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BACKGROUND

Access to care is essential, particularly for our currently fragmented healthcare system, which
generally delivers episodes of face-to-face treatment with minimal communication between
encounters. While people agree access to healthcare is necessary, there are several definitions
and interpretations of access to care, creating confusion and frustration for all. Moreover,
measuring access is further confounded by interpreting what is meaningful access, what care
actually was delivered, the timeliness of care, and the impact of access on intermediate outcomes
or outcomes. Measuring the quality of services differs from measuring the access to services of
different quality levels.

Access often is associated with the availability of resources and is frequently dependent on
financing. Penchansky and Thomas describe access as a “set of dimensions that characterize the
fit between the patient and the healthcare system,” including geographical, temporal, financial,
cultural, and digital access.!

Traditional access concepts, and hence measurement points, focus on in-person experiences
between the patient and provider; an array of historical frameworks present models of access
that are useful for thinking about measuring access. >**> However, there are opportunities
beyond these paradigms. One potential option is to improve digital access between the patient
and provider.® A shift in culture will be required to utilize this method, which could help diminish
geographical, temporal, and cultural access problems faced by patients. For example, NQF’s work
on performance measures for rural providers noted telehealth and telemedicine allow greater
access to care; permitting telehealth and telemedicine to “count” as successfully meeting clinial
measures serves quality improvement, as well as access.’

Access to healthcare also can be improved beyond the doctor’s office or hospital by providing
wellness and health promotion at work sites, which is where many individuals spend the majority
of their time, or through health system changes and a focus on population health as the
measurement leverage point.® Measuring access to healthcare also can be leveraged by

! Khan AA, Bhardwaj SM. Access to health care: a conceptual framework and its relevance to health care
planning. Eval Health Prof. 1994;17(1):60-76.

? Andersen RM. Revisiting the behavioral model and access to medical care: does it matter? J Health Soc
Behav. 1995;36(1):1-10.

® Flores G, Vega JR. Barriers to health care access for Latino children: a review. Fam Med. 1998;(3):196-205.
4 Fitzpatrick AL, Powe NR, Cooper LS, et al. Barriers to health care access among the elderly and who
perceives them. Am J Public Health. 2004;94(10):1788-1794

> DeVoe JE, Baez A, Angier H, et al. Insurance+access not equal to health care: typology of barriers to health
care access for low-income families. Ann Fam Med. 2007;5(6):511-518.
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examining modifiable financial (e.g., underinsurance), structural (e.g., transportation, waiting
times, access to primary care or safety net institutions), and cognitive barriers (e.g., health
literacy, interpreter services) that apply broadly, but are especially important to reducing
disparities.’

NQF works to help improve access to care by both seeking to endorse performance measures that
can help identify key areas to measure access and to identify gaps in access to care measures.
During the Health and Well-Being Phase 2 project, the Standing Committee noted the
measurement focus and specifications of measures #1516, #1392, #2689, and #2695 do not
capture whether specific care processes occur during a patient encounter, rather only confirm the
visit''—even though the developer(s) explicitly stated that these measures are intended to assess
access to care. As an example, the two well-child visit measures assess only that visits occurred
and not whether the child received the age-appropriate vaccinations, hearing, or vision tests.
Other measures were focused more globally, e.g., hospitalization for dehydration, and were
asserted as reflecting access to and coordination of a community’s ambulatory services.

The purpose of this document is to provide guidance to developers and NQF Committees on
access to care measure development and the NQF evaluation of such measures. Table 1 also
includes a few examples of measures and concepts that NQF developers and others identify as
reflecting access to care (ambulatory care sensitive emergency department visits in dental caries
in children), some of which are more proximal to the “access event,” and others more distal and
likely involve access and other factors (e.g., dehydration admissions).

TABLE 1. EXAMPLES OF EXISTING ACCESS MEASURES & CONCEPTS

Subject/Concept Measure Title Steward

Dental Care Visits 1) Ambulatory Care Sensitive Emergency Department American Dental
Visits in Dental Caries in Children™ Association/Dental Quality

o Alli
2) Follow-Up after Emergency Department Visit by lance

Children for Dental Caries™

Continued

Health Settings. eGEMs (Generating Evidence & Methods to improve patient outcomes). 2015;2(4):Article 6.
? carillo JE, Carillo VA, Perez HR, et al. Defining and targeting health care access barriers. J Health Care Poor
Underserved. 2011;22:562-575.

