neaning,
whether it's websites or social nedia
platfornms, things of that nature that we could
start to think about how to get that
I nformation to consuners.

But there's also the work around the
Measure Applications Partnership which is
tasked by HHS to advi se on sel ection of
nmeasures for federal progranms. Wich is also
| ooking at the question of affordability from
mul ti pl e stakehol ders' perspectives. And al so

coming up with a framework for effectively how
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you sel ect cost and resource use neasures for
particul ar prograns.

So, on that last point | also want to
just point out the linking cost and quality
work is really approachi ng the question of how
you link cost and quality fromtwo different
aspects.

The first is looking at it fromthe
nmeasur enent aspect of how do you put these two
signals together to understand efficiency.

But also fromthe Measure
Appl i cations Partnership perspective taking an
actual use case, for exanple, one could be
val ue- based purchasi ng, and thi nki ng about how
you take the cost and quality signal to
actually get a signal that you would use for
t he purposes of assessing provider
per f or mance.

And that again is a whole different
area in ternms of use. And that's a little bit
out si de of the neasurenent, |ike the actual

measures, but nuch nore around the signal of
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how you start to put these two signals
toget her for the purposes of profiling.

So, that's, again, | don't think |I've
said anything --

M5. WLBON. W're going to get into
a lot of detail on these in just a second.

MR AM N  Yes, right, absolutely. |
just wanted to nmake sure that we were
conceptual | y.

And again, all of this is up for
di scussi on and debate if we feel like the
conceptual fram ng of how we're approachi ng
this work needs to be adjusted or have ot her
consi derati ons.

As you're thinking through and as
we're talking through in nore detail each of
these pieces let's also bring in sone of the
conceptual pieces about areas that we m ght be
m ssing, or alignnent of these terns to other
terns that are being used in the field.

So, that's all | wanted to add.

Thanks, Ashli e.
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DR. LATTS: Al right. Andrea.

DR GELZER. So, can you go back to
that slide? So, when | | ook at the resource
use epi sode grouper evaluation criteria cost
and resource use neasure endorsenent.

The epi sode grouper group, are they
just considering the traditional |ngenix type
of grouper? O are they | ooking at 3M
products? Popul ati on-based groupers?

| nmean, we've decided not to even use
an epi sode grouper right now W are nore
confortable wth other products. So, | think
we're m ssing a whol e category there.

MR AM N  Maybe Nancy can al so junp
in here fromher perspective fromthe group.

But the episode grouper work is
I ntended to characterize what we even nean by
an epi sode grouper. There doesn't seemto be
general agreenent in the field. Meaning that
each of the different products is designed to
do sonething different.

DR GELZER:  Agree.

Neal R Gross and Co., Inc.
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MR AMN And they all cal

t hensel ves epi sode groupers. And, well, that
could be debated. But let's, just for the
sake of discussion | think that they're in the
domai n of episode groupers.

And the question that we were trying
to understand is, and | guess this is really
what Nancy is going to get intoin alittle
nore detail so maybe |['I|l just either let
Nancy go on this topic right now or --

DR GELZER: She may be able to
answer ny questi on.

MR AM N  Yes.

DR GELZER Great, thank you.

M5. GARRETT: So, really what we're
doing is there's a definition here of what
epi sode groupers are. But | can tell you we
spent quite a while tal ki ng about that
definition and trying to get agreenent. |It's
not easy.

So, it mght be helpful just to

understand a bit of the catalyst for this.
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And | nean, Taroon, you can correct nme if I'm
wong but | think there's a couple of things.

One is this commttee | believe has
been asked to review epi sode-specific neasures
some of which we're | ooking at today but in
the past as well. And if that neasure is
cal cul ated froma proprietary episode grouper
then how does the commttee know whet her the
algorithnms built into that grouper woul d neet
any standards for endorsenent.

So, | think that that was one of the
reasons why there was a desire to try and
figure out if we should actually be endorsing
t he episode grouper itself so that then
nmeasures that are devel oped off of it could
have a nore natural path to endorsenent.

| think that was one of the
catal ysts. Wether or not that's achi evabl e
I s anot her questi on.

And then the other thing is that in
the Affordable Care Act there's a stipulation

that CMS needs to create a publicly avail able
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epi sode grouper that has to be endorsed by a
nati onal organi zation. Sonmething |like that,
right?

MR AMN That is endorsed by a
nati onal consensus body. A multi-stakehol der
consensus body, which is effectively the
National Quality Forum

M5. GARRETT: Codenane for NQF, vyes.
So that's the other catalyst for actually
conveni ng the commtt ee.

So wth those two drivers we've been
really westling with what's really
achi evabl e, what can we do. If you go to the
next sli de.

There's a wi de range of purposes and
functions as Taroon nmentioned. And really,
one of the things we tal ked about is the fact
t hat epi sode groupers is really a piece of
software. And it's always changi ng, and
there's so nuch conplexity init. Soit's
really different than |ooking at one

i ndi vi dual neasure.
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And so what does it even nean to
endorse it? |If you endorse it does that nean
it's frozen in tinme and you can't continue
devel oping and i nproving on the algorithns?
So what does that nean, and how do you even
approach that?

We al nost tal ked about the idea of is
it kind of |like getting certified, |ike
certifying that the software does what we
think it does and having a regul ar process of
review. So, those are sone of the things we
westled wth.

So Jim | don't knowif you want to
add anyt hi ng?

DR NAESSENS: Well, | wll say we
al so spent a lot of tinme |ooking at what
criteria would we use to actually determ ne
this. Can we follow the NQF criteria w're
using for nmeasures? Do we have to add
addi ti onal ones? Do sone things not fit? How
do you determne that it's valid?

Looki ng at epi sodes we have at | east
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three nmain aspects for every epi sode grouper.
What sort of clinical group of patients are

i ncluded? Wiat sort of tinme frame are we

| ooking at? What type of services get

i ncl uded?

So, do you assess validity and
reliability on every one of those for every
one of their groups? O do you do sonething
that's kind of a gl obal assessnent?

And | know I m ssed the | ast couple
of hours of the neeting so |I'mnot quite sure
what we concluded. | haven't had tine to go
through the transcripts. But it's a big
challenge and it clearly wasn't definitively
decided at that first neeting.

MS. GARRETT: To answer your
qguestion, Andrea, the panel has a | ot of
really great perspectives and a | ot of the
nmaj or epi sode groupers are represented. So
it's not at all software-specific.

DR, ORLOABKI: So, | would say that

this is very critical work. | understand at
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this point that there are nmany software
packages out there.

But in the end | think that we need
to have a public definition and understandi ng
of an episode. And that right nowit's being
driven by proprietary software. And what we
need to do is to find definitions and
publicize those and have comments about
definitions that in the end the entire
communi ty can buy into.

And | think we're being driven by
software and we need to be driven by -- |
won't, I'll stop using the word "trenches" but
we have to be driven by what is reality. And
so | think that's the inportant work that you
w Il be doing in this group.

M5. GARRETT: So, do you nean, Janis,
in particular the publicly avail abl e epi sode
grouper that CM5 is working on, that that is
really critical? As conpared to commercia
ones.

DR ORLONBKI: | was being nore
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gl obal in ny comrent.

DR LATTS. Larry, did you have a
guesti on?

MR. BECKER: So, a couple of things.
I think you answered ny question about the
information on the private groupers being
proprietary.

| recall several years ago when we
had conpeting neasures. | think it was
Leapfrog's neasure and STS' neasure. One of
the values of NQF is that we need to have this
stuff out in the public domain. And so a | ot
of really good work was done to nake that
happen so that we didn't have these conpeting
nmeasur es.

It seens to ne that we ought to bias
oursel ves on the public's side and | everage
t hose who have these proprietary tools to put
themout in the open so people can understand
what the results are that they're getting and
being able to eval uate each agai nst the other

so that there's understandi ng.
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And if they're not willing to do that

then | think we ought to bias ourselves on the
side of having a public tool that people can
use and can base their decisions off of that
until such tine as sonebody wants to cone
forward with a better nethodol ogy.

M5. GARRETT: Yes, | think that's a
great point, Larry. This is Nancy Garrett
again. And that's definitely sonething we
tal ked about.

Anmong sone of the software vendors
that were represented sone of themreally have
taken a step towards nore transparency. Like
the OCptum Symmetry products. You can register
for their website and get detailed access to
a lot of the algorithns that they use. So,
that is definitely sonething that we tal ked
about .

But we al so tal ked about what woul d
be the value for a private conpany to get NQF-
endorsed. | nean, this is such a different

ki nd of space.
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And so it may be that this is really

a process that CM5 is going to use and that
ot her conpani es wouldn't conme through. It's
really -- we'll have to see what happens.
It's kind of a different aninal.

MR, BECKER: Though it would seemto
me that if everybody started to use the public
tool there would be a | ot of pressure on the
private ones.

DR LATTS. Geat. Gkay. Do you
want to go to the next commttee? Herb,
you' re up.

DR WONG Ckay, so it looks like I'm
up.

So, several of us on this particular
comm ttee are also on another commttee that
Is seeking to really link the concept of cost
and quality together.

And the concept is that we recogni ze
that there's this space out there that has not
been wel|l covered. There's talk about trying

to get to this notion of val ue and ot her
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el enments there, but it hasn't been done well.

And in many di nensions there is this
commttee that is working on a white paper
wth the sol e purpose of at |east setting the
basel i ne or conceptual framework for us to
begi n thinking and tal king about this
particul ar space.

It's really designed to tal k about
the things that are happening out there in the
field in terns of conposite neasures and
things of that nature, but also highlight the
chal l enges as wel|.

So, the commttee nmet twice. | think
one was an introduction neeting and then a
very long two-hour neeting where |ike any NQF
committee there's no shortage of opinions |
woul d say.

And many of the sane thenes that
energed out of that conversation | think that
there are sone el enents that fol ks have heard
her e.

And | would characterize it into
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really four very broad buckets.

The big thing that | kind of heard
t hrough our conversation was the concept or
the notion that we need to be very clear in
terms of our definition.

So as you all know, when we talk
about resource use and things of that nature
t he concept of charges, cost, paynent, price,
they all energe.

And it becane clear that in ternms of
witing this white paper that the concepts
that sits behind all of these terns have to be
absol utely clear

One of the key things that is
directly related to the definitional aspect of
it is the notion of perspective. And that is
once we kind of got into this alittle bit
obviously a critical question is who's the
audi ence and who's the main user of a
potential product that cones out of that.

So, is it the consuner? |I|s the

payer? |Is it the provider? Al of those
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el ements kind of energe.

Cobviously there's sone work that has
al ready been done in this field. Coments
about | ooking at the AHRQ RAND report that
kind of got at this. This notion of
efficiency kind of energed there.

But there was a clear recognition
that we really need to nake sure we cover
t hose bases.

We had a good conversati on about the
difficult challenges that energe there. And
| think that the challenges are | think
multifold. And I'Il put it into two | arger
buckets. And folks that sit on this
particular commttee, also on that one as well
may al so chine in on it.

The way | kind of saw the biggest
chal | enges energing are, one, in terns of the
met hods. So, there's comments about, well, if
you go to a conposite neasure where you're
trying to blend these sort of things what are

sone of the technical aspects? Do you get
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fal se positives, things of that nature? So
there are chall enges that kind of energe
t here.

The ot her conponent that fol ks tal ked
about were really what | would say data
chall enges. And that is in nmany ways there's
known sets of data out there. Otentines it's
adm ni strative clains data and things of that
nature. And you wonder whether or not there
I's enough information to do sone of the things
that you want to do there.

And there was sone good conversation
about, well, should the commttee be Iimted
to where the peer recognition of the data
chal | enges and only nove down one pat hway.

So, sone exanples were these concepts
of efficiency. And in the economcs world
there are these different nethods that | ook
i ke SFA and all these sort of things. But
they rely heavily on what they call input
prices. And those are hard to get. So should

we be limted there.
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And | think that, |I'mnot sure
exactly where we ended up on that, but there
was at | east a group of fol ks on that
commttee that basically nade the foll ow ng
comrent which | think | agree on.

And that is if this white paper is
designed to be a conceptual framework to nove
the field ahead |l et's be honest of all the
limtations out there.

Here's the field that we need to nake
headway on, here are the concepts that sits
behind it, here are the limtations and
chal | enges. Because nmaybe that will notivate
the field to collect nore data and things of
that nature. So that's the third conponent.

And | think the fourth conponent that
| had a takeaway on is the notion of
actionability. As we think about these
nmeasures that energe we should give serious
consi deration that the neasures wll give the
field, the players out there sone information

that they can in fact act on.

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 106
So, | will say that's kind of ny

hi gh-1 evel perspective of the conversation

there. And as | said before, | think there
are other commttee nenbers here that also

participated on that call and they can add

their two bits too.

MR, STEPHANSKY: This is Joe
St ephansky. |'mon that workgroup.

And | think the main takeaway that |
had was that if you wanted to guarantee a | ack
of consensus just put 20 econom sts together.

(Laught er)

MR. STEPHANSKY: |'mgoing to | eave
my conmments out about the particular
di scussi ons that we had.

But | think it's inportant to note
that that group is not likely to produce a | ot
of useful guidance to us as we consider the
possibilities of, say, this AM resource use
nmeasure being conbined wwth the AM nortality
measure and the AM readm ssions neasure into

sone potential neasure of val ue.
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We're not going to get a |lot of
gui dance out of that commttee in the short
run. That's nore of a long-run output of the
commttee. Thank you.

MR RYAN. H . So, I'minvolved with
witing that white paper. And | would echo
the comments by Herbert and Joe.

It was a very | thought an excellent
di scussion. Very high-level. [It's an
excel | ent panel.

And there's a |l ot of conplexity here.
It'"s | think getting people to have the sane
nment al nodel about what we're tal king about is
a real challenge. And | think it will be part
of the goal of the paper is to get people the
same nental nodel of these issues.

Just a couple of things | would add
are that with respect to what Herb said about
the data issues. | would al so say there was
sone question about the econom c notion of
efficiency and that it's considered fromthe

kind of firm or provider perspective.
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That one way to think about it is how
do you get the maximum | evel of output for a
gi ven set of inputs. Wereas in this
di scussion we were really thinking about it
from not froman internal resource use
perspective but nore froma payer or system
perspective of what is a given payer getting
for a price that they're giving for a service.
What kind of level really of quality are they
getting for it. So that's one thing | wanted
to note.

And | think noving forward we ki nd of
want to bracket that in saying there is this
noti on of economc efficiency, but we're
t hi nki ng about this fromreally kind of a
di fferent perspective, nunber one.

| think there's a real interesting
controversy about the kind of quality neasures
t hat shoul d be considered when we tal k about
efficiency. Such as opening that up. You
could see that there really wasn't any

consensus about using process neasures, really
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focusi ng on outcones, how you can have a kind
of bl ended quality signal using process and
outcones. So | think that's sonething we want
to try to bring out nore in the paper.

And | think what we'd |ike to do,
this is really the prerogative of NQF, is to
try to help devel opers in providing guidance
when they think about bringing up neasures for
NQF endor senent around efficiency.

And to provide sone high-1evel issues
about what we're |looking for in ternms of
har noni zi ng data el enents for cost and
quality, and providing sone |arger framng to
hel p NQF think about this but also neasure
devel opers when they're trying to bring
forward ways to neasure efficiency.

M5. GARRETT: | had a question for
the group. Did you do any kind of literature
revi ew about what we know about the
rel ationshi p between cost and quality
enpirically?

Just in ny own professional
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experience what |'ve | ooked at suggests that
there isn't necessarily nmuch of a correlation
Wi th our current nmeasures which is kind of
interesting. You mght have a hypothesis
ei t her way.

But what do we know about that? Are
you | ooking at that at all?

DR WONG | think in general there
Is a small literature that | ooks at different
di nensions on that. So, there's a couple of
papers | know that a coll eague of m ne had
wor ked on that | ooked at costs in a
relationship to quality.

But it's costs fromthe perspective
of the hospital. That is the cost of
produci ng those services.

And he found sone positive --
negative relationship. No, let nme think about
this. | have to go back on it. But it wasn't
over whel m ng.

| would say that in general that the

literature is probably m xed on that at this
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poi nt because of the different dinensions of
gquality that one nay be neasuri ng.

And if you think about quality
di mensions potentially that neasures different
di nensions. And so potentially that could
have an inpact on those sort of things in a
di fferent way.

DR. LATTS: Cheryl.

M5. DAMBERG  So, Herb, | agree. |
think there's probably Iess in the literature
than actually people have been finding on the
ground. Because I'msitting next to soneone
who' s been | ooking at that. And | know sone
wor k that we've done at RAND.

And | think what's confusing in this
space is that -- not so nuch that it's a m xed
signal, but the signal's very weak. And so
that doesn't tell us whether it's positively
related or negatively rel at ed.

And | don't know whet her your paper
IS going to also cover what |'"mgoing to call

the inplications for signaling this
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relationship to consuners. And kind of that
consuner reporting space of how they think
about this information. And so |I'd be curious
to know about that.

DR. LATTS: Janis and then I'll nove
on to Lina's conmttee next.

DR ORLOABKI: Just a quick comment.
| had the opportunity to talk to the VA this
past Friday. W were tal king about big data.
And it was around this discussion.

We were tal king about the engineering
term"signal to noise ratio." And the
solution to a signal to noise ratio is not
volune, it's trying to define.

And | think that's the issue that we
have right now W really have a significant
anount of noise around this which is why the
papers that we see are so weak.

DR. LATTS: One quick comment before
we go onto the next.

DR VEINTRAUB: Yes. So, this is

very conplicated, the rel ationship between
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cost and quality. It depends, | think the

probl ens of neasurenent that Janis is getting
at .

There are al so probl ens of
per spective and scope. So, we know worl dw de
that the relationship between cost and quality
doesn't | ook very good for the United States.
We all know those data. So, a | ot depends on
the question that you're asking. Terribly,
terribly conplicated.

DR LATTS: Ckay, so this is our
third subcomm ttee of rel evance. Lina.

DR WALKER: This is Lina Wal ker. |
amon a panel |looking at affordability from
t he perspective of a consuner. And | think
that this is really inportant work and |
appl aud NQF and the Robert Wod Johnson
Foundati on for supporting this effort.

There's a lot of interest in asking
consuners to play a nore active role in
heal t hcare decisions. And they need the tools

in order to nake these appropriate deci sions.
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And what's | acking right now are
t hese neasures that could support and enpower
themto make good deci sions about their
heal t hcare and about their choices. So this
Is the first step towards that end.

Now, this is no doubt going to be
quite challenging. As Taroon alluded to
earlier part of this reflects preferences of
the individuals. And part of it also reflects
the individual circunstances. You know,
affordability is tied to their own ability to
pay.

And so thinking about that broadly
and being able to cone up with sone kind of
recomrendation in the end | think is a hard
l[ift but a very necessary -- it's very
necessary for us to look into it and attenpt
it.

Now, what's a really inportant part
of the conversation would be thinking about

what is currently out there, what are usefu
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nmeasures for consuners, how do you construct
them and what infornmation does it convey to
t he consuner.

Now, | think this is where the issue
of price conmes in. And Nancy and Mary Ann
alluded to it earlier today.

So, there are different conponents to
prices of course. There's the price of the
service but that may not necessarily be
sonething that's inportant to a consuner as
they' re maki ng their decision.

So the price that the consuner faces
IS probably nore inportant. But there are
many, many conponents that go into that. The
type of health insurance coverage they have,
the benefit structure, et cetera, et cetera.

So, thinking through these issues
will be part of our discussion. W've had an
orientation call and there are some consuner
menbers on this commttee. And a few of them
expressed sone observations around the concept

of affordability.
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And | think what's really interesting

fromthose conversations was that there is a
really very broad spectrum of how peopl e
regard affordability in the context of
heal t hcar e deci si on- maki ng.

So for instance, there was one
comrent where the consuner said that in nmaking
her particul ar healthcare decision, it was a
very personal decision, cost was of no
consi derati on.

And then there was of course the
opposi te perspective where cost was one of the
nost inportant considerations. A lot of it
again is comng fromdifferences in
perspective and differences in the ability to
pay.

So we haven't noved forward in the
di scussion yet but | expect that there will be
a | ot when we get together for the two-day
meet i ng.

DR LATTS. Andrea.

DR GELZER: | think it's hugely
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I nportant, especially obviously in the
comrer ci al popul ati on.

And when you tal k about deducti bl es,
first dollar coverage, copays, coOinsurance.
| mean, how a consuner can cone to that
neeti ng and even understand the deci sion that
they will have to nmake, all of those things
I npact care.

So | hope that the conmttee gets to
that stuff. It is, it's so inportant to every
consuner.

DR WALKER: Yes, | conpletely agree
with you. And | hope we do discuss all that
at our two-day neeting.

Just to continue on your thought, in
the commerci al space there's actually a
novenent towards these private exchanges and
hi gh- deducti bl e health plans. And this is a
space where it becones really critical to have
good cost and quality information that is
usabl e and under st andabl e for the consuner.

So, a lot of this work hopefully wll support
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a lot of the broader changes that's going on
in our healthcare system

DR LATTS: And this is Lisa. Il
just pipe up. I'mon this conmttee as well.

And | think there's a fairly vocal
group of consunmers. So | think that wll
definitely cone up.

But | think it's a very -- the
conplexities are so nultilayered that you end
up having the perspective of whatever segnent
you cone from

So, it's alnost a nonenclature and a
| anguage problemtrying to conbine the
di fferent perspectives of the different
segnents. So it's a challenge. Brent?

DR, ASPLIN. So, this sounds |ike a
very interesting conversation.

My question is around -- clearly
you' re focusing froma consuner perspective
about engagi ng them as custoners of the
heal t hcare system at one | evel and that would

be kind of critical.
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To what extent is the conversation
al so overl apping into accountability? W talk
about accountability for hospitals, for
providers, for health plans, but especially as
you nove into preference-sensitive conditions
I n areas where not personal resources but
shared resources are being used, to what
extent is this conversation also asking the
guestion of the consuners how can we hol d each
ot her accountable in a partnership.

And there's |lots of conversations in
t hat space, sone nore politically charged than
others. You could get into the end of life
conversation. You could get into a whole
different series of conversations

And | just, as critical as the
engagenent as consuners is, | just hope
there's also sone interest and ability to nove
into what's the accountability questions that
consuners need to face.

M5. WLBON. So, this is Ashlie.

["I'l just try to respond to Brent's conment
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qui ckly.

That's actually a good point. W've
struggled with, because the issue is so
conplex and there's so many different avenues
you coul d go down.

The shared deci si on-maki ng i ssue has
cone up quite a bit. W've done sone research
on sone of the drivers of utilization for
CONSUMers.

So, you know, the commercials that
are out there, having nore infornmed consuners
that are online comng to their doctor, asking
for specific nedications or specific tests and
how t hat influences utilization and cost.

And so that's definitely going to be
a part -- this is actually going to be a paper
as well. So the commttee wll be providing
input in terns of the structure and the
formul ati on of that paper.

But that's definitely sonething
that's been -- that will be addressed. W

won't be able to go down the whol e path of
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shar ed deci si on-maki ng which as you know can
blow up. But it's definitely on the radar

DR LATTS: Geat. Nancy?

M5. GARRETT: | was just wondering if
the commttee is | ooking at the question of
how consuners m ght think of cost as a narker
for quality.

So, the idea being if I'm1looking for
a healthcare service | mght not want the
cheapest one because | woul d assune that that
had | ess features, was |lower quality. | nean,
just like if you go out and buy a conputer you
m ght want to pick the m ddl e nodel instead of
the really fancy expensive one or the cheap
one.

So for consuners that sort of
psychol ogy that price and cost is a nmarker for
quality seens an inportant consideration. So
just wondering if you're tal king about that.

DR, LATTS: Well, and froma consuner
perspective it's all nessed up, right?

Because you don't know if high cost or |ow
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cost is better. Oten it's the wong way
around.

DR WALKER: | think Nancy that we
will definitely touch on that point. There
wasn't an explicit conversation about it
during the orientation call, but there was an
underlying tone. And | think it wll
definitely conme up

DR LATTS: Al right, we've got
Larry and then Joe on the phone, and then
we'll take a break.

MR, BECKER: This is Larry. So |
think at the outset for tal king about this,
sonetines we nake it nore conplicated and put
so many things into it.

It seens to ne that we ought to do
what we can do. And one of those things is to
be able to provide to a consuner, to a patient
at the point of service the cost that they
wll pay.

And nuch |i ke the drug, you know, you

go to a pharmacy, nuch like in the dental
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arena or the Lasik arena people know what it's
going to cost them

And | think there's a shared
partnership here. Because what | hear in the
field here is that doctors and hospitals,
their accounts receivable, their bad debt's
goi ng through the roof.

And part of that is because when the
patient is in front of them when they can
actually collect the noney they can't tel
them how nuch it is. And so your ability to
actually collect the funds goes down. And
your billing costs go up, and everything el se
around it goes up.

And so | think the first thing, and
we don't have to invent anything new, is to be
able to provide to patients and consuners the
cost of many of the things, not all of the
thi ngs, but many of the things in the heath
arena such as tests and basic office visits
and physical therapy costs and all of those

t hi ngs.
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And let's start in a place where we
don't have to invent anything new.

DR LATTS: This is Lisa. | think
that's a great start. The problemis it's
just not that sinple, as you know Larry. Just
because you start getting into the insurance
product itself and it's like well, this costs
$30 if you've met your deductible. If you
haven't net your deductible it's going to be
$45.

MR. BECKER. Lisa? Lisa? | can do
that with nmy drugs. | can walk up to a
pharmacy and there's an internedi ary that
under stands where | amon ny deductible, on ny
hi gh- deducti bl e health pl an i nstant aneously.
So it's not sonething we have to reinvent.

DR LATTS. Well, except we'd have to
then extend that -- well, we don't need to get
into this here, but we need to extend that
system to how nmany thousands and t housands of
providers that they have in the pharnacy.

So, but point taken, absolutely.
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Joe?

MR, STEPHANSKY: Yes. I'mgoing to
bring up one other area of cost since |
haven't heard Jack Needl eman tal k and | want
to enphasi ze one of his pet peeves about costs
that we are not including.

Wien | ook at cost to consuners we
tend to think about what they're actually
going to pay out of pocket. And we're kind of
ignoring the costs that they pay out of pocket
just to get to a healthcare provider. And at
the costs of famly nenbers who may need to be
| ooking after an elderly parent, say, in the
hospi tal .

We have areas in M chigan, we have 17
counties where there's no OB services at
hospitals. W've got nultiple counties with
not a single OB/ GYN practitioner in them
There's costs to consuners that we're not
considering at this point. Just as a
background i dea.

DR LATTS. That's a great point,
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great point. GCkay, Carolyn, |ast word.

M5. PARE: My comment is sonewhat in
response to Larry's but probably speaks to a
bi gger issue of a lot of the things that we've
al ready di scussed this norning.

And it really has to do with
sonet hing that Herbert said. And naybe sone
of the others around the table have said this
as well and | haven't picked up on it quite as
clearly.

But who is the audience ultimtely?
| don't think NQF is in a position to resolve
all quality and cost transparency issues for
everybody that's out there needing to know.

| think that it is inportant that we
start sonmewhere. And from ny perspective in
the work that |'ve done consuners don't even
recogni ze that there's variation in care which
Is why they can't understand and connect cost
wth quality because we haven't really been
particularly transparent with them about that

variation in quality and explain to them why
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t hat exists.

| think you first have to focus on
the variation in quality and then maybe bring
t he cost conponent in for the consuner. But
that's a different audi ence and that audi ence
probably unfortunately and pai nfully again
fromny perspective can't be brought in until
providers are really open and understandi ng of
what that transparency provides themin terns
of quality inprovenent and accountability to
t he people they treat.

So |l really think we need to -- this
al ways gets so hard because we get into the
quality issues, the cost issues, and then we
start kind of |ooking at and whose fault is
it. And | say that we are all culpable in the
system that exists.

What's inportant for us is to
identify which part of that can we infl uence.
And | don't think NQF can really go beyond --
this isn't a criticismbut even in the work

that we've done so far on these neasures, they
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don't nean anything to consuners. But then |
don't think that's the point right now.

DR. WALKER: Carolyn, | would
respectfully disagree. Because |I really think
that a ot of the -- | nean, in the end we
want all participants to actively engage. And
you can't inprove the system w t hout having
consuners actively participate as well.

And | would rephrase a little bit
what you sai d about consuners and whet her or
not they're able to assess quality.

| think they know that there is
variation in quality. W see them nake these
deci si ons based on their perceived notion of
differences in quality.

| think the issue is that they're not
able to assess the signal so they don't have
the ability to assess the -- they understand
that there's variation but they can't identify
the variation in a way that -- in al
ci rcunst ances.

So, they're msinterpreting the
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signals. Maybe they're using prices instead.
O they're not able to understand the neasures
that are available to them

So, nore so then we need to think
about how we can present this information so
that they can use it and nmake those deci sions
appropriately.

DR LATTS: Geat, terrific. Well,

t hank you everybody for a very, very fruitfu
nmorning | think so far.

We're going to take a break now so
we'll truncate it just a little bit since
we're a few mnutes behind. So if everybody
could come back at 10 m nutes after the hour
we'll see you in a few

(Wher eupon, the foregoing matter went
off the record at 10:58 a.m and went back on
the record at 11:11 a. m)

MR WLLIAVBON: Al right,
everybody. Wl cone back fromthe break. At
this tine we'll be going over the cost and

resource use neasurenent portfolio as well as
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I nput to the Measure Applications Partnership.

We are joined right now by Erin
O Rourke who is project nanager for the
Measure Applications Partnership as well as
several of the Robert Wod Johnson projects
that we just discussed in the |ast segnent.

So at this time I'll turn it over to
her as well as Brent and Lisa who wll be
running this portion.

MR AM N  Actually, I think Ashlie
IS going to get started on the first slide
which is a review of the portfolio before we
get into the input sections.

MR, WLLIAMSON: Then | will turn it
over to Ashlie at this time and she will start
this section.

M5. WLBON. So, we've been tal king a
| ot about kind of the role of the standing
committee in terns of | ooking at the overall
portfolio.

So this is sonmewhat of a new exercise

for us in trying to present the neasures to
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you in a way that we can kind of conceptually
| ook across how all the neasures map to the
epi sode of care frameworKk.

So, we'll go through several slides
here to try to wal k you through the process
and then we'll take input along the way and
see where we end up

MR AM N  Actually, Evan, before you
nove on that slide, can | just --

M5. WLBON: Go ahead.

MR AM N  So, for sonme of the new
peopl e who are newto the conmttee who
haven't reviewed sone of these neasures |'m
just going to give a two-second overvi ew about
what these are and conceptually how we
categorize them

So, the way that we sort of think
about these cost of care neasures is that we
have per capita neasures where the neasurenent
period i s one year.

And then we have epi sode neasures

where the neasurenent period has a defined
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what we call trigger and end which is a start
and end period that's usually not a year.

The easiest way to conceptualize that
Is sort of an acute episode. Your
hospitalization starts the episode and then
your discharge ends the episode, or 30 days
post di scharge ends the episode. So, we have
per capita neasures and then we have per
epi sode neasures.

And then we have those that are
measuring resource use which is essentially
usi ng standardi zed pricing. Were really the
dol lar anmount is only a signal as a weighting
mechani sm effectively but they don't represent
true dollars spent by the system |It's
resource utilization nonetized.

And then we have actual prices paid.
Meani ng usual ly by the health plan, prices
paid by the health plan. So that's our
pricing nodel. Those are the neasures that
use price. So we have per capita, per episode

and then we have those using standardi zed
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prices, resource use neasures. And then we
have cost neasures that use actual prices
pai d.

So, when you're | ooking at the
measures that are currently in the portfolio
we have two, 1598 is your -- using
standardi zed prices. So it uses a
standardi zed pricing table weighting
utilization. That's a PMPM per capita neasure
by Heal t hPart ners.

And as Nancy poi nted out before the
second one, the 1604, the total cost
popul ati on- based PMPM neasure is a per capita
that uses actual prices paid. So those are
sort of paired but they give two different
pi eces of information.

The two NCQA neasures, actually the
four NCQA neasures, |'Il just describe them
broadly. They're PMPM neasures but condition-
specific. So you identify a patient with
di abetes, but for the neasurenent year you

catal ogue all the neasures that are related --
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just you're catal oguing all the neasures of
the patient regardless if they're specifically
related to the diabetes.

M5. WLBON. All the costs, Taroon

MR AMN Ch, sorry. Al of the
costs. | don't know what | said but that's
what it neant. So that categorizes the four
NCQA neasures broadly.

And then the two ETG based neasures
are neasures that are a result of an epi sode
grouper. So, they used the Ingenix episode
grouper and then they have the two ETGs for
hi p and knee and then for pneunoni a.

And then finally we have al so, we
generally consider this an epi sode neasure as
well but it's non-condition specific. It
| ooks at the total spending per beneficiary
during a hospitalization and 30 days post
di scharge. So that's what we have currently
in the portfolio.

M5. GARRETT: Taroon, do the ETG

measures include price?
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MR AM N  They --

M5. WLBON. Yes, they're actua
prices paid.

MR. AM N Actual prices paid. Thank
you. For sone reason | couldn't renenber that
off the top of ny head. But yes, that's
right.

DR. LATTS: Wiy do we only have one
of the four endorsed in January of 2012 for
revi ew now?

MR AMN This one, the way that
this phase was constructed was to | ook at

cardi ovascul ar condi ti ons. So, this neasure

fell into that clinical domain. However, that
iIs -- I"lIl just flag that as a conversation
that we'll have at a later tine during this

nmeeting which is around do we want to conti nue
to have sort of condition-specific resource
use. You know, is that a proper way to
categorize future work, or should we be

t hi nking about it in a different construct.

So you may not have opi ni ons about
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that but we're thinking about that in terns of
how to structure this work of the commttee
goi ng forward.

So, I'"lIl turn it back to Ashlie in
ternms of howthat fits. O do you want to
just go to the next slide and tal k about the
epi sode of care? Ckay.

So, as we look at the -- this nodel
IS the patient-centered episode of care
framewor k that we described. This was a piece
of work that we had done about four years ago
in which we described essentially how we woul d
like to | ook at the question of efficiency,
particularly | ooking at cost and quality.

And really there is categorization of
three different conponents of the patient
epi sode. One neaning the popul ation at risk
where you're | ooking at general patients
W t hout any acute condition.

You have your sort of phase Il which
IS your acute condition, flare-up of a

condition. And then your follow up care which
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I's involving post-acute services broadly.

So, really the purpose is to think
| ongi tudi nally about the care that we're
providing to the patients, to patients
broadl y.

And as we think about the construct
of what we have in the portfolio. Actually
this is pretty nmuch the characterization |
provi ded earlier which is per capita non-
condition specific, per capita condition-
specific, and then per episode non-condition
specific and then per capita condition-
specific. | know that's a nouthful.

But as you can see fromthe
categori zati on of what we have in the current
portfolio we have a nunber of neasures that
sort of span all three phases which is
effectively neasurenent period being one year

And then we have a few neasures that
are sort of in the phase Il domain, non-
condition specific. And then we have sort of

three condition-specific. One that's up for
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evaluation in phase [l of this project which
we'll ook at later on this year.

Ef fectively the question that we need
to consider as we nove forward with this work
Is what really is the nmechani smfor
prioritizing. What are the condition-specific
measures that we need to be | ooking --
actually, that's a typo, | apologize. That
shoul d be per episode condition-specific.