19 NQF 1516 Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life; NQF 1392

Diabetes Screening for People With Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic
Medications (SSD)

" National Quality Forum (NQF). Health and Well-Being Phase 2. Final Report. Washington, DC: NQF; 2015.
Available at http://www.qualityforum.org/Publications/2015/11/Health_and Well-

Being Phase 2 Final Report.aspx. Last accessed May 2016.

2 NQF 2689: Ambulatory Care Sensitive Emergency Department Visits for Dental Caries in Children

B NQF 2695: Follow-Up after Emergency Department Visit by Children for Dental Caries
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TABLE 1. EXAMPLES OF EXISTING ACCESS MEASURES & CONCEPTS (CONT.)

Well-Child Visits

1) Well-Child Visits in the Third, Fourth, Fifth, and Sixth
Years of Life™

2) Well-Child Visits in the First 15 Months of Life™

National Committee for
Quality Assurance

Care Coordination for
Children with Complex
Medical Needs

Family Experiences with Coordination of Care
(FECC)-1 Has Care Coordinator™®

Seattle Children’s Research
Institute

Prenatal and Postpartum
Care

1) Timeliness of Prenatal Care

2) Postpartum Care'’

National Committee for
Quality Assurance

Dehydration Admissions

Dehydration Admission Rate (PQl 10)™®

Agency for Healthcare
Research and Quality

Patient Reporting of Access
to Servicees, Cognitive
Barriers

CAHPS Clinician & Group Surveys (CG-CAHPS)-Adult,
Child™

Agency for Healthcare
Research and Quality

HIV/AIDs

HIV Late Diagnoseszo

Centers for Disease and
Control

Health Insurance Coverage

Percent of persons with health insurance

NHIS (national database)*

Unmet Need

Percent of families that experience difficulties or delays
in obtaining health care or do not receive needed care
for one or more family members

MEPS/MCBS (national

database)*

Mental Health/Substance
Abuse

Percent of adults with serious mental illness who
received treatment

NHSDA (national database)*

*These measures are a part of AHRQ's preliminary measure set, National Healthcare Disparities Report, 2002:
http://archive.ahrg.gov/research/findings/nhqrdr/nhdr02/premeasurea.html.

Overall, measures that focus directly on overcoming barriers (structural, financial, cognitive) to
access and are more proximal to the “access event,” are the most direct and desirable. Access
measures also should advance one or more of the Institute of Medicine’s six aims for healthcare—
safe, effective, patient-centered, timely, efficient, and equitable.?* Additionally, just as
measurement for the pediatric population is generally under-represented, access measures for
the pediatric population are encouraged (e.g., a pediatric corollary to the adult measure would be

“ NQF 1516: Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life

> NQF 1392: Well-Child Visits in the First 15 Months of Life

* NQF 2842: Family Experiences with Coordination of Care (FECC)-1 Has Care Coordinator

Y NQF 1517: Prenatal and Postpartum Care

¥ NQF 0280: Dehydration Rate (PQI 10)

' NQF 0005: CAHPS Clinician & Group Surveys (CG-CAHPS)-Adult, Child

O NQF 1999: Late HIV Diagnoses

! |nstitute of Medicine. Crossing the Quality Chasm: A New health System for the 21 Century.
Washington, DC: National Academies Press; 2001.
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‘percent of children with serious mental illness who received treatment’). Finally, in considering
access measures, framing an NQF access portfolio against the traditional categories of structure,
process, and outcome measures®> may provide guidance for future development activities, as well
as identify gaps in access measures, generally, and the portfolio, specifically (Table 2).

TABLE 2. FRAMING FUTURE ACCESS MEASURES

STRUCTURE PROCESS OUTCOME
e  Structures must be in e Processes must be in e Access is achieved (e.g.,
place to access care (e.g., place to ensure access to service is utilized)
fficient pri .g., follow- .
sufficien pr.lmary care, care (e.g., follow-up) e Access measures ideally
transportation, . .
financing) e Access measures ideally address appropriate
g address the degree to and/or timely utlization
e Access measures ideally which the process is
address overcoming such adhered to

structural barriers

HOW TO DEVELOP, REVIEW, AND EVALUATE ACCESS MEASURES

Performance measures are traditionally evaluated against NQF’s measure evaluation criteria,
which are used to determine suitability of measures for use in both quality improvement efforts
and for accountability purposes. The five major criteria®® are:

1) Importance to measure and report — This criterion allows for a distinction between things
that are important to do (or outcomes of importance) versus those processes, structures
or outcomes that rise to the level of importance required for a national performance
measure. Importance has two key subcriterion: Evidence and Performance Gap.
Evidence is the extent to which the specific measure focus is evidence-based and can
drive significant gains in healthcare quality. Performance gap denotes there is variation in
performance among measured entities or that disparities (e.g., by race or ethnicity) exist

analysis appears a measure is topped out.