Apol ogi ze for that.

But how are we really prioritizing
what conditions we should be | ooking at from
an epi sode perspective. Wat conditions and
what is the nmechanismfor prioritizing that.

Because right now one of the things
that you can just effectively say is how do we
only have hip and knee and pneunonia. And
then potentially others that are currently up
for review during this neeting.

But what's the logic here. Wat are
we trying to get into the portfolio and what

do we have. And what types of neasures are
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nore appropriately | ooked at from an epi sode
framewor k, and what conditions m ght be nore
appropriate to look at froma per capita
par agr aph.

One thing that we've discussed in the
past is that nore acute conditions m ght be
nore appropriate to | ook at from an epi sode
approach. Mre chronic conditions m ght be
appropriate to look at froma per capita
appr oach.

That coul d be one framework that we
use. But the nore that we can sort of define
that strategy the better that we can give sone
gui dance to the field.

So anyway, that's a sense of where we
are right now W'Il have nore of a
di scussi on about where we want to go with this
work at the end of this discussion.

Because the MAP actually provided
sone additional guidance about where they
would i ke to see the neasure portfolio evol ve

to and provi ded sone gui dance to this group
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about what they're seeing in terns of the
prograns and the limtation of the prograns in
ternms of what neasures are currently
avai | abl e.

And then maybe I'Il turn it back to
Ashlie in terns of the future work. And then
we can go into the MAP work fromErin's
perspective.

M5. WLBON:. So, this slide just
summari zes what we're | ooking at in the next
phase. Initially it was focused primarily on
pul nonary. But we did |earn of another
measure fromthe American Dental Association
that they do have a dental cost neasure that
w Il be ready around the tine of phase II1.

So while it was initially focused on
pul nonary we're going to accept this neasure
as well given the sonewhat limted
opportunities we have now to submt neasures.
And we'll go ahead and include that in the
revi ew.

The next tine we neet, | believe in
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June or July it will be to discuss these five
measures, two of which as Taroon nentioned are
-- I"'msorry, three of which are nmai ntenance
measures, two from NCQA that wll be very
simlar to the neasure you will review today
for the cardi ovascul ar conditions, and then
one of the ETG based pneunoni a neasures from

I ngenix that will be kind of a re-review if
you will in terns of maintenance review. And
then two new neasures.

M5. O ROURKE: H, everyone. As Evan
said | amErin O Rourke. | amthe project
manager for the Measure Applications
Partnership affordability famly of neasures
project. And thank you very nmuch for letting
nme attend this neeting today and take
advant age of the expertise of this conmmttee.

MAP is a nore policy-focused group so
we wanted to take advantage of the technical
expertise that this group has up front of our
I n-person neeting to get sone input on our

hi gh-1 everage opportunities and neasure gaps.
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To give you a little bit of

background about the MAP, the statutory
authority for this work is in the Affordable
Care Act requiring HHS to contract with a
consensus- based entity to convene multi-
st akehol der groups to provide input on the
sel ection of nmeasures for public reporting,
paynment and ot her prograns.

In pursuit of the National Quality
Strategy our goal is to informthe sel ection
of nmeasures to achi eve i nprovenent,
transparency and value for all.

The main way that MAP does this work
I's through our annual pre-rul emaki ng work
where we receive a list of measures under
consi deration by HHS for the various federal
progranms that go through the rul emaki ng
process. And MAP provides upstreammulti -
st akehol der i nput on each neasure, whether we
woul d support the addition of that neasure to
the program conditionally support it, or not

support it.
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MAP operates through a two-tiered
structure. There are four standing advisory
wor kgroups. Three are based on settings. The
| ast i s based on popul ation to provide
specific input on dual eligible beneficiaries.

We al so convene a series of tine-
limted task forces to primarily do the work
of devel oping neasure famlies which are one
tool that we use to informour selection of
nmeasures for progranms during the pre-
rul emaki ng cycl e.

The four advisory workgroups provide
I nput to the MAP Coordi nating Commttee which
makes the ultimate recomendations to HHS.

| did want to point out that Dol ores
Is a menber of both the Cost and Resource Use
standing Conmttee and the MAP Affordability
Task Force, hopefully providing sone
continuity and a |ink between both groups.

The specific charge of the
Affordability Task Force is to advise the

Coordinating Commttee on an affordability
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famly of neasures including recommendations
for specific neasures that should be in the
famly, identification of any gaps and
recomrendations for a pathway for filling
those gaps, as well as an analysis of the
barriers that could exist to actually using
these neasures in the famly.

This task force is tine-limted. It
consi sts of current nmenbers fromthe
Coordinating Commttee and all four
wor kgr oups.

MR AMN Before Erin gets into the
next slide here |I just wanted to point out
that -- actually, if you can go to the next
slide, Evan.

| just wanted to point out that what
we're | ooking for fromthe Cost and Resource
Use Standing Commttee froma content
perspective is actually very simlar to the
task of this time-limted affordability famly
wor kgr oup.

But the construction of the groups is
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fundanentally different. So this group is
much nore -- both groups are constructed to be
mul ti - stakehol der obviously, but this group is
much nore nethodologically oriented. And the
group that is in the MAP is nuch nore policy-
oriented. And Dol ores can obviously speak to
t hat .

But as you | ook to these goals, the
reason why we want to have this conversation
collectively in terms of the goals that the
affordability famly has been di scussi ng and
sone of their prelimnary recommendati ons, we
want to have that discussion along w th what
does the standing commttee think are the
hi gh-1 everage opportunities in terns of gaps
that we need to be focused on in the context
of the current portfolio.

So this is serving as an input in
terms of that general broader strategic
conversation that we're having, that we'll be
having |l ater on at the end of this session.

But effectively this is sort of an
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I nput to that discussion. And given the
nature of our conversation we'll provide the
i nput fromthis group back to the
affordability group

So these groups sort of interact very
strategically in the sense that they're
addressing essentially the sane concepts, but
they're constructed differently which is why
we're sort of having both groups inform each
ot her.

M5. O ROURKE: Thanks, Taroon. So as
Tar oon was saying, our goals for the famly of
nmeasures, we're hoping to pronote alignnent
across settings and the public and private
sectors.

W want to create a conprehensive
picture of affordability considering nulti-
st akehol der perspectives, including neasures
related to cost drivers and ot her key
conponents of cost, and really use these cost
drivers to identify the highest-I|everage

opportunities and avail abl e neasures to
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hopeful Iy reduce costs across the system

We' Il be building on existing
nmeasures primarily fromthe NQF portfolio and
| aying out a path to build on these initial
measures and consi der what barriers m ght
exist to actually using themin prograns.

Just to define sonme of the terns that
you'll see on the comng slides. Famlies of
measures are rel ated avail abl e measures and
nmeasure gaps for specific topics that span
prograns, care settings, |levels of analysis
and popul ati ons.

And a core neasure set is available
nmeasures and gaps drawn fromthe famlies that
can be applied to a specific program setting,
| evel of analysis or popul ation.

So, toillustrate for you how the
famlies of neasures work. |f you |ook at the
bubbl e surrounding the nulticol ored boxes that
woul d be an NQF priority or a high-inpact
condi tion.

Each of those rows would represent a

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 148

subtopi ¢ of neasurenent. Say if this was a
safety famly of neasures that first row m ght
represent heal thcare-associ ated i nfections.

And then each of those nulticolored
boxes in the rowis a different neasure. So
t hose neasures woul d then be organized to
create the core neasure set for each of the
settings, whether it's hospital, clinician, or
post-acute | ong-term care.

So then to play out how we woul d use
these for informng the selection of neasures
for prograns. You'd see the neasures cone
together to create the clinician core neasure
set.

We woul d then use those neasures when
the MAP is doing its pre-rul emaking
deliberations. And if a nmeasure is in a
famly it would be given higher weighting for
supporting that for the various prograns.

So, for the clinician setting that
m ght be the Physician Quality Reporting

setting, the val ue-based paynent nodifier, or
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t he Meani ngful Use Program

To develop the affordability famly
of work we are taking a five-step approach.

Qur first step was to devel op a consensus-
based definition of affordability.

The task force chose to really define
affordability fromthe consuner's perspective,
representing that they are ultimately the ones
to bear nost of the costs of healthcare. Next
sl i de.

Qur next step that we acconplished at
our February web neeting was to identify and
prioritize high-I|everage opportunities for
measur enent .

At this point we are kind of flipping
how we' re approaching this. W recognize that
affordability needed to be defined fromthe
consuner perspective. But they ultinmately
can't be held accountable for the
affordability of healthcare.

So at this point we wanted to take a

| ook at the systemand identify what are the
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hi gh-1 everage opportunities where there's
excess costs that perhaps neasurenent coul d
contribute to reducing those costs and
pronoting the affordability of healthcare.

Qur next step will be to do a scan of
avai |l abl e and pi peline neasures that address
the high-1everage opportunities. W'IIl be
| ooking to the endorsed portfolio of neasures,
nmeasures that are in use in federal prograns
and avail able private sector efforts.

We'll then be defining the
affordability famly which would consi st of
avai |l abl e neasures as well as neasure gaps.
We'll be doing this at our May 7 and 8 in-
person neeti ng.

And then finally we'll be playing out
sone of the principles that will be devel oped
in the RAM-funded work that Taroon and Ashlie
presented to you earlier today, and
consi dering how those principles mght inpact
the use of effectively neasures in federal

prograns.
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So we identified four high-Ieverage
opportunities related to cost and resource
use, total costs. \Were neasurenent areas
m ght be total cost of care, disparities
bet ween the prices charged for the sane
services, and then pricing information and
price transparency. Cost by episode with sone
hi gh-1 everage neasurenent areas including
heart di sease, cancer, nental disorder,
pul nonary condi tions, orthopedics, obstetrics
and gynecol ogi cal conditions, G conditions,
end-organ failure with functional inpairnent,
cognitive inpairnment as well as nmulti-
nmorbidity functional and cognitive inpairnent.

Uilization including total resource
use, spending per beneficiary and relative
resource use as well as taking a | ook at cost
to the patient including premuns, deductible,
out - of - pockets and pricing information from
the patient perspective.

So with that we wanted to take our

hi gh-1 everage opportunities to this group and
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t ake advantage of your technical expertise to
see if it seened like this was -- if we are on
the right track and if there's additional gaps
that we m ght have mssed in this work

Specifically, MAP noted a need for an
environnment of greater price transparency.

So, we wanted to see if the standing commttee
agreed with this approach, and if so, how
measur enent can support that objective.

|f there is advice that this
commttee m ght have on additional episode-
based neasures which woul d be the key
conditions that we don't currently have
epi sode- based neasures for. And are there
addi ti onal gaps that should be addressed in
the famly of neasures.

MR AM N  So, before we start with
that, | nmean there's a series of questions
here. Actually I'Il just go to the next slide
as well because | just want to lay out the
field of topics here.

And this is all part of our strategic
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conversation broadly. So while these are sort
of inputs that the MAP is |ooking for from
this group I'lIl also just note that what we're
trying to understand as well -- and we'll have
this conversation at the end of day two as
well as we've | ooked at the nmeasures. And we
m ght have sonme nore specific ideas about sone
of these topics.

But what really are the high-inpact
measures of cost and resource use that we need
in the portfolio in the context of the
measures that we currently have.

How should we prioritize the clinical
areas for the episode-based neasures for
future work? What's our construct for
sel ecting these?

| think Erin sort of pointed out a
list of episode-based neasures that were
identified as high-inpact by the MAP. Wat
we're asking is nore of a broad question.

It's how do we really prioritize themso it

doesn't appear to be just a list of
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condi tions, but what is the nechani smthat
we're going to be using going forward.

And then broadly one of the questions
that we're still interested in understandi ng
Is what are the additional areas that NQF
shoul d think about in ternms of future project
work to advance cost and resource use
nmeasur enent sci ence broadly.

And there are sone just general
topics that have been raised in the past and
still continue to be issues around integration
of potential clinical data and other data
sources since we don't really see many of
those types of data sources in the current
measures right now.

How do we advance the goal of price
transparency broadly. | think that was
anot her that Nancy brought up in the begi nning
of our effort. So how do we really think
about that in terns of the future work that we
need to be doing, whether that's through the

measures or broadly, |ike additional guidance
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work that may need to be done about how we
t hi nk about pricing data.

The inpact of the use case.
Currently, and this is just a broad
conversation. | know Dol ores has thought
about this considerably in terns of the
chal l enges in having a national standard for
a measure, but also the fact that the use case
m ght change the actual construction of the
measure itself.

So, currently NQF guidance has --
essentially thinks about -- we're use agnostic
effectively. Wether the neasure is used --
we want neasures to be used for public
reporting and accountability applications
bot h.

Now, the question inherently is if
the neasure is used for accountability
applications, particularly for paynment
applications is there a difference in the way
we woul d essentially | ook at these neasures.

Is there a construct that would justify a
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di fference of approaching this.

And this is obviously not just
limted to cost and resource use neasures, but
a broad question that we're considering
internally, strategically.

And then further, just as we're
t hi nki ng about other types of cost neasures,
you know, obviously there's a |ot of work that
peopl e have tal ked about around really what we
shoul d be neasuring is nore activities-based
costing approaches and nuch nore production
cost. But how would that really be done in
the current data environnent that we have.

So, the span of sort of strategic
guestions is broad. And so we want to spend
alittle bit of this session, so I'll turn it
over to the co-chairs, to just wal k through
sone of the strategic conversations that the
MAP has laid out for us, and then sone of the
ot her strategic questions that we've |aid out
here as a starter to lay out a path forward

for how we think about nmaking recommendati ons
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for future neasure devel opnent, and
additionally, how we think about sonme of these
ot her measurenent science issues.

Before we get to that | just want to
provi de one additional piece of context which
Is that the reason why we've asked Erin to be
here and to describe the MAP conponent in
particular is that this work around famlies
and sel ecting neasures for prograns in nost of
the other areas is really a sorting exercise
of the nyriad of neasures that we have in the
portfolio.

So, looking at a diabetes famly,
you're trying to take all these diabetes
nmeasur es and understand which are appropriate
for which application.

In the area of cost and resource use
measurenment there's not a | ot of neasures to
choose from And so it becane nmuch nore of a
conceptual exercise around defining terns and
much nore defining priorities.

And so, again, this is where the
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overl ap between what this workgroup is doing
which it's charged with which is essentially
defining the priorities and the path forward
for cost and resource use neasures. And so
that's really where these two processes

I nteract.

And this is particularly a unique use
case because the affordability famly is not
really doing the sorting that they would be
doing for the other clinical areas, but nuch
nore conceptual which is sort of where we
relate wwth this group.

So, as a bit of context that's why
this MAP conversation is included here as
well. And obviously it interacts with other
pi eces of work like the |inking cost and
gquality work around playing out an exanple in
an actual federal program for exanple, value-
based purchasing as Erin descri bed.

So, those are how these two domai ns
Interact. However, strategically we're asking

very simlar questions. So, I'll leave it
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there, turn it back over to the chairs.

DR. LATTS: Al right, well we have
pl acards up fast and furiously. So | have
Jani s, Cheryl, Lina up

DR. ORLOWBKI: Taroon, in the | ast
part of your conversation | think that you hit
on the comment that | was going to neke.

| think that one of the nost critical
things that need to be done is first,
definitions. And | think that we need to
understand the definitions.

And | see in the slides the use of

the word "cost," the use of the word "price."
And | think that we have to understand what it
Is that we're tal ki ng about.

| believe that |ooking at the
char gemast er unl ess you under st and
hi storically what the chargenmaster was and how
it was derived it provides little public
information. And | think that what we have to

understand is charge or expected revenue. And

so again, | believe that definition is
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I nportant.

| think that what we have to do is
that we have to be able to define these terns
fromseveral different perspectives. Fromthe
payer, fromthe payee, fromthe hospital or
physi cian and fromthe patient and fromthe
enpl oyer.

| think that we need to be able to
| ook at all of these different areas and say
what is the cost of the actual episode of care
to these individual groups. O what is the
recei pt of revenue.

And finally, what | believe that we
need to do is when you're tal king about the
federal prograns we have to carefully define
what is in the cost basket and what is out.

And by that what | nean is that there
has to be a robust discussion about graduate
medi cal education and | ME and whet her those
and how those costs are identified and
separated fromthe underlying cost structure

of academ c nedi cal centers.
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So |l think it's a |l ong-w nded
statenent that definitions is where you have
to start.

DR. LATTS: Cheryl.

M5. DAMBERG So | had three issues
wanted to rai se.

| was kind of surprised in terns of
describing this | andscape that there was no
mention of overuse. And | was kind of curious
where that | anguage had gotten | ost.

Because | think the ability to
advance neasures that are very targeted have
the potential in the near termto yield sone
very direct gains and to do direct signaling
to providers. So | didn't see that.

And | know that to the extent that
you do environnental scans and try to pick up
what's going on on the ground. So this
bottomup that Janis and | have been talking
about in our sidebar conversations, you know,
really | think is focused around | ooking at

areas of variation and trying to identify
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potential areas of overuse. And | would hope
we're not | eaving that behind in sone way.

Second issue. You teed up price
transparency. And |I'ma big proponent of
that. And | this that that should be a core
focus, whether it's of NQF that | just think
inthis country we need to nove forward on
t hat quickly.

And | think that | sit here as a
researcher but | think nore inportantly we all
sit here as consuners. And | cannot tell you
the struggles | have faced in the healthcare
system personally trying to get anybody to
tell nme the cost of anything, particularly
when they nmake ne sign forns that say |I'm
liable for whatever ny insurer doesn't pay
for. So | say, okay, what am| on the hook
for and they can't tell ne. So, | definitely
t hi nk anything to advance that.

But | think above and beyond trying
to figure out what those netrics |ook |ike, |

think there's a |lot of work that needs to be
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done to try to understand what | call the
regul atory | egal space and all of these gag
cl auses that are in effect that prohibit the
I ndustry from stepping forth and di scl osi ng
I nformation.

And | don't know whether that's sone
sort of legal analysis that NQF m ght help
sponsor, but | think really trying to get a
handl e around all of those issues that are
going to permt transparency of price
information really need to be fully | ooked at.

And ny third issue, and |'ve sort of
sensed this not just fromthis neeting but the
previous commttee work. It's very easy to
get pulled in lots of different directions.
And | worry about scope creep.

And | think we have a hard enough
time staying focused on we're here to | ook at
three neasures and to | ook at themin terns of
their intended use in specific applications.

And | think we have a danger of being

in too many places to thinly. And so | would
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encourage NQF and the MAP in particular to try

to figure out how best to | everage the
expertise and the resources to nmake progress

on a narrower set of fronts to denopnstrate

success.
Does anybody want to comment on any
of this?
MR AMN Yes, | think | would agree
on alnost all those. | think the question

that we're trying to understand, actually, and
we can go into alittle bit nore detail. But
you know obviously we can't get into a

conpl ete analysis strategically about how to
prioritize really the high-Ieverage
opportunities that Erin sort of played out.

We can wal k back through thema
little bit. But one of the specific asks for
the commttee is to reflect on those high-
| everage opportunities. And maybe not suggest
one versus the other, but how one woul d even
t hi nk about which are really the high-I|everage

opportunities.

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 165

Particularly on the cost by episode,
effectively conditions. How one would really
t hi nk about the approach there. Are we
| ooki ng at high-dollar anounts by condition?
Are we | ooking at total spend by the country
on these conditions? Are we |ooking at sort
of preval ence of these conditions?

| mean, those are three that anyone
could throw out. But how are we really
prioritizing these so we don't end up trying
to devel op condition-specific neasures for all
of these. O is that really the approach that
we want to take.

So, reflections on it. That's broad,
not just to Cheryl. But how do we start to
really have a framework to start really
addr essi ng how we spend our neasurenent
dollars on these topics.

DR LATTS. Lina.

DR WALKER: W're just at the
begi nni ng stages of thinking about cost and

resource and nmaybe pricing neasures. And |
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think that this is a good opportunity for us

to think about what we are trying to solve
for.

It's particularly inportant for these
ki nds of neasures because how you construct
t hese neasures affect how you can interpret
t hem and how you can use them

This is where | see that being use-
agnostic is really quite difficult. |If the
pur pose of the neasure is just to collect
i nformati on on resource use then you can
under stand t hat being use-agnostic -- just
that information then, that's fine.

But the fact is that these neasures
woul d be used to drive inprovenents in X or Y
and Z.

And then | think then it becones
I nperative to ask, well, what is it that we
are trying to inprove.

And | have to say that | had a | ot of
problens with the episode-based neasures that

we eval uated because it's not clear to ne that
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the resource value carried a lot of neaning in
the context of what it is that you're trying
to achieve, what it is that you're trying to

I nprove.

So |l think it's really inperative
that we consider the broader question of how
you want to use it, what is it you're trying
to inprove. And |I'mglad that we have this
opportunity to discuss these issues.

DR. LATTS: Ckay, so next on ny |ist
| have Lisa, then Brent, Andrew and Bill. And
just wanted to coment that those of you on
t he phone are being very quiet. So re-engage
and put your virtual placards up so we can
hear you.

So | just wanted to coment on the
grouping. | actually think condition-based
grouping is far less inportant than the type
of nmeasure and what's bei ng neasured.

| think a lot of the condition
clinical stuff is probably interchangeable for

a | ot of these neasures. It's far nore
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inportant, is it a global neasure, is it a
hospi t al - based epi sode neasure. | think
that's what is the nore salient way to think
of these. And that's how | would prefer to
see them grouped.

And | think that wll start to show
us the gaps far nore appropriately than
t hi nki ng of them by condition.

| mean, to sonme degree you just plop
in a particular condition's particul ar codes
and you could just swtch out the
nmet hodol ogies as really very simlar | think.

DR ASPLIN: Lisa just nmade one of
the points I was going to make. | think of it
kind of in a framework of questions around who
are we trying to hold accountabl e, questions
around what we're trying to do, and then sone
qguesti ons around how we woul d approach it.

And on the who | think we have the
accountability for payers and hospitals
figured out. And I don't think we have the

accountability for medical groups figured out.
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And | think that played itself out in spades

at our |ast neeting.

The val ue-based nodifier programis
nmovi ng forward. The neasure that we did not
endorse is noving forward at a total per
capita cost.

But how we hol d nedi cal groups or
patient-centered nedi cal honmes account abl e and
at what |l evel we decide to do that | think is
a key question that we have to at |east signal
to the community how we would like to
appr oach.

Because if we don't get that figured
out we're going to have a very difficult tine
wi th the gl obal neasures of cost and resource
use.

And then | nmade ny coments a nonent
ago about consuners. And | think it's not
just engagenent. | actually think they can be
hel d accountable in certain areas over tine.
And they need to be -- because it's us, right?

It's not them it's us.
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So, that's the who question with the

bi ggest question being how do we hol d nedi cal
groups account abl e net hodol ogi cal | y.

On the what it's really, it's a mx
of epi sode versus global. And Taroon nade the
comment earlier. | actually do think that the
chronic conditions, trying to nuscle those
I nto epi sode neasures just conceptual ly
doesn't nmake a | ot of sense to ne.

In the spirit of all nodels are
wrong, sone nodels are useful, | would in
general favor the global toward primary care
and payers, and the epi sode-based events nore
towards specialists and hospitals across that
phrase of who.

There will be exceptions. It
woul dn't be a hard and fast rule, but in
general signal that let's figure out howto do
gl obal neasures of resource use over chronic
-- or annual periods of tinme for prinmary care
and -- because that's really how plans and

primary care need to be judged because that's
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how consuners' costs will be determ ned,
right?

And then in that context, nested in
it, episodes are really driven by what happens
with discrete events. And that's where
specialists and hospitals really cone into
pl ay.

And just saying that out |oud, you
can all think of a dozen different exceptions
to what | just said. But all nodels are
wrong, sone nodels are useful, right?

And then the third category is how.
And that's where we kind of need to tackle
sone of these crosscutting issues. Like SES,
how to use SES. And several of them have cone
up today. Price transparency. Standardi zed
pricing, for Nancy's point.

Part and parcel is solving for the
nmedi cal group which I think is the core of why
we could not -- and | respect the process, but
couldn't quite get our arns around the total

per capita fee-for-service Medicare neasure
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last tinme is how we do attribution at the
medi cal group | evel

And | think that's another area that
I's inportant enough that it probably deserves
Its own crosscutting group to westle with the
I ssues around attribution.

And then of course we've had
count | ess di scussi ons about risk adjustnent
which wll continue well beyond our careers
fade off into the sunset, |'msure.

So, who, what, how. Those are ny
coment s.

DR LATTS:. Andrew.

MR. RYAN. Thanks, Lisa. | want to
agree with the point that Lisa just nmade. |
t hi nk understanding the rel ati onshi p between
non-condition specific and the condition-
specific nmeasures is really key.

And t hi nki ng about what's the
default. Because if we could just work off of
t he neasure we just approved, Medicare

spendi ng per beneficiary, then we could say if

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 173

you have an index adm ssion for cardiovascul ar
conditions, or AM CHF, well then we already
approved that. So that neasure is approved.

Do we need to go through and approve
every single neasure for each set of
adm ssi ons?

And maybe the default should be that
everything kind of underneath that big neasure
that we approved is NQF-approved unl ess
ot herw se specified. |If there's sone reason
to think sone set of adm ssion codes are, you
know, give the wong resource signal or are
I ncorrect then maybe that should be singled
out and there should be sone different
process.

But havi ng kind of new neasures cone
in wth sonmewhat different specifications than
the larger neasure, it doesn't seemto ne |ike
that's -- | think that m ght be a net m nus
rather than a net plus in trying to have sone
sinplicity and understand the whol e franmework

her e.
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DR. LATTS: Al right. Next upis

Bill with Andrea and Nancy on tap.

DR VEI NTRAUB: Twenty-five years ago
when | first started getting into healthcare
econom cs | renenber a discussion with the
head of the econom cs departnent at Enory.

He said to ne in a m xed product
environnment you can't tell what anything
costs. And that's sonething that every tine
| do a study in healthcare econom cs that
conversation reverberates in ny m nd because
it's absolutely true.

One of the problens wth the
hospitals is they don't know what their
products cost. | work with the accountants in
our hospital all the tinme. They don't know
what anyt hi ng costs.

You m ght think transfers of noney,
paynents does it, but econom sts have told ne
It doesn't tell you anything about cost
because it's just transfers of dollars. It

doesn't tell you anything about resource use.
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So, how do we deal with this chaos?
Because it can be dealt with. Cobviously it
has to be dealt wth.

And | first knew | was going to nake
this cormment when | heard Janis' coments
about we have to be very careful about
definitions. And that's where we better
start. W better be very careful about what
we' re sayi ng about costs in any neasure that
we're dealing wth.

And then fromthere we go to Lina's
comrent which | think is very inportant.
What's the question that's being asked?
Because the question will drive the
perspective that you're going to use.

And then you consi der Brent, who,
what and how. Have | got that right? Wo,
what and how. And that will help you drive it
which wll allow you to cut through the
t hi cket of the chaos and nmake good choi ces.

But in our work here we better be

very clear about the definitions when we're
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tal king about cost. Just what do we nean,
what's the perspective that we're using for
any one measure.

DR LATTS. Andrea.

DR GELZER: These are all -- | agree
wth everything that's been said. But |'m
sitting here struggling and thinking, okay, so
we're going to consider now cardi ovascul ar
measures. And if |I'ma consuner, if I'ma
patient and | have a cardi ac event.

So you tal ked about, Brent, for
hospitals we shoul d be tal ki ng about groupers
and specialty. But |'mthinking about, okay,
where do | want to go. And | want to go to
the hospital, the academ c center that has the
best person to do ny bypass surgery, or the
best technician electrophysiologist if | have
an arrhythma. | nean, those specialists
command very high salaries and as well they
shoul d.

But sonehow we have to get to, okay,

speci al i sts conmandi ng these hi gh sal ari es,
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and so unit cost at these institutions is
going up. Wich of these institutions are
really delivering the best value from an
out cones perspective.

So we have to nmake sure that we marry
| guess these cost neasures with the outcones
and quality netrics. W just can't consider
them separately.

DR. LATTS: Al right. Next is Nancy
with Mary Ann and Larry on tap.

M5. GARRETT: So, | wanted to second
what Brent said about we really need to al so
be consi dering soci odenographic factors and
their inpact on cost and resource use.

So the conmttee that's | ooking at
that issue is likely to make a recommendati on
that NQF does take a different approach to
that. And the final recomendation isn't out
yet, but we'll be looking to that gui dance for
the future

But | think if we don't include that

we're really mssing the real costs that are
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i ncluded in taking care of vul nerable
popul ations. So | think that's really
I nportant.

Second, on price transparency |
really like, Cheryl, the points that you were
making. And | wonder if the price
transparency issue, if we need to have a
di fferent framework.

Rat her than thinking about i ndividual
measures is price transparency sonething where
we need to have a whol e different approach?
Like there's a systematic way in which NQF
could get the right people around the table to
decide on the policy issues that we need to
wor k t hrough, and the ways in which we m ght
start to nake price nore avail abl e.

|'"'mnot sure that the way it's
captured on this list is quite right. Having
total cost and then a separate category for
utilization. So then there's not a separate
category for price. And so | just think that

maybe there's a whole different approach that
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we need to take for that price issue.

And then the third thing is the | ast
poi nt here about what kind of costs we are
measuring. And should we be considering
producti on costs.

"1l tell you that in nmy healthcare
systemevery tinme | tal k about these nati onal
cost neasures | spend the first half hour
expl ai ni ng what cost neans, and it's not
actually cost to us, it's reinbursenent.

So, | do worry that if we only focus
on rei nbursenent that increasingly those
nmeasures will becone |ess relevant. Because
as providers take on nore risk and are doing
nore popul ati on managenent and noving to nore
capitation type nodels there's a |lot of costs
that aren't going to be captured in the
traditional reinbursenent sense.

So, we have an ACO program cal |l ed
Hennepin Health and it's capitated as we
recei ve a paynent to manage the popul ation

And if we can take care of the population for
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| ess than that paynent then we can use that
extra, the difference between what we're being
pai d and what the costs are to do sone

rei nvest nent.

And so we're doing things |ike
transitional housing for patients who don't
have a place to go, to nove them out of the
expensi ve hospital setting. A sobering center
for people who show up in our ED and are
I nebriated and need a place to go but they
don't have to be in an expensive ED setting.

And so those things are real costs to
society but they're not captured in the
rei mbur senent nodel

So | don't have an answer, but | just
think it's really inportant to be thinking
about and be strategic about where healthcare
IS going on that issue.

DR. LATTS: Al right. Mary Ann,
you' re next.

M5. CLARK: Yes. So, | don't know if

I'"'mgoing to say anything new because | agree
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wth a |ot of what's been said al ready.

But in ternms of definitions,
definitely agree that we need to nake sure
we're all tal king about the sanme thing. And
I['"ve run into this many tinmes when -- well
everybody does.

You run into the Wall Street Journal
article that says Medicare just published all
this cost data on how nmuch hospital services
cost. Well, it's not really cost, it's
charges. So you know, we're all aware of
t hat .

In ternms of the production costs, and
soneone nentioned tinme-driven activity-based
costing or mcro-costing, whatever you want to
call it, | nmean that's probably the best way
to get at what a service or an episode w ||
cost .

But I don't know that that's
necessarily our responsibility. | see that |
guess nore of a provider, a hospital, they

need to be able to understand their costs to
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be able to manage a gl obal budget, or nanage
what a -- determ ne what to contract, what
kind of prices to contract wth.

| nean, while ultimately we woul d
like to understand that |evel of costing |
don't know, that seens |ike such a nuch, nuch
| arger effort to undertake to determ ne what
the true cost of a service or an episode is.

In ternms of the slide that you have
up now | totally agree with. These costs by
epi sode are really nore | think |ooking at
chronic conditions. And | think we need to
| ook at those nobre on a popul ati on basi s.

In ternms of trying to prioritize |
think that was one of the questions here is
how do we actually prioritize which neasures
we're going to | ook at.

And | guess we in a sense already
have sone of the key things we would want to
|l ook at in order to prioritize already in
pl ace. For exanple, when the neasure

devel opers need to submt an application for
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creating a neasure they're supposed to
denonstrate that it's a high-need, a high-cost
area, affects a large population. And then
that there's an ability to inpact the area.

So it seens like there are criteria
that we can use to sort of rank-order sone of
these different disease areas, whether they be
chroni c di sease areas or acute epi sode areas.

So, it seens |ike we have sone of
that in place. |'mnot sure, naybe we just
need to formalize the process of |ooking at
that for ranking and prioritizing sone of
t hese neasures.

DR. LATTS: Geat, thank you. Larry.
Larry, are you on nute? You still wth us?
Al right, then we're going to -- Larry, if
you get with us please break in. Janis,

Dol ores, Bill.

DR ORLOABKI: The comment, and you
know i n sone respects the conversation is
headed t owards how do we have worl d peace.

And so | recognize where we're headed. But
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it's always good to have these conversations
and then you get down to working on sonething
specific.

| think that one of the things that
you shoul d al so be responsi ble for discussing,
I f you, as you get into further discussion of
cost is that there are community resources
that are borne by an institution that wll not
be borne by an institution if we nove towards
a commodi ty-based pricing structure.

And an exanple of it, | think for
anyone who's run a burn unit is the burn unit.
So, if with transparency of cost we, and |
think there's consequences. It wll drive
everyone to a commodity pricing for cost, that
there will be certain community services that
cannot be borne by a single institution. And
what do you do about that.

And whether it's the poison control
whether it's the burn center, whether it's the
trauma center, that there are consequences to

driving this discussion on cost per unit
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service wthout taking into account the fact

that there are certain institutions that bear
for the community the cost of these services

that right now are not supported by anyone

el se.

DR LATTS: Thank you. Dol ores,
you' re up.

M5. YANAG HARA: Al right. Several
just comments. And this is kind of the in the
trenches, where the rubber neets the road kind
of coments.

One, on price transparency the
gquestion | think -- yes, definitely, there
needs to be nore transparency around is it
price, is it cost. | nmean, | think that's the
guesti on.

There's so nuch politics around it
and it cones on both sides. Al nost all of the
contracts in California for hospitals and
physi ci an groups have gag clauses in them
And so without the hospitals' or physician

groups' perm ssion they cannot, the health

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 186

pl an cannot share any kind of pricing
information. So until that is addressed it's
just probably not going to happen.

On the flip side, the health plans
are quick to point fingers at that. But when
we' ve tal ked about actually dividing total
cost of care information to the physician
groups based on buckets of care. For exanpl e,
pr of essi onal services which in California are
capitated. Pharmacy, the inpatient facility
and then other.

The health plans are saying oh no,
that's too nmuch information. They'll use it
against us in negotiation. So, really, | nean
there's politics on both sides.

And what ends up happening is that
t he purchasers and consuners end up | osing out
because of all these politics going on between
payers and providers.

What we' ve actually done is gone to
total cost of care because that's not the

pricing of any one provider, it's total cost.
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And that's been very powerful for us.

We haven't publicly reported it yet,
but it's going to both health plans and
physi ci an groups. And especially the high-
cost physician groups are paying a |lot of
attention to it and trying to understand
what's driving their costs. Underneath that
total nunber what's really driving their costs
and trying to get that under control.

So we've found that to be very
powerful. Even though it's not very
transparent it's directional. So |I think that
that's sonething to really keep in m nd.

In terns of prioritizing | do think
that total spend for a particular condition or
area is inportant. But you also froma
nmeasur enent perspective really need to | ook at
the frequency of the condition or the
situation.

Because you can have sonething that's
real Iy high-cost but happens so infrequently

you're not going to be able to really get good
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measur enent for accountability and public
reporting purposes. So, frequency really does
need to be taken into consideration.

Looki ng at these different categories
that are here and based on sone data we've
done around episodes | think that all of the
ones that we found were high-cost and frequent
are here with the exception of diabetes which
Is kind of there via heart disease and end-
organ failure, but not specifically there.

But otherwise | think these areas are
all really inportant and what we found were
bot h hi gh-cost and hi gh-frequency.

Then, let's see. In ternms of the
whol e question on use case it's really tricky
because use case is so entwned in a neasure
and how you construct a neasure.

And when you | ook at the use of a
nmeasure for public reporting it nmay be
different than a use of a neasure for paynent.
Both of those are kind of accountability. But

it could lead to different nethodol ogies.
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"1l just give one quick exanple.
The Heal thPartners nmeasure that's for tota
cost of care that's endorsed has -- it's
bet ween ages 1 and 64. So it excludes under
1 and 65 and over.

Qur neasure doesn't. So we were
| ooki ng at, okay, so should we exclude that.
You get a nore reliable neasure that way
because there's nore variation in cost in the
first year of life and later in life.

But it excludes |ike 20 percent of
the costs for a group. And so we thought if
we're trying to hold groups accountable for
total cost and we're excluding 20 percent of
the cost that's on top of excluding 8 or 9
percent of the cost that conmes fromtruncating
at $100, 000 per nenber per year.

So it just, you know, the use case is
really entwned in how the neasure is
constructed. And so | don't know how you can
separate the two. Unfortunately | don't have

any good guidance. But | think it's just the

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 190

use case is really key to the neasure
construct.

And then just one note on data.
There was a nention of trying to integrate
nore clinical data. I'mall for that.

The problemis the clinical data
resides wwth the providers. And nost of the
nmeasur enent i s happening by the payers. And
so until you have a way to get the clinical
data in a consistent way to the payers it's
really hard to actually incorporate that into
t he neasurenent and have specifications that
I ncl ude that when the payers don't have that
dat a.

And so it's this conundrum And
we' ve been working a lot on trying to get
data-sharing in place. And there's all Kkinds
of issues and challenges wth that.

But really the clinical data are just
not avail able to the people doing the
measur enment right now.

DR LATTS. Geat, thank you. All
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right, John Ratliff, you're up, followed by

Jennifer. And then, Cheryl, we'll let you
have the | ast word.

DR. RATLI FF: Thank you very much
Initially I was very worried with bringing up
this topic. The scope of it is just so broad
that you get lost in the weeds. But this has
been just an actually fantastic discussion.
|"ve learned a ot just fromlistening to the
poi nts being raised.

| think with regards to epi sodes of
care, procedural or not, we run into so nmany
different potential to get tripped up, as we
get into nested episodes, as you |ook at a
pati ent who had a total hip arthroplasty and
t hen devel oped sone post-operative pneunoni a
and suddenly is involved in perhaps three
di fferent episodes of care that are running
concurrently.

How are you going to do attribution
wthin that systen? How are you going to nake

sense out of the conplexity of this patient's
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care?

And yet we're faced by this at
present. | nean, we've had this, | guess, 45-
m nute | ong di scussi on now about this topic
and yet we're presently using val ue-based
paynent nodifiers.

My nmenbers are comng to ne asking ne
what their quality resource use reports nean
and how they canme up wth these nunbers.

And | want to al so echo the point
brought up earlier about the additional
benefit that healthcare facilities provide to
their communities.

At least at Stanford we do a | ot of
things that are extrenely inefficient, |ike
trai ni ng peopl e and havi ng nursing students,
nmedi cal students, residents, things that
really decrease our efficiency of care yet
provi de hopefully sonething to the community.

And the yield there as we nove into a
commodi fi ed environnment may be lost. And

hopefully we won't | ose touch or |ose sight of
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the other benefits that sonme of our healthcare
facilities are providing.

But nonet hel ess, this has been an
absolutely fantastic conversation and many
great coments.

DR. LATTS: Thank you. Jennifer?

M5. HUFF: Hi. So, | have to weigh
inalittle bit on the pricing transparency
I ssue. And instead of repeating what people
have said obviously it's inportant in general.
There are a couple of additional points I'd
like to make on it.

So, in addition to it being inportant
to consuners | think we have to | ook at al so
purchasers as well as those, whoever is paying
for heal thcare.

| think people readily know that it's
very opaque to consuners in terns of what is
the price. | think people don't necessarily
know that there are places where it's opaque
to purchasers as well.

So i n decisions about paying for
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heal thcare | think we need price transparency
at multiple levels, particularly for those
that are paying for it.

| think one of the other issues, not
just for the inportance of know ng how nuch
t hi ngs cost, but also |ooking at the waste or
the affordability that's in the system

We haven't tal ked about the role of
what mar ket power plays in terns of prices.
And in sonme regions the really outrageously
inflated prices that are going on. And the
I nportance of transparence and how that w |
help in addressing affordability of
heal t hcar e.

When we tal k about narket power sone
of that is actually -- what's driving it is
the need to better coordinate care and have
nore coordi nati on across providers. So
there's al so sone positive aspects going on in
terms of that |evel

| think when we're | ooking at sort of

t he devel opnent of neasures or the priorities

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 195

of what we're tal king about | think it would
be really hel pful for us to not think of the
heal t hcare systemas it is today, but think of
it nore as it will be in the future since
there is a |ot of change that's been going on
because of the healthcare reform

And it takes awhile to devel op
nmeasures, and it takes awhile to get to a
place. So if we could be nore forward-

t hi nking and think two steps ahead it would
give us -- maybe we'd catch up instead of it
bei ng such a nascent area in terns of
providing this information.

| also just want to thank everyone
el se who i s serving on other commttees
related to this topic, or who are working on
it and shared the information today.

It was really hel pful for ne to
really start putting together the pieces.
It's been a little confusing seeing all these
different commttees that NQF is working on

related to cost and resource use and
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affordability.

And what |'d hope is that you'l
continue to foster that discussion as we
conti nue to have our deliberations down the
road, that you'll bring back what is happening
at the ot her workgroups so we can nake sure to
not duplicate work. And we can be really
efficient in what we're doing since there is
a lot of resource and energy going into the
topi c in general

DR LATTS. Geat, thank you.

Cheryl, then Jimand then Ariel, we wl|l
I ndeed | et you have the | ast word.

M5. DAMBERG  Thanks. | am al so
struck by anot her conceptual issue that |
think we as a commttee and NQF has to deal
Wit h.

You know, as |'m | ooking through the
list of measures and al so the one that |
tal ked about a little bit earlier in terns of
overuse of services. | think there's this

tensi on between are we operating at the macro
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| evel .

Li ke Dol ores just nentioned in terns
of this total cost of care neasure we're nore
at the mcro |evel

And | think this is particularly
I nportant as we're trying to think about
conbining quality neasures with cost neasure.
Because nost everything we've neasured in
quality is at this nore mcro level. And so
| think we're kind of -- until we get sone
clarity on that.

And | think again it points back to
Dol ores' comment about who are the actors and
who' s making use of this information.

And it nmay be that these nore gl obal,
macro type neasures work because what they
ultimately do is they free up the organi zation
to have to go back and think hard about what
are all the various inputs that are driving
our overall costs.

And they can | ook on the ground to

see where they can nmake changes. So maybe
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that's sufficient.

But if that's the case | think we
have to rethink how we're neasuring quality if
we intend to pair them

DR LATTS. Geat point. Jim

DR. NAESSENS: | wanted to reinforce
some of what Brent had said in terns of
t hi nki ng about it even froma consuner
perspective, that we really have kind of three
groups of neasures, or subjects, or topics.

We have kind of the per capita
perspective for the popul ation, for the ACGCs,
for plans.

We have epi sode-based infornmation for
surgi cal procedures, for short kind of acute
events, and around the hospital and things.

But we al so have this relatively
smal | percentage of patients who are very
conpl ex, who woul d include burns and
transpl ant patients, mght include nulti-
nor bi d chronic di sease patients, patients who

aren't really going to be necessarily getting
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the best care within narrow networks that
don't include various options that m ght give
t hem better choi ces.

And so we m ght need separate
nmeasures and sone separate activity around
t hat .

Then in terns of prioritization we of
course want to |look at total spend. W want
to l ook at volunme. But we also want to | ook
at sone | everage possibilities.

And the | everage possibilities would
I nclude variability. So those areas where
there is a lot of variability across narkets,
across the nation should be higher ranked
because there m ght be things that can be done
to kind of address those things.

Al so, when we | ook at epi sode bases
we should al so include that idea that we're
getting nore and nore into shared deci sion-
maki ng opportunities. W should be | ooking at
appropri at eness neasur es.

And those should be incorporated in
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sone fashion to be able to determ ne what is
an appropriate cost. And clearly if we have
different attitudes in California than we do
in Mnnesota in terns of our values then we're
going to see variability in costs whether we

| ook at episodes or we | ook at per capita
bases dependi ng on those shared deci sion-
maki ng deci si ons.

DR LATTS. Ariel.

MR BAYEW TZ: Yes, | just wanted to
-- first of all, | agree with what everyone is
saying so |'"mnot going to restate.

The only piece that | just wanted to
clarify. There was one coment around payers
not being wlling to share information around,
you know, episodic information or procedural
information that was nore gl obal, that wasn't
specific.

You know, CP-4 code, for exanple,
that may be a little bit nore global |ike the
overall cost of getting a col onoscopy.

And just fromthat respect ['ll talk
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fromlike a Blue Cross perspective. W
definitely do share that.

My inpression is a | ot of other --
and it may not be all plans in this space, but
there are definitely other plans, nmany other
big plans in this space that are beginning to
share a |l ot of that information.

W think it's very inportant for the
consuner, the nenber, to be able to conpare
certainly at that rolled-up procedural |evel

But | think even now when you're
t al ki ng about val ue-based nodel s the provider
Is a consuner of this information as well. So
when they're trying to nake deci si ons about
who to refer certain procedures to they need
to be able to differentiate between providers.

The |l ast piece that | just wanted to
throw out there also -- oh, just to back it
up.

Wth regard to total cost | think
that's inportant, very inportant also. \Were

that gets tricky of course is in risk
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adj ustnent and dealing with different
popul ati ons.

It also isn't always actionable. So
it may be helpful to be able to differentiate
bet ween one organi zati on and anot her, one pl an
and anot her by tal king about their total cost,
but then take it down a few | evel s and say,
okay, well now, how do | drive change, or how
do | identify wwthin that total cost what is
the differentiating factor that's maki ng one
cost nore than the other.

That gets a little bit conplicated.

And that's why | think both of those pieces
really are very inportant, even from a payer
per spective.

Just the | ast piece on the who, what
and how. The how, where | think it gets a
little tricky and | think it's very inportant
Is how can we give -- how can we turn the how
into actionable information.

So, beyond us saying this provider or

this plan is not as good in this area as
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another, to get to a howto give information
that you can actually put in a report or a
dashboard at a provider level. To have a
measure that can get into that would be very
powerful. W have a lot of that in the
quality but not again as nuch on the resource
si de.

DR LATTS. Geat. Bill, did you
have a qui ck comment ?

DR, VEI NTRAUB: | believe in
transparency but | think it's very
chall enging. Fromthe point of view of
provi ders consi der charges, cost and paynents.

Paynents is fairly transparent. \Wat
CMS pays us is publicly reported and
avai |l abl e.

Costs, well, per ny previous conmment
we don't know what anything costs. W don't
know what coronary surgery costs at our
institution. W have nodels, but at the end
of the day we don't know.

And then there's charges, or price.

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 204

It's the | east neani ngful nunber and
essentially no one pays it. You could say
wel |, the people w thout insurance, they get
charged and they have to pay it. But, in
poi nt of fact very few of thempay it because
they don't have the resources to pay it so the
institutions wite it off.

So, | absolutely believe in
transparency. Maybe fromthe point of view of
the plans it's alittle easier. But we have
to be careful here. Transparent about what?
And it's not always so easy to do.

DR, LATTS: Terrific. Well, thank
you, everybody. | think that was a really
fantastic discussion and hopefully it gave you
guys the information to nove onto the next
st eps.

So, we're running a little bit late.
So we're actually going to nove onto public
comment next, take our lunch break, and then
cone back and get the overview of the

eval uation process while we dig into our first
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nmeasur e.

MR WLLIAVSON: That's great.

Thanks a | ot, Lisa.

Qperator, at this tinme can we pl ease
open up for public and nenber comment? And
"Il ask if there are any public and nenber
comrents in the room

OPERATOR: At this tine if you woul d
li ke to ask a question please press * then the
nunmber 1 on your tel ephone keypad. At this
time there are no questions.

MR WLLIAVSON: Geat, thanks a | ot.
So we'll now break for lunch. W'IIl now break
for lunch.

In order to get through our afternoon

agenda |'ll ask that we reconvene maybe 10
mnutes early. So we'll reconvene at 10 to 1
and we'll get started with the overview of the

eval uati on process.
Because several nenbers weren't able
to make it we can offer lunch to everybody in

the room So, bonus, right? And so, we'll
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now break for lunch and we'll reconvene at 10
to 1.

(Wher eupon, the foregoing matter went
off the record at 12:25 p.m and went back on
the record at 12:56 p.m)

MR, WLLIAMSON: So now we're novi ng
in. W're going to quickly cover the section
we were going to cover right before |unch
whi ch just goes over the neasure eval uation
overvi ew.

We've all been through this on the
orientation call. And again, the nenbers of
the comm ttee who have been on the commttee
before, this shouldn't be anything new.

The only thing that wll be newis at
the end when we di scuss sone of the close vote
procedures, kind of our |ack of consensus
range that actually canme out of the |ast phase
of this work.

So, we'll go ahead and I'Ill turn it
over to Taroon here. He's going to go over

t he qui ck neasure eval uati on overvi ew and then
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"Il go over the voting process.

MR AMN  kay, great, Evan. So,
I"mgoing to go through this relatively
briefly, assumng that the majority of the
comm ttee has gone through this.

However, | want to just stress that
as part of our inprovenent efforts ongoi ng,
you know, we've had a | ot of conversation wth
devel opers broadly, not related to this
commttee in particular, about standardi zing
the way that we're approaching the eval uation
process and ensuring that the discussion and
the voting is really clear in the criteria,
and that we're giving feedback that's sort of
I ndexed back to the criteria in a very clear
way .

So, as you all may renenber we have
five principal criteria that we eval uate:

I nportance to neasure and report, scientific
acceptability of neasure properties,
feasibility, usability and use, and the

har noni zati on and best in cl ass.
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On the next slide you'll see that
there's two nust-pass criteria. | should note
that the criteria follows a hierarchical
nodel . So, inportance to neasure is the nost
I nportant criteria, it's a nust-pass criteria,
followed by scientific acceptability of
measure properties. Wich includes, and ||
go intothis inalittle nore detail, two
conponents in particular, the reliability and
validity. And then feasibility and usability.

| f we have two neasures that are
simlar we wll go through a harnonization
process which is not relevant for the two
measures that we'll be discussing this
af t er noon.

So, on the next slide as we tal ked
about there are two nust-pass criteria.
Generally for cost and resource use neasures
we don't really spend that nuch tine on
I nportance to neasure and report. GCenerally
these are high-cost areas with a high nunber

of patients within them
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The subcriteria, we really like to
sort of follow the approach where we have,
particularly within scientific acceptability,
foll ow a systematic conversation along the
subcriteria to ensure that the mgjor criteria
are net.

So, these criteria are devel oped to
foll ow best practices. They require evidence
and expert judgnment. And the assessnent
generally follows a natter of degree rather
than an all-or-nothi ng approach.

Again, it's up to -- it's the burden
of the commttee to justify their votes, to
tal k about why they're voting in certain ways
so that the process is transparent.

| f we see the conversation in the
commttee generally sort of positive and then
there's a large nunber of |ow votes we're
going to query the commttee to understand
exactly what's going on, to provide nore
transparency around the nature of those

deci si ons.
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That obvi ously provi des sone
transparency to devel opers. Equally
inportantly it helps to provide sone clarity
to our nmenbers who will be providing comments
on your report and your evaluation. And also
t he Consensus Standards Approval Conmittee
whi ch your recommendati ons go to.

So, noving onto inportance. Again, |
won't go into nuch detail here, but we're
| ooking to nake sure that this topic is
I nportant to neasure, that there is variation
or overall lack of -- or there's overall poor
per f or mance.

And as we | ook to the scientific
acceptability we're | ooking at two naj or
subcriteria here. W're | ooking to understand
the extent to which the neasure produces
consistent, reliable results and that there's
enpirical testing of the neasure.

For validity we're | ooking to ensure
that the specifications are consistent with

the measure intent, that if you're neasuring
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asthma care that you are including all the
appropriate cost types and including the
appropri ate codes.

There's enpirical validity testing.
That there is testing of the exclusions. That
you' re not excluding | arge nunbers of
patients, a | arge nunber of the dollars that
you're intending to test.

There's an evi dence-based ri sk
adj ustnent strategy. And there's actually
sone statistical results about the goodness of
fit of the risk adjustnment nodel wth adequate
di scrimnation and cali bration.

And that you're actually producing
statistically significant and clinically
meani ngful differences in perfornmance.

And if it's -- this is not the case,
but generally -- this is not the case for
these neasures, but if there's multiple
different nethods that are specified in the
measure, i.e., there's two different risk

adj ustment nodels which is -- they shoul d
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denonstrate conparable results if they're
wi thin the sane neasure

When we're | ooking at feasibility
we're | ooking to understand the data is
readily available and it can be captured with
undue burden.

And typically since these neasures
are using admnistrative clains data it's
generally not a major topic of discussion.

And then usability and use. The
purpose of this criteria is that we want to
ensure that nmeasures that are -- on the next
slide -- that we want to ensure that neasures
that are endorsed have a plan for use.

There's a plan for use within three years.

And those that are currently endorsed
are being used in the field. To ensure that
we understand what the Iimtations for getting
the neasure in use are.

And finally, I'lIl just point out the
| ast subcriteria here that's sort of unique to

-- actually, if you can go back, Evan. Sorry.
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The | ast subcriteria which is unique to cost
and resource use neasures, that the neasure
can be deconstructed to facilitate
transparency and under st andi ng.

And then finally, I'Il just sort of
just talk broadly about related and conpeting
measures on the next slide.

We're | ooking to understand -- for
cost and resource use neasures it's not only
the measure focus, but you're also using the
sane neasure type. |l.e., you're | ooking at
per - epi sode neasures and you're neasuring it
In the sane way using actual costs or resource
use. Using a standardi zed pricing table.

So, broadly, that's what we're going
to be eval uating when we | ook at these two
nmeasures today and then a third one tonorrow.

The two neasures in front of you
today are new neasures that are submtted.
The one that's tonorrow i s a nai ntenance
nmeasur e.

And wi th mal nt enance nmeasures the
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criteria is the sane, although we expect
slightly different subm ssion informtion,
meani ng that we shoul d see performance results
fromthe neasure being inpl enmented.

So, are there any questions that
anybody has about the criteria or how we are
going to go about the process of evaluating
the nmeasures in front of you?

| know many of you are very famliar
wth this process so you're probably able to
answer it for anyone who has got any
guestions. Any questions at all?
Straightforward. Ckay.

MR, WLLI AMSON: Thanks, Taroon

MR. AM N  Evan, we have one. Andy.

MR. RYAN. Sorry, Evan. | have a
guesti on.

MR, WLLIAMSON: OCh, sorry.

MR. RYAN. So, Taroon, is it fair to
say that the criteria for endorsenent for a
mai nt enance neasure and our deci si on- nmaki ng

process should be identical to that for a new
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measure? O should we be -- would it be |ess
stringent? O kind of just given that it
al ready passed once.

| s there any additional guidance for
how we woul d consi der endorsing a mai ntenance
measur e?

MR AMN  So, you should not assune
that because it passed once that the neasure
should continue to -- that it neets the
criteria. You shouldn't assune that.

The second issue is that there are
certain conponents of the neasure eval uation
meani ng the performance results, the anount of
the performance score variation that you see
in the neasure. There are sone specific
subm ssion elenents that we actually expect to
be at a higher bar for nmeasures that are
com ng in through nmaintenance.

They should be able to show in sone
way that there's been an inprovenent in the
performance of the -- by the neasure being in

use.
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So, froma subm ssion el enent
perspective the bar is actually a little bit
hi gher. That they should be -- and we can
wal k through that tonorrow as we go through
the actual, that measure.

| can point out exactly what
subm ssion el enents need to be slightly
different for a nmai ntenance neasure.

But as far as the criteria goes, how
you eval uate the neasure, the criteria is the
sane. But don't feel that you need to
continue to nove the nmeasure forward, or any
measure forward based on the evaluation of the
prior commttee.

Again, all the criteria are a matter
of judgnent. And so the judgnent of the
commttee may be different than prior
commttees. However, you want to nake that
cl ear about what the issues are and understand
what has changed. And be really transparent
about that.

DR. BURSTIN: Just one additional
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comment on the question about usability and
use. Again, it's not often conpletely within
the control of the neasure devel oper that a
nmeasure gets picked up for use.

Sonme of the neasures that are brought
to you were developed with CVs dollars for the
express purpose of being put into a CMVS
progr am

There are others devel oped nore in a
private sector way |ike NCQA for exanple,
where you woul dn't necessarily be able to | ook
and say, well, that's been picked up by this
federal program since they didn't necessarily
support it at the outset.

So | think we usually don't have
quite as strict a rule, Taroon, of expecting
to see that wwthin one cycle you will have
seen an inpact in terns of inprovenent. That
woul d be the goal.

But again, sone of this is really how
much has it even been taken up in that short

period of tine.
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MR, NEEDLEMAN: Jack Needl eman.

Not hi ng to disclose. And | apol ogi ze for not
being here in the norning. So perhaps this
got di scussed during the norning session.

But the issue of neasures that are in
use, the earlier incarnations of this
committee confronted that. So, and |I'mjust
wondering if there was any di scussion about
whet her the endorsenent bar is |ower, higher,
or the sane for a neasure that is in use or
clearly intended to be in use.

Because this cane up with sone of the
ot her CM5 neasures as we were discussing it.
So I"'mjust wondering if there has been any
conversation about that.

DR BURSTIN. It's a great question,
Jack, and it's one we've really been
struggling with, of whether we should nove
away froma binary yes/no endorsenent and nove
towards endorsenent that's nore fit for
pur pose.

So, for exanple, does this neasure
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meet the bar of fill in the blank, pay-for-
performance at the individual physician |evel,
sonet hi ng al ong those |ines.

We're not there yet. So certainly at
this point we would still maintain that
equi val ency. Because we don't, again, often
know how neasures will ultimately be used and
I n what fashion.

MR, WLLIAMSON: Geat. |If there are
no further questions we'll nove into the
voting gui dance and process.

So this will be new for everybody on
the coommttee. W have kind of identified a
range where there's a | ack of consensus. And
so we've defined that as a range between 40
and 60 percent. So, on any of the criteria
we'll be voting on if we reach 60 percent
approval which is either high or noderate then
It passes. Subsequently, if it reaches bel ow
40 percent, or if it's below 40 percent it
won't pass.

So we've identified this range
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bet ween 40 and 60 percent where we want to get
nore information. And so in that regard if it
reaches between 40 and 60 percent we'll put it
out for public and nenber comment.

And so we identify that on the next
slide here. Were we have a | ack of consensus
we'll put it out to get comment and voti ng.
Then we'll re-vote on the -- we'll re-vote on
the measure after we've received that public
and nmenber conmment.

And if after that we reach greater

than 60 percent the neasure wll pass. And
again, if w still fall between 40 and 60
percent we'll put it out for NOQF nenber

voting, to try to continue to get nore
I nformati on.

M5. WLBON: |'Il just clarify the 40
to 60 percent threshold is really for the
first two criteria. So for inportance to
nmeasure and scientific acceptability. It's
not for necessarily feasibility and usability

and use.
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So, as long as we get that 60
percent, reach that 60 percent threshold on
those first two criteria we will continue to
eval uate the remainder criteria for each
nmeasur e.

MR AMN | also add maybe, | don't
know if this is on the next slide, Evan. |'m
sorry if |I'mjunping ahead.

But the reason why this occurred was
for a nunber of different neasures, but one of
whi ch was the one that we | ooked at |ast tine.

So, the -- and Larry was on the panel
that made this recomendation. But the issue
has gone all the way to the board and the
I ssue around -- we used to have a hard stop.
If it didn't neet 50 percent it stopped in the
process. The nenbership had no opportunity to
provide any input to the commttee.

And what ended up happening in sone
commttees, they would just nove the neasure
forward to understand what the nenbership felt

about sone of these issues.
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So, the general idea here is defining
the gray zone. So, | nean it's just that
there m ght be sonebody in the room or not.

So that's why we have new quorum requirenents
and things of that nature.

But the purpose of this is to get
nore nenbershi p understanding of the issue if
we're sort of in the gray zone.

And we' Il do all the calculations in
t he background. It's not, you know, you don't
really need to worry about that. But the
purpose of this is to define the gray zone and
then for us to have a process, i.e., have sone
conversations, send this to the nenbership and
then provide that feedback back to the group
to understand what we do when there's not real
consensus on sone of these nore controversi al
or hi gh-stakes or whatever neasures you want
to descri be.

MR, WLLIAMSON: Geat. Thanks for
that clarification. So, in order to do this

we'll be voting in the roomand also on the
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webi nar today because we've had a | ot of
menbers who aren't able to join us. So it
wll be alittle nore fragnented than we'd
hoped, but we'll be addi ng nunbers toget her
fromthe webinar and our in-the-roomvoting
process here.

So Ann shoul d have passed out a Vote
Snap device to you. Just make sure you have
one. W took down the nunbers so if you want
to take one hone as a souvenir, please don't.

(Laught er)

MR WLLIAVSON:. W'l know who you
are. Just make sure that we get themall back
at the end of the day. W'IlIl collect them
toni ght and pass them out again tonorrow.

For those on the webi nar we have
voting slides set up. And so when the voting
Is open a series of choices wll appear on a
slide. Please select your corresponding vote
and we'll nmake sure it gets recorded.

Now, one thing | want to point out.

On these Vote Snap devices it wll only record
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your last input. So if you vote and want to
change your input, just press the next button.
You don't need to do any clearing out or
anyt hi ng, just press the next button.

What ever you press last wll be recorded.

It also works on a line of sight
feature. So you can see this conputer here,
this laptop in front of Ann will be running
the voting. There's alittle USB dongle off
the edge of it. So you'll need to point at
t hat when you're voting.

It's very scientific. Sonehow it
sees it. | won't gointo it. But nmake sure
you're pointing at it.

Thr oughout this process sonetines we
regi ster 14 out of 15 votes so we'll| ask
everybody to vote again to make sure that your
vote's captured. Just press it again, point
it at the conputer and we should be good to
go.

We give 60 seconds for the voting.

We usually don't need all that tinme. W m ght
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need nore tine this tinme just to make sure
that we get all the voting on the webinar and
In person. So again, please work with us as
we go through this. This is going to be kind
of new for us.

So, | think that's it as far as Vote
Snap. W'Ill be going through it the first
time and we'll work onit. Ann will be

reading off the voting pronpts and starting

and closing the voting. So we'll |eave that
to her. And I'll be running the webi nar
voting so we'll have to add all that together

to determ ne our percentages and everything.
But we think we can handle it.

"Il now read through a script that
we put together as part of our CDP inprovenent
work. This describes sone of the changes.
W'll invite the neasure devel opers to cone
get seated at the two spots we have avail abl e
at the table.

So NQF is working to inprove

comm ttee neetings based on input froma
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vari ety of stakeholders. W've nmade a few
changes to our neeting process.

We recogni ze that we are fortunate to
have the neasure devel opers present and we'l|l
be asking themto briefly introduce their
nmeasure as they conme up for discussion

Sel ected comm ttee nenbers will then
begi n the discussion of the neasure in
relation to the measure evaluation criteria.
So those are the | ead di scussant assi gnnents
that we sent out.

We have al so provided a desi gnat ed
pl ace for the devel opers at the main table
during the introduction and di scussi on of
their measures. Here they nay nore easily
respond to questions fromthe commttee and
correct any m sunderstandi ngs about their
nmeasures during our discussion.

As is the case with the commttee
nmenbers, devel opers nmay put their cards up to
I ndi cate when they wish to respond to

guestions raised, or correct any statenents
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about their measures.

During neasure eval uation commttee
menbers often offer suggestions for
I nprovenents to the neasures. These
suggestions could be considered by the
devel oper for future inprovenents. However,
the commttee is expected to eval uate and nake
recommendati ons on the neasures for the
subm tted specifications and testing.

Comm ttee nenbers act as a proxy for
NQF' s nenbership. As such, this nmulti-
st akehol der group brings varied perspectives,
values and priorities to the discussion.
Respect for differences of opinion and
collegial interactions anong conm ttee nenbers
and neasure devel opers are expected.

The Q®A call and full commttee
neeti ng agendas are typically quite full. Al
comm ttee nenbers, co-chairs, devel opers and
staff are responsible for ensuring that the
work of the neeting is conpleted during the

tinme allotted.
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So as we put up on the slide here we
expect conmttee nenbers to be prepared having
revi ewed the neasures beforehand. That they
base their evaluation and recommendati ons on
the nmeasure evaluation criteria and gui dance.
They remain engaged in the discussion wthout
di stractions. Attend the neeting at al
times, except during breaks.

Keep comments conci se and focused,
and avoid dom nating a discussion and al |l ow
others to contribute. And finally, indicate
agreenent w thout repeating what has al ready
been sai d.

So, in order for the process for
this, we have a list here. W'I|l start with
t he devel oper introduction. W' ve given them
a fewmnutes to introduce their measure.

"Il be loading their slides here in just a
second.

We'll then turn it over to the
assigned | ead di scussants. W'Il|l sumarize

the key issues for comnmttee discussion. W
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di stributed the commttee eval uation summary
whi ch has both the TEP eval uation as well as
the prelimnary evaluation submtted by

comm ttee nmenbers over the |ast few weeks.

W want to note any areas of
di sagreenent based on those reviews. Then
again we'll turn it over for the TEP summary
to Bill Weintraub. He served as the TEP
chair, so he was able to utilize his
experience to really be a crossover on that,
SO we're excited about that.

We'll then turn it over to conmttee
di scussion. So again, we really want to
enphasi ze that we're evaluating the neasure as
iIs in front of us.

We'l | then vote on each subcriteria
and measure criteria. So the votes on
recommendati on for endorsenents for neasures
that pass the nust-pass criteria. So we'll go
on an overall recomendation at the end if we
pass. So, at this tinme we'll |oad up sone

sl i des.
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DR. ASPLIN. Wiile Evan is | oading

the slides Matt MHugh has joined us, a

comm ttee nmenber. Welcone, Matt. And | w il
ask you if you have any conflicts to disclose
bef ore we nove ahead.

MR MCHUGH: No conflicts. Thank you
for kind of letting ne just sneak in here,
grab a little --

DR, ASPLIN. Sorry, | had to cal
t hat out.

(Laught er)

DR ASPLIN. Are there any nenbers of
the commttee who have joined us by phone who
were not on this norning? Very good.

And with that we'll try to get into a
cadence here with the devel oper foll owed by
Bill as our TEP representative. And then the
brief overview fromthe key discussants from
the commttee. And then we'll get into the
process. So, welcone our neasure devel opers.

DR KIM Good afternoon, everybody.

My nane is Nancy Kim |'ma general internist
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and served as the clinical lead of this

nmeasure. |'m acconpani ed by --
DR. BERNHEIM Hi, |'m Susannah
Bernheim |'mour project director at the

Yal e CORE site.

DR KIM Ckay, so | think we're
going to begin with our slides. And | just
want to enphasize that when we began
devel oping this neasure we knew that we had to
get to value. That's the biggest, one of the
bi ggest di scussions in healthcare right now.

There are many, many and value is
really paynents and quality, or cost and
quality. And there are a lot of great quality
nmeasures out there. Many of them are NQF-
endorsed. But there was really very little in
t he cost space.

So we took a CMS perspective to try
to answer this call to get at neasuring cost
-- fromour perspective it's Medicare paynents
-- totry to fill in that void so we can take

one step closer to getting toward val ue.
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So this is our neasure overview. The
goal is really to neasure hospital-leve
paynents for an epi sode of care that begins
with an AM. | guess this part is all about
AM . Hospitalization ends 30 days post
adm ssi on.

W wanted to create a relative
measure that reflects both differences in
I npatient and post-di scharge care. So we
renoved paynent adjustnents that were
unrelated to clinical care that are indicated
by CMS policy such as geographic factors in
policy adjustnents |like indirect nedical
education and di sproportionate share paynents.
We took those out of the equation.

We wanted to risk-adjust for patient
case mx to level the playing field across all
hospi t al s.

And we really wanted to align with
our publicly reported outcone quality neasures
because we were trying to get toward val ue,

al t hough we're discussing the devel opnent of
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a paynent neasure in isolation today.

So, in order to do this we used the
Chronic Condition Data Warehouse data. W
used their Medicare fee-for-service
adm ni strative clainms data. They include 100
percent of patients with a primary discharge
di agnosi s of AM.

We i ncluded paynents for the index
adm ssion and up to seven other post-discharge
settings. And they're listed here. So the
I npatient including any readm ssions,

i ncl udi ng i npatient psych, including LTACHs
and ot her inpatient settings, skilled nursing
facilities, outpatient which is really

out patient hospital, any physician-type
visits, hone health agency clains, hospice
clainms, non-institutional providers such as
physi ci ans and i ndependent | abs, those kind of
clains that you'd find are there. And any
clainms for durable nedical equipnent. W
didn't include Part D

So, our cohort again was aligned with
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our AM nortality cohort. W did include a

few other exclusion criteria. W excluded
adm ssions w thout 30 days post-adm ssion
enrol Il ment and fee-for-service Parts A and B
because we sinply can't cal cul ate a paynent
out cone on these folks.

We excluded any inpatient transfer
bundl es that were associated with the VA or
ot her federal hospital because we cannot
cal cul ate paynents on those VA or federa
hospi tal cl ai ns.

We al so excluded patients with no DRG
during their index adm ssion. Qur index
paynment portion of the total paynent
calculation is heavily based on the DRG so if
there's no DRG we can't cal cul ate that
portion.

And we excluded -- well, this is for
heart failure patients who received transpl ant
LVAD during the episode of care for heart
failure. W did not exclude those for AM.

| know we're tal king about AM right now.
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There was no LVAD exclusion for AM.

For inpatient transfer patients we
define the start date of our episode of care
paynents as the date of the index adm ssion.
Conceptually this creates a standardi zed
paynment w ndow for anybody that cones into our
AM cohort, whether you're involved in
transfer or not.

We totaled all of the inpatient
paynents for paynents made for that initial
I ndex adm ssion to hospital A and the transfer
to hospital B. So that's one index paynent.
And cal cul ated all of the other paynents for
the rest of the post-acute care. And then we
passed that back to hospital A because they
started the epi sode wi ndow on the date of
I ndex adm ssi on.