Ill

even if a “macro-leve

2) Scientific acceptability of measure properties — This reflects NQF's view that performance
measures must demonstrate sound measurement science—that is, they must be both
reliable and valid.

3) Feasibility — The Feasibility criterion reflects the extent to which the data required to
compute a measure are readily available and retrievable without undue burden, as well as
the ease of implementation for performance measurement.

4) Usability and use — NQF-endorsed measures are considered suitable for both
accountability and quality improvement purposes, and the expectation is that endorsed
measures not only will be used, but also ultimately will lead to improved patient
outcomes.

# Donabedian, A. The quality of care: How can it be assessed? JAMA. 1998;121(11):1145-1150.
22 More detail on these criteria can be found in the Measure Evaluation Criteria and Guidance for Evaluating
Measures for Endorsement Document.
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5) Comparison to related or competing measures — Since there is an abundance of
measures, this criterion requires a careful consideration of such similar measures, with
the goal of endorsing only the best measures—or, if there isn't a “best” measure,
endorsing measures that are consistent to the extent possible.

Over time, NQF has evolved from its focus on traditional quality measures to include other
measures of performance. For example, cost and resource use measures—the building blocks of
measures of efficiency—complement quality measures. Access measures are similarly
complementary and can address effectiveness, timeliness, efficiency, and/or disparities. Both
types provide a better understanding of the overall performance of the healthcare system.

NQF has defined access as the “ability to obtain needed healthcare services in a timely manner
including the perceptions and experiences of people regarding their ease of reaching health
services or health facilities in terms of proximity, location, time, and ease of approach. Examples
may include, but are not limited to, measures that address the timeliness of response or services,
time until next available appointment, and availability of services within a community.”**
this, a minimum scope of access measures could be inferred as addressing timeliness and
availability. More broadly, NQF seeks access measures that address identified barriers, are as
proximal as reasonable to the “access event,” and will drive improvement in one or more of the
six aims for healthcare quality and address basic principles of access to healthcare.”

From

Currently, the NQF portfolio lacks a robust set of measures related to access (defined by any
means). Based on experience with other classes of measures, specific guidance on how NQF
Committees should evaluate access measures can, in turn, provide clarity to developers on
nuances of developing such measures and NQF’s expectations for them.

Recognizing the five core evaluation criteria are relevant, but require additional guidance for
certain types of measures, NQF has provided additional guidance on composite, appropriate use,
cost and resource use, population health, and patient-reported outcome measures. For
population health measures, for example, NQF’s guidance” document notes that the core criteria
remain the same, but the language and direction are tailored. This document addresses guidance
to developers and NQF Committees on access to care measures.

Table 3 sets forth NQF’s general evaluation criteria (left column). To provide context for the types
of changes made for NQF'’s different types of guidance, the middle column presents the guidance

specifically approved for population health measures. The final column presents the guidance for
access measures.

** National Quality Forum (NQF). Glossary of terms. Washington, DC: NQF 2013.

% |nstitute of Medicine. Committee on Optimizing Scheduling in Health Care. Transforming Health Care
Scheduling and Access. Washington, DC: National Academies Press, 2015.

*®The complete population health guidance document can be found at this link:
http://www.qualityforum.org/Publications/2012/06/An _Environmental Scan of Integrated Approaches f
or Defining and Measuring Total Population Health.aspx.
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Table 3. NQF Criteria, Population Health Measure Criteria, and Access Measure Criteria Guidance

NQF Measure Evaluation
Criteria

Population Health Measure
Evaluation: Additional
Guidance and Context*

Access Measure Evaluation
Criteria: Additional Guidance
and Context

Conditions for Consideration
Several conditions must be
met before proposed
measures may be considered
and evaluated for suitability as
voluntary consensus
standards. If any of the
conditions are not met, the
measure will not be accepted
for consideration.

A. The measure is in the public
domain or a measure steward
agreement is signed.

B. The measure
owner/steward verifies there
is an identified responsible
entity and a process to
maintain and update the
measure on a schedule that is
commensurate with the rate
of clinical innovation, but at
least every three years.

C. Theintended use of the
measure includes both public
reporting and quality
improvement.

D. The measure is fully
specified and tested for
reliability and validity.:

E. The measure
developer/steward attests
that harmonization with
related measures and issues
with competing measures

Conditions for Consideration
Several conditions must be
met before proposed
measures may be considered
and evaluated for suitability as
voluntary consensus
standards. If any of the
conditions are not met, the
measure will not be accepted
for consideration.