Qur paynent cal culation. W renoved
paynent adjustnents. W call that
standardi zing or stripping. And what we did
was we isolated difference in paynents that

reflect practice patterns by estimting CVS
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paynments by stripping, which is just

conpletely omtting the geographic adjustnents
and the policy adjustnents that | nentioned
bef ore.

So, geographic adjustnents are wage,

I ndex and cost of living, and the policy
adjustnents are nmainly indirect nedical
education. But there are other smaller policy
adj ustnents as wel | .

When we couldn't fully omt them
because of the way the clains are based we had
to standardize. So we averaged geographic
di fferences when geographi c adj ustnents
coul dn't be renoved.

So for durable nedical equipnent
every state pays a set price for an insulin
syringe. |It's different across all states.

So we woul d average that price for the insulin
syringe across all 50 states and assign that
average price any tinme that insulin syringe
cane up in the clains data.

This is our actual paynent
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calcul ation exanple. It's a little |engthy.
This is the way the inpatient hospital
paynents are included. It's along -- this is
all CMS policies from CV5 websi tes.

And what we do is we take out the
geographic factors |i ke wage, index and COLA
in the top row and we renove indirect nedical
educati on paynent di sproportionate share in
the bottom row.

And then we al so take out the wage
I ndex fromDRG outlier paynents and capital
outlier paynents shown in red in the last two
boxes in the bottom row

This is the paynent cal cul ation
exanple that | just told you about. Wen we
cannot omt or strip we standardize. And this
is all the HCPCS codes for all sorts of
different itens that you can find in the
clains. Sterile water saline 10m is the
first linein that row And you can see
across the different states they have a

slightly different unit price, $.43 in
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Al abama, $.45 in Arkansas, et cetera. W
average it and then assign that unit price to
that cl aimacross the board.

We al so prorated paynents that began
during the neasurenent w ndow but ended after
t he neasurenment wi ndow.

So, in the exanple here, noving from
left to right you see the index adm ssion
goi ng onto day 30 and beyond. In this exanple
in the green. Again, it's a heart failure
exanple. | apologize, pretend it's AM then
they' re discharged to SNF.

And then they have hone heal th
paynents that span that 30-day cutoff w ndow.
We only include those paynents that would fall
in that 30-day paynent w ndow shown in green
there. The orange which is also the hone
heal t h paynent goes beyond our neasurenent
wi ndow so we don't include themin our total
paynment cal cul ati on.

Regardi ng our nodel selection, the

paynent is positive and continuous. So it's
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a bit different than other quality netrics
that have cone before this board.

It's heavily right-skewed as can be
seen in that first histogramwhich is the
di stribution of unadjusted patient-|evel
paynents for an AM 30-day epi sode of care.
The N is about 130, 000-pl us patients.

And next to it is the distribution of
unadj usted patient-Ilevel paynents for heart
failure. So again, disregard | guess.

When we were selecting the right
nodel to use in calculating our risk
st andardi zed paynent outcones we had to | ook
at the distribution of our paynent outcone and
make a nodel choi ce based on enpiric data.

So, based on Manning & Mil |l ahy which
is an algorithmused to gui de nodel choice for
paynments in econonetrics in the health
economcs literature we chose for AM a
generalized linear nodel with a log |ink and
I nverse Gaussian distribution. W tested

about five nodels and this one was chosen
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because it had very, very good perfornmance and
was easier to interpret.

Movi ng onto our risk adjustnent.

DR. ASPLIN: Nancy, one thing we
m ght want to do, since thisis alittle bit
| onger than what we had --

DR KIM Ch, sorry.

DR ASPLIN. That's okay. Just cover
bot h nmeasures. Because there's so nmuch
symetry.

DR KIM There is.

DR. ASPLIN:. And let's not do an
overvi ew.

DR. KIM  Ckay.

DR ASPLIN. So just, if there's a
salient comment for the heart failure let's
make it here and then not do it again when we
get into the heart failure.

DR KIM That's terrific. Thank you
for that | eeway.

And yes, so for heart failure we

chose a generalized |inear nodel with a | og
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l'ink and ganma distribution. But again, it is
t he sanme approach

The next slide is our risk
adjustnment. And this cartoon is really a
conceptual nodel of how we approach risk
adj ust nent .

The dashed |line you see is tine zero,
the date of index adm ssion. So we risk-
adjust for the things that happen before that
shown in purple to the left.

We risk-adjust for patient
characteristics that the hospital has no
control over. W adjust for AM rel evant
prior procedures |like PCl and CABG because
they' ve been directly tied to your total
paynment outcone and it's not -- the hospital
has no control over whether you had a PCl or
CABG before you wal ked through their doors.

We adjust for relevant conorbid conditions.

And you cone away wth a diagnosis.

In this case let's just tal k about AM.

Al t hough there are 20 I1CD-9 codes for AM you

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 242

come in wwth an AM .

What we don't risk-adjust for is on
the right side in the blue. W don't risk-
adjust for -- let's take that, one of the
conplications shown in the mddle in blue.

Because we feel that the
conplications that happen in the hospital my
be attributable to the hospital. So we don't
want to adjust away for the things that happen
in the hospital

We al so don't adjust for procedures
that the hospital chooses to do during that
I ndex hospitalization.

And the care setting here in the
| eft nost blue box is just there to represent
the fact that we include not only the
I npatient setting but also post-acute care
settings, whatever they may be.

So, in the AM nodel we adjusted for
age, diagnoses that were relevant that were
present 12 nonths prior to the adm ssion date

and during the index adm ssion that did not
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represent conplications of care. W have a
whol e Iist of things that are adjudi cated as
conplications of care.

We al so adjusted for history of PCl
and CABG for the AM nodel. W did not adjust
for conplications as | nentioned, SES, gender,
race and ethnicity as I"'msure we'll talk
about it, hospital characteristics and
adm ssi on source such as whether you canme from
an LTACH, a SNF, et cetera.

Qur risk standardi zation. The way we
present the risk standardi zed paynent is a
ratio of the predicted hospital-specific
paynment over the expected hospital average
paynment. And then we nultiply it by the
nati onal nean paynent to get it back to
dollars so it's a bit nore understandabl e.

MR. WLLIAVMSON: Nancy, can you nove
the m crophone cl oser, please?

DR KIM And then if we nove on
these are our results in the next slide.

These are unadjusted AM results. And this is
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the distribution of the AM epi sode of care
unadj ust ed paynent.

Al t hough we include all hospitals
wth any AM patients in the cal cul ati on of
our total paynent outconme we don't report on
those hospitals with fewer than 25 AM
adm ssions in a year.

So here you can just see that the
m ni nrum unadj ust ed paynent was $11, 000, the
maxi mum was $42, 000 and the medi an i s about
$20,000. These are reported in all hospitals
with a mnimumof 25 AM cases.

| think it's about 4, 000-pl us
hospitals. Two and three thousand. But it's
t housands.

Looki ng at the next slide, the risk
standardi zed AM results. So after risk
adj ust nent and standardi zation here is the
di stribution of our AM episode of care risk
standardi zed paynent. That's what RSP stands
for. Again, reporting only on those hospitals

with a mnimumof 25 AM cases, but including
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all hospitals in the calculation of the
nmeasur e.

And then you see the m ninmumrisk
st andar di zed paynment is about $14, 000, the
maxi mum i s about $29, 000 and the nedian is
about $21, 000.

For heart failure, these are our
heart failure results. This is the unadjusted
heart failure results simlarly. Every
hospital included in the cal cul ation.
Reporting only on those hospitals wth 25 or
nore heart failure index adm ssions.

Maybe as you' d expect a m ninum for
heart failure is about $7,000, the maximumis
about $27,000, the unadjusted, and the nedi an
is about $13,000. So cheaper than AM.

And then if you | ook at the next
slide which is the risk standardi zed heart
failure results the mninmumis now about
$9, 600, the nmax about al nbst $21,000 and the
medi an i s about $13,700. So also cheaper than

AM .
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These are our episode of care paynent
results, the sanme ones you saw presented in
table format. | know |I'm going over so |'m
trying to nove quickly.

And this is our distribution of
paynents for both neasures by the portion of
total national patient-|level paynents by
ei ther index or post-acute care.

So the blue represents your index
paynents. On the lefthand side is AM. On
the right-hand side is heart failure. So,
| ooking at that first pie chart on the top
left, that's AM.

Seventy-seven percent of total
epi sode paynents were for the index adm ssion,
and 23 percent were for post-acute care.

The breakdown in the row belowis
just the proportion of total national post-
acute paynents by care setting. So | ooking
down fromthat little wedge piece for AM the
red is their readm ssion. So, 35 percent of

post - acute paynents were for readm ssion, 30
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percent for SNF and 13 percent for non-acute
I npatient.

Heart failure, 61 percent were for
I ndex and 39 percent were for post-acute
paynments. But interestingly for heart failure
when you | ook at the post-acute paynents 35
percent were also for readm ssion, 33 percent
for SNF and 7 percent for non-acute inpatient,
things |ike inpatient rehab, inpatient psych.

And that's it. Sorry | went over.
Thank you.

DR. ASPLIN. Very good. | believe,
Larry, you had a quick clarifying question.
And | don't know if we have to dive all the
way back into the slides. | don't want to get
Into an open QRA about why certain approaches
were taken but if there is a quick clarifying
guestion, go for it.

MR. BECKER: Yes. So, | have about
four or five slides back you had the
conti nuum And there was a box called

di agnosi s that you were adjusting out. WAs
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that the diagnosis that they were being
brought into the hospital for? O was that
ot her conditions the patient had?

DR KIM Yes, sothis is the
cartoon. The diagnosis box shoul d probably be
over the dashed line. W don't adjust it.

Because our neasures are condition-
specific, everybody in the AM neasure had an
AM, we don't adjust away for that diagnosis.
In the cartoon it represents the fact that the
di agnosis i s sonething the patient had when
they wal ked in the door. Does that answer
your question?

MR BECKER: Thank you.

DR ASPLIN. Very good. So next
we're going to hear fromBill. O do you want
to do the | ead discussants first? Lead
di scussants, okay. Cheryl and Ariel. Cheryl,
do you want to go ahead?

M5. DAMBERG  Ckay, thank you. So,

i f | understand ny charge |'m supposed to

hi ghl i ght the areas of agreenent and point out
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sone of the areas of disagreenent. And I|'l]
start in order of the four criteria.

In ternms of the inportance of the
nmeasure to both neasure and report | think
there was general agreenent that this is a
hi gh-priority area for neasurenent because AM
Is a common condition. So | didn't see nuch
di sagreenent anong the conmttee nenbers on
t hat .

| did see in terns of opportunity for
I nprovenent a question about sort of the
anount of variation. And once you risk-adjust
that inner quartile range gets very narrow.
And so the question is what behavior are we
trying to alter, and are we trying to bring
that upper right tail nore closely in, and how
much of that can actually be brought in versus
an issue related to risk adjustnent.

So, | think the question that was
rai sed here was what kinds of steps or
actionable activities are there for

I nprovenent .
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However, noting from your Power Poi nt
presentation it was hel pful because one of the
guestions that enmerged was how nmuch of this is
related specifically to what the hospital does
versus happens once the person is in that 30-
day w ndow outside the hospital. So it was
Interesting to see that breakdown.

In ternms of the specifications |
thi nk generally people felt that the details
were clearly defined. And there were only a
few questions that kind of energe. And they
fall into this nethodol ogi c space.

DR ASPLIN:. Cheryl?

MS. DAMBERG  Yes.

DR ASPLIN. Can | just interrupt you
for a nonent?

M5. DAMBERG ~ Sure.

DR ASPLIN. Because we're going to
get into a rhythmhere. And there was a
suggestion that perhaps what we could do to
tie the cooments fromyou and Ariel as well as

Bill to the sections that we're going to be
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voting on, let's go section by section. So,
sorry, you just did exactly what | asked you
to do and then | interrupted you.

MS. DAMBERG No, that's fine.

DR ASPLIN. There we go. So, what |
would like to do is ask Ariel if there are
comment s about inportance. And then |I'd ask
the sanme question of Bill fromthe TEP
perspective. And then let's have our
comm ttee di scussion and vote on those
guestions. And then we'll nove onto the next
section. Ariel?

MR BAYEWTZ: So |'mvery
enbarrassed right now because | actually
m ssed the email that | was presenting. So
" mnot prepared to speak. | nean, | could
pull my responses up fromwhat | submtted but
I wasn't prepared to speak right now

DR, ASPLIN. That's okay. Bill, from
the TEP perspective on inportance?

DR VEINTRAUB: Al right. So, the

TEP questions were phrased differently than
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the standard NQF questions. So | can
summarize or we can |ook at -- what | would
suggest to do is at |least put on the screen so
people can ook at it what the TEP suggestions
wer e.

And they were essentially the sane on
both. But to summarize then | think clearly
the TEP felt that this was an inportant
guestion. So if you go to the evaluation
measures you'll see how the TEP responded.

DR. ASPLIN: Very good.

DR. VEI NTRAUB: So those are the
guestions. But actually you have the docunent
with the comments as well.

Wiile he's doing that | could go
through it very rapidly.

DR. ASPLIN. So we've all had a
chance to read through the neasure -- to
respond to --

DR VWEINTRAUB: | think it's on page
4 where TEP begins. Yes, there we go.

DR. ASPLI N: G eat . So conments on
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that, Bill? O have you already sunmari zed
what you felt --

DR VEINTRAUB: It's phrased sonewhat
differently. | nmean, | could go through it
very rapidly. It mght -- within two m nutes
| could go through these. It mght be worth
it, Brent. Watever you want ne to do.

DR ASPLIN. Geat.

DR WVEI NTRAUB: Ckay. So, the first
one was clinically appropriate, clearly was
felt to be clinically appropriate. Was it
clinically consistent wwth the intent?
Clearly so.

The next one was where there was
probl ens. The evidence to support the | ogic.
There was concern about the

attribution of the first facility, of the
transfers to the second facility. The

devel opers had what | thought were really
pretty good answers to that. Wile there was
concern no one felt at the end of the day that

t hey shoul d be excl uded.
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Al i gnment of length of stay, the

epi sode. This overstates it a little bit
here, saying that there was concern. It was
di scussed. | think people felt that the 30
days at the end of the day was really
appropriate and it harnoni zes with the
clinical measure.

Consi stency and rel evancy of the
popul ation, clearly so.

Excludi ng patients. There was sone
concern with excludi ng same-day di scharges.
| think that the response fromthe devel opers
was really very -- quite adequate here.

The real concern was in nodel
adjustnent. The R-squared for AM was only
0.05 and for heart failure 0.03. So we're
only explaining a very small anmount of the
vari ati on.

Now, of course the devel opers and
what they did, they excluded anything in the
hospital and that's appropriate. But the

problemis it | eaves a trenmendous anount of
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variability and how much of that really
represents variation in the hospital. And how
much has it led to things that we're just not
adequately accounting for. And we were really
very troubled by that.

Al so, as we all know soci oeconom c
status was not included. As Nancy discussed
this norning this is an area that's up for
di scussion right now. But that is currently
NQF policy and the neasures can't be held
accountabl e for that.

In general the TEP thought that the
devel opers did a great job, that technically
they did a good here, a very good di scussion
about it. But again, our biggest concern was
the small size of the R squares.

DR. ASPLIN. Very good, thank you.
So, let's |loop back to the inportance section
for the voting.

| think at a high level -- I'"man ER
doc, right? So this neasure needs a

di sposition by 3:15 this afternoon.
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(Laught er)

DR. ASPLIN:. | just think sinply.

So, we want to nmake sure that we're focusing
on the nost inportant things that we can
| everage the expertise of this group for.

So with that said is there discussion
on the question of inportance to neasure and
report? Nancy?

M5. GARRETT: So, | have a question
for the devel opers about the trigger being the
date, the tinme of admssion. So |'mjust
wondering if you' ve done sone anal ysis of the
effect of length of stay on the results of the
nmeasur e.

So, just thinking through what this
could nean, it could be that hospitals that
have | onger |length of stay are going to | ook
better on this neasure which is kind of weird
because if you | ook at cost to society that's
actually a really expensive place to be
keepi ng people. But from a rei nbursenent

perspective that could be a way to | ook good
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on this neasure. So, could you tal k about
that a little bit?

DR. KIM Thanks so nmuch. W did
| ook at length of stay. The nedian | ength of
stay is about four to five days for AM. O
course there's wide variation but nost of the
folks are falling well within that four- or
five-day area.

It's tough to know what | ength of
stay does. You're right, the way we cal cul ate
Is on DRGs. So unless you're there for a
conplication which would get accounted for in
your DRG but it would bunp you up, that would
be reflected in the DRG

But sonetines sone hospitals are
keepi ng you | onger and you're doing nore stuff
and that wouldn't necessarily be seen in our
nmeasur e because you're paid on the DRG  So,
it's really difficult to know what the | ength
of stay is going to do in terns of bunping you
up, real conplications and stuff |ike that, or

if they're just going to truncate your w ndow
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and advant age you for no good reason. That's
what your concern is.

But when we | ooked again we weren't
so concerned about the variation in the length
of stay for the mpjority of the hospitals.
Does that answer your question?

M5. GARRETT: It hel ps, yes.

DR BERNHEIM 1'Ill just add to that.
We had a | ot of discussions about this because
there's a very high priority on having the
full nmeasurenent period be a standard peri od
so that it's fair across hospitals.

Because the other way you could do
this is to have whatever the |l ength of stay
was plus 30 days. But then when you have a
| onger length of stay you're stuck wth sonme
hospital s bei ng eval uated on paynents over 45
days and others on 35 days. So there wasn't
an ideal solution.

| think we will do sone nore | ooking
to see whether that decision wuld change

results. W did sone very early |ooking as
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Nancy said just to nake sure that there wasn't
hospitals that were wild outliers on | ength of
stay when you aggregate all their patients in
there. It didn't seemto be there.

DR ASPLIN. So, I'"'mgoing to ask us
to focus on inportance to neasure. Because
the problemw || be when do you cut off the
conversation because there wll be inportant
foll owup coments and questions if sonething
Is raised. And | hate to cut off
conversation

So let's narrow this to inportance to
nmeasure. Are there any other comments on
I nportance to neasure? Sure.

M5. GARRETT: So the other thing |'m
t hi nki ng about is harnonization. And so,

Medi care spendi ng per beneficiary does it the
opposite way where the 30 days post discharge
starts after discharge by definition.

So, | nean that's another thing as we
get nore of this portfolio of cost neasures,

that we're doing it differently in different
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nmeasures. And it just kind of creates nore
confusion for people to try and under st and
what we're doing. So, | think that's another
thing to think about.

DR BERNHEIM W were also trying to
harnoni ze with the AM nortality neasures so
t hat when we were conparing hospitals on cost
and quality we would be | ooking at a standard
peri od.

We actually do have further anal yses
on this. | think for your benefit we'll
pause, but Leslie can talk a little bit nore
about a little bit nore work we did on the
| ength of stay issue if people are interested
| at er.

DR. ASPLIN. Al right. Seeing no
other cards in the roomor coments fromthose
on the phone I'd |ike to nove ahead and vote
on inportance to neasure criterion.

And how are we going to nove forward
with this?

MR, WLLIAVSON: Al right, so we'll
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start the voting online and in the roomat the
sane tine. So we'll go ahead -- to nake sure
you have your Vote Snap. This wll be our
first run of this during this neeting.

And so what we'll dois I'll nove
this slide here for online voting. So in a
few seconds online you will see four options.
Pl ease select it online and pl ease point your
Vote Snap at this laptop here and we'll go
ahead and get started.

So we're voting on high priority.

You have four options: high, noderate, |ow, or
insufficient. You may begin voting now.

If it blinks red that neans it's
communi cating with the laptop. It |ooks Iike
we have all 15 responses in the roomand we
have 6 on the webinar so we are good to go.
Ann, if you'd close the voting.

And so our totals. W have 20 hi gh,
1 noderate, zero |low and zero insufficient.

It passes the high-priority subcriteria. Good

j ob, everyone.
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DR ASPLIN: Mving on. QCpportunity

for inprovenent. And this is in the first
category of inportance to neasure and report.
So | think we can nove ahead and ask if there
are any coments around what you see in front
of us, the opportunity for inprovenent.

Jani s?

DR ORLOABKI: So ny question has to
do with a concern about attributing the post-
acute expenses to the hospital.

And as wth many of these neasures
they drive behavior. And | am concerned that
that m ght drive behavior that would have
consequences, poor consequences.

And so | would Iike to know what the
rationale is for attributing the SNF and

hospi ce and other attributes to the hospital.

DR BERNHEIM 1'Ill say just a couple
of quick things. | think the nost inportant
one is that we feel like if you only | ook at

hospital costs you're really mssing the

pi cture on paynents.
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And right now our systemis set up to
sort of incentivize pushing those paynents out
into the post-discharge tinme period. So it's
really critical to capture those.

And then the question is who do you
attribute themto. W are noving in a
direction where there's going to be systens
where, |ike ACOs where there's an entity that
feels responsible for both the inpatient and
outpatient. But it just doesn't exist right
NOW.

What we have found wi th other
hospital - based neasures is that hospitals are
incredible catalysts in their communities for
I nproving care and i nprovi ng deci si on- maki ng.
We've had people talk to us about sort of
choosi ng the SNF that provides the better
care.

So they have -- a lot of the post-

di scharge costs are related to things that
hospital s have sone control over which SNF

peopl e go to, whether they go to SNF, whether
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they go to readm ssion.

So | think our thinking was it's
critical to include these costs and the
hospital was the nost appropriate player who
coul d take sone responsibility for reacting to
t hose costs.

DR. ORLOABKI: My concern is that
since this wll likely drive behavior that you
may actual ly have hospitals that reduce the
anount of post-discharge care that they have
I nfl uence over.

DR. BERNHEIM R ght. Sorry, |
realize that was part of your question and |
didn't get to that piece.

| would say that's really anong so
many ot her things why the outcone neasures had
to come first.

So, | would never use this neasure by
Itself because lower isn't always better. And
soit's only neaningful if a hospital is
appropriately reduci ng post-di scharge care as

in getting terrific outcones for their
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patients.

And that's why it's so critical that
this be paired with the outcone neasures.
Because as a stand-al one you could incentivize
the wong thing. But we don't think it's
going to get used -- our understanding is it's
not intended to be used as a stand-al one.

DR. ASPLIN. Very good. So | have
Jack, then Lina and then Bill.

MR, NEEDLEMAN:. Thank you. | have no
doubt that there are substantial anmounts of
variation in treatnent and cost that are
unrel ated to value to the patient that could
be renoved here.

What |' m concerned about is |I'm not
sure | know how nuch. That very low risk
adj ust nent R-square nmakes ne wonder whet her
we' re adequately controlling for things that
are not under the control of the providers but
which are driving sone of the care costs. So
|"ve got a couple of questions to try to get

clarification there.
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The description of the -- who's

i ncl uded were 1CD-9 codes. And |'mjust
wondering how many different DRGs are there
actually | unped together in this neasure?

DR KIM In our TEP report we show
the top eight. But there are a nunber of
DRGs, both nedical and surgical.

MR. NEEDLEMAN: Ckay. So |
understand that nedical /surgical m ght
represent a treatnent choice that you m ght
want to incorporate and pool together.

But I'mjust wondering if this
pati ent heterogeneity here. You know, sone
patients are going to walk in with an AM,
wal k out in tw days and not need anyt hi ng
el se. And sone patients are going to be there
for a week.

And that the diagnostic information
captures sone of that. And you're basically
lumping it all together and ignoring that
I nformati on about how nuch care the patient

needs. So, that's one question that | have.
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And then |'ve got this question about
all the post-acute care and the variation
there. But if you can respond first to the
decision to sinply lunp w thout any
acknow edgnent of patient severity that's
I ndi cated by diagnosis or what the DRG of the
patient.

DR ASPLIN:. Could you respond to
that, and then | want to have rich discussions
I n each section. And the challenge becones we
have two nore votes on inportance. So if we
don't finish that we get into nethodol ogy and
then we get down a roadway.

Because it's a great question. |
just want to nmake sure we have space for a
robust discussion in the section we're in. So
why don't you respond and then let's try to
tailor the rest and get our other inportance
vot es.

MR. NEEDLEMAN: |'m happy to throw
all this to the scientific validity section.

DR KIM |'"mgoing to respond
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because |'ve been asked to respond. Thanks
for that question.

So, regarding the clinical severity
we are limted to adm nistrative clains data.
So the kinds of stuff | think that nost
clinicians including nyself would | ove to see,
bl ood pressure, whatever, vitals, are just not
in there.

So we are limted to clains data. So
we won't really ever have the clinica
severity that would be sufficient to satisfy
the clinical side of this piece.

Regardi ng the R-squared which is
related but different we have a backup slide
that we can show.

MR. NEEDLEMAN: Forget the R-squared.

DR. KIM  Ckay.

MR. NEEDLEMAN: |'m nore concer ned
about the heterogeneity that's not neasured in
your R-squared.

DR KIM So, when we | ooked at the

top DRGs across a quintile. So when we
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separate hospitals by quintiles of RSP. So

you' ve got the highest, nost expensive, al

t hese paynents, not costs, paynents. You have
t he hi ghest paynent hospitals in quintile 5,
the lowest in quintile 1, 2, 3, 4 in the
mddle there. And they're quintiles so

they' re separated by the distribution.

When we | ooked at the top 70 percent
of DRGs, the top 70 percent of the DRGs were
the sanme. They weren't exactly the sane.
There were three or four that nade up the top
70 percent of DRGs, but they were the sane
t hroughout all quintiles.

Sone had sim |l ar proportions, not
exactly the sane proportions, suggesting to us
that the patients and the coding practices are
not different. Sonething is responsible for
the variation for sure but it doesn't seemto
be the coding practices. W'Il|l never be able
to answer your question directly because we
don't have those clinical markers.

VR. NEEDLEMAN: So, each DRG has a
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wei ght .

DR KIM Yes.

MR. NEEDLEMAN: So did you | ook at
the -- within the DRGs rel evant to these
pati ents construct the average DRG wei ght for
each quintile? And how simlar are those?

DR KIM W didn't do that exact
anal ysis. W just |ooked to see
proportionately were these coding practices,
were these such different patients that you're
going to code themdifferently.

And is it all about the coding
variation rather than actual clinical care
variation. And we, when we did our analysis
that | shared wwth you we were satisfied that
it really wasn't a coding practice reflecting
a difference in patient clinical severity.

But we didn't do the --

DR KRUMHOLZ: Nancy?

DR KIM Yes?

DR, KRUMHOLZ: Real quick. So |

think it's a really good question. And |
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think it has to be |ooked at in the context of
our past experience which has shown that at
| east, for exanple, with nortality and
readm ssion that in the absence of having the
clinical variables at the |level of the
hospital you can create a neasure that creates
an outcone that is a good proxy for an outcone
that you would receive using the clinica
vari abl es.

In this case what we want to avoid
s, you know, the DRGs are put in kind of
retrospectively. And that there's probably a
| ot of judgnent and variation init. And
there's a concern that using themas a
severity adjuster here would be endogenous and
I nfl uenced by factors that really don't --
that sort of obscure this quality signal nore
than bring it out.

And so there is a bit of a | eap of
faith because we don't quite have the sane
data we had when we did the nortality

measures. That again, while at the patient
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| evel you fail to predict well that the
aggregate technol ogical level, at the hospital
| evel actually represents it pretty well, and
can serve as a reasonable surrogate for the
severity issues.

That there's not such broad severity
differences that aren't captured by the other
i nformati on we have here at the hospital
| evel, the aggregate hospital |evel that they
woul d | ead you to a different concl usion.

And that's -- you have to decide
whet her or not you believe that or not. But
it's what allowed us to do the other outcone
nmeasures was that we actually were able to
prove that these were very good surrogates for
the neasures that you would get if you had the
data that you wi shed you had, which is bl ood
pressure, pulse and a lot of the other things
that we think are traditional around that.

And that the things that are really
fueling these differences aren't differences

in case m X.
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DR. ASPLIN: Thank you. Lina?

DR, WALKER: | just want to get a
little bit nore clarity on how you are
presenting the neasure and how that could be
used for inprovenent.

So as | understand it you're not
presenting a continuous val ue, you're
presenting three categories. So about
average, above average, bel ow average. And so
there's a lot of variation even within each of
t hose categori es.

And so when it is being used you --
I'"'mglad to hear you say that you won't expect
|l ess is better, but then | guess I'mtrying to
under stand, and |I' m hoping you can help ne
understand how it could be used for
I nprovenent if the correspondi ng or
conplenentary neasure is the risk standardi zed
nortality rate.

There's a | ot of things you can --
things that can go wong before you actually

die. So, you could cut back a lot on your
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resources and not affect your nortality rate.

So, you could see potentially
hospitals noving towards the | ower category
and still not affect their rate, but you could
al so see hospitals noving towards the higher
category. And again, the sane result with the
nortality rate.

So, how exactly do you envision this
coul d be used for inprovenent?

DR KIM Harlan, did you want to say
sonething? It sounded |like you wanted to say
sonething. |If not, | can respond to that.

DR KRUMHOLZ: | think it's a good
guestion. You always prefer to have nore
granularity to the kinds of things that you
want to pick up, nore sensitivity. For
uni nt ended consequences doing things |ike
trying to inprove efficiency of care.

| can tell you that, for exanple,
we're working in efforts with the Prem er
hospitals and are trying to | ook at groups of

hospitals as they performwth regard to both
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of these dinensions, both their nortality and
their cost.

And patterns are energing that |
think is leading themto think about where
they stand. And there are higher-cost
hospitals with higher nortality rates. And
they've got to start thinking NN | nean, this
doesn't tell you the Y but it starts to point
you directionally in the question of whether
or not the practices are |eading to the best
out cones for patients.

There are al so ones that are | ower
cost that are higher nortality and vice versa.
I think that this begins to paint a picture
about where people sit vis-a-vis their peers
and begins to help them solve the question of
what's driving them what can they do to
I nprove.

| know that it's always a little
unsatisfying. Wen we have process neasures
we're worried that they're too narrow. \Wen

we have outcones neasures we worry that they
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don't tell enough about underlying nechani sns.
And probably in the end of the day it's going
to require us to go in both directions.

And what we've felt is that it's up
to the institutions to begin to di agnose what
t hose opportunities are. And we do urge them
to be sensitive to the other kinds of outcones
whi ch may not be picked up by nortality. But
our hope is that nortality at |east is picking
up the nore outcones and can provi de them sone
i npetus to directionally focus on both
efficiency and outcones that matter to
patients.

And Nancy, you've thought a | ot about
this too.

DR KIM Yes. | just want to add to
that. So, | think that's right.

| also interpret your question
meani ng how practically are hospitals going to
use this information to hel p them i nprove.

We have an exanple of our hospital-

specific report on that thunb drive that |
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handed you. Is it possible to pull that up?

And | think Harlan's right. R ght
now i f you ask an institution where their
patients go | don't think they could tell you
for AM, or heart failure, or any other
specific condition.

So, what this hopes to do is to nake
transparent sonething that's happening that's
af fecting our paynents and our quality.

And it's a first pass, because
otherw se this remains invisible. It gets
di scussion started and if we can see the
hospital -specific report you can see the kinds
of information we're feeding back to hospitals
so they can nmake | ocal changes where they see
fit, where it's feasible for them

So, this is the --

DR. BERNHEIM  Just for context, when
the neasure is reported on the public website
-- this nmeasure hasn't been reported yet, but
the other neasures like the nortality neasure,

you can see both the category, one of the
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t hree categori es.

You can also drill down, see what the
actual nunber is so they can see where they
are on the continuous range with the interval
estimates which are |ike the confidence
I nterval

But hospitals are provided privately
much nore detailed information for each
di scharge that's included in that cal cul ation.
And so we've been working to try to nake that
as actionabl e as possi bl e.

And the AM paynent neasure went
through a dry run last year. So we did a
first iteration of the report that hospitals
woul d get to acconpany the public reporting
aspect. And that's what Nancy's going to show
you.

DR KIM Yes, | don't want to wal k
you through every single tab on this, but this
I's an exanple of what the hospitals receive
for their dry run, the hospital -specific

report.
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You can see your hospital's paynent
category, et cetera, et cetera, et cetera,
across the board.

If you ook at the index -- in the
post-acute tab. So this gives you a |ot of
I nformati on about your index stay, whether or
not you were transferred noving fromleft to
right, your total paynents, how nmuch of your
paynents were for the facility, how nuch went
to physicians. \Wether or not your particular
adm ssion in your hospital was eligible for
post-acute care. So this is the kinds of data
that we're providing to our hospitals.

And then if you | ook at Tabl e 4,
post-acute care, | just don't think they know
any of this right now

And this is a table of the post-acute
care settings. You can |ook at the venue ID
the index date, the index discharge date. And
the care setting and how many tines your
patient went to a SNF or rehab, how nmany days

they spent there and what percentage that nade
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of your total episode paynents.

So, | think that's the way that
hospitals are going to use these data. |
think hospitals will hopefully use these data
In two ways, broadly, with a conpanion quality
nmetric, and then nore specifically locally to
under stand what the phenonena are, their own
patterns are which they may not know ri ght
now. So in that way | think it wll be useful
and can be used to pronote | ocal inprovenents.

DR ASPLIN: |'m happy to report even
the dogs at Harlan's house know a | ot about
t he breakdown in episode spending, so that's
good.

Jack, do you have coment on this
section?

DR KRUMHOLZ: No dog at ny house.

DR. ASPLIN. On okay, sorry.
Sonebody' s house.

MR, NEEDLEMAN: It's the second half
of the question | wanted to ask which is you

reported the proportion of the costs in each
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of the categories, how nuch was acute, how
much was SNF, how much was readm ssion and so
forth. It |ooked |ike readm ssion and SNF
were the two big post-acute for both of these.

But |I'mjust wondering, we're tal king
about variation here. So, and what you didn't
tell us is how nmuch variation there was in
those. So, can you give us a sense of -- of
course the roomfor inprovenent is a function
of how nmuch variation there is in readm ssions
or SNF or the acute cost for that matter.

DR KIM That's a great question.

W have it i n our slide deck. It's the
patient-level. It's slide nunber, | have it
as nunber 36 in our slide deck. It's entitled

“"Patient-Level Post-Acute Paynents by Care
Setting" by quintiles of hospital for AM, the
ri sk-standardi zed paynent.

So, on the slide, I'lIl just set it up
for you while Evan's pulling that up. Al the
hospitals are stratified by the quintile of

the total risk-standardi zed paynents.
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And what we have laid out in the left
colum are the different types of post-acute
care, readm ssions, SNFs, non-acute inpatient
which is essentially inpatient psych,

I npatient rehab, honme heal th, other
out patient, et cetera.

And then what you get are the nunber,
so you're | ooking for frequency counts really,
t he nunber of patients who were readmtted
across quintiles. And then the readm ssion
dol | ar anount per patient across quintiles.
And that's teeny tiny. | knowit's teeny tiny
for me, probably for you too.

And what we've highlighted in red are
gqualitative big differences. So in red across
that top rowit's readm ssion. The colums
are quintile 1, 2, 3, 4, 5 by RSP.

Under readm ssion, that first red is
14.1. So that says 14.1 percent of patients
in the lowest quintile of risk-standardized
paynent were readmtted in that w ndow. And

it cost $9,905 per patient.
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In quintile 5, 16.8 percent of

patients were readmtted and per patient a
cost -- the paynent, it's not a cost, the
paynent was $11,409. So that could be a
source of variation. Across the quintiles
fromtop to lowest it |ooks Iike nore folks
are being readmtted and they're nore, the
paynents are nore expensive for those folks in
that top quintile.

As you go down the other settings the
story becones a little nore conplicated. |It's
al so accounting for fewer dollars of the post-
acute care.

But it's not such a sinple story
which is | think why it's inportant to give
hospitals |l ocal information so they can figure
this out locally and try to nedi ate
connections and rel ationships with other post-
acute care providers in a way that makes sense
for theml ocally.

DR. ASPLIN. Andrea, is this about

this particular issue?
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DR CGELZER: Yes, it's about this

slide actually.

DR ASPLIN. Ckay.

DR GELZER: So, the third |ine down,
non-acute inpatient, is that an LTACH?

DR KI M It can be. The non-acute -

DR GELZER So, they hardly return
If they're at an LTACH Am | reading that
right? No?

DR KIM This is where they went
fromindex stay.

DR GELZER: Oh, this is just the
paynent .

DR KIM These are post-acute care
settings during their episode wndow. So they
didn't cone fromLTACH  They went fromtheir
I ndex AM adm ssion possibly to an LTACH.

| wll say that non-acute inpatient
Is nore than LTACH It's inpatient psych,
LTACH and i npati ent rehab.

DR BERNHEIM (kay. So just to nmake
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cl ear what that slide's show ng for that,
anong hospitals -- anong the patients who are
at hospitals where the total episode paynents
are lowest, they're in the lowest quintile of
total episode paynents, a snaller percentage
are going to LTACH during the post-discharge
time in the quintile 1 hospitals.

Anong patients who are at the highest
paynment quintile of hospitals we're seeing
greater percentages of themgoing to LTACHs
and on average the cost of that LTACH stay is
hi gher at the patient |evel.

It starts to give you, you know, this
doesn't answer the whole story at all, but
this was in response to sone questions that
had conme up in your earlier neetings. Are you
| ear ni ng anyt hi ng about how the high- and | ow
cost providers differ.

So this was a first pass to say
there's a lot nore to |l earn but sone things
energe in an aggregate way that could be

val uabl e for providers and for inproving
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cost s.

DR ASPLIN. Ckay, so checking on our
time here, one of two things happening.

Either we're getting sone of the questions
that were going to cone up during the
scientific acceptability answered which |I'm
hopeful that that's what's happeni ng here.

O we have no hope of being done by
3:15. So I'mjust going to have Bill, Lina
and on the line Joe. And then let's keep
these quick. And then I'd like to call the
guestion on criterion 1b. Bill.

DR VWEINTRAUB: So | think this gets
at sone of the problens that the TEP cane up
with., And to summarize what Jack said
previously, there seens to be sone area for
I nprovenent, although when you ook at this it
| ooks relatively nodest and nost of it's
related to readm ssi on when you get down to
it.

But it crosses over into the validity

because your ability to predict wth the nodel
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that you've got is so weak. So, sone
opportunity for inprovenent but limted
scientific validity given your nodel.

DR BERNHEIM Just a quick thing on
the ability to predict is so weak coment
because | think it's really inportant to
address. And this definitely crosses into
your scientific acceptability section so |I'l
j ust acknow edge that.

This is a problemwe run into all the
time with these neasures. And if we wanted to
maxi mal |y predict your cost there are al
ki nds of things we could throwinto this
nodel. And we've played with that a little
bit to prove it to oursel ves.

So | can nake our R-squared 10 tines
as high if I put in a risk adjustnment for your
DRG But when | put in risk adjustnent for
your DRG | amrisk-adjusting for your decision
about procedures. | amrisk-adjusting for the
conplications of a care that have occurred

during -- those all feed into the DRG paynent.
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And | can predict how nuch your
epi sode is going to cost, but | can't actually
tell you nearly as nuch about how hospitals
vary in terns of the decisions they're naking
that affect costs.

Now, |'m not sayi ng we've got
everything in there we need to, but | just
want to make the point that a low R-squared in
and of itself does not tell you whether we've
got everything in there that we need to.
There's lots of ways to increase R squared
that don't nake you better at projecting what
hospital s are doi ng.

| totally hear your point that there
may be clinical factors that you wish were in
there that we can't get but we have parsed
apart the pieces that we think are present at
the tinme zero that we can capture and | ots of
these kinds of neasures simlarly have very
| ow R-squar ed.

Li ke the HCC nodel that's used for
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Medi care Advantage, simlarly low. | nean,
this is what you find in this world. And we
think that a lot of it has to do with a |ot of
deci si on- naki ng about care that affects the
paynment s.

And so it's just really inportant to
remenber that we're not trying to predict
paynent as best we can because we can do that
much better than we're doing. W're trying to
just level the playing field so that when
there's differences anong providers we're
accounting for that and | eaving the variation
that's nost likely to be due to the deci sion-
maki ng.

DR VWEINTRAUB: So let ne respond to
that because | think that we agree that your
choi ces were good ones and you shoul dn't
I ncl ude things after the adm nistration.
Actual ly, you could drive up the R-squared by
I ncl udi ng conplications and your R-squared
would be like 0.7. O include |length of stay

and your R-squared is |ike 0.09. W know that
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woul dn't nean a thing. So we agree with your
deci sions but that's not where the rub Ilies.
The rub lies given the | ow R-squared what can
you say after you've nmade the right decisions
on what to include.

DR. BERNHEIM | think this cones
back to sonme of the earlier coments Harl an
was making which is that there's lots of ways
to interpret the earlier slides.

But we know, for instance, that
deci si ons about SNF post-heart failure varies
enor nously across hospitals w thout having
much di fference and i npact at the hospital
level. We know there's |ots of places where
hospital s are nmaki ng deci si ons.

There's nothing we can show you t hat
tells you we've got everything in there we
need to. Harlan referred to earlier studies
we' ve done that we haven't had the opportunity
to do wwth this that have shown if you use
clinical data for risk adjustnent or the

clains data for risk adjustnent you profile
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hospitals very simlarly which reassured us
that the clains data adequately are a
surrogate for the clinical severity in
aggregate of a hospital.

But you're right, | nean it is --
it's a question we'll never be able to fully
answer. So we've tried to think about the
best approach given the data we have and to
reassure ourselves that there's variation that
we think is nmeaningful and that's sort of
where the neasure |ies.

DR ASPLIN: Lina?

DR WALKER: This is actually a
guestion for NQF as we consider this
particul ar question.

So what we're | earning today was not
i ncluded in the packet of material. So, and
"' m hearing that sone of this information wll
be shared wwth the institution. Al maybe?
| don't know.

So | guess the question is what are

the informati on we should use in evaluating
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this question, what was submtted in the
packet or everything? Wat they' ve presented
today and any infornmation they say that they
woul d share with the institution. GCkay, thank
you.

DR. ASPLIN. The answer is
everything, for those of you on the phone.

Unl ess you coul d hear the heads noddi ng.

Herb? O Joe, I'msorry. Joe, you're up
next .

MR, STEPHANSKY: [|'msorry, | seemto
have -- ny call got dropped sonepl ace al ong

there when ny dog started to bark. Sorry
about that.

My coomment is froma hospital
standpoint. | was in a neeting |last week with
six of our largest hospitals and they nake a
great deal of use of the -- those hospital-
specific reports that were bei ng nentioned.
They take them very seriously and we're hoping
to get sonething simlar fromsone of our

commer ci al payers in M chigan.
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They are useful once -- because if
the only place we can see what happens post
di scharge, the actual types of care that are
provided to the patients.

My comment is that now we are having
a cost neasure, a readm ssions nmeasure and a
nortality measure where these hospital -
specific reports are separate they need to be
conbined into a format that hospitals can use
nore easily.

"Il leave it at that for now but
"Il have sone suggestions |ater. Thank you.

DR. ASPLIN. Herb has the last word
and then we're going to vote on 1B.

DR WONG So, ny comment clearly
falls into the scientific validity sort of
thing and that's where this whol e conversation
has t aken.

DR ASPLIN. If it does can we just
wai t ?

DR WONG But | think I just want to

make one poi nt because it was just two

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 294

conversations ago. And that is there was
great conversation about the whole R-square
I ssue.

And | think that the devel opers were,
fromny perspective there are ways to in fact
I ncrease your R-square. And the question is
do we really want to do that to kind of tease
out those sort of things.

The TEP nenbers have nade a poi nt
about the R-squared. So ny general comment
for the conmttee is that there is this
bal ancing. So R-squared is one conponent but
a high R-squared is not necessarily the best
thing. So that's ny general point for the
comm ttee to consider

DR ASPLIN. Very good. So, question
1B, opportunity for inprovenent, denonstration
of resource use or cost problens and
opportunity for inprovenent. The categories
in front of you, high, noderate, |ow, or
i nsufficient evidence. And Evan, let us know

when you're ready for us to begin voting.
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MR, WLLIAVBON:. Great. W will now

vote on opportunity for inprovenent. You nay
begi n voting now.

And we have all the votes. And so we
have 10 high, 10 noderate and 1 insufficient.
It passes opportunity for inprovenent.

DR. ASPLIN: Move onto the next
guestion. In the final one in the area of
I nportance to neasure and report, 1c, neasure
intent. So the intent of this resource use
nmeasure and construct are clearly described.
Are there comments prior to voting fromthe
commttee? O on the phone? On this
particul ar question. Evan, |et us know when
we're ready to vote on 1C

MR WLLIAMBON. Geat. W will now
vote on the nmeasure intent. Your options are
hi gh, noderate, low, or insufficient. You may
begi n voting now.

Looks like we're mssing one vote in
the room There we go. And we now have al

the votes. And we have 16 high and 5
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noderate. |t passes neasure intent.

DR. ASPLIN. Very good. W're on a
roll. W've only got six nore vote slides to
go. Let's just keep going.

(Laught er)

DR. ASPLIN. Just kidding. This is
the overall -- for the inportance to neasure
and report overall based on the three
subcriteria, your sumrmary reconmendati on
relative to inportance to neasure and report.

Any questions prior to going ahead
with the vote on the overall category? Evan
| et us know when you' re ready.

MR, WLLIAVSON: W wll now vote on
overall inportance to neasure and report. You
have four options, high, noderate, |ow, or
insufficient. You may begin voting now.

G eat, we have all the votes. Looks
i ke we had one additional nmenber join us on
the online webinar so we wll now be at 22
votes. So we have 17 high and 5 noderate.

The neasure passes the overall inportance to
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measure and report.

DR ASPLIN. That was Joe's dog that
added a vote.

(Laught er)

DR. ASPLIN. Okay. So, could I ask -
- to allocate our tinme ny sense is the next
category of scientific acceptability is where
we're going to spend the bul k of our tine.

Wul d there be concern anong
commttee nenbers if we left only 15 m nutes
for feasibility and usability? |[|'m seeing no
concern in the roomso |I'd like us to try to
have the scientific acceptability discussion
over the next 40 m nutes then. Sound good?

And we can nove forward with 2a.1
construction logic. And we'll |oop back and
have Cheryl provide an overview of where there
was agreenent and di sagreenent. Thank you for
rem ndi ng ne.

M5. DAMBERG Ckay, I'Ill try to be
qui ckly. So, there are nultiple subconponents

to nunber 2.
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So, generally peopl e thought the

specifications were clear but there were a few
guestions that were raised in terns of whether
secondary di agnoses fromthe index
hospitalization were considered for possible

ri sk adjustnent and was present upon

adm ssi on, coding i ncorpor at ed.

|'"d say the bigger issues fell into
reliability testing as well as validity. So,
It was clear that the devel oper had done
various tests related to the reproducibility
of the neasure, but there seened to be no
docunent ation of |ooking at sort of the
signal-to-noise ratio in terns of the neasure
whi ch was anot her neasure of reliability.

And | think we've already tal ked
about the R-squared issue so |I'mgoing to skip
over that.

And let's see. So let nme nove onto
validity testing because | think this is where
a lot of the issues surfaced.

There were questions about the
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attribution of transfers and that that issue
is always vexing. There were comments that
the nmeasure itself hadn't been validated

al t hough the data el enents, the sort of
bui | di ng bl ocks had been. And that was an

I ssue.

And then the big issues were around
risk adjustment in terns of both severity as
wel | as adjusting for socioeconon c stat us.
Nancy had raised that earlier in the
di scussion. So | think those were the big
i ssues that came up as well as why excl ude
patients with same-day di scharge.

| think those were the mmjor issues
that were surfaced.

DR. ASPLIN: Very good. W have a
nunber of categories where you'll be asked to
have two votes in this |arge category of
scientific acceptability and the first is on
reliability. The second is on validity.

| would agree with your assessnent,

Cheryl, that on this particular nmeasure nore
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of the questions fromboth the TEP and the

online survey related to the validity
qguestions, sonme of which we've started to
di scuss.

MR WLLIAMSON. | wll point out
that for these two sections, for reliability
and validity we placed algorithnms on your
desk. They're the colorful charts that we've
posted on there. They're also available --
they were in the commttee gui debook. But
they serve as a good reference for these
di scussion as far as figuring out how to nake
your rating.

DR ASPLIN. So let's open up for
di scussion of reliability questions. And you
see the categories in front of you but we
don't need to take all subcategories in order.
| would just open up for questions or coments
fromthe conmttee on reliability. Andy, go
ahead.

MR. RYAN. So, one of the criticisns

of the nortality neasures that Yal e devel oped
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Is that it basically cancels out any vol une
and outcone relationship that a | ot of people
think is really there in the aggregate. But
once you do the shrinkage basically the | ow
vol une peopl e get shrunk back to the nean and
then that kind of takes away the vol une-

out cone rel ati onship.

And | was wondering if there was any
analysis for this neasure that -- to assess
whet her there was a vol une and out cone
relationship with respect to the cost and what
kind of inplications that could have for both
the reliability and validity of the neasure.

DR BERNHEIM So, I1'll take that in
two pieces. W have not directly | ooked at
the relati onship between the vol une and
outcone for this neasure.

And in ternms of the controversy
around this issue in the nodeling as you
probably know the issue really relates to
uncertainty. So, the |ower the volune, the

| ess certainty you have about your estinate
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for nortality or cost or anything el se.

W have a little nore power here
because we have a continuous outcone so it's
alittle bit easier, but in general there are
different ways to handle that uncertainty.

The statistical guidance and people
that we have worked with have always felt that
It was nore inportant to use the kinds of
nodel i ng we used as hierarchical nodeling
whi ch does have sone assunption that when you
have too little volune to be sure of your
estimate it brings those nore towards the
mean.

So part of when you | ook at our
unadj usted cost distribution and the adjusted,
sone of that is related to the risk
adj ustnent, accounting for differences in
pati ent popul ation, the shrinking of the width
of the distribution, and sonme of that is
related to vol une.

If you're a provider who is a snall -

vol ume provi der who has one expensive case and
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we don't account for the fact that that could
be random you're not going to be very happy
that we assune that your nunber is your
nunber .

It's better for the small-vol une
providers and many people think it's nore fair
but there is debate about this. But we have
al ways used hi erarchical nodeling on the
strong statistical advice of our consultants
who feel that it's the fairest way to handl e
I nherent uncertainty when you have snal
vol unes.

MR. RYAN. So, the R-squared that's
bei ng tal ked about fromthe materials is based
on a regression of observed cost to -- or
observed or regressed on predicted cost.

And so that predicted nunber includes
both the hospital randomeffect and all the
ri sk adjustnment stuff that's on the right-hand
si de.

So, can you -- did Yale do any

analysis trying to identify whether the nodel
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actually had a higher R-squared than w thout
the hospital effect? O if it was based only
on the risk adjustnent factors?

|"mjust trying to understand ki nd of
what's leading to that | ow R-squared. Is it
just poor prediction fromthe risk adjusters,
or is it also being contributed to by the
hospital random effects?

DR. BERNHEIM We have not done
anal yses to try to separate those issues.

DR ASPLIN:. Cheryl?

M5. DAMBERG So, | wanted to get a
little nore clarification. So you've set your
threshold at 25 cases per hospital. And | was
trying to figure out did you do sone tests to
again |l ook at the signal-to-noise ratio?

Because in essence you are
classifying these hospitals into better than,
worse than, or no different than. And you
know, the sort of stronger the signal, the
better you're going to be able to classify

peopl e correctly.
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DR KIM So, all paynents are

included in the actual -- all hospitals are
i ncl uded in the paynent cal cul ati on whet her
they have 1 or 26 hospitals.

The only thing about the 25 is the
reporting. We only report on hospitals if
they have 25 or greater cases because we were
afraid that the uncertainty around the small -
case hospital, not the small-vol une hospital
Is too nuch to report on and classify into a
category of above- or bel ow average paynent.

But no, we didn't ook, we didn't do
any anal yses to | ook and see if the vol une was
rel at ed.

DR BERNHEIM The 25 threshold is
fromthe original anal yses done for the
nortality and readm ssi on neasures where we
did do sone of that anal ysis.

One of the things that cones up is
peopl e use the word "reliability" to nmean many
different things. But sone of our neasure

devel opnent for the AM nortality neasure
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established 25 as a good threshold for that.

And so we set it the sanme for this neasure.

MS. DAMBERG. Yes, | guess ny concern
Is that cost data tend to be a | ot noisier.
And so | think it would be hel pful to get sone
sense of that type of reliability calculation
for the neasure.

DR ASPLIN:. Jani s?

DR. ORLOWBKI: Could you review for
nme again the strategy for assigning the cost
to the initial hospital? M concern is that
-- two. One is that the hospital A, the
presenting hospital is likely to have perhaps
a couple of hours of interaction with the
patient prior to transfer, nost of it
decisions in the energency room

And then the second is whether the
assignnent then to hospital A rather than the
tertiary referral center, if that would not
provi de adequate data on |arge referral
centers.

DR KIM Thanks for that question.
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So, just to clarify, when we tal k about
transfers we're tal ki ng about inpatient
adm ssion to inpatient adm ssion specifically
for AM. W're not tal king about ER to
I npati ent adm ssi on.

DR ORLOWNBKI: So that goes to B

DR KIM That goes to B because B
| ooks |Iike A Because we start fromthe index
adm ssion. So, this is not the three hours in
the ER, go to a hospital. The ER is not
hospital A and the other hospital is not
hospital B

When we consider transfers, there's
really only three ways to deal with transfers.
You can exclude them And for our AM cohort
that was about 7 to 8 percent of our AMs, and
that was too nany.

And transfers are inportant to
I ncl ude because it tells you a | ot about care
coordination. So we didn't want to exclude
t hem

You can attribute to A as we have
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done because they begin the episode of care so
conceptually it provides the sane standardi zed
paynent. O you could attribute themto
hospital B

When we crunch the nunbers for the A-
B conpari son, because again, we didn't want to
excl ude because we think it's an inportant
pi ece of the AM picture, we basically | ost
hospitals. W |ost about 100 hospitals. So
we woul d be reporting on 100 fewer hospitals.

And the hospital B, the accepting
hospital, wasn't any nore expensive than it
| ooked like in the attribution to hospital A

What di d happen was hospital A got a
| ot cheaper. And in AM you're really talking
about PCl - capabl e and not-PCl capabl e
hospitals. And we didn't want to di sadvant age
PCl - capabl e hospitals.

In fact, it doesn't disadvantage
them Their risk-standardi zed paynent stayed
about $15,000, so slightly higher than the

ri sk-standardi zed paynent for non-PCl
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hospital s when we use the hospital A
attribution approach.

Wien we use the hospital B
attribution approach those transferring
hospitals which are |ikely non-PCl hospitals
are about $12, 000.

So, when we use the hospital B
approach we | ose about 100 hospitals so we're
reporting on fewer hospitals which we don't
want to do. W want to include as many
hospital s as possi bl e.

It doesn't change the way we
characterize the risk-standardi zed paynents
for PCl-capable, usually the accepting
hospital. But it makes hospital A |ook
cheaper.

Wien we do our approach which
conceptually we |ike because it gives
everybody a standardi zed paynent w ndow we
found it doesn't have any negative effects on
the risk-standardi zed paynent. So for those

reasons we chose to go with hospital A.

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 310

And lastly, it does mrror our
quality nmetrics. So it harnonizes nicely with
the quality nmetrics. But we did have a | ot of
di scussion around transfers, particularly for
AM . Less so because for our heart failure
cohorts 0.08 percent, so less than 1 percent
of our heart failure patients are transfers so
it's less of an issue.

DR ASPLIN. Very good. Andy, do you
have anot her comment or question? W' re good?
Ckay.

O her questions on reliability?

Don't see any on the phone or on the webinar.
So let's nove forward to the reliability vote.

So considering all these criteria the
guestion that you're voting on is now in front
of you. How well overall has the devel oper
denonstrated the neasure results are
repeat abl e and can be i npl enent ed
consi stently?

Do we need to speak to the algorithm

or not?
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M5. WLBON:. So, the algorithmthat

was at your seats and that we have
subsequent |y passed out to sone of you that we
didn't get to is sonething new that we're
inplenmenting to try to nore systematically and
consistently rate the neasures according to
our criteria, specifically for reliability and
validity.

So again, this is sonewhat new and
we've only inplenented it | think wth one
commttee so far. So, we'd like to walk you
through this before we begin voting to nake
sure that to the best of our ability we're
trying to apply the criteria the way that it
was i ntended to be applied.

So, the first question is about
whet her or not the submtted specifications
are precise, unanbi guous and conpl ete, and
that they can be consistently inplenented.

And so dependi ng on where the commttee lies
on that then we can go to another questi on.

So, | guess we can just ask now in
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terns of the conmttee's general agreenent on

the specificity of the -- or the preciseness
of the specifications. And if we feel like it
was okay to advance. Ckay, | feel like -- if

anyone on the phone has any objections to
that? Okay.

So |'m seei ng noddi ng heads for the
record that the answer to that question is
yes.

So the next question is about whether
or not enpirical reliability testing was
conducted using statistical tests with the
nmeasure as specified.

And so if the answer is yes, |I'm
| ooking for sone indication fromthe commttee
on whether or not there's agreenent that
enpirical reliability testing was conduct ed
using statistical tests.

M5. DAMBERG | think there's parti al
testing. So what do you do in split cases?
Where they haven't sort of covered all the

el ements. So they've covered sone of the
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el ements. So what do you do in that
situation?

M5. WLBON. Ckay. So, the next
question would be for the reliability testing
that was conducted was it done at the conputed
performance neasure score level or at the data
el ement level. Go ahead, Cheryl. 1'msorry.

M5. DAMBERG So they did it at the
measure | evel

M5. WLBON:. At the neasure score
| evel 2  Okay.

So the next question would be was the
met hod that they described for testing the
reliability, was it appropriate for testing
the proportion of variability due to real
di fferences anong neasured entities?

So again, was the testing that they
did at the neasure score level, was it
appropriate for what we would be expecting to
find.

M5. DAMBERG | guess this was ny

earlier coment | made. So they did part of
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this but not all of the different things under
your "such as."

So, they did reproducibility in terns
of the randomsplit correlation type of test
but they didn't | ook at signal-to-noise.

M5. WLBON: |I'msorry, | can barely
hear you. |'msorry.

M5. DAMBERG Sorry. So they did
sonme of these tests but not all of them So
they did not do the signal-to-noise analysis
but they did do the randomsplit test.

M5. WLBON. Ckay, there's not
necessarily a requirenent that they do all of
them These are just exanples that they could
have done.

So, if the conmittee is satisfied
wth the appropriateness of the reliability
testing that was done the next question would
be nunber 6 which says based on the
reliability statistic and scope of the
testing, the nunber of neasured entities and

representativeness, there's a series of three
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guesti ons.

|s there a high certainty or
confidence that the performance neasure score
is reliable? Is it noderate or is it |ow?
And so that's really where your scoring should
come out for the overall reliability score in
terms of your confidence in the reliability
based on the testing that they did.

So that's kind of the end of the
al gorithmand would tell us what your vote
woul d be.

MR. RYAN. Ashlie, can |?

M5. WLBON. Sure, go ahead. Pl ease.

MR RYAN. So, with respect to
whet her the testing was done with the neasure
as specified. So as | understand this is
supposed to be a hospital profiling it for a
12-nmonth period is how the neasure is
speci fi ed.

And it appeared fromtheir
description of reliability testing that their

split sanple nethod used conbi ned 2008 and
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2009 dat a.

So, ny question is whether the
reliability testing that they did is
consistent wwth the neasure as specified.

M5. WLBON: Yes, | would ask a
guestion of the devel opers, naybe a rationale
for why that was done as opposed to one year
There nmay be a reason for that. And then |
woul d defer to Taroon and Helen to see whet her
or not there's any --

DR BERNHEIM  So, generally when we
do the risk nodel devel opnent we do that in a
single year of data. That's just been the
approach we've taken for determning the
nodel i ng and the risk adjustnent vari abl es.

Qur neasures in the past have
actually been reported on three years of data
in order to get greater sanple size. In this
case we didn't yet have three years of data.

And we used the two-year split sanple
because if you use a single year and then you

split it you're getting even snaller vol unes,
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so fewer and fewer hospitals we can use. So
the two-year split sanple gives you a sanple
size. For each of the split sanples it's

about a year's worth.

| don't think that that -- | nean
it's the sane neasure. | can't inmagine why
that would affect -- why that wouldn't neet

the NQF criteria, but I'"'mwelcone to hear if

peopl e have concerns.

MR AMN | nean, |I'mnot going to
speak to concerns. |'mnot here to eval uate.
| think all | would say is that the

nmeasure should be tested as specified. So, if
the nmeasure -- is the neasure specified for
one year of data. The testing should
denonstrate the reliability wth the anmount of
data that you woul d have for one year.

DR BERNHEIM And in fact it's
probably going to be inplenmented with three
years of data, with nore, just to get the
sanpl e si ze.

DR ASPLIN. Ashlie, do you want to
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go down? O do you feel |ike you' ve gone
t hrough the al gorithnf

M5. WLBON: Yes, we're -- | nean
|'"mnot sure. Maybe with Andy's question that
may take us back to the algorithm | don't
know i f, Taroon, did you have? Onh, okay.

So, | don't know if any other
comm ttee nenbers have comments on Andy's
question or whether or not we need to go back
and revisit sonme of the earlier questions in
the algorithmto determ ne whether or not we
agree that it was actually tested as
speci fi ed.

DR ASPLIN:. Cheryl?

M5. DAMBERG So, could | just follow
up on that last coment? | guess this was
sonething | mssed, that it's a three-year
peri od.

So, can you help explain why it's a
t hree-year period? Because how does that then
factor in any inprovenents the hospital makes?

DR BERNHEIM This is a rea
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challenge with AM in particular. Part of the
things that people |ike about the hospital Y
measure i s that we then have enough patients
at a | arge nunber of hospitals that you can
report using a single year of data.

It's a bal ance between wanting to get
adequat e sanpl e size to have reasonabl e
estimates for a | arge nunber of hospitals and
using the three years lets us do that.

But there's a remarkabl e nunber of
hospitals in this country that don't have 25
AM cases in a year

DR ASPLIN. Al right. 1'dlike to
nove forward with the question on the vote on
reliability. Bring that screen back up again.
Overall they've denonstrated the results are
repeat abl e and can be inpl enent ed
consistently. And Evan, |et us know when
you' re ready for us.

MR, WLLIAVSON:  You will now vote on
overall reliability. You have four options,

hi gh, noderate, low, or insufficient. You may
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begi n voting now.

And we have all the votes. W're
back down to 21 votes now. One was a
duplicate before. So, crisis averted. W
have 3 high, 16 noderate and 2 low. It passes
reliability.

DR, ASPLIN. Al right. So we'll
nmove onto questions of validity. And | think,
Cheryl, you nmade your validity comments in
your overview, correct? Ckay.

So we'll open this up. And Jack
take it away.

MR. NEEDLEMAN. Ckay. W' ve had a
| ot of conversation about the R-squared and
the R-squared is not the right issue.

The right issue fromny perspective
Is whether we're capturing variation in cost
that's due to discretionary choices anong the
provi ders about what to provide.

As you said, you can bunp the R
squared up by 50 percent by including DRGs.

Now, sone of the DRG choices accurately
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reflect differences in the status of the
pati ent wal king in the door and sone refl ect
choi ces.

To the extent that it reflects the
status -- to the extent that the differences
in patient status and therefore what's needed
to effectively treat themvary we've got
unaccounted-for variability in the cost.

Now, that's not relevant if every
hospital faces the sane distribution of
patients. Because all that variability is
equal. It's the equival ent of random zati on,
right? Al that variability is equal and
therefore the cost differences are driven by
t he care choi ces.

So we come back to whether or not the
variability in the condition of the patients
wal king in the door are conparabl e enough
across the different hospitals that it can be
ignored. And if it is then we're fine | think
interns of that issue of the validity here.

And if it can't be ignored then sone -- then
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it isn't quite ready for prine tine. As
difficult as that is to neasure.

So, I'd like to hear about the TEP
conversation on this issue, about how
conpar abl e these patients were in terns of the
di stribution of needs for care. Even if it's
not fully captured in the way in which the --
I'"d like to hear the TEP conversation on this
and then the neasure devel oper conversation on
this to figure out how concerned about the
variations due to differences in patient need
are that are not accounted for in the neasure.

DR ASPLIN. Bill?

DR VEINTRAUB: W didn't quite frane
it that way, Jack. But |I think then | can
sunmari ze the feelings of the TEP |like this.
That we coul d not adequately account for
variation given what we've seen. That we
basically agree wwth the choices of the
devel oper on what to include and not to
i nclude. G ven the choices that were nmade we

coul d not adequately account for variation.
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And as good a job as they did, and

t hey were appl auded whol ly by everyone in the

TEP to have done a very good job, that as you

put it it may not just be ready for prine tine
because we can't adequately account for

vari ation.

DR ASPLIN. Response fromthe
devel oper?

DR BERNHEIM  So, | wonder, |'mjust
going to go back again to sonething we were
able to do with our AM neasure. Because this
Is the question that conmes up with the cl ai ns-
based neasures pretty consistently.

And quite honestly, if you talk to
our teamwas the question in our teanis m nd
when we started to depend these neasures. How
can the clains possibly account for patient
severity.

And so, I'mjust going to -- |I'm
repeating nyself a little bit, but not all the
nmenbers of this commttee are going to be

aware of this work and | think it's inportant.
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When we depend the original nortality
nmeasure. So again, we're |looking at the sane
popul ati on of patients, AM patients. No
guestion that your clinical status at arrival
I's going to have a huge inpact, probably nuch
nore on nortality than on paynent.

We didn't know whet her the clains
data was adequate for differentiating between
hospitals and the case m x that they were
facing. Not for individual patients but for
the aggregate risk of the patients that are
comng into hospital A conpared to the
aggregate risk for -- you want to interrupt ne
so I'"'mgoing to |let you.

MR. NEEDLEMAN: Ckay. You've nmde
the point and | think it's quite appropriate.
The clainms data are as good for neasuring
severity as within the limts that you're
| ooking at as the nedical record data. That's
not the issue that |I'mraising.

The issue is whether the differences

In severity across the different hospitals are
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accounted for sufficiently in your neasure
when you' ve |unped all these DRGs together,
when you' ve | unped all these di agnoses
together and you're seeing big differences in
not only the post-acute paynents but the
acute-| evel standardi zed paynents because of
the differences in case m x.

Whet her you're adequately taking into
account the legitimate differences in how nuch
I's being spent for these patients when you put
together this many different diagnoses, this
many different DRGs into a single neasure
| abel ed AM or neasured heart failure. That's
my questi on.

DR. BERNHEIM So | think the answer
Is the sane. And forgive ne if |I'm
m sunder st andi ng sonet hing. What the
validation work that we did early on said was
you can differentiate between hospitals --
anong hospitals in terns of the severity of
the patient.

So, | think the concern i s whet her or
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not we are adequately accounting for the
severity of patients that m ght | ead to higher
procedure rates. And so our early validation
wor k suggested that you can.

But sonehow that's not answering your
guestion so |'m m ssing sonet hing.

MR. NEEDLEMAN: Yes, because let's
say all the anbul ances are passing the
hospitals that don't have PClI and bringing the
nost severe patients, or the ones nost
tractable to treatnent to the PCl-based
hospitals. W're going to have a real
difference in case mx there.

DR BERNHEI M  Absol utely.

MR. NEEDLEMAN: Real differences in
how many people are going to survive the
hospital, how nuch -- and therefore the cost.

Now, you've conbined all those
different -- not just the treatnent choices,
but the diagnostic categories that drive the
treatnment choices in the way that you' ve

| unped t oget her a whol e bunch of things and
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said all these are AM patients. And we're
not draw ng any distinctions anong all these
different AM patients. That's ny question.

Now, if those distributions are the
sane across all the hospitals it doesn't
matter. But if those distributions are really
different across the hospitals then you're
going to get cost variation which is not under
the control of the hospital and yet you're
attributing it to the hospital both in the
acute stage and in the post-acute stage.
That's ny question. That's nmy concern.

DR KIM W do take into account all
t he di agnoses we can including the 12 nonths
prior and on the index adm ssion. So we do
get a realtinme |ook at anything that's coded
on adm ssi on.

We don't count conplications. So
things that are coded as secondary di agnhosis
that we consider potential conplications we
don't i ncl ude.

But we are getting realtine clains
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data which is conorbidities. It's never going
to be the bl ood pressure, the vital signs as
we di scussed earlier

Wuld it -- for AM a lot of this
concern is PCl/non-PCl hospitals. And it
turns out when we | ooked at the PCl v. non-PCl
hospital s using hospital A for transfers the
PCl hospitals are maybe a few hundred doll ars
to a thousand dollars on average, on average
nore expensive than non-PCl. So, it's not
just about the volune of procedures, it's
sonet hi ng el se.

So | hear your concern. | think
there are several conponents. The conceptual
concern of not capturing clinical severity
whi ch we can never directly answer. |f you
don't |ike our chart review answer |'m not
sure --

MR, NEEDLEMAN:. Well, no, the chart
revi ew answer says that there are things in
the clains that concern -- stand as surrogates

for the charts.
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And |I'm happy to hear that. | use

nostly adm nistrative data in ny research. So
"' m happy to hear that.

No, the issue is whether you're using
all that to accurately capture things that are
going to drive differences in how nuch is
spent on the patient, separate fromthe
clinical discretion of the hospitals and the
ot her fol ks, and the cardi ol ogists and the
surgeons that are treating the patient.

That's ny question.

DR BERNHEIM So let ne just ask.

So, if we had bl ood pressure STEM or no
STEM, drive-by anbul ance, in shock, all of
the clinical variables you would want and we
used our exact sane neasure for the sanme set
of patients. And in one of the neasures we
used all of that clinical variable and we said
hospital Ais nine and hospital B is four.

And then | said, okay, |I'mgoing to
do the sane neasure, sanme patients, sane

outcones, but I'mgoing to use just chart-
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based data -- | nean, clains-based data. And
| came up with the sane answer, hospital Ais
nine and hospital B is four. Wuld that nake
you nore confortable? That sonehow we're
getting the sane risk adjustnent. Wth the
cl ai ms- based -- because that's what we did.

What we did was we took the sane
patients and the sane outcones and we said if
you run a nodel that has every clinica
variable you want in it for risk adjustnent do
you get a different answer about that
hospital's profile. This is for the nortality
measure. We haven't redone it for the paynent
nmeasure. Than you do --

MR. NEEDLEMAN: Yes, but except the
nmeasures that you' re describing are things
that have to do with the condition that |
wal ked into the door with this tinme, the AM.