A. No change.

B. The measure
owner/steward verifies there
is an identified responsible
entity or multi-stakeholder
entities and a process to
maintain and update the
measure on a schedule that is
commensurate with the rate
of population health
innovation, but at least every
three years.

C. Theintended use of the
measure includes both public
reporting and improvement in
efforts to improve population
health.

D. No change.

E. The measure
developer/steward attests
that harmonization with
related measures and issues
with competing measures
have been considered and

Conditions for Consideration
Several conditions must be
met before proposed
measures may be considered
and evaluated for suitability as
voluntary consensus
standards. If any of the
conditions are not met, the
measure will not be accepted
for consideration.

A. No change. (Here and
hereafter “no change” refers
to no change from the general
criteria.)

B. The measure
owner/steward verifies there
is an identified responsible
entity or multi-stakeholder
entities and a process to
maintain and update the
measure on a schedule that is
commensurate with the rate
of policy- or structural-related
access innovation, but at least
every three years.

C. The intended use of the
measure includes both public

reporting and improvement in
efforts to improve access.

D. No change.

E. No change.

NATIONAL QUALITY FORUM




have been considered and
addressed, as appropriate.

F. The requested measure
submission information is
complete and responsive to
the questions so that all the
information needed to
evaluate all criteria is
provided.

Note

1. A measure that has not
been tested for reliability and
validity is only potentially
eligible for time-limited
endorsement if all of the
following conditions are met:
1) the measure topic is not
addressed by an endorsed
measure; 2) it is relevant to a
critical timeline (e.g.,
legislative mandate) for
implementing endorsed
measures; 3) the measure is
not complex (requiring risk
adjustment or a composite);
and 4) the measure steward
verifies that testing will be
completed within 12 months
of endorsement.

addressed, as appropriate.
Harmonization of related
measures at the provider and
population levels measures
has been considered and
addressed.

F. No change.

Note
1. No longer available

F. No change.

Note
1. No longer available

Criteria for Evaluation

If all conditions for
consideration are met,
candidate measures are
evaluated for their suitability
based on four sets of
standardized criteria in the
following order: Importance to
Measure and Report, Scientific
Acceptability of Measure
Properties, Usability, and
Feasibility. Not all acceptable
measures will be equally

Criteria for Evaluation
No change.

Criteria for Evaluation
No change.
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strong among each set of
criteria. The assessment of
each criterion is a matter of
degree. However, if a measure
is not judged to have met
minimum requirements for
Importance to Measure and
Report or Scientific
Acceptability of Measure
Properties, it cannot be
recommended for
endorsement and will not be
evaluated against the
remaining criteria.

1. Impact, Opportunity,
Evidence—Importance to
Measure and Report: Extent
to which the specific measure
focus is evidence-based,
important to making
significant gains in healthcare
quality, and improving health
outcomes for a specific high-
impact aspect of healthcare
where there is variation in or
overall less-than-optimal
performance. Measures must
be judged to meet all three
subcriteria to pass this
criterion and be evaluated
against the remaining criteria.

1a. Evidence to Support the
Measure Focus

The measure focus is a health
outcome or is evidence-based,
demonstrated as follows:

e Health outcome:?a
rationale supports the
relationship of the health
outcome to processes or

1. Impact, Opportunity,
Evidence—Importance to
Measure and Report: Extent
to which the specific measure
focus is evidence-based,
important to making
significant gains in population
health, improving
determinants of health and
health outcomes of a
population for a high-impact
aspect of health where there
is variation in (including
geographic variation) or
overall less-than-optimal
performance. Measures must
be judged to meet all three
subcriteria to pass this
criterion and be evaluated
against the remaining criteria.

1a. Evidence to Support the
Measure Focus

The measure focus is a health
outcome or is evidence-based,
demonstrated as follows:

e Health outcome:2 a
rationale supports the
relationship of the health
outcomes in the

1. Impact, Opportunity,
Evidence—Importance to
Measure and Report: Extent
to which the specific measure
focus is evidence-based,
important to making
significant gains in access to
care leading to improved
health outcomes for a high-
impact aspect of healthcare or
health where there is variation
in (including geographic
variation and structural,
financial, and cognitive
barriers) or overall less-than-
optimal performance.
Measures must be judged to
meet all three subcriteria to
pass this criterion and be
evaluated against the
remaining criteria.

1la. Evidence to Support the
Measure Focus

The measure focus is
evidence-based,
demonstrated as follows:

e Health outcome® and
utilization: a rationale
supports the relationship
to overcoming an access
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structures of care.

e |ntermediate clinical
outcome, Process,? or
Structure: a systematic
assessment and grading of
the quantity, quality, and
consistency of the body of
evidence®that the measure
focus leads to a desired
health outcome.

e Patient experience with
care: evidence that the
measured aspects of care
are those valued by patients
and for which the patient is
the best and/or only source
of information OR that
patient experience with care
is correlated with desired
outcomes.

° Efficienq(:g evidence for the
quality component as noted
above.

AND

1b. Performance Gap
Demonstration of quality
problems and opportunity for
improvement, i.e., data?
demonstrating considerable
variation, or overall less-than-
optimal performance, in the
quality of care across
providers and/or population
groups (disparities in care).

Notes
2. Examples of data on

population to strategies
to improve health.

e Health determinant,
Intermediate outcome,
Process,? or Structure: a
systematic assessment and
grading of the quantity,
quality, and consistency of
the body of evidence® that
the measure focus leads to
a desired health outcome.

e Experience with care,
services or other health
determinants: evidence
that the measured aspects
of care are those valued by
people and populations and
for which the respondent is
the best and/or only source
of information OR that
experience is correlated
with desired outcomes.

° Efficienq(:g evidence for the
quality component as noted
above.

AND

1b. Performance Gap
Demonstration of opportunity
for improvement in health,
i.e., data? demonstrating
considerable variation, or
overall less-than-optimal
performance, in health across
providers (healthcare, public
health, and other partners)
and/or population groups,
(including but not limited to
disparities in care).

Notes
2. No change

barier to achieve an
improved health outcome

¢ Intermediate outcome,
Process,? or Structure: a
systematic assessment and
grading of the quantity,
quality, and consistency of
the body of evidence® that
the measure focus leads to
a improved access to care
and a desired health
outcome.

e Experience with access to
care or services: evidence
that the measured aspects
are those valued by people
and populations and for
which the respondent is the
best and/or only source of
information OR that
experience is correlated
with desired outcomes.

e Efficiency:® evidence for the
quality and access
component as noted above.

AND

1b. Performance Gap
Demonstration of opportunity
for improvement in access,
i.e., data? demonstrating
considerable variation, or
overall less-than-optimal
performance, in access across
providers (healthcare, public
health, and other partners)
and/or population groups,
(including but not limited to
disparities in care).

Notes
2. No change.
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opportunity for improvement
include, but are not limited to:
prior studies, epidemiologic
data, or data from pilot testing
or implementation of the
proposed measure. If data are
not available, the measure
focus is systematically
assessed (e.g., expert panel
rating) and judged to be a
quality problem.

3. Generally, rare event
outcomes do not provide
adequate information for
improvement or
discrimination; however,
serious reportable events that
are compared to zero are
appropriate outcomes for
public reporting and quality
improvement.

4. Clinical care processes
typically include multiple
steps: assess — identify
problem/potential problem —
choose/plan intervention
(with patient input) — provide
intervention — evaluate
impact on health status. If the
measure focus is one step in
such a multistep process, the
step with the strongest
evidence for the link to the
desired outcome should be
selected as the focus of
measurement.

5. The preferred systems for
grading the evidence are the
U.S. Preventive Services Task
Force (USPSTF) grading
definitions and methods, or
Grading of Recommendations,
Assessment, Development and

3. Not applicable

4. Population health
determinants typically include
multiple steps: assess —
identify problem/potential
problem — choose/plan
intervention (with
stakeholder input) — provide
intervention — evaluate
impact on population health
status. If the measure focus is
one step in such a multistep
process, the steps with the
strongest evidence for the
link to the desired outcome
should be selected as the
focus of measurement.

5. No change.

6. No change.

3. Not applicable

4. Access typically includes
several leverage points: access
to payment coverage; covered
services; access to (timely)
services; receipt of services;
quality of service received —>
improved outcome. If the
measure focus is less proximal
to the receipt of services and
quality, the step with the
strongest evidence for the link
to improved access should be
selected as the focus of
measurement. In addition to
decreased care, key leverage
points for which access
measures can be represented
are measures of late
presentation of disease and
lack of/decreased prevention.

5. No change.

6. No change.

NATIONAL QUALITY FORUM
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Evaluation (GRADE) guidelines.
6. Measures of efficiency
combine the concepts of
resource use and quality
(NQF’s Measurement
Framework: Evaluating
Efficiency Across Episodes of
Care; AQA Principles of
Efficiency Measures).