So you've got ny ejection fraction,
you've got all that other stuff. Got ny bl ood
pressure. You know whether | cane in awake.

And you have all that having to do with right
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now what do | | ook |ike.

That's different from know ng that
|'ve got diabetes, that |'ve got --

DR BERNHEIM But that's what |I'm
trying to explain. Qur validation -- that's
what | really want to make clear. W did not
do a validation that says if the clains say
di abet es does the chart say diabetes. That's

MR. NEEDLEMAN: No, no, no. But what
"'msaying is the patient who walks in with a
mld heart attack. And | have no -- |I'm not
a clinician. | have no idea what a ml|d heart
attack neans except that they're going to wal k
out of the hospital in two days and be
referred to cardiac rehab.

And that's very different from
sonebody who cones in with a nassive heart
attack that's going to get all kinds of
treatnment, going to wind up getting stented
and all kinds of other stuff going on.

And the question is is there anything
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in your risk adjustnent that lets us
differentiate those two patients. Does the
prior diagnostic information do that? Does
sonething el se you're using in your risk
adjustnent allow us to differentiate those
paynments when we're trying to predict
patients, when we're trying to predict costs?
DR BERNHEIM So | really do think
under stand your question and | am not sure why
"' m being so ineffective at expl ai ni ng what we
did. But that's the question we answered.
It's not that oh, a history of
di abetes correlates so well with severe heart
attacks. It's that if you use all the
information fromthe clains to understand the
risk of a population comng in you cone up
with very simlar understanding of risk as if
you had all the information fromthe charts.
They're not a 1:1 correlation but in aggregate
they do a very simlar job. So the clains in
the nortality neasure did a renmarkably good

job at acting as a surrogate for exactly the
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i nformation you wi sh we had.

MR. NEEDLEMAN: And have you done the
sane thing around the cross neasures?

DR. BERNHEIM So we haven't done the
same thing wth this neasure at this point.

But the concept is simlar. | nean,
If you can do it for AM patients for
nortality I'mnot sure what you woul d think
woul d be so different for the --

MR. NEEDLEMAN: How hi ghly does
nortality correlate wwth cost?

DR BERNHEIM But the question isn't
whet her nortality and cost --

MR. NEEDLEMAN:. Well, you're telling
me your risk-adjusted correlates with
nortality so now -- you haven't checked it
wth cost. How highly does nortality
correlate with cost? That's the way | woul d
do the conpari son.

DR BERNHEIM But the question we
were asking was is our ability to understand

how severe this population is with the clains
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nmeasure simlar to our ability to do that wth
cost .

MR. NEEDLEMAN: For purposes of
predi cting cost.

DR BERNHEIM  For AM, right?

MR. NEEDLEMAN: For purposes of
predi cting cost.

DR. BERNHEIM R ght. So | guess the
guestion for the cardiologists is --

MR. NEEDLEMAN: Because we're now in
a cost neasure here, not a nortality neasure.

DR BERNHEIM  Absol utely, absolutely
different neasure. But | think the kinds of
things clinicians are | ooking for are very
simlar. Maybe not identical but simlar
concern about sort of severity leading to
hi gher costs and severity | eading to higher
nortality.

So | think there is sonme inportant
information fromthat early validation study.
I[t's not the sane, but it's not about whether

cost and nortality travel together. It's
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whet her risk for cost is simlar to risk for
nortality. And they're not identical but we
show that they correl ate.

|"'mgoing to let it go, I"'msorry. |
really amtrying to address your question and
not drive you crazy. But | want to nmake sure
peopl e understand what the validation studies
were because they're really -- it's areally
I nportant underpinning of our belief in these
cl ai ms- based neasures.

MR. NEEDLEMAN:. No, | nean you've
answered ny question --

DR. ASPLIN. Jack, | don't know --

MR. NEEDLEMAN: |' m done.

(Laught er)

DR. ASPLIN. The distribution across
hospitals, |I don't knowif in the
admni strative data if the STEMs are
identifiable as a subset of all Ms or not.
And Bill is saying no. Because | don't know
how el se to get at the distribution.

DR VEEI NTRAUB: So, let ne give you

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 336

an extrene exanple, all right? Can you

di stinguish the patient who cones in wth a
mld heart attack and goes hone in two days
froma patient who cones in in cardiogenic
shock. They have all the sane conorbidity.
They | ook -- a day before they | ook exactly
the sane, but one has a mld heart attack and
the other one cones in in cardiogenic shock.

DR BERNHEIM No, at a patient |evel
no question | woul d never use the clains data
to distinguish two patients.

Can | distinguish a hospital that
gets a lot of one of those kinds of patients
froma ot of the other? Yes, and that's what
we're trying to do in this case.

DR. WVEI NTRAUB: The question is if
the distribution in hospitals of who has shock
and who has a mld M is the sane then that
doesn't matter. But if that distribution is
different then it matters.

DR BERNHEIM But in the aggregate

the risk assessnent works with the claim
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DR VEEI NTRAUB: But you don't know.

You don't know because your ability to predict
s weak.

DR. ASPLIN. Al right, so, this is
who we've got. We have Mary Ann on the phone,
t hen Nancy, Andrea, Janis and then John back
on the phone.

M5. CLARK: Hi, | just had a comment.
So, | mean | think that we all know that the
clains data are limted in their ability to
capture a lot of the clinical information.

But you know, it's been denonstrated that it
can be used, the conorbid conditions are a
good predictor of risk and severity.

And | think they are using -- they're
using the historical one-year clains data to
identify patients who have conorbid conditions
as well as the index event.

And the addition of the DRG code is
not really going to change that except for
procedures. Because the DRGs are based on

di agnosi s and procedure codes primarily. So
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all of the diagnosis codes are bei ng captured.

It's just really the procedure codes
that they're not risk-adjusting for the
procedure codes for the reasons that they
nmenti oned which are they want to -- want the
provider, the hospital to have | guess options
for being able to treat themin different
ways.

So, that's probably the main source
of resource consunption that's going to be
af f ect ed.

DR ASPLIN:  Nancy?

M5. GARRETT: So, | really Ilike,
Jack, the way you kind of outlined the two
under |l yi ng causes here. There's the patient
status and then there's the decisions that the
provi der is making.

At this point I'mnot convinced that
we' re doing a good enough job of adjusting for
severity given that they could be -- it could
be different across hospitals.

And in terns of providers really
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buying into this neasure that's huge, to be
able to have that kind of face validity that
this is neasuring what it's supposed to
nmeasur e.

| alnost feel |ike not adjusting for
the DRGis going too far. Because then you
have -- the DRGis a mxture of the things
that are going on with that patient clinically
and what needs to happen in the hospital.

And it's a mxture of that and the
provi der choi ces about the treatnent. And
it's hard to separate the two out. So |I'm
concerned about that.

DR. ASPLIN: Andrea and Janis, |I'm
presum ng that your comrent or question was
addressed because | had you witten down
earlier. So I'mgoing to go to John on the
phone.

DR RATLIFF: Quick question for the
devel oper.

DR. ASPLIN. Go ahead, John.

DR. RATLI FF: Excuse ne?
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DR. ASPLIN:. Go ahead.

DR RATLIFF: Sorry about that. Just
a quick question for the devel oper with
regards to the validation of your risk
adj ust nent nodeling. You use as your prinmary
gquality endpoint nortality. Was that you used
for validation of nodeling the severity of the
AM wth regards to your validation strategy?
Just the endpoint of 30-day nortality?

DR BERNHEIM So | was referring to
a study that was done when the 30-day
nortality neasure was devel oped to just
expl ain why we have gai ned confidence at the
hospital level in the clains being able to
differentiate between hospitals that have
hi gher-risk patients and |lower-risk patients
even though the clains don't contain those
I ndi vi dual vari abl es.

So that was a study that we did when
we devel oped the original AM nortality
nmeasur e.

DR. KI M But we don't validate with
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the nortality data. Wen we devel op the
paynment neasure we use a split sanple. And we
validate the risk adjustnment nodel with a
split sanple of the paynent data.

| want to make sure that's clear. W
don't validate with nortality. This is al
paynent data. The nodel devel opnent, nodel
val i dation done with paynent data. Measure
val idation done with 2 years of paynent data
for a 30-day epi sode of AM care.

So that's what we specified. | just
want to make sure that's clear and not getting
| ost in the discussion.

DR RATLIFF: That was ny second
guestion. You're validating admnistrative to
adm ni strative with regards to your risk
adj ust nent strategy.

DR KIM Correct. W use one --

DR, RATLIFF: O admnistrative data
to adm ni strative data.

DR KIM W use a split sanple

val idation technique with admnistrative
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clains data for the paynent outcone
cal cul ati on.

DR BERNHEIM Can | just say one
t hi ng about sort of how we thought about this
DRG probl em that Nancy rai sed? Because it's
an issue and we tal ked about it a |ot.

The DRG software is hard to break
into, but there's basically four factors that
go into determning your DRG There are sone
clinical denographic age and gender. There is
your principal discharge diagnosis. D d you
cone in for an AM, did you cone in for heart
failure. And then there's whether you have
conplications or conorbidities. Both of them
can bunp up your DRG and there's procedures.

And so you'll renenber our earlier
slide. W really thought about the DRG and we
really, again, did the best we could to say if
we risk-adjust for the full DRG we're going to
end up risk-adjusting a | ot of inportant
I nformati on about deci sions nmade in the

hospi tal .
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And essentially sort of just account
for your index stay. | nean, it sort of
becones a neasure just of post-acute care.
Because the DRGis so determ nant of a varying
pati ent paynent.

But we wanted to capture the right
thing. So again, just so people understand
conceptually. W have age in there and we
have your diagnosis in that we have | unped
AM .

Now, we don't differentiate between
the 1CD-9 codes within AM. They're probably
at this stage not worth doing that. | don't
t hi nk anybody thinks they are right now.

And then we do conorbidities but not
conplications and procedures.

So conceptually we were trying to
take the pieces of the DRG that we thought
were val uable to risk-adjust for and not the
ones that weren't. It's not a perfect nodel.

But just so peopl e understand those

really are the things that go into determ ning
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your DRG So we really tried to take the

pi eces that nmade sense and pieces that didn't.

DR. ASPLIN. Al right. So, could we
shorten as conci se as possi ble our comments
and questions? Janis and then Jim

DR. ORLOABKI: So, as | understand it
this is the doctor's view of statistics |
think. So, what you're saying is that you can
predi ct based on norbidity prior to adm ssion,
you can risk-adjust. Meaning that those
peopl e who have di abetes and hypertensi on
before are likely to have the nore severe AM.
That's what |'m heari ng.

The question that | have is -- and it
has to do wth the not risk-adjusting for
anyt hi ng that happens in the hospital. |
would think -- did you | ook, rather than |
woul d think, did you | ook at specific itens
that you could get data about?

For exanple, heart failure, conplete
heart bl ock. Those things that |ikely are not

attributed to either the physician's decision
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or a conplication within the hospital, but
truly are associated with the severity of the
M that is occurring.
DR KIM W used the secondary
di agnoses on the index adm ssion. So, those
are things that were coded on the index
adm ssion. So not historical 12 nonths prior.
And we did risk-adjust for those
things that did not appear to be
conplications. A conplication would be
sonething like a UTI. W couldn't tell if you
had it before or was it a conplication of
adm ssi on.
We didn't | ook at conplete heart
bl ock or anything like that unless it was
coded.
DR. ORLOABKI: So on the index
adm ssion you are coding for not conplications
but conorbid events in the index adm ssion.
DR KIM Correct.
DR, ORLOABKI: | actually think

that's -- nmy question.
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DR KIM Can | just make one conment
about what we're doing with the risk
adjustnent? The risk adjustnent is really
there to level the playing field across al
hospitals | think we all agree.

It's not there to predict the
paynent. W want to see how nuch of the
paynment nmay be attributed to patient
conorbidities. But it's -- we're not trying
to predict paynent based on that. W are
nmeasuring the paynents as they are and we're
trying to nmake sure that we give hospitals
credit for the types of patients they have.

So, | know that's part and parcel of
sone of the questions. But the other
confusing piece of the discussion has been how
much does this predict.

Agai n, the reason the risk adjustnent
IS there is not to predict accurately. It is
to understand the contribution of the case m x
across hospitals and their contribution to the

paynent outcone.
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It's not so we get the prediction
nmodel . | just want to nmake sure that's clear.

DR ASPLIN:.  Jinf

DR, NAESSENS: Follow ng up on Jack's
point with a specific exanple. In southern
M nnesota we've had an attenpt, and on of our
mut ual col | eagues has kind of driven it, to
get alnost all of the STEM Ms in the region
treated at the hospital that has PCl
capabilities.

The difference between | ooking at
nortality outcones and | ooking at cost is that
al nost every one of those STEM Ms who cone
to the institution will get a PCl. WII get
sone sort of intervention.

Hopeful Iy those interventions are
effective. And you actually nmay get simlar
outcones in terns of nortality for both
groups. But you won't have the sane | evel of
resource use going into the patient who stays
in the local hospital without the STEM M and

the one that gets transferred in.
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So, ny guess is that even though the

anal ysis m ght have been very effective
| ooking at nortality outcones it wll be
di fferent when you | ook at cost outcones.

DR. BERNHEIM  Woul d peopl e feel
better if that sane analysis was redone for
the cost outcones? Because | wasn't sure if
that actually was going to -- okay. So the
peopl e --

DR. ASPLIN. 1'mgoing to ask Ashlie
to wal k through the algorithmthat's on the
screen here.

M5. WLBON. Actually, I'"'mgoing to
defer to Taroon. W're going to try a
different approach. Onh sorry, go ahead.
Sorry.

DR VEI NTRAUB: So, everyone agrees
that you're not trying to predict cost. And
iIt's good that you're trying to give hospitals
credit for the difference in their patients.

But | think that rather than the

t hi ngs you can neasure, the big driver is

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 349

going to really be how sick the patient is
when they present. And that's what you can't
get at. That's the problem

And again, if there's no variation
bet ween the hospitals it doesn't matter. But
iIf there is it matters a |lot potentially.

DR. BERNHEIM Right. But you know,
| nmean, again in aggregate it actually does a
pretty good job of telling how sick the
patients are. | nean, that's just what we've
f ound.

DR RATLIFF:. Did we |ose you?

DR LATTS: Sorry, this is Lisa. [*'m
trying to follow this because that's what she
said it exactly does is it predicts exactly
how sick they are. In the nortality neasure
It predicts how sick they are when they
present.

So yes, it's not for the cost
measure. But it predicts how sick they were
and whether or not they were going to die.

So, sicker people cost nore. That's what

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 350

we're saying. So that's what it does is

predi ct that sicker people are sicker.

DR VEI NTRAUB: Well, then the
question is how well does it do that. And
given what |'ve seen | have ny doubts.
ASPLIN:  Ckay.

AM N. Ckay, are you ready?

5 3 3

ASPLI N:  Taroon, go.

MR AMN Okay, so the issue of

validity includes a nunber of different

conponents. So, one of the conponents is
around validity testing which is 2b. 2.

And as you see by the list that's on

the side screens it's only one segnent of the

validity question. It includes all the

conmponent s around inclusion and excl usi on
criteria, this risk adjustnment conversation.
But in particular, the question of

how to interpret validity testing, what we

want to do i s assess whether or not the

validity -- the exclusions, the need for risk

adjustnent, the nultiple data sets and
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specifications if that's -- well, that's not
appropriate for this neasure, has been
assessed in which we know, yes.

And then effectively we're | ooking at
whet her there was enpirical validity of the
measure as specified. And so there appears to
be sone question about that that the group has
rai sed.

And so then really the question
beconmes if there's face validity. FEffectively
you nove onto 4 which is around the face
validity and whether it was systematically
assessed.

So, that's pretty nuch where we are
here in terns of the algorithm Yes, Andrew.

MR. RYAN. Based on what you j ust
said | didn't see any enpirical testing in the
sheet, in the docunent that was sent. |t
alludes to testing that was done for --
there's face validity stuff in here, and then
ki nd of how the nortality neasures were

val i dated, but nothing -- | don't see any
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enpirical testing with respect to the validity
-- With respect to validity.

| s that where we are? Because if
that's the case then we're just nmaking a
j udgnent based on face validity, right?

MR AMN | think that there's an
open question. | think there's differences of
opi ni on about whether the enpirical validity
testing around the nortality neasure, |
believe that's what the devel oper has
submtted in order to denonstrate enpirica
testing is the informati on about nortality.

Ef fectively we shoul d | ook at
enpirical testing using the neasure as
specified. So, if you don't believe that that
Is the case then you shoul d assess the face
validity issue.

I f you do believe it's specified, you
do believe the enpirical validity testing.
mean, it's still not as the nmeasure is
specified. | think, maybe |I'Ill ask the

devel oper if the enpirical validity is as the
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nmeasure i s specified.

DR BERNHEIM No, | think it's a
useful -- | want to nake sure that we're
portrayi ng what happened.

So, we are resting for the risk
adj ust nent piece heavily on previous testing.
We did not do enpiric nmeasure-level validity
testing for this neasure. W did internal
nodel validity validation which sonme people
call reliability, people call other things.
W did face validity with our TEP. W rested
on prior testing.

But | don't think we would say, and |
don't think we did in our application that we
had done enpiric neasure-level validity
testing.

MR AMN  So, systenatic assessnents
of face validity is an acceptabl e standard
wth current NQF testing guidance. So that
woul d sort of lead us to 4 and the highest
that could be rated is a noderate.

However, | want to neke sure you keep
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that in context with the fact that validity
testing is only one segnent of the validity
testing conponents that you're going to
eval uate now which includes all the other
conponents of validity.

So, effectively though, the highest
that it could be rated is a noderate given our
testing gui dance.

DR. WVEI NTRAUB: Very briefly. From
clinical databases the nunber one predictor of
nortality for PCI and acute nyocardi al
infarction is cardiogenic shock. |t accounts
for alnost all of the Cindex.

DR. BERNHEIM Again, totally
understand this concern. At a patient |evel
we don't have the data.

There's nothing -- | nean, | will say
cardi ogeni ¢ shock is actually a huge
probl ematic variabl e because it's coded
differently at every hospital. |If you had
chart data you still m ght not use cardi ogenic

shock because it neans one thing at one pl ace
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and one thing at another. |It's actually a
tough ri sk adjustnent variable.

DR. VEI NTRAUB: So this has been done
with clinical databases where the variable is
clearly and carefully defined. Not from EHRs
where it's not.

DR ASPLIN. Ckay. And Taroon
you're confortable with the al gorithn?

MR AMN |'mconfortable.

DR ASPLIN. | amif you're
confortable.

(Laught er)

MR AMN |Is the commttee
confortable wwth the algorithmis maybe --

DR. ASPLIN. Ckay, so let's -- having
enconpassed that entire discussion we're going
to nove ahead with a vote on validity. How
wel | overall has the devel oper denonstrated
this neasure is valid? And Evan, |et us know
when you are ready.

MR, WLLIAVSON: W wll now vote on

overall validity. You have four options,
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hi gh, noderate, low, or insufficient. And you
may begin voting now.

We're still mssing one vote in the
roomso if everybody could please -- okay. So
we have 20 votes. Ckay, we have all the
votes. And we have nine noderate, seven |ow
and four insufficient.

This neasure falls in the | ack of
consensus -- or the validity vote falls in the
| ack of consensus range. So we wll note that
and nove forward.

DR BERNHEIM Can | ask one question
about that vote? Just, commttee nenbers can
t hi nk about this.

One of the other paths for validity
testing for this neasure is correlation with
ot her performance neasures. And we did a | ot
of thinking about sort of construct validity
for this. W can show you that it correl ates
well with actual paynents which won't surprise
anybody.

But if people have thoughts about how
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to -- you know, we're not trying to neasure
quality. W're trying to neasure cost that
can be nodified by hospitals. And so | just
want to say we would really wel cone the
expertise of this group to hel p us think about
other paths to validity testing. Because we
scratched our heads a | ot.

And we woul d |l ove to have your
thoughts on that. [It's neasuring paynents so
It Is nmeasuring paynents and it becones hard
to get your contract validity piece which is
anot her pathway. So, sonething to think
about .

DR. ASPLIN. Al right. So we have -
- we're noving forward based on the approach
that this falls in the I ack of consensus
cat egory.

We're going to take a stab at these
| ast three questions. So questions on
feasibility, usability and then there's an
overal |l vote.

So, before noving ahead with the vote
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here the question that you're going to be
asked is in front of you. Froma feasibility
standpoint are there questions or comments
fromthe commttee nmenbers or those on the
phone?

Seeing none, let's nove ahead with
the vote. Make a summary determ nation of the
extent to which the criterion of feasibility
has been net. Evan, go ahead when you're
ready.

MR WLLIAMSON: So we will now vote
on the overall feasibility. You have four
options, high, noderate, |ow, or insufficient.
You may begin voting now.

And Nancy, would you |like to vote?
And we have all the responses. And we have 18
hi gh, 3 noderate, zero | ow and zero
I nsufficient.

DR. ASPLIN. Very good. The | ast
category is usability and use. The criteria
are listed and we'll have an overall vote

based on those criteria.
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And on this particular issue, Larry,
you had raised a question earlier and we were
going to capture it in the use and usability

section. And you have the floor if you would

like it.

MR BECKER: |'mfine now.

DR. ASPLIN: Ckay. Any ot her
guestions or -- one personal coment | had

that | really was appreciative of the
addi tional data that facilities received
because the public reporting side of this is
alittle bit Lake Whbegon-ish in a way. You
know, as far as we're all kind of average.

What percentage fall out of 1t? |Is
it literally the 95 percent on either side?
As far as -- what's the breakout of those that
are reported in the public data as average,
above average, or bel ow average?

DR BERNHEIM It's not a 95 percent
confidence interval so it doesn't always end
up being 5 percent that are outside because

it's done with interval esti mates.
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We have those nunbers.

DR KIM It's 7 percent -- this is
for AM, AM only. Seven percent were |ow, 50
percent were high. So | guess 82 percent were
aver age.

DR ASPLIN. Seventy-eight. Yes,
okay. Thank you.

So the additional detail data,
particularly a breakdown of post-acute
utilization spending, et cetera, and going
back to the validity question, the face
validity of how those data broke down actually
made sense.

O her comments on use and usability?
We have wore ourselves dowmn. So let's nove
ahead with a vote on this question.

MR, WLLIAMSON: We'll now vote on
overall use and usability. You have four
options, high, noderate, |ow, or insufficient.
And you may begi n now.

| believe we're still waiting on one

nore vote in the room |If everybody could
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pl ease try again. There we go, we have al
t he votes.

And we have 12 high, 7 noderate, 2
| ow and zero insufficient.

DR. ASPLIN. Al right, very good.
So we have one nore vote, overall suitability
for endorsenent. And this is a yes or no on
suitability for endorsenent.

Any commrents or questions before we
go ahead? Seeing none -- |I'msorry, go ahead.

M5. DAMBERG W have a question down
at the end of the table. So, if we rated
validity as insufficient information how are
we supposed to vote on this? It's not
suitable at this point?

MR AMN Scientific acceptability
IS a nust-pass criteria. So, you -- if you
wei ghted scientific acceptability as | ow or
I nsufficient, you would probably not reconmend
t he neasure for endorsenent.

However, you weight every criteria.

Everybody has to weigh the criteria to their
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own satisfaction. | nean, inportance and
scientific acceptability are nust-pass
criteria. But you know, the weighting,
there's not a clear algorithmthat says if you
sort of -- | nean, you get the point here.

So | nean, there's no clear answer.
But if it's a nust-pass criteria and you vot ed
it low then that woul d have an i npact on what
you shoul d recommend it for endorsenent.

DR BURSTIN. Well, | think she's
asking it slightly different. She's asking
about whether there's insufficient evidence.
Rat her than rating it |ow

She didn't say low so | just want to
qualify that ever so nmuch. Because | think
when you | ooked at the |isting of what was
listed on that slide for validity it was only,
what was it, 2b.2, that was validity testing.

So | think you need to then within
your assessnent |look at all those different
subcriteria and make your assessnent and then

deci de how you think it fits for overal
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suitability.

DR. ASPLIN. Okay. Are we good? Al
right. So Evan, |et us know when you're
ready.

MR, WLLIAVSON: W wll now vote on
overall suitability for endorsenent. This is
a yes/no question. You may begin voting now.

And we have all the votes. And we

have 12 yes and 9 no. This again falls into

our lack of consensus range. And we'll go out
for -- yes. Yes, it does. So this wll go
out for the public comment and wll be

reconsi dered again by the commttee.

DR ASPLIN. Let's start up again --
15 mnutes. And we'll comence with the heart
failure.

(Wher eupon, the foregoing matter went
off the record at 3:23 p.m and went back on
the record at 3:45 p.m)

DR. LATTS: Al right, now that we've
got one under our belt we only have two to go

before we can all get on a plane and go hone.
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So, this nmeasure stands between us
and dinner. Nothing like incentive, that's
right. And we've already probably said just
about everything there is to be said.

So, as we're starting the heart
failure measure we're going to start with
aski ng the nmeasure devel opers to di scuss
what's different in heart failure fromAM.

DR KIM So really what's different
is the cohort, the heart failure cohort. So
the ICD-9 codes that we used to identify our
heart failure patients are different fromthe
AM. W don't have to go through all the
sl i des agai n.

One thing I want to draw your
attention to is for heart failure we do not
adjust. W do adjust for age and
conorbidities. W do not adjust for PCl or
CABG but we do adjust for LVAD during the
i ndex stay or during the episode.

And that's really the only
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difference. W strip and standardi ze our
paynment outcone as we did for AM. W use the
sane ri sk adjustnent approach as we did for
AM .

We selected a nodel. | already
mentioned that we used a different nodel for
AM . W used a generalized linear nodel with
a log link and inverse Gaussian distribution
for heart failure. Those of you -- everybody
cares.

W used a GLMwth log |ink and ganma
di stribution based on our enpiric anal yses of
five different nodels based on the Manni ng and
Mul | ahy al gorithm fromthe econom cs
literature. And | think that's it.

| wll say when we cal cul ate these
ri sk-standardi zed paynent it is the predicted
hospi tal -specific paynent using their
I ndi vi dual case m x over the expected hospital
paynment using an average hospital effect over
that sane specific hospital's case m x.

Then it's nultiplied by the national
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average. So, when we conpare hospitals we're
conparing hospital A to an average hospital
with hospital A's case mx. So | hope that
that can informthe discussion around the R
squared and the patient case mx and the risk
adjustnment. But that's really -- those are
the big differences.

MR, NEEDLEMAN: It's the case m x
within the set of conditions?

DR KIM Yes. So, you don't have to
turn to the slide but the predicted is the
hospital A tines hospital A's case mx. The
expected i s average hospital performance tines
hospital A s case m X.

W nmultiply that by the national nean
paynment to get it back to dollars but this is
aratio. So |l just, | don't know if that
hel ps or hurts the discussion regarding risk
adjustnment. But it's not |like we're conparing
hospital A to B exactly. W're conparing them
to the average.

DR BERNHEIM To an average -- and
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how are you doing conpared to an average
hospital with the sane case m x.

DR LATTS: |In case you m ssed that
on the phone, how you're conparing that -- how
the hospital is conparing to an average case
m X.

DR BERNHEIM To an average hospital
that had the sanme case m x as that hospital

DR LATTS. Yes, sorry. | msstated
that. Slide 15.

Ckay, any questions for the
devel opers on that before we nove to the
sunmary?

MR, NEEDLEMAN:. Again, I'mstill --

DR. LATTS: Jack can't help hinself.

MR. NEEDLEMAN: Yes, |I'mstill not
clear. Wen you say case m x you' re not
tal ki ng about the whole -- the hospital case
m x across all the conditions. You're talKking
about the hospital case mx for the heart
failure cases, or for --

DR. KI M Correct.
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MR. NEEDLEMAN:. Ckay, thank you.

DR LATTS: Janis.

DR ORLOABKI: Could | ask you to go
to the slide where you tal k about your risk
adj ustnent ? Were you have purple prior and
then pink or sonething afterwards. Ckay,
great.

So, | just want to be sure that |
understand the risk adjustnment. And so |
asked a question in the last setting and |
think that we got an answer that different
peopl e heard different -- or | heard different
answers to.

If a patient comes in with heart
failure here and they have di abetes, and
they're male, and they have whatever, |
understand that all gets risk-adjusted.

But on the index admission if in
addition to their heart failure they devel op
heart block. It's not a conplication, it's
not a UTl, it's not whatever. But it's

sonet hi ng that they devel op during that
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hospital stay. |Is that included in the risk
adj ust nent ?

DR KIM It is. W include in the
ri sk adjustnent 12 nonths prior plus index
secondary di agnosis codes. W don't know if
t hey developed it or not during the
hospitalization but it's the first tine we're
seeing it so we're going to include it as a
ri sk adjustnent vari abl e.

DR. ORLOABKI: So then if that is
your answer which is what | heard, then when
we spoke about shock in AM | did not
understand, and | think we didn't understand
i f you cone into the hospital with an AM and
you have cardi ogeni ¢ shock based on the answer
you just gave ne it should be included in the
ri sk adj ustnent.

DR KIM So, it is. So the quick
answer is CC79 cardiorespiratory failure and
shock is included in the risk adjustnent for
heart failure on page 57 of our technical

report.
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However, we don't deliberately -- |
think your point is do you force it in, do you
del i berately put it in.

DR BERNHEIM So | think -- let ne
just add a | ayer because | want to nmake sure
it's clear.

So, we've said a bunch of tines we
ri sk-adjust for your past history and your
secondary di agnoses unl ess they are
conplications of care.

There's not a terrifically reliable
way right now to understand is there
conplications of care. W are optimstic the
POA coding in these |ater years of data are
going to soon help us with that. But right
now we don't use the PQOA codes.

So when we see a secondary di agnosi s
we have an algorithmthat is clinically vetted
and inperfect that says is this nore or |ess
likely to have been a conplication of care or
not. Right? That's all you can do.

So, if you see acute renal failure
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for the first tinme, they've never had a code
in the past 12 nonths of renal failure, and
you just see during their heart failure

adm ssion that they had acute renal failure
we're not going to risk-adjust for that
because it could easily have been that they
were dried out too nmuch and went into rena
failure and we don't know. Right? Don't
know.

If they have dialysis we're going to
risk-adjust for that. That's not an acute
conplication. That's a patient who's got end-
stage renal disease. W're going to risk-
adjust for it whether it was seen in the prior
12 nonths or for the first tinme during the
I ndex st ay.

So we risk-adjust for secondary
di agnoses or things that show up for the first
time during the index if they are according to
our algorithmwhich Nancy laid out unlikely to
have been a conplication of care. That's the

best way we had to differentiate it and it's
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I nper fect.

So, the answer about shock is
unfortunately shock gets lunped with a bunch
of other things. And so right now this
nmeasur e consi ders shock a potenti al
conplication of care. So if you have a
hi story of shock it counts, but if you have
shock only for the first time during this
adm ssion because it's also with sonething
el se --

DR. ORLOABKI: So you do risk-adjust
for certain diagnoses that occur during the
i ndex care, but only if by your algorithmit
is thought to be nore likely to be a
conplication of the pathophysiol ogy of the
di sease.

DR. BERNHEIM Only if it's nore
likely that it was not caused by the care.

DR. ORLOWSKI : Ri ght.

DR. BERNHEI M  Ri ght.

DR, ORLOWBKI: Exactly. That it's

t he di sease and not the care.
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DR BERNHEIM Right. Exactly.

DR ORLOABKI: And so, okay. So then
in the prior exanple |'m surprised by your
choi ce.

DR BERNHEIM It has been very
controversi al

DR ORLOABKI: (Okay. | get you. So
it -- soreally as we |look at this issue of
risk adjustnent and if you're |ooking at the
sane, if you're |looking at apples to apples we
need to understand what you consider a
conplication of care.

DR BERNHEIM Potentially a
conplication of care.

DR. ORLOWBKI:  Ckay.

DR BERNHEIM And it's |isted.
think, again, | think in the future POA can
help with this.

DR. WVEI NTRAUB: So, there is
sonet hi ng we can | ook at. Because shock, ask
me is shock in soneone wwth AM nore likely to

be related to patient-level factors or care-
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| evel factors | would say far nore likely to
be related to patient-level factors.

DR. BERNHEIM So, in fact we had a
si de di scussion. Janes had nade the sane
suggestion, that it mght be helpful to | ook
alittle bit at sone of these things |ooking
at POA codi ng.

Because in the years that we were
devel oping this neasure there was basically no
POA coding so we really couldn't do that. But
we now have |ater years of data. So | think
that one thing we can do is try to |l ook a
little bit at POAto differentiate exactly
t hat questi on.

DR LATTS. Ckay, does anybody have
any nore clarifying questions before we get
onto the summary? |s this -- are we
revisiting --

DR ASPLIN. It is onthis
conorbidity conplication issue.

DR, LATTS: Can you hold that til

when we get to scientific validity again?
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DR ASPLIN. It's directly applicable

to the conversation we were just having.

(Laught er)

DR. ASPLIN:. Wichis it would be
good to see what conplications you' ve
I ncluded. So that would be one thing.

| want to reinforce Jims coment
about | ooking at PQOA coding. W've done work
-- |I"ve done work on | ooking at POA codi ng and
expert panel rules devel oped without it and
the expert panels stink at figuring out what's
present on adm ssion and what's hospital -
acquired. So, you really do need to start
i nform ng those decision rules if you're not
going to use the POA coding wth good PQA-
coded data to figure out what's going on

DR BERNHEIM Al right. W're just
wai ting for the good POA-coded dat a.

I n our technical report Appendix 6
has for every risk adjustnment CC whether or
not it was only found during this index stay,

whet her we considered it a potenti al
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conplication

And we use the word "potential." W
know t hat sonetines it's not a conplication of
care. W're trying to be very careful not to
ri sk-adjust for conplications.

DR LATTS: Terrific, thank you.

Ckay, so Mary Ann and Janet are |ead

di scussants on this. |[|s sonebody on the
phone? Oh okay, Mary Ann. So, Mary Ann and
Janis. |s Mary Ann taking the first pass?

So let's not nmaybe revisit all the --
let's really talk about if you would focus on
sort of what's different fromthe comments and
the reviewin the heart failure neasure than
the AM i f you coul d.

MR AMN So maybe we can start with
I nportance too.

DR LATTS. Ckay, yes, |'msorry,
we're doing -- yes, inportance.

MR AMN  And Evan, nmaybe you can
nove the voting slide to the first subcriteria

as well just so that we're aware.
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Yes, if there are TEP comments
related to inportance as well they would be
wel come here as well.

DR LATTS. Ckay, great. So, Mary
Ann, if you could tal k about inportance, the
sunmary around inportance. And then Bill
you' Il be up for TEP.

M5. CLARK: Sure, sure. So, this
neasure is very simlar to the AM neasure we
saw | think in terns of inportance to neasure
and report. There was a |ot of consistency in
that it is definitely a high-priority area.

And there were sone coments such as
on the 30-day episode and whether -- it's
uncl ear where the spending in that 30 days
cone from But | guess given the fact that
sone of these additional reports are being
provided to the hospitals we didn't have
visibility to that. So, it sounds like that's
avail able to understand what's driving the
cost .