2. Reliability and Validity—
Scientific Acceptability of
Measure Properties: Extent to
which the measure, as
specified, produces consistent
(reliable) and credible (valid)
results about the quality of
care when implemented.
Measures must be judged to
meet the subcriteria for both
reliability and validity to pass
this criterion and be evaluated
against the remaining criteria.

2a. Reliability

2al. The measure is well
defined and precisely
specified” so it can be
implemented consistently
within and across
organizations and allow for
comparability. EHR measure
specifications are based on the
quality data model (QDM).2

2a2. Reliability testing?
demonstrates the measure
data elements are repeatable,
producing the same results a
high proportion of the time
when assessed in the same
population in the same time
period and/or that the
measure score is precise.

2b. Validity

2. Reliability and Validity—
Scientific Acceptability of
Measure Properties: Extent to
which the measure, as
specified, produces consistent
(reliable) and credible (valid)
results about the quality of
care when implemented.
Measures must be judged to
meet the subcriteria for both
reliability and validity to pass
this criterion and be evaluated
against the remaining criteria.

2a. Reliability

2al. The measure is well
defined and precisely
specified” so it can be
implemented consistently
within and across
organizations,
multistakeholder groups,
populations or entities with
shared accountability for
health and allow for
comparability.

2a2. No change. 2

2b. Validity.

2. Reliability and Validity—
Scientific Acceptability of
Measure Properties: Extent to
which the measure, as
specified, produces consistent
(reliable) and credible (valid)
results about the quality of
care when implemented.
Measures must be judged to
meet the subcriteria for both
reliability and validity to pass
this criterion and be evaluated
against the remaining criteria.

2a. Reliability
2al. No change.

78

2a2. No change.?

2b. Validity

July 2016
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2b1. The measure
specificationsZ are consistent
with the evidence presented
to support the focus of
measurement under criterion
1c. The measure is specified to
capture the most inclusive
target population indicated by
the evidence, and exclusions
are supported by the
evidence.

2b2. Validity testing®
demonstrates that the
measure data elements are
correct and/or the measure
score correctly reflects the
quality of care provided,
adequately identifying
differences in quality.

2b3. Exclusions are supported
by the clinical evidence;
otherwise, they are supported
by evidence of sufficient
frequency of occurrence so
that results are distorted
without the exclusion;

AND

If patient preference (e.g.,
informed decision-making) is a
basis for exclusion, there must
be evidence that the exclusion
impacts performance on the
measure; in such cases, the
measure must be specified so
that the information about
patient preference and the
effect on the measure is
transparent (e.g., numerator
category computed
separately, denominator
exclusion category computed
separately).t2

2b1. No change.

2b2. Validity testing®®
demonstrates that the
measure data elements are
correct and/or the measure
score correctly reflects the
effect of interventions to
improve population health,
adequately identifying
differences in effectiveness.

2b3. Exclusions are supported
by the evidence; otherwise,
they are supported by
evidence of sufficient
frequency of occurrence so
that results are distorted
without the exclusion;

AND

If individual or subgroup
preference (e.g., informed
decision-making) is a basis for
exclusion, there must be
evidence that the exclusion
impacts performance on the
measure or variation; in such
cases, the measure must be
specified so that the
information about individual
or subgroup preference and
the effect on the measure is
transparent (e.g., numerator
category computed
separately, denominator
exclusion category computed
separately).22

2b1. No change.

2b2. Validity testing®
demonstrates that the
measure data elements are
correct and/or the measure
score correctly reflects the
quality of care provided,
adequately identifying
differences in access.

2b3. Exclusions are supported
by the ehinieal evidence;
otherwise, they are supported
by evidence of sufficient
frequency of occurrence so
that results are distorted
without the exclusion;1

AND

No change.2
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2b4. For outcome measures
and other measures when
indicated (e.g., resource use):
e an evidence-based risk-
adjustment strategy (e.g., risk
models, risk stratification) is
specified; is based on factors
that influence the measured
outcome (but not factors
related to disparities in care or
the quality of care) and are
present at start of care;g’H
and has demonstrated
adequate discrimination and
calibration

OR

e rationale/data support no
risk adjustment/ stratification.

2b5. Data analysis of
computed measure scores
demonstrates that methods
for scoring and analysis of the
specified measure allow for
identification of statistically
significant and
practically/clinically
meaningful® differences in
performance;

OR

there is evidence of overall
less-than-optimal
performance.