Let's see. There were additional
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comrent s around not enough clarity around
under standi ng the underlying clinical scenario
to determne if there is wde variation in the
resource use for the sane type of case.

Let's see, what el se do we have here.
That again there were several coments on the
30-day episode and that the variation is
i kely to occur there and not necessarily
wthin the -- | guess the acute index
hospitalization epi sode.

Little discussion regarding how there
coul d be opportunities for inprovenent in a
way to, you know, related to the whole topic
of severity of illness. And howif there's
not a way to control for severity of illness
that it may be difficult as well.

There were additional coments
regardi ng the socioeconom c factors. You
know, continuing to be a need to adjust for
soci oeconom ¢ factors. There were several
comments on that.

| think that is probably the sunmary
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of the differences there. 1In general | think
peopl e thought that the intent was clear.

However, | had sone questions nyself
on the intent. There were sone places in the
application where it was discussed or referred
to as the typical heart failure patient. And
I know that you discussed in your risk
adj ustnent that you -- when you stated it just
alittle while ago you said you adjust for the
LVAD cases.

But it appeared fromthe description
of the inclusion/exclusion criteria that they
were actually excluded fromthe devel opnent,
not necessarily an adjustnent.

So, | just had a question as what is
ki nd of neant by the typical heart failure
patient. Because | could see where it may be
inthis case a little difference fromAM in
that a | ot of these patients are nore chronic
patients and that their admssion to a
hospital is for an acute incidence of this

di sease.
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And that there nmay not necessarily be
surgi cal approaches | guess to treating the
di sease. O there are definitely but they're
not as -- probably these patients are nore
medi cal | y managed.

| know that the surgical procedures
could affect the costs if they do have them
For exanple, | know that heart failure
pati ents coul d have pacenakers or
defibrillators inplanted, or their valves
replaced. And those patients | guess are
i ncluded in this neasure as well.

So how was it determ ned that
patients with LVADs and transplants are
excluded but yet patients with these other
ki nd of mmjor costly procedures are stil
included in the nmeasure. So, that was an area
of -- I'dlike alittle nore clarity around
t hat .

DR LATTS: Gkay, and maybe we'l|
hold that until we get to the scientific

portion and stick with inportance to neasure.
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So, great.

And Bill, could you give sone TEP
comment s?

DR. VEI NTRAUB: So, the TEP
consi dered both of the neasures together and
really found the sane in both. And certainly
t hought this was a neasure of considerably
I mport ance.

DR LATTS: Geat, thank you. So,
let's vote.

MR. W LLI AMSON: Before we vote,
actually, I will point out one thing. There
was a request to have the slides that were
presented by the devel oper posted to the
SharePoi nt site.

So if you're on your conputer and
you' d like to refer back to themduring the
di scussi on they are now posted under the
neeti ng docunents. So, just as a quick
reference.

DR LATTS: Brent.

DR. ASPLIN. So, I'mactually going
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to nmake a case -- |I'mnot hung up on this, but
this kind of |oops back to sonething that Andy
said earlier.

| have no qualnms with the fact that
heart failure is an incredibly inportant
condition to be concerned about when it cones
to total resource use and total cost.

| just think we've got the who and
the what m splaced here. | nean, | think that
system accountability for heart failure
managenent should be with anbul atory
provi ders.

And it should be over a | onger period
of time |Iike annual resource use for those
patients who don't have anot her dom nant
di agnosis. In other words, for those patients
whose dom nant diagnosis is heart failure what
IS the resource use over a period of a year?

I think it would be a better gl obal neasure of
how wel | a systeni s doi ng.

Because frankly, |'m hoping that over

time for all of our patients diagnosed with
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heart failure our hospitals becone a | ess and
| ess significant part of their overall care
picture. They wll always be part of it.

But I could nake the case that the
chroni c di sease was coronary artery disability
and the acute event was an acute M and
t herefore an epi sode- based neasure was
rel evant.

It just seens to nme like the chronic
condition is heart failure. And yes, a
hospitalization is an acute event but if
you're doing it well they should have few of
t hose events.

So, I"'mnot hung up on it, but I
don't think this neasure, if we had both in
front of us | would say that this one is not
as inportant.

DR LATTS: Do you guys want to
comment on that at all?

DR KIM Sure. Just a couple of
clarifications. You're totally right, I

m sspoke. Heart transplant are LVAD are
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exclusions, not risk adjustnents. So they're
excluded if they happen on the index or during
the epi sode wi ndow. Both transplants and LVAD
- excl usi ons.

And just, | appreciate your comment
about the heart failure yet it renmains one of
t he nost common reasons for the elderly to be
hospitalized. So it's still an inportant
| ocus of |everage points. But | appreciate
the comments you' re making about it's a
chroni c di sease.

But right nowit's still a big, it's
t he nost conmmon reason the elderly get
hospitalized. So that would be ny response to
t hat comment.

DR LATTS. Geat, thank you. And

with that let's call the vote. Sorry, Nancy.

M5. GARRETT: | just wanted to nake
one response to Brent. | think it's a really
good poi nt.

One corollary of that is that if

we' re successful in noving nore of these heart
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failure cases out of the inpatient setting and
into the anbul atory setting then this cost
m ght be going up over tine.

DR LATTS: Those are sicker patients

M5. GARRETT: -- becone nore severe.
So again, sort of reinforces the idea that
it's hard to say whether higher or lower is
better for these cost neasures. So anyway,

I nteresting.

DR BERNHEIM And just to reiterate,
we totally agree with that. And the hope
woul d only be that if the patients
consistently get sicker you're still doing a
relative neasure and so it nmay be that the
average cost would go up. But your relative
performance would --

DR LATTS. Well, and it al so speaks
to the inportance of partnership between the
I npatient arena and the outpatient arena.
Because if they're going to keep peopl e out

and keep their cost lowin the 30-day w ndow
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which | agree is probably too short they're

going to have to partner with their PCPs to
keep themout. O cardiologists.

John? John. John on the phone. And
t hen Joe.

DR. RATLIFF: H, just a quick
question which | think feeds into the high-
priority discussion.

You handl e readm ssions for a given
patient in a 12-nonth period by choosing one
of the admts for your indicator. How do you
t hi nk that harnoni zes with Medicare and ot her
Institutions' push towards adamantly avoi di ng
readm ssions and putting lots of resources
I nto outpatient nmanagenent of these patients?

DR KIM So | think the question was
about if a patient is admtted nultiple tines
I n one year the way we approach the neasure is
we randomy choose one of those heart failure
adm ssions as their index adm ssion.

And that is harnonized with the way

the heart failure risk derived nortality
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approach is also that approach. |Is that the
only question?

DR RATLIFF. So, | guess ny question
would be is the facility penalized within this
nmeasure for having a high percentage of
patients that have 30-day readmts.

DR KIM So, the way it works is if
we choose one randomly and you're readmtted
within a 30-day episode of care w ndow t hat
readm ssi on woul d count towards your tota
paynent epi sode. And because readm ssions are
costly it would likely el evate your total
paynment epi sode.

But there is no guarantee -- let's
say you had nultiple adm ssions in January,
June and Novenber. In that case we woul dn't
see those quote unquote "readm ssions" if you
take January to be the index. Those would not
appear. So there isn't a systematic bias
toward i ncludi ng readm ssi ons.

Coviously if you're readmtted within

30 days that would count towards your total
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epi sode paynent. | hope that answers the
guesti on.

DR, RATLIFF: If I'"mfollow ng on one
of the earlier comments was a nove towards
ki nd of anbul atory | CU managenent of these
patients, putting lots of resources into
avoi di ng those 30-day readm ssions. Really
treating this as an outpatient disease.

At |east at our facility it seens
like the patients sort of being admtted are
the ones where that has failed. O where

they' ve had sonething really catastrophic

happeni ng.

| just worry that hospitals that are
really -- hospitals and practices that are
forced -- focusing a lot of resources on

anbul at ory managenent of CHF may | ook poor on
this netric alone. They may be sel ecti ng out
their sickest patients for adm ssion.

DR. KIM Yes, | think your point is
a good one. Heart failure managenent is

dynamc. |It's changing really rapidly over
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the years. And that's one thing that we are
cogni zant about.

And as we include nore recent years
in our heart failure neasure we are | ooki ng at
the difference in paynents across years and
across tine. Because heart failure nmanagenent
Is changing. So that is definitely one piece
that we are thinking about.

And | understand your concern, that
only the sick patients get admtted because
everybody el se is discharged the sane day or
goes sonewhere else. It's an anbul atory
setting.

And we definitely have to keep that
in mnd as we | ook toward the nore recent
years. Keep in mnd this neasure was
devel oped in 2008-2009 dat a.

DR. LATTS: Well, and if | can take
the | eader's prerogative to make a comment as
well. | nean, this goes back to a
conversation that we've had for years is that

cost and quality does not give you the ful
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picture of what's going on in a system And
this mght be sonething, actually, Frank, you
have to consider is really that utilization
that's the third piece of the stool.

And this goes back to the days, and |
don't know if you guys renenber, it was a big
-- | think it was the New York Tines or naybe
Time article about a cardiology group. And
those of you cardiologists in the audience
will remenber this, that had very, very | ow
cost and very high quality for their cardi ac
cath rates. And it was because they cast one
vessel at a tine.

So every patient would have three or
four casts. And so their utilization was
i ncredi bly high but their cost was very | ow
per cath. And their quality was very high.
So utilization is really that third | eg of the
stool that we're not capturing in either of
t hese neasures.

DR BERNHEIM  Just a quick devel oper

response which is just in certain ways this
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measure is as nmuch a utilization nmeasure.

mean, if you think about what we're actually
capturing it's sort of -- it's kind of every
time you -- it's a cross. Every tine you sort
of touch Medicare in any setting it's going to
get picked up. So higher utilization wll

al so be refl ected.

O course if it's high utilization --
what you're saying is if it's high utilization
of very | ow paynent services that m ght not be
vi si bl e.

| think in the days post heart
failure adm ssion sort of acuity and travel
with paynent. So an LTACH visit is a lot nore
expensive than an ED visit is a lot nore
expensi ve than an outpatient visit.

DR. LATTS: Al right. Any other
comrents before we vote? Al right. Call the
vot e.

MR, WLLIAVSON: W wll now vote on
high priority. 1t's inportance to neasure and

report la. You have four choices, high,
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noderate, low, or insufficient. You nmay begin
voti ng now.

We're m ssing anyone in the room |If
everybody could please try to vote one nore
time. There we go, we have all the votes.

And we have 14 high, 4 noderate, 3 |ow and
zero insufficient. It passes high priority.

DR. LATTS: Opportunities for
I nprovenent. Any comrents? Janis.

DR, ORLOWBKI: So, it is not clear to
me why 30 days was chosen. |If | |ook at the
pat hophysi ol ogy of the di sease 30 days nakes
no sense to ne.

| could argue with AM that nost of
the acute event is over within that period of
time. There is sone logic toit. But there's
not logic to nme other than we | ook at other
things for 30 days. But there's no |logic that
| can see in a 30-day tine interval for this
nmeasur e.

DR KIM So we chose the 30 days

because it's anchored around a
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hospitalization. Mst heart failure
hospitalizations have a | ength of stay of
bet ween four and five days.

And we felt that a 30-day w ndow was
short enough where sone of the post-acute care
woul d be attributable to the hospital
adm ssion. Many tines as you transition care
frominpatient to the outpatient setting the
I npatient team nakes the outpatient
appoi nt nrents, makes the visits, maybe sends
themto a SNF or to rehab or to LTACH  So
t hey bear sone responsibility for those
decisions on transfer or on transition to the
non- hospital setting.

And it is harnoni zed as you said
earlier. Really we're trying to get to val ue.
We understand paynent is one dinension in and
of itself. It provides transparency about
vari ation of paynents across hospitals.

But if we really are trying to get to
val ue, so conparison, sonme conparison of

paynents with quality indicators such as our
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heart failure nortality neasure. So we did
try deliberately to harnoni ze and that 30-day
was used in those NQF -- heart failure quality
nmeasur es.

DR LATTS: Any other comments on
opportunities? Anybody on the phone? Ckay,
call the question.

MR, WLLIAVSON: W wll now vote on
opportunity for inprovenent. This is
I nportance to neasure and report 1b. W have
four options, high, noderate, |ow, or
i nsufficient and you may begin voting now.

| f everybody coul d pl ease vote one
nore tine. It didn't capture. Al right, |
guess we'|ll stick with -- | want to capture
everybody's vote so let's try this. So,
glitch in the software. But we have 11 high
9 noderate, 1 |low and zero insufficient.

DR. LATTS: Al right. And neasure
intent. Any comments before we vote?

M5. CLARK: Again, | guess | would

like to -- for the neasure devel oper to
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provide a little nore clarity around the
intent and the patient population that is
expected to be captured here. So, if you
could provide a little nore clarity around
t hat .

DR KIM So | think maybe this is
referring to the typical heart failure patient
again.

So, really when we wote that we
meant non- LVAD non-transplant heart failure
pati ent, non-nmajor surgical procedure that we
know changes your paynent outcone. W know
LVADs are extrenely expensive and that you
stay expensive within the year post LVAD
inplant. And transplant simlarly. W know
they're sicker. So those are the reasons we
excl uded those two conditions.

As you nentioned there are other
conditions that may not be quote unquote
“comon" but that are costly |ike Al CDs and
pacemakers that you nentioned. But we chose

not to exclude those because we feel that many
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nore heart failure patients are eligible for
t hose.

Now, that is changing and again heart
failure -- therapy for heart failure is
dynam c. But when we developed this in 08-

09 we chose to exclude only LVADs and
transpl ants.

And typical, by typical we were
really referring to the non-LVAD non-

transpl ant patient.

DR BERNHEIM | just want to nake
sure that addressed the question. | wasn't
sure. | heard a different question than Nancy

heard. So, can the caller just say whether
t hat answered what you were | ooking for or
restate your question?
M5. CLARK: Yes, this is Mary Ann.
So yes, | think that answered the question.
One rel ated question though. | nean
It may be obvious, but this is for the
Medi care fee-for-service patients, not for

Medi care Advantage, correct? |'mjust asking
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t he question because of the standardi zed
pricing nethodol ogy, the ability to replicate
that in any other organi zation outside of

Medi care or a research organi zation.

DR KIM You're correct. It only
i ncl udes Medicare fee-for-service. |t does
not i nclude Advant age.

DR LATTS. Al right, any -- oh,
Nancy.

M5. GARRETT: Well, I'mnot quite
sure if this is the right place to make this
coment or not.

But we've talked a little bit about
how it's hard to tell which direction is
better for this neasure. And also sone of the
concerns with risk adjustnent. So, | feel
unconfortable with what | know about both of
t hese neasures or having them used for
potentially like in the val ue-based purchasi ng
program for actually rewardi ng or penalizing
provi ders.

And so | wonder if we want as a
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commttee to nake a recomendati on about that,
about the paraneters in which we feel this
woul d be appropriate to use the neasure.

So this may be the wong section to
bring it up, |'mnot sure.

DR BERNHEIM | would just say as
t he devel oper we woul d wel cone that. W feel
really strongly that what's val uable here is
to be able to ook at a hospital and start to
| earn what a hospital who has high costs and
great outcones |ooks |ike conpared to a
hospital that has | ow cost and | ow out cones.

But | have no idea what to tell you
iIf you tell nme a hospital is high on this
measure. | have no idea if they're doing a
good job or not and |I would never judge a
hospital solely on that. So that has been our
I ntent and we woul d wel cone the commttee to
support that.

M5. GARRETT: It doesn't nean CMS
won't. O a private payer.

DR LATTS: Let's put a parking | ot
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on that for usage. Bring it up in the usage
section.

Any ot her comments? Anything on the
phone? All right, then let's vote on neasure
I ntent.

MR, WLLIAVSON: W wll now vote on
subcriteria 1c neasure intent. You have four
options, high, noderate, |ow, or insufficient.
And you may begin voting now.

And we have all the votes. W have
11 high, 9 noderate, 1 |Iow and zero
I nsufficient.

DR. LATTS: Al right. So, overall
I nportance to neasure and report.

MR, WLLIAVSON: W wll now vote on
overall inportance to neasure and report.
Agai n you have four options, high, noderate,
|l ow, or insufficient. And you nay begin
voti ng now.

And we have all the votes. And we
have 8 high and 13 noderate.

DR. LATTS: Al right, noving on.
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Scientific acceptability. Mary Ann, are you

on tap for this one as well?

M5. CLARK: | believe so. And feel
free to cooment because | know there's a | ot
of work that's already been done on the
construction logic and clinical |ogic.

But | guess in ternms of the clinical
| ogic we're supposed to di scuss
i ncl usion/ exclusion criteria, risk adjustnent
whi ch we' ve already tal ked about a | ot, cost
nmet hodol ogi es and scori ng.

So this again is very simlar to the
AM neasure as we all know W' ve tal ked
al ready about inclusion and excl usion
criteria. And where | think the issues are
very simlar to the AM neasure.

And you heard about the additional
excl usions here for heart failure which
i ncl ude the LVAD and the other transpl ants.
Al'l of the other exclusion criteria are |
think pretty much the sane.

For risk adjustnment there are sone
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differences actually between this, the risk
adj usters for this neasure versus the AM
measure. And | was wondering if we could
discuss that a little bit.

And al so how they are conparable or
not to the other neasures for the nortality
measure and the 30-day readm ssion neasure.
Because they do appear to be different from
those in ny review anyway and conparing the
di fferent adjustnents.

For exanple, it doesn't | ook Iike
di abetes is included, or cancer. | think
t hose were the main ones.

And also it looks as if sex was
I ncluded originally in sone of the other
measures but not in this one as well. So, |

j ust wondered about the conparability there

for that.

And the costing nethodol ogy, we
al ready heard about. It's using the
standardi zed pricing nodel that -- apply the

CMS net hodol ogies for pricing. And we heard
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about the scoring as well, that it's conparing
the predicted to the estimated. So, | think
those are pretty simlar in terns of the

met hodol ogy.

Could we talk a little bit nore about
the specific risk adjustnent that was done for
the heart failure nodel?

DR. LATTS: Yes, I'll turn it over to
Nancy.

DR, KIM Sure. Thanks for the
guestion. So, the risk adjustnent for heart
failure 1s done based on a 2009 sanpl e of
heart failure patients that we defined using
the |1 CD 9s.

And we enploy the sane strategy. But
it's not surprising that the risk adjustnent
vari ables are different because it's again
based on the heart failure popul ation, our
cohort of the heart failure popul ation.

Basically we look at all of the -- |
think there's 189 candidate CCs. W ran

bi variates with the CCs and the total paynent
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outcone. W | ook at those that are
statistically significant and frequent. W
then regroup those and then we run those again
together in a nmultivariable nodel. And then
we take half the sanple to devel op that nodel
And then we validate it in the other split
half. So that's our approach to risk

adj ust nent .

And that's why you nmay find
di fferences across the different neasures.
Because again, they're regressed ultimately on
the total paynent outcone for that particul ar
cohort and that particular condition.

Does that answer your question about
why there may be differences?

M5. CLARK: Yes, it does. | guess |
was just kind of surprised that sone of those
ot her di sease areas didn't cone up as
significant.

| ve done sonme work on a simlar area
and we always found that sone of these other

conorbid conditions did conme up as significant
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for cost or for paynent. So, |I'mjust kind of
surprised is all

DR LATTS: Yes, absolutely. Al
right, any other TEP comrents you want to
make?

DR WVEINTRAUB: W really discussed
all the points in the TEP in the previous
nmeasur e.

DR, LATTS. Geat. Al right. Any
comments that we want to nake? Okay, Nancy,

I think you were first, then Matt.

M5. GARRETT: | was curious about
gender, whether you | ooked at that as a
stratification variable. | know you tal ked
about race and payer status.

DR KIM W never put in gender into
these nodels. It was a conceptual decision
t hat gender should not affect the type of care
you receive that would affect your paynent
outcone for AM or heart failure.

So we never put gender into the nodel

on a conceptual basis. But we never did
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anal yses to | ook at that.

DR LATTS: Matt?

MR MCHUGH: | have a question about
the clains that are used. Specifically about
t he out patient clains.

You go back and forth it seens in the
descri ption about sonetines using provider,
sonetines using physician. |Is it everything
in the outpatient file? |Is it only physician
clains? Are there other providers excluded?
O is that just --

DR BERNHEIM Are you addressing
specifically what's used to cal cul ate the
paynment outcone, or what's used for
identifying conorbidities for risk adjustnent?

MR, MCHUGH: No, no, no, |'m not
tal king about risk adjustnent. |'mtalKking
about the calculation of the paynent --

DR. BERNHEIM O the paynent
out cone.

MR MCHUGH: Yes.

DR. BERNHEIM  Ckay, great.
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DR. KIM Everything goes in there.

The reason it's called provider, | believe
when facilities are located it's a provider,
but physicians are submtting Part B clains
for physician fees off a fee it probably | ooks
i ke a physician fee. |'m/looking at our
analyst to confirmthat what |I'msaying is
correct. Everything is included except for --
MR MCHUGH: So if it's in thereit's

i ncluded. So like nurse practitioners, that

woul d - -

DR KIM Yes, yes, it is.

MR, MCHUGH And facilities.

DR KIM It's probably -- yes. |
see your question now. Yes, it's all in
t here.

MR MCHUGH: Okay. All right.

DR LATTS. Geat. Janis? You got
your answer, okay. O her questions?
Rel i ability?

MR AMN Yes, I'lIl just quickly --

DR LATTS: Onh, that's right. Yes,

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 407
okay.

MR AMN I'Il just quickly wal k us
through the algorithmin terns of the testing
appr oach.

It | ooks like as we |look at this they
did do sone enpirical testing of reliability
using a split halves approach. So we're on 5.
So this is very simlar to where we were
during the last discussion. [|'ll let you guys
just catch up with ne.

And so basically we're | ooking to
|l ook at the reliability statistic and the
scope of testing to -- and we'l|l assess
whet her that's high certainty, noderate
certainty, or low certainty.

And | believe this is on page 22 of
their overall subm ssion which is in their
testing attachnent. Which | believe was 0. 752
for the percent agreenent between the
I ndependent assessnents.

So, we can have a conversation around

that if we need to or if that's sufficient.
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I would just insert that into your overal
assessnent of reliability which includes
mul ti pl e conponents, one of which is
reliability testing.

DR LATTS. Al right. W ready to
vot e?

MR, WLLIAMSON: Waiting for Bill to
get back to his seat. W will now vote on
overall reliability. You may begin voting
NOW.

And we have 6 high, 12 noderate, 2
low and 1 insufficient. The neasure passes
reliability.

DR LATTS: |Is there any nore
di scussion on validity?

MR AMN 1'll just go through the
algorithmjust for the sake of conpletion.

So, again, | think based on the
devel oper's description in the last -- the
testing approach for validity is very simlar.

| point out on page -- | think it

says page 23 they've tal ked about the data
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el ement approach is simlar to the -- other
cl ai ms, other nmeasures that they've conpared
it to.

But the basic nethod here is again
face validity. So again, the highest rating
that we could have in ternms of validity
testing is noderate. So we're at four on this
al gorithm

DR LATTS. Al right, vote.

MR, WLLIAVSON: W wll now vote on
overall validity. You have four options,
hi gh, noderate, low, or insufficient. You may
begi n now.

There it is. And we have all of
them And we have 6 noderate, 10 | ow and 5
insufficient. It falls in our lack of
consensus and we'll nove forward.

DR. LATTS: Al right. Feasibility.
Any di scussion on feasibility we want to have?
Seei ng none. You know, he did a great job.

He w ped you guys out.

MR, WLLIAMSON: Actually this is
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again one of the concerns with having nmultiple
voting. This actually fell below the 40
percent threshold. |I'mtrying to do all this
in ny head at the sane tine and | obviously
failed. So we'll go back.

So, we had 6 noderate and then the
conbi nation of |low and insufficient was 15.
So again that falls below. So this neasure
does not pass validity.

DR. BERNHEIM Can | ask a question?
So, the voting was very different on this one
than the |l ast one. Wthout any discussion
t hat suggested there was concerns.

| woul d have expected nany of the
concerns to be greater for AM. It was ny
expectation. So | wonder if there's an
opportunity just for us to understand what the
shift was in greater concerns about validity
for this measure than the other one.

DR. LATTS: Anybody who want to
speak? You don't necessarily have to change

your vote but if you have a difference of
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opinion. Jim

DR NAESSENS: In terns of
hospitalizations for heart failure there's
nore variability and severity than you
probably see in M at least in terns of cost
and what the expected cost would be in the

next 30 days.

DR, VEI NTRAUB: | agree with Jimon
that. | think there's potential, greater --
| agree with you. | think there's greater

potential for variability.

DR BERNHEIM So, is it okay if |
ask? | mean, it's valuable for us to
under st and.

So, variability per se. Can you say
alittle bit nore?

DR. ASPLIN. You're saying
variability in case mx that's not captured by
the risk adjustnent?

DR. WVEI NTRAUB: Yes. Potential for
it. Just as a clinician taking care of

patients like this for 30 years heart failure
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Is a very variable clinical entity while
myocardi al infarction, | have a stronger sense
of sort of the bounds of it.

DR LATTS: Janis?

DR, ORLOMNBKI: Simlar coments. |
worry that hospitals that have gained a
reputation for taking care of the extrenes of
heart failure where they have very robust
anbul atory settings for heart failure and
admt a nore severe population that are cl oser
to needing intervention, whether it's LVAD,
whether it's work-up for a transplant.
Recogni zing the length of tine that people sit
on the transplant 1|ist.

| don't know that the risk adjustnent
w || distinguish that group of patients from
the chronic sort of noderate heart failure
that's not well taken care of in the
anbul atory setting. And so | don't see that
that's risk-adj usted.

| al so believe that hospital s that

have | arge end-stage renal di sease popul ati ons
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have multiple adm ssions for renal failure --
l'"'msorry, for heart failure which is truly an
adm ssion for non-conpliance with fluid. And
so it's a m xed bag.

It wasn't clear to nme that the
extrenmes of the heart failure group are well
ri sk-adj ust ed.

DR BERNHEIM  So, just to followthe
string and nake sure we are understandi ng.
Because again, the conversation was sane-sane
and then the vote was different. So it's
really hel pful to flesh out if there's really
conceptual differences in these pieces.

To the extent that there's things
like renal -- you know, if a hospital takes
care of a greater nunber of patients with end-
stage renal disease that's clearly accounted
for in the neasure.

We' ve had versions of this discussion
wth AM and | won't rehash it all, but just
to be clear that there are many cli ni cal

characteristics and conorbidities, and age
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whi ch obviously is not alone going to predict
heart failure but is going to be related to
it. So just to remnd the group that there is
a fair anount about these patients that is
captured in this risk adjustnent.

Harl an, you said you were on the
phone. | don't know if you want to weigh in
at all. And | don't know when you joined the
conversati on

The concern of the group is that this
I ssue of differences in severity of disease
that m ght not be captured by the risk
adj ustnent woul d be a greater issue for the
heart failure measure than the AM neasure.
And I'malso trying to think about how that
relates to later costs. How nmuch of the later
costs are discretionary or not in this
epi sode.

DR KRUMHOLZ: First, let ne say that
our group deeply appreciates the service that
the people on this panel are putting in and

recogni ze the chal l enges of doing this kind of
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wor K.

And you' ve already had a chance for
del i beration so this, as Susannah is
expressing, isn't an attenpt to re-vote or re-
convi nce you but to help provide our teamwth
I nsi ght about the neasure.

You know, as the healthcare system
drives toward trying to create nore val ue
there is, as you know, increasing enphasis on
trying to quantify the resources that are
bei ng provided and then the outputs that are
bei ng achi eved.

There is natural inprecision in the
codes and cohorts that are created, but that
in the course of creating the outcones
nmeasures there was a sense that they were
coherent enough, and that at the hospital
|l evel s we were able to get sufficient risk
adj ustnent at that aggregate |evel that would
provi de sone neani ngful signal about the
gquality that was being provided.

And in the sanme way we mgrated those
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nmet hods over to paynents where we actually
felt it even woul d be better than we had for
out cones. Because instead of a binary outcone
it's a continuous outcone and one that we felt
directionally woul d be inportant.

And with all the enphasis on post-
acute care we would be able to capture that as
wel |l and consider that -- even though
attributed to the hospital there's kind of
nore of a community effect there.

Well, you've heard all this. So for
us | think it's a question of, and it may cone
to a different group if we cone back to NGF,
but this group has worked so hard and so | ong
totry to get this as good as it could be, as
technically correct as possible given what's
out there and available. So I just want to
say this respectfully, we're not looking to
change your m nd, but nore about any insight.

And the idea that it's just variable
wth heart failure, you know, al nost sounds

like well, is that saying it's a non-starter
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in heart failure given what we've got, or that
there's a need for greater sonething else for
us to do? O is this just the sense of the
group that you couldn't do this in heart
failure now given the quality of the data that
you have? So | think that's where we are.

And again, | say this wth deep
respect recogni zing you have the sane goals we
do and are trying to do the best job you can.
So we're not trying to be critical or get you
to re-vote, but nore just get sone insight.

Because, | nean this group's been
wor ki ng two years on this neasure and it needs
-- the group needs to know whether it just has
failed or whether there is another path
forward in providing the country wth an
ability to give hospitals sone sense of the
ri sk-standardi zed paynents that are being
generated as a result of this condition.

DR LATTS: Does anybody want to
comment on Harlan's question directly? ay,

just go in order. Jack.
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MR, NEEDLEMAN: Ckay. So, |I'm

t hi nki ng about what nmade this different. And
I"'mtrying to integrate the whol e conversation
we' ve been havi ng.

So, the issue of the greater
variability in the patients conmes back to the
I ssue of how nmuch of the cost variation across
hospitals is really being driven by
differences in the case mx of the patients
who are there. And that remains an issue
here. And if that were the only issue | think
the vote woul d have been the sane.

But in the course of the conversation
| heard two other issues raised that go to the
essence of is it a reasonable neasure at all
which is sort of what Harlan was asking.

One was, | think it was Janis'
comment about why a 30-day window. This is an
ongoi ng chronic ill ness.

And that also relates to | think it
was Brent's comment about this is really about

primary care nmanagenent. So, both of those
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rai se the issue of whether the hospitalization
truly represents an index event around which
and from whi ch one should be neasuring cost.

O whether that's an i nappropriate w ndow for

| ooking at heart failure patients and heart
failure costs.

So if you want to cone back with a
heart failure index hospitalization neasure |
think partly what you've heard in the group
here is you need to nake a nmuch stronger case
that it nmakes sense to be thinking about cost
in the context of the cost w ndow starting
with a hospitalization and continuing for a
fixed period after that. That's what |'ve
heard in the conversation that goes beyond the
I ssue of the heterogeneity of the patients.

DR LATTS: This is Lisa. |1'mgoing
to call on nyself next.

| had a couple of coments. One is
that you nentioned that this neasure was
developed initially in 2009 I think. And so

Is it being used and sort of what's the
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inplication if it's not approved here.

| actually think it is inportant. |
want to differ with Jack. | think it is very
I nportant to have a heart failure neasure
because it's a huge cause of hospitalization.

And so it's all fine and good for us
to say we should push it to the outpatient
arena and we should hold the PCPs responsi bl e.

| think it's an "and" as opposed to

an "or" because people with congestive heart
failure are getting admtted. And the things
that happen to themin the hospital matter
And so | think it is inportant.

| don't know, frankly, what the right
i ndex of tinme is. Maybe 30 days is al nbst too
long in the sense that it is a chronic disease
and maybe -- the hospital w ndow naybe is
shorter than that given that it's a chronic
disease. So | don't knowif it's too |ong or
too short.

| am di sturbed at the idea that we

woul dn't have a heart failure neasure.

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 421
DR GELZER And I'mgoing to

pi ggyback. This is Andrea, and I'mgoing to
pi ggyback on Li sa.

| agree conpletely with what you said
and | disagree with you, Jack, because --

I npatient hospitalizations and
rehospitalizations for heart failure, you
showed data. | nean it's 30 percent. It's 30
percent. And that's where all the costs are
today. And we have to get costs out of the
system So | think it's kind of a travesty
that this nmeasure doesn't go forward at this
poi nt .

MR. NEEDLEMAN: Andrea, just to be
clear | was trying to reflect on the whol e set
of conversations, not necessarily expressing
my own opi ni on.

DR, CGELZER: But now this nmeasure has
to go to the council.

DR LATTS: Well no, | think nowit's
dead.

DR GELZER: It doesn't even go
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there? It's dead?

DR LATTS: Yes. And | guess, so

DR, CGELZER: | think we do a re-vote.

DR LATTS: Well, that's what |I'm
wondering, is if there are any questions that
anybody had that could be answered that woul d
change your vote. If not then there's no
point in are-vote. But if there are any
guestions or clarifying points that could be
made that would lead to a re-vote. But let's
go to Brent's comment first.

DR ASPLIN. My comment wasn't
directed at the validity question or the
scientific acceptability. It was really
around portfolio managenent and the parsi nony
and if you had to pick one. And naybe we
don't have to pick one, you know.

So, |I'mnot suggesting that heart
failure adm ssions aren't inportant, just
trying to get at the bigger picture of who

shoul d be hel d account abl e. But we don't have
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that alternative in front of us. So, between
the two ny vote was the sanme on this.

There was a question raised by the
TEP that m ght crack open a little w ndow
here. It mght not. Wich was there was a
| arger distribution of codes that got you into
t he anal ysi s.

And one of the TEP nenbers raised the
guestion of whether -- and if you al ready
presented this and | mssed it | apol ogi ze.

But whether the distribution of those codes to
get you qualified for the neasure varied
across hospitals or not.

And that would speak at |east in
part, but | don't think it would fully satisfy
our questions about differences in case mx
prior to the episode begins.

DR KIM | don't think we have those
data. |'mnot sure we | ooked at that for
heart failure. | knowwe did for AM. |I'm
not sure, | don't think so.

DR. KRUWVHOLZ: I think our concern
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there was that, you know, heart failure is
squi shy enough. And there's probably sone
vagaries in terns of which exact code they
gi ve.

And we al so don't want to create an
I ncentive for people to kind of nove heart
failure patients into a code that is
acceptable for coding heart failure but
woul dn't be considered in the neasure. So we
sought to be nore inclusive than |ess
I ncl usi ve.

And there's nothing we've done or the
literature woul d suggest that there's that
much heterogeneity with regard to the
specificity of the diagnosis. [It's sort of
fungi bl e anong nany of the codes.

Li ke hypertensive heart disease,
whet her they put that in heart disease or
hypertensi ve heart disease, | nean heart
failure is alittle hard. So |I'mnot sure
that's the w ndow.

| just wwll say this one thing about
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attribution. Again, just clarifying, that
what we thought is that the hospital is the
conductor of the community's healthcare right
now. | nean they're the only major centra
organi zing force in nost communities.

On the attribution it's not really
about bl ane, but it's about who's in the best
position to orchestrate a response to whatever
cones out of the quality neasures in a period
that's imedi ately connecting to the
hospitalization and the post-hospitalization
peri od.

|"mjust reflecting back on the
out cones neasures which is why we got to 30
days in the outcones neasures. Not because we
t hought sonet hing that happened on day 28 was
the fault of the hospital, but that we thought
that the hospital could play a central
organi zing role, be the center of gravity for
efforts to reduce risk in this post-acute
period. Wth a little less influence than it

has within its own walls but that coordinating
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function could be a responsibility of the
hospital who's really generally the deeper
pockets and the nore influential organizing
forces wwthin comunities, and increasingly
part of healthcare systens and delivery
net wor ks.