2be6. If multiple data
sources/methods are
specified, there is
demonstration they produce
comparable results.

2b4. For outcome measures
and other measures when
indicated (e.g., resource use):
e an evidence-based risk-
adjustment strategy (e.g., risk
models, risk stratification) is
specified; is based on factors
that influence the measured
outcome (but not factors
related to disparities in
population health or health
interventions) and are present
at start of care;* and has
demonstrated adequate
discrimination and calibration

2b5. Data analysis of
computed measure scores
demonstrates that methods
for scoring and analysis of the
specified measure allow for
identification of statistically
significant and meaningful*
differences in performance or
variation across populations
in improving health.

OR

there is evidence of overall
less-than-optimal performance
or significant variation across
populations.

2b6. No change.

2b4. For access measures,
access in general, risk
adjustment is not
appropriate®* nor is level of
attribution and analysis at the
individual practioner or group
practice. Attribution of
access measures is most
appropriate at broader levels
(e.g., community, health plan,
population, ACOs).

AND

& as appropriate, access
measures should address
disease acuity and
appropriate triage (e.g.,
timeliness measures).

2b5. Data analysis of
computed measure scores
demonstrates that methods
for scoring and analysis of the
specified measure allow for
identification of statistically
significant and

icallv/elinicall
meaningful®® differences in
performance (i.e., access);

OR
there is evidence of overall

less-than-optimal
performance (i.e., access).

2b6. No change.
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2c. Disparities

If disparities in care have been
identified, measure
specifications, scoring, and
analysis allow for identification
of disparities through
stratification of results (e.g.,
by race, ethnicity,
socioeconomic status,
gender);

OR

rationale/data justifies why
stratification is not necessary
or not feasible.

Notes

7. Measure specifications
include the target population
(denominator) to whom the
measure applies, identification
of those from the target
population who achieved the
specific measure focus
(numerator, target condition,
event, outcome),
measurement time window,
exclusions, risk
adjustment/stratification,
definitions, data source, code
lists with descriptors,
sampling,
scoring/computation.

8. EHR measure specifications
include data type from the
QDM, code lists, EHR field,
measure logic, original source
of the data, recorder, and
setting.

9. Reliability testing applies to
both the data elements and
computed measure score.
Examples of reliability testing
for data elements include, but

2c. Disparities

If health disparities have been
identified, measure
specifications, scoring, and
analysis allow for identification
of disparities through
stratification of results (e.g.,
by race, ethnicity,
socioeconomic status,
gender);

OR

No option for justification for
lack of stratification.

Notes
7. No change

8. N/A

9. No change.

2c. Disparities

If disparities in access to care
have been identified, measure
specifications, scoring, and
analysis allow for
identification of disparities
through stratification of
results (e.g., by race, ethnicity,
socioeconomic status,
gender);

OR

No change.

Notes
7. No change.

8. EHR measure specifications
include data type from the
QDM, code lists, EHR field,
measure logic, original source
of the data, recorder, and
setting.

9. No change.
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are not limited to: inter-
rater/abstractor or intra-
rater/abstractor studies;
internal consistency for multi-
item scales; test-retest for
survey items. Reliability testing
of the measure score
addresses precision of
measurement (e.g., signal-to-
noise).

10. Validity testing applies to
both the data elements and
computed measure score.
Validity testing of data
elements typically analyzes
agreement with another
authoritative source of the
same information. Examples of
validity testing of the measure
score include, but are not
limited to: testing hypotheses
that the measures scores
indicate quality of care, e.g.,
measure scores are different
for groups known to have
differences in quality assessed
by another valid quality
measure or method;
correlation of measure scores
with another valid indicator of
quality for the specific topic;
or relationship to conceptually
related measures (e.g., scores
on process measures to scores
on outcome measures). Face
validity of the measure score
as a quality indicator may be
adequate if accomplished
through a systematic and
transparent process, by
identified experts, and
explicitly addresses whether
performance scores resulting
from the measure as specified
can be used to distinguish
good from poor quality.

11. Examples of evidence that

10. No change.

11. Examples of evidence that

10. No change.

11. No change.
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an exclusion distorts measure
results include, but are not
limited to: frequency of
occurrence, variability of
exclusions across providers,
and sensitivity analyses with
and without the exclusion.