And so -- and people are asking about
30 days. But also with this interest in
bundling it also provided sone opportunity for
people to sort of see howthis all fit
together. And increasingly people are taking
responsibility for |onger periods.

So, again, I'mnot trying to do
anyt hi ng but just give you perspective on. W
t al ked about every conbi nati on and
pernutation, tw weeks, four weeks, six weeks,
ei ght weeks. Do we narrow the codes, do we
expand the codes. Can we do anything with
this to represent better for risk adjustnent.
So we've been through this and realize there's
no single best way to do it.

And we recogni ze too that you guys

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 427

are hearing this as a single neasure and
reflecting onit. So we're just -- | nean
this at this point is just kind of a
conversation on perspective. But it is at

| east hel pful again to know directionally
whet her -- because if the neasure dies here
then we've got to think, okay, what is the
future of this and how do we go with it.

DR LATTS. Geat. Andy and then
Jani s.

MR RYAN. So, | actually voted to
approve both these neasures and | think that
they're good, they're inportant.

But | would say that nore testing
around validity really woul d have been good.
And so one of the ideas | had was we've
al ready approved Medi care spendi ng per
beneficiary, that already exists. Just to
show a correl ati on between these two neasures
and Medi care spending per beneficiary either
for the whole hospital or for these particular

cohorts | think would have been pretty
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strai ghtforward and woul d have shown sonet hi ng
we coul d have grabbed onto.

| think also with respect to this
I npatient versus outpatient nmanagenent for
heart failure, seeing the correlation between
the hospital costs for this heart failure
nmeasure and al so naybe per capita costs or
total annual costs for patients with heart
failure to say, you know, is the hospital
measure kind of consistent with what we see
with this patient's expenditure over the
entire year.

|f they're not then it speaks to sone
kind of msmatch with maybe out pati ent
managenent and then what's happening in the
post-hospitalization period. |If they are
mat chi ng up, well then maybe we have a central
construct here. And we m ght not be as
concerned about differences in what's
happening -- kind of if we have a kind of
sel ection issue of those heart patient --

heart failure patients that are hospitalized.
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So anyway, so just sone additional
wor k around those kinds of issues with
validity testing | think would -- you know,
you didn't need to convince ne any further but
It mght have helped with the rest of the
comm ttee.

DR LATTS: Janis.

DR ORLOABKI: So, a couple of years
ago the hospital that | was the chief nedical
officer at had a -- participated in a Robert
Wod Johnson study of | ooking at whether there
was discrimnation in care in heart failure.
And there were 10 urban hospital s that
participated in this around the United States.

And | can tell you the data fromthe
study and I can tell you the data from D. C.
There's one and one thing only that determ ned
whet her you were going to have a recurrent
adm ssion to the hospital and that had to do
wth your zip code. And it was essentially
soci oeconom c St at us.

And so whet her people had i nsurance

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 430

or not, whether they, you know, a whole |ist
of factors. It had to do where in Wshi ngton,
D.C. you lived. And if you lived that way you
had no resources in the comunity. And if you
live here and this way you had every resource
in the comunity to keep you out of the
hospital. And that's what we're talking
about .

And t hese neasures, |like them or not,
and | agree that heart failure is inportant
and heart failure needs to be dealt wth.

It's an inportant neasure for us.

But right now they are being used as
a stick and they are again taking noney out of
t he urban hospitals and throwi ng the noney to
comunity hospitals because we do not have an
appropri ate soci oeconom c adjustnent to these
nmeasures. And so we've got to face that.

And so if you say is this a valid
neasure of the hospital we have a very, you
know, well-defined three-year study that shows

that it's not the care wwthin the hospital.

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 431
DR BERNHEIM  Just so people know

because we didn't get to this though I think
it is in our NQF application. For this
measure when we | ooked at soci oeconom c
status, and you can di scuss as Nancy and |
have had the opportunity to for many days what
the right variable is. But we used Medicaid
status which in Medicare patients is an

I nportant, although not the only and not a
perfect marker of | ow SES.

And we | ooked. The concern was that
hospitals that had |ots of | ower-SES patients
woul d cone in wth greater needs and woul d
therefore generate nore paynents. And we
| ooked at that. Well, you have to as part of
your NQF application.

And for both of these neasures we

were really surprised that the hospital s that

are -- and |"'mnot sure that this is good or
bad. Because again, | don't think that | ower
Is better.

But the hospitals with the greatest
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nunmber of |ow SES patients on these neasures

have simlar to slightly | ower paynents.

Now, again, |'mnot saying that's
good or bad. |[|'msaying they're certainly not
going to | ook lIike high-cost -- | nean, to the

extent that people are worried that they're
going to get profiled as high-cost and that's
going to hurt themthis neasure doesn't play
out that way.

"' mnot sure that that speaks well of
again how we're spendi ng resources. There's
a mllion issues.

But just to note | don't think that
the -- if we risk-adjusted for SES in these
measures it would only make hospitals caring
for | ow SES providers | ook worse in this
particular neasure. So it's not what's
pl ayi ng out here. Just so people know t hat
for this measure.

DR LATTS: Ckay, Jennifer, then
Nancy. Go ahead, Jen.

M5. HUFF: H . So, being on the
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phone it's a little bit nore challenging to
understand what's going on wwth the room but
| have to say | was really surprised to see
the votes cone out to the point of it tipped
It so far that this neasure doesn't go
forward.

And based on the conversations that |
woul dn't have sensed that just fromli stening
to what peopl e have said.

| do appreciate that this is a very
del i berative process and NQF does a really
good job of facilitating that.

| think one thing that |'ve noticed
In serving on a variety of these commttees is
there tends to be a focus on all the
chall enges with the neasures and that's what
we keep bringing up and being critical. And
| think that's part of our role.

But sonetinmes | think we tend to
overl ook what is done well, or what is capable
of being done with a neasure given the

envi ronment we're in.
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So, | think | really question what

| evel of bar we're using for this neasure in
terns of the good enough bar versus the
perfection bar. And whether or not this
nmeasure i s good enough to provide nore benefit
of having this in use than harm

Admttedly there are sone chal |l enges
wth it that need to be adjusted, but
measurenent is an iterative and evol ving
process. W talked this norning about how in
the cost and resource use arena, in this arena
It's nore nascent than quality, and nore work
needs to be done. And | think we see that.

| wouldn't want to stall work going

on in this area or stall progress fromthings

nmoving -- from being able to nove forward. So
| just, | really need to say on its face sort
of supporting -- not supporting this neasure

and it not going forward just is really
di sconcerti ng.
DR. LATTS: So, on that note we've

been di scussi ng back here whether or not we
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should re-vote on this factor. And we were
going to vote on whether or not to re-vote,
but | think in the interest of tine let's just
go ahead and re-vote.

And if it cones out the same we'll
pick up this discussion exactly where it left
off. Nancy, you want to do a quick coment?

M5. GARRETT: So | have a question
which is what does it nean if we don't endorse
this. So, people are talking about this
nmeasure is going to die and it wll never be
used. But the neasure we didn't endorse | ast
year is being used. So, it doesn't
necessarily nean that CM5 can't use this or
anyone can't use it. It neans it's not NQF-
endor sed.

DR LATTS: It dies froman NQF
perspective, correct. Ohers can still use
it. Although, you know, they try to use NQF

M5. GARRETT: It may nean that it's
less likely to be used for paynent purposes

i ke in val ue-based purchasing which -- it
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doesn't nean that?

DR. LATTS: M understanding is that

CMs could still use it if they wanted to for
paynent. | don't think it affects that
l'i kel i hood.

DR BURSTIN:. It basically stops the
di scussion of this neasure. It won't go out
for cooment. You won't get additional
deliberations. | think that's | think what
we're trying to enphasize, rather than it
won't get used. It's a conversation stopper.

DR BERNHEIM d arifying question.

" mstruck by the fact that the no cones from
a conbi nation of | ows where people had sort of
absol ute concerns and insufficients which it
makes sense to count as it's not a noderate or
hi gh. | understand the counting.

But | wonder how we address the
insufficients. You know, if -- because if
sonebody feels like there's insufficient
evi dence this discussion nay have illum nated

that but we haven't brought new evi dence.
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So | don't know. If you feel Iike
there's insufficient evidence you're putting
people in the position of sort of saying oh
well, it's noderate actually. | nean |I don't
know.

| just am wondering froman NQF
process sort of what happens with that sense
that one-third of the coonmttee has. | did
the math wong. Sone people in the commttee
of insufficient.

DR LATTS: Well, and | think that
could potentially be sort of further expressed
in the comments fromthis conmttee to you, in
t he comment peri od.

| guess ny concern is that if it's
no, it's no. Wereas if it's yes, but, the
di scussi on can conti nue.

Ckay. You guys have comments prior
to our vote?

DR VWEINTRAUB: In that regard if the
measure i s voted down does that nean there can

be no nore discussion, that they can't cone
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back? Isn't it possible for themto
reeval uate, say you know, we thought this
through and there are other opportunities to
do a better job. Can't they cone back?

DR. BURSTIN. Cone back in another
cycle. Perhaps not in this cycle.

DR. LATTS: A couple of years.

DR BURSTIN. Right. So just not --

DR LATTS: [It's years.

DR BURSTIN:. -- clear exactly when
t hat woul d happen

DR VEINTRAUB: | don't think anyone
woul d want to say we never want to hear about
this again.

DR. LATTS: R ght. It just neans a
coupl e of year delay. Yes. Carolyn and then

DR RATLIFF: That was ny question as
well. It's a two-year delay? |[|f the
devel oper wanted to take the suggestions from
the panel and nodify the neasure it wll be

two years before they can get it back in the
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gqueue for NQF endorsenent?

MR AMN  So, we would have to wait
unti|l the next cost and resource use project.

So again, | just want to nake it
perfectly clear that NQF has no position on
this. Just want to make it very clear that
you can vote it down, you can vote it up. You
should vote it on the criteria and that's how
you should vote. W're not -- there's no
pressure to go either way.

And | think before we vote it would
be inportant for us to get through these
comments just because, for the sake of
conpletion. | don't want anyone to feel I|ike
they haven't been heard if we decide to go to
a re-vote.

M5. WLBON:. Taroon, | just have one
thing to add. It mght also be hel pful using
the al gorithm because | feel |ike the
al gorithm kind of makes things a little bit
nore concrete in terns of where kind of the

branching real ly happens, at what point.
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| don't know if people who are
willing to kind of share -- for those of you
that voted no or low or insufficient where
t hat deci sion happened. It would help us
illustrate to others who weren't here in the
report where that kind of breakdown happened
and provide a little nore specificity.

And if it's at different places for
different people that's fine. But it m ght
help give us a little nore context for where
t he breakdown was.

MR AMN So, wth that Ashlie,

though, | think the challenge is the algorithm

only tal ks about the testing. So | wll, you
know, where we landed, and I'll try to
understand for the sake of -- |I'll try to

characterize the nature of the concerns. |
don't know if this is accurate or conplete.
Is that the issues around -- well,
for the sake of the algorithmwe're at face
validity testing. And effectively that puts

us at a noderate or potentially |Iow  But
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that's where we kind of land fromthe testing
perspective.

There were other issues around the
het er ogeneity of the cohort. And there's
still this residual concern about the risk
adj ust nent .

DR LATTS: And then a quick question
in followup. So, nowthat we are a standing
comm ttee does that nean it has to wait for
anot her project, or could it be, you know, do
these three things and bring it back in three
nmont hs or six nonths? So is a standing
commttee different fromthe project
comm ttee?

MR AMN So, | nean, our -- | don't
know t he answer to that question.

(Laught er)

MR AMN So our current process is
that we can't bring a conpletely new neasure
to a conference call for when we're review ng
comments. So we would have to have anot her

phase of this work. And we have anot her
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subm ssion deadline that's for phase ||
al ready which is already funded. So, which is
only in a few nonths.

M5. WLBON: Yes, we could
potentially -- that could be potentially an
opportunity to bring the neasure back. W're
accepting a dental neasure during that even
though it was initially spec'd for a
pul nonary.

Because of the uncertainty in terns
of when we're getting funding for different
types of topic areas we are allow ng others
W th nmeasures ready to submt while we have an
opportunity to do so. So | do think that
coul d be sonething, could be an opportunity to
do that.

In ternms of the standing commttee |
think this is one exanpl e where our processes
haven't yet caught up with our funding
structure and fundi ng nodels. So we are
setting up our structure to be able to review

measures on a nore consi stent basis but our
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fundi ng hasn't quite caught up with that. So

whil e we do have a standing commttee we don't
yet have the structure to keep that work going
on an ongoi ng basi s.

So, we do have funding right now to
have the comm ttee continue to work for the
next phase of work into probably early next
year. But we're still kind of working out how
that work will continue. So it's an evol ving
conversation. But just for those of you that
have questions about the standing conmttee
versus the project.

DR. LATTS: Ckay. So Carolyn has
been very patient. | have Carolyn, John
Matt, Cheryl and Mary Ann. So Carol yn's up.

M5. PARE: Well, Lisa, you asked a
| ot of the questions that | was going to ask.
It feels to ne that the NQF has been
particularly ninble and adaptive around sone
of the things that we wanted changed to nake
this process better.

And | think that as evidenced today
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in the discussion that we had | think there
was sone really rich conversation that hel ped
I nform our understandi ng and our perspectives
on this.

| recognize that a lot of us are
di sappointed in ternms of this noving forward,
but | think we've learned a | ot nore about it.

And rat her than go back and take a
re-vote because we're disappointed in the
outcone | would Iike to challenge NQF to see
If there is sone way that they could let the
measure conme back sooner rather than |ater
Three years feels, and |'mnot a big process
person, but three years feels a bit arbitrary
to nme. And perhaps because we are redefining
how we work through this consensus process
this can be sonething that we can redefine.
And we have a great opportunity to do that
ri ght now.

| do think, personally |I think the
nmeasure does need sone work yet. But does it

need to go away for three years? Probably
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not .

MR AMN darify. The three-year -
- there's a three-year maintenance cycle which
Is why we kind of have these three-year
cycl es.

But this commttee will be reconvened
in afewnonths. So there will be another
opportunity to submt.

Now, whet her the devel opers will be
ready at that point is a whole nother
guestion. But NQF is ready to look at this
measure in a few nonths.

So | just want to make that clear.
We're not saying that we won't look at this
nmeasure again for three years. That's not --
we're not saying that. And in fact there's
good reason to believe that this commttee
will nmeet nuch nore frequently than that.

But again, as Ashlie described, we
al so have the limtation of our funding. And
gi ven where we are with funding in general

it's chall enging.
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DR, LATTS: Al right. John, did you

still have a question or did you ask it
earlier?

DR, RATLIFF: Just one other -- a
coupl e of other issues. Sonme of the things
that canme up just for the devel opers.

| mean, the readm ssions were brought
up by multiple speakers as being a potenti al
I ssue and that the neasure does not seemto be
capturing as it's presently stated the i npact
of readm ssions in congestive heart failure
care.

Al so, that al nost provides a perverse
I ncentive to not provide high-quality
outpatient care and to have very sick
I npatients.

|'d al so say, kind of echoing the
| ast commenter, if the standing commttees
wll allowthe devel oper to bring back a
nodi fied version of this at our next in-person
woul d that be acceptable to you, Evan, and to

our NQF teanf
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DR. LATTS: Hang on, John, there's

whi speri ng.

DR. BERNHEIM | think we have sone
under st andi ng of where the concerns are around
the nmeasure. But | don't have a lot of -- |
mean, people are tal king about a nodified
measure. And | don't want this commttee to
have to becone a neasure devel oper, but aside
fromhaving clinical data which is a different
nmeasure conpletely and not feasible in any way
for awhile it's not clear to ne -- the
guestion was could we cone back in three
nont hs and the answer is it depends what
peopl e are asking for.

We can do additional analyses on this
measure but it's not clear to ne that we --
nmean we, again, we understand | think for the
nost part the concerns and we respect them
And we feel like it stands despite sone
limtations.

| haven't heard oh, if you just took

care -- got rid of 428.03 we'd believe in
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this. Like sure, we could cone back in three
months with that. So | don't know how to
answer that question because | don't know
really what this comnmttee is |ooking for that
we can do. Except test it further. Except
respond to the insufficient evidence which we
can try to do.

DR LATTS: Matt.

MR MCHUGH: So ny question was about
the insufficient conponent. And maybe, |
t hi nk Andrea, maybe you brought this up as an
exanpl e.

There are sone things that could
probably be done that wouldn't necessarily
change the neasure but woul d provide nore
certainty about -- nove maybe sone of those
insufficients to a nore definitive response.
So | think that seenms like it's kind of the
flavor. It's a matter of what process all ows
for that.

DR ASPLIN:. Li ke what though, Matt,

exactly? Wuld it be the type of additional
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validity testing that was done on the
nortality?

DR. LATTS: Ckay, Cheryl, then Mary
Ann, then Bill. Oh, coment. Evan.

MR, WLLIAVSON: | just want to nmake
one process clarification as far as just
clarifying that the neasure doesn't die right
NOW.

Basically we don't put out neasures
for public coment traditionally. W have
anot her section call ed Measures Not
Recomended. So this nmeasure would be a
measure not recomended which could still go
out for public and nmenber comrent as part of
the report.

And then as part of our conmttee
process is follow ng the public and nenber
comment period the comrittee can reconsider
any nmeasure based on the conments received.

And part of those public comments can be
addi ti onal anal yses by the devel oper, can be

any comrents from anybody.
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And so | just want to nmake sure that
that's clear, that this neasure isn't going to
go away fromthis project, that there's still
opportunity based on the Measures Not
Recomended conments.

DR, LATTS: So we could send it out
for public comment? Because | thought we
couldn't if it wasn't in the 40 percent.

DR BURSTIN. Al of it goes out for
public comment, we just don't tend to get as
much comment on things not recommended by the
commttee. That's all. But it isin a
conment - -

DR LATTS. Wiy woul d peopl e waste
time on commenting --

DR BURSTIN. It wll be in the
report saying not recomrended. W could
specifically draft the report to invite
comment if there are, again, sone specific
I ssues you want the public to weigh in on.

DR. LATTS: Cheryl.

V5. DAMBERG | think this is nore of
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a general comment because per your schematic
here, rate as insufficient, it feels |ike
that's sort of a deal -breaker no matter what
when you' re | ooking at any of these neasures,
when in fact | think it's the conmttee's
desire to have nore information to be able to
fully evaluate a neasure.

And so based on the scoring algorithm
that sort of down-weights everything. So, it
just feels peculiar as a process.

DR LATTS: WNary Ann?

MS. CLARK: | guess -- | nean, |
totally agree that this is inportant, heart
failure, to nmeasure.

| guess ny issue is with the
procedures, the patients that are getting
procedures in their index event because those
are obviously going to be nore costly.

And it seens like in the case of
heart failure that patients who nay be
candi dates for sone of these procedures may be

different frompatients who are nore being

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 452

managed nedi cally and they happen to have an
acute adm ssion for heart failure.

For exanpl e, again, the valve
repl acenent patients are nore typically in
aortic stenosis. Mybe not your typical heart
failure patient. And of course anyone who
gets a procedure, especially those that have
I npl ant abl e devices are going to be nuch nore
costly. So facilities that are doing these
procedures | would think would be -- have
hi gher costs. So, those are not being
accounted for in this nmeasure, right?

DR. KIM It's Nancy Kim | think I
can respond to that. Can | respond to that?
Ckay. Yes.

So, when we | ooked at things |ike
cardiac defibrillator inplant w thout cardiac
cath, with and wi thout major conplication as
wel | as pernmanent pacenakers, in our
devel opnent and val i dati on cohort they make up
about 1 percent of our total cohort. They are

expensive but they're relatively -- they're
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very infrequent.

And that is sonething we woul d have
to | ook again over tinme because heart failure
managenent i s changi ng over tine.

And those aren't accounted for in the
way | think that you're tal king about in terns
of risk adjustnent. So you're correct in
t hat .

But you know, in heart failure
because it is so dynam c over tinme one thing
internally we are discussing is whether or not
we need to | ook at risk adjustnent variabl es
every year. Because if we find year-to-year
differences that nay be sonething we have to
reeval uat e.

So it's not sonething we're ignoring.
We understand that procedures are increasing
in heart failure patients over tine. And for
heart failure in particular conpared to
sonething like AM. W are cogni zant of the
secul ar changes over tine in average heart

failure patient managenent.
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So we know about the procedures, we
know t hey' re expensive and we are thinking a
| ot about how to nanage those.

DR. LATTS: Ckay, Bill, then Nancy --
" msorry, go ahead.

M5. CLARK: Just a followup. Sorry.
So, the LVAD patient popul ati on then was
| arger than sone of these other patient
popul ati ons that got procedures and that's why
t hey were excl uded?

DR, KIM They were not excluded on
the basis of size. They were also small.
can give you that nunber in a nonent. But
t hey were excluded on the conceptual basis
that they were extraordinarily expensive.

So yes, it was the TEP input for both
transplant and LVAD. That canme from our TEP,
not this NQF TEP. As you know, in the course
of devel opnent we have a technical expert
panel as well and it was their suggestion that
we excl ude LVAD and transpl ant patients.

M5. CLARK: Ckay.

Neal R Gross and Co., Inc.
202-234- 4433




10

11

12

13

14

15

16

17

18

19

20

21

22

Page 455
DR LATTS: Al right. So, Bill,

then Nancy. And then | think we are going to
vote on whether to re-vote. So we'll go the
denocrati c process.

DR WEINTRAUB: So I'mgoing to
address the question you pose about are there
things you can do. And | think there are
clearly things you can do.

Renmenber, you're also not hone free
on the AM neasure because that was in the
I ndeterm nate range. And so nore work may be
needed there along the lines of things that
we' ve suggested |ike | ooking for cardi ogenic
shock, henmpdynamic instability. You can do
the sanme sort of thing wwth heart failure as
well and | would urge you to do that.

The ot her things you can do is | ook
for external databases to validate. In
particular, for AM there is a wonderful
ext ernal database, the set of databases from
the ACC, CathPCl and ACTI ON and your group has

experi ence working with these dat abases.
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So that's, you know, it's tine-
consumng, it'll be sonme expense, but it's a
straightforward process to try and do sone
val i dati on work.

| don't know heart failure, the
gui del i nes databases as well as | do the NCR
dat abases but | would | ook at that very
carefully to see if it's going to help you in
val idation for your heart failure neasure.

And we don't have to conme up with
everything you can do right now. As you think
about it undoubtedly with the leisure of tine
you'll come up with other really good ideas of
things you can do to try and val i date what
you' ve got and i nprove what you' ve got.

DR BERNHEIM  Absolutely. | nean,
the group has been trenmendous at suggesting
potential validation approaches. And we
actually had under way trying to do a chart
validation. As you said it takes tine and
noney and so it's not done for the AM

nmeasure.
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| was speaki ng nore to when peopl e
said bring the heart failure neasure back
differently. W've heard lots of suggestions
for further validation. W hadn't heard as
concrete suggestions of sort of changes to the
measure itself. So | wanted to know if those
wer e unspoken but obvi ous.

DR, WVEI NTRAUB: Well, so | actually
like the idea of a heart failure -- adm ssion
plus 30 days. | think that that's rel evant.
It doesn't cover everything in heart failure.
You can't with one neasure. But | think the
measure itself, the idea of the neasure is a
good one.

DR LATTS: Nancy.

M5. GARRETT: So, in terns of kind of
additional ways that this could be | ooked at
one thing I want to throw out is this whole
probl em of accurately controlling for patient
status and patient severity.

Goi ng back to the DRG one way you

could do that is to control for the DRG  That
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changes the neasure quite a bit conceptually.

But we have a prospective paynent
system for inpatient stays. And by al
accounts it's reduced costs dramatically for
hospital stays because hospitals are incented
to be as efficient as they can.

That doesn't account for choices of
procedures but it's so conflated with patient
status is it really fair to not control for
that. So, that's just another thing to
consi der.

DR. LATTS: Al right. |If there are
no other comments then | think we wll indeed
vote on whether or not to re-vote.

So, again, if nothing we said has
been convi ncing then, you know, and you're not
I ntending to change your vote | think probably
vote no. Matt. Yes. You're right. |If
you' re going to change your vote one way or
the other vote yes. Yes. Yes, exactly.
Matt ?

DR. RATLIFF: Can ny dog vote?
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(Laught er)

DR LATTS: | think we'll just do a
strai ght up and down yes/ no.

MR, WLLI AMSON: Ckay. We will now
vote on whether or not to re-vote on validity.

DR LATTS. So press yes if you woul d
like to re-vote.

MR, WLLI AMSON: You have two
options, yes or no. You nmay begin voting now.

And we have 11 yeses, 9 nos. So we
will re-vote.

Ckay, so we wll now re-vote on
validity. GCkay, and now we will vote on
validity. So this is subcriteria 2b. You
have four options, high, noderate, |ow, or
insufficient. And you may begin voting now.

And we have all the votes. And we
have 9 noderate, 6 low and 5 insufficient. So
actually we -- we now pass.

DR, LATTS: It's nowin the 40
per cent .

MR WLLIAVMSON. |t now passes this
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as | ack of consensus.

DR, LATTS: So it's still -- a
majority still vote no, but it continues on.
There continues to be discussion. And it wll
go out for comment with a |lack of consensus.

DR, BURSTIN. Only on validity. Just
a rem nder.

DR LATTS: | don't know about you
guys but | need a drink now.

M5. WLBON: We'Ill need to continue
t he di scussion on usability and use and
feasibility tonorrow. Because it now passed
we continue to evaluate the remaining
criteria.

DR LATTS. W can just do it now.

M5. WLBON: Onh, I'msorry. | forgot
you guys are out of town. Yes, | guess we're
di ggi ng in.

DR, LATTS: It's better to do it when
people are tired and hungry. Does anybody
have any nore comments they want to make on

feasibility? Al right, call the question.
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MR WLLIAVSON:. W will now vote on

feasibility. You have four options, high,
noderate, low, or insufficient. Begin voting
NOW.

And we have all the votes. And we
have 16 high and 3 noderate.

DR LATTS. So usability and | think,
Nancy, you had had a comment early on for
usability. So if you want to re-raise that.

MS. GARRETT: So, ny comment on
usability is around using this for actually
nmovi ng noney around between providers. And |
have concerns about that because of the fact
that we don't all feel that the severity
adj ustnment is substantial enough.

And really what's the right direction
here. So if you're going to give it stars is
hi gher better or worse?

And we tal ked about a scenario, for
exanple, with heart failure wwth nore -- if
you' re successful at doing this well in the

out patient setting your inpatient costs m ght
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actually go up.

And so | have concerns about that.
And | wonder as a commttee if we would want
to make a recommendati on about how this is
used, and that it's really used for
expl oratory anal ysis and conversati on and not
necessarily -- and actually not for pay-for-
per f or mance.

M5. DAMBERG | woul d second that.
think we don't know enough about this neasure
to put it into w despread use.

And | think unfortunately we have
sort of this large catal og of neasures w thout
a lot of guidance in terns of howit should be
used or what kinds of cautionaries to put out
there wth the neasure.

DR LATTS. Lina.

DR. WALKER: | agree with both Cheryl
and Nancy. | think it's too hard to say
whet her up or down is better. And the [|ast
thing we want is for providers to stint on

care and nake things worse because they're
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graded on how nuch they're spending. And that

may not be the right neasure to be using. So
| absol utely agree.

M5. GARRETT: So just a process
guestion. Can we make such a recommendati on?

DR BURSTIN It's a great question.
It's really one of the cornerstones of what
we're going to be working on this year is do
we actually nove towards having different
| evel s of endorsenent for different intended
uses.

At this point we don't have that. W
do have the capacity of commttees to at | east
put forward inplenentation guidance as part of
their recommendation. So, it could certainly
cone with that recommendation. Certainly as
part of public coment that could be part of
t he di al ogue.

MR AM N Yes. And one of the other
things that Ashlie's pointing out here is that
this coomttee al so can nake sone

recommendati ons to the Measure Applications
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Partnership that's specifically tasked with
the work of recommendi ng particul ar neasures
for particular applications.

And they reviewed this neasure in
their pre-rulemaking activities and -- they
recommend pendi ng endorsenent. So they
recommended it pending the decision of this
gr oup.

So Dol ores can take it back to the
MAP with the guidance that conmes fromthis
commttee in terns of caution around -- or |
don't know if this is in your workgroup or
not, Dolores. But we will bring it back to
the MAP in terns of the concern about using
for payment purposes.

DR. LATTS: So Dolores, it's 100
percent your responsibility now.

(Laught er)

M5. YANAG HARA: And | just want to
be clear that | actually stepped down fromthe
MAP. | did, sorry. So I'mnot on the MAP

anynor e.
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MS. GARRETT: Wuld it nake sense to

do a quick vote on this so we can just see

where people are at? Because if we nmake a

recommendati on we want it to be that people
feel confortable with it.

MR AMN Wat |'mhearing in terns
of the recommendation is that we shoul d get
sone experience with this neasure. It should
be paired with a neasure of quality and there
shoul d be caution in using the neasure for
paynent application. |s that correct?

M5. GARRETT: | was actually saying
stronger, that we recommend it not be used for
paynment purposes.

So, | think it could be useful for
understanding froma provider's perspective
what care happens after the hospitalization,
form ng those comunity partnerships,
under st andi ng how to do things nore
efficiently. | think those kinds of -- even
public reporting | can see.

But you're actually tal king about
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nmovi ng dollars around. Then there's a val ue
for -- high or ow has to be better or worse
and that's where | think we get into trouble.

DR LATTS. So, from a process
perspective would this be sonething that woul d
be part of the recommendati on now before it
goes out to comment? O would that be
sonet hi ng that woul d be part of a
recomrendation in sort of our final vote?

DR BURSTIN It's alittle bit of
process in flux. So | think you can do it
however you would like. But keep in mnd at
| east for this very nonent we endorse neasures
for all intended uses.

You could certainly add that caution
if that's the will of this group to use with
caution for certain uses and that information
can get transmtted back to the MNAP.

We could put it out as part of the
draft report for comrent and get commentary
fromthe broader nenber and public about their

perceptions of intended uses of this neasure
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as we provide that feedback back to the MAP.

DR WONG | don't think there's
anything dramatically different about this
nmeasure than any of the other ones in the
portfolio around resource use that would | ead
me to say don't use this one for paynent. But
you can use these others.

| think it's the sane cautionary tale
across the portfolio and the need to pair them
w th good neasures of quality and other
nmeasur es of performance.

| mean, 40 percent of the variability
on this is post-acute and a big driver of that
I's readm ssions which we've already sort of
col lectively said, although there's debate on

that too. Things that we hope to avoid.

So, | guess | wouldn't go as far. |
don't agree wth you, Nancy. | usually do but
| don't this tinme. | would say it's a
cautionary note. | wouldn't say don't do it

t hough because we have to pair it wiwth quality

across the board.
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DR. LATTS: So, here's what | woul d

propose as we're getting pelted by stones over
there. That is there a way to put it out for
public coment, to put this particular thing
out for public comment as well? That there's
been sone question about how this should be
used and get comment. And then when it
conmes back to the commttee it's considered.

Because frankly, if we're still a
majority don't endorse it anyway. So, it
m ght never even get to the we endorse it to
even be having this discussion.

MR WLLIAVSON: | wll say that this
entire discussion wll be captured in the
report and that all goes out in public
comment. So this will be definitely reflected
in the report.

DR LATTS. Geat. Ckay, that said,
any other comments before we go to vote on
usability? People are hungry. Al right,
usability.

VMR WLLIAVEON: And so we have two
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votes remaining, first for usability and use
and then an overall recommendation. W wll
now vote on usability and use. You have four
options, high, noderate, |ow, or insufficient.
You may begi n now.

And we have all the votes. And we
have 4 high, 10 noderate, 6 |low and 1
insufficient. It passes usability and use in
the lack of consensus range.

W will now nove on for -- or | guess
we'll open it up

DR, LATTS: Al right. Any final
comments before we go to an up or down vote?
Al right, overall suitability.

MR, WLLIAVSON: W wll now vote on
overall suitability for endorsenent. You have
two options, yes or no. Please begin now.

And we have all the votes. And we
have 10 yes and 11 no. The neasure -- we did
not reach consensus on whether or not it
reaches -- neets the overall suitability for

endorsement so the measure will be i ndicated
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as a |l ack of consensus.

The neasure eval uation portion of the
section. We will now open it up for public
and menber comment. We do have one comment in
t he chat.

And the question is is it wthin the
standing conmttee's authority to nake
reconmendati ons on use to the MAP. And this
is from--

DR, BURSTIN. It's fromCM5. Yes,
this is Helen. |'mhappy to take a crack at
t hat .

Again, it's not so nuch a question of
authority. | think it is nore an issue of
just this is the group assenbled to nake the
scientific determ nation about a neasure.

We have been routinely passing on
that information as we did as part of the
readm ssi on di scussion recently at the MAP, as
wel | as other issues. Wen scientific issues
cone up at the MAP they do frequently defer it

to the co-chairs of our commttees as well as
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the commttees for their recomendation

It is not certainly firmin stone
that this is absolutely what this group is
saying, but | think it is part of the
I npl ement ati on gui dance that our endorsenent
side does frequently put out for neasures |ike
this. So thanks for the question.

MR, WLLIAVSON: Do we have any
public or nenber comments in the roonf
Operator, could you please open it up for
public and nenber coment on the phone?

OPERATOR:  Thank you. At this tine
I f you have a question or a comment please
press * then the nunber 1 on your tel ephone
keypad. And there is no public coment.

MR, WLLIAMSON: G eat, thank you.
Before we adjourn for dinner | would like to
poi nt out one docunent that we've posted onto
SharePoi nt in advance of tonmorrow s di scussion
of nmeasure 1558.

As you know this is a naintenance

measure. W did pull out the evaluation table
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fromthe previous report, the previous
technical report. That was posted before, but
just toreally call it out. And we added that
to the measure docunent set.

So, just a little homework assi gnnent
overnight. [If you would [ike to brush up on
the |l ast evaluation just in advance of
tonorrow s evaluation. That is posted and
avai |l abl e shoul d you choose to have a | ook at
it.

| believe that concludes the business
of the conmttee for today. W have a
reservation at McCorm ck & Schm cks which is
just really right around the block from your
hotel. And that is at 6 o'clock but feel free
to head over there whenever you'd like to
unwi nd fromtoday's activities.

M5. WLBON: And |I'd just like to
thank the commttee and the devel opers
actually for being such troopers today. It
was a really long day and you guys did a great

job so thank you. And those of you that

Neal R Gross and Co., Inc.
202-234- 4433
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stayed on the phone all day, goodness

graci ous. Thank you.

Page 473

(Wher eupon, the foregoing matter went

off the record at 5:33 p.m)

Neal R Goss and Co.,
202-234- 4433

I nc.
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CERTIFICATE

This is to certify that the foregoing transcript

In the matter of: cost and Resource Use Phase II

Before: National Quality Forum

Date: Tuesday, March 4, 2014

Place: washington, D.C.

was duly recorded and accurately transcribed under
my direction; further, that said transcript is a

true and accurate record of the proceedings.

Court Reporter

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