12. Patient preference is not a
clinical exception to eligibility
and can be influenced by
provider interventions.

13. Risk factors that influence
outcomes should not be
specified as exclusions.

14. Risk models should not
obscure disparities in care for
populations by including
factors that are associated
with differences/inequalities
in care, such as race,
socioeconomic status, or
gender (e.g., poorer treatment
outcomes of African American
men with prostate cancer or
inequalities in treatment for
CVD risk factors between men
and women). It is preferable
to stratify measures by race
and socioeconomic status
rather than to adjust out the
differences.

15. With large enough sample
sizes, small differences that
are statistically significant may
or may not be practically or
clinically meaningful. The
substantive question may be,
for example, whether a
statistically significant
difference of one percentage
point in the percentage of
patients who received

an exclusion distorts measure
results include, but are not
limited to: frequency of
occurrence, variability of
exclusions across providers,
multistakeholder groups, and
populations and sensitivity
analyses with and without the
exclusion.

12. N/A

13. Risk factors that influence
outcomes should not be
specified as exclusions.

14. Risk models should not
obscure disparities in care for
populations by including
factors that are associated
with differences/inequalities
in health determinants, such
as race, socioeconomic status,
or gender (e.g., poorer health
outcomes of African American
men with prostate cancer or
inequalities in CVD risk factors
between men and women). It
is preferable to stratify
measures by race and
socioeconomic status rather
than to adjust out the
differences.

15. With large enough sample
sizes, small differences that
are statistically significant may
or may not be practically
meaningful. The substantive
qguestion may be, for example,
whether a statistically
significant difference of one
percentage point in the
percentage of people who
received smoking cessation

12. No change.

13. Risk factors that influence
access should not be specified
as exclusions.

14. If incorporated, risk
models should not obscure
disparities in care for
populations by including
factors that are associated
with differences/inequalities
in access to care, such as race,
socioeconomic status, or
gender (e.g., poorer treatment
outcomes of African American
men with prostate cancer or
inequalities in treatment for
CVD risk factors between men
and women). It is preferable
to stratify measures by race
and socioeconomic status
rather than to adjust out the
differences.

15. With large enough sample
sizes, small differences that
are statistically significant may
or may not be practically
meaningful. The substantive
question may be, for example,
whether a statistically
significant difference of one
percentage point in the
percentage of people who
received smoking cessation
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smoking cessation counseling
(e.g., 74 percent v. 75 percent)
is clinically meaningful; or
whether a statistically
significant difference of $25 in
cost for an episode of care
(e.g., $5,000 v. $5,025) is
practically meaningful.
Measures with overall less-
than-optimal performance
may not demonstrate much
variability across providers.

counseling (e.g., 74 percent v.
75 percent) is meaningful; or
whether a statistically
significant difference of $25 in
cost for an intervention (e.g.,
$5,000 v. $5,025) is practically
meaningful. Measures with
overall less-than-optimal
performance may not
demonstrate much variability
across providers or
populations.

counseling (e.g., 74 percent v.
75 percent) is clinically
meaningful; or whether a
statistically significant
difference of $25 in cost for an
episode of care (e.g., $5,000 v.
$5,025) is practically
meaningful. Measures with
overall less-than-optimal
performance may not
demonstrate much variability
across providers.

3. Usability: Extent to which
intended audiences (e.g.,
consumers, purchasers,
providers, policymakers) can
understand the results of the
measure and find them useful
for decision-making.

3a. Demonstration that
information produced by the
measure is meaningful,
understandable, and useful to
the intended audiences for
public reporting (e.g., focus
group, cognitive testing) or
rationale;

AND

3b. Demonstration that
information produced by the
measure is meaningful,
understandable, and useful to
the intended audiences for
informing quality
improvementlf6 (e.g., quality
improvement initiatives) or
rationale.

Note

16. An important outcome
that may not have an
identified improvement
strategy still can be useful for

3. Usability: Note: intended
audiences can include
community members and
coalitions.

3a. Demonstration that
information produced by the
measure is meaningful,
understandable, and useful to
the intended audiences for
public reporting (e.g., focus
group, cognitive testing) or
rationale;

AND

3b. Demonstration that
information produced by the
measure is meaningful,
understandable, and useful to
the intended audiences for
informing improvementgs in
health determinants and/or
population health or
rationale.

Note

16. An important outcome
that may not have an
identified improvement
strategy still can be useful for

3. Usability: No change.

3a. No change.

AND

3b. Demonstration that
information produced by the
measure is meaningful,
understandable, and useful to
the intended audiences for
informing improvementlf6 in
access or rationale.

Note

16. An important measure
that may not have an
identified improvement
strategy still can be useful for

July 2016

17




informing quality
improvement by identifying
the need for and stimulating
new approaches to
improvement.

informing improvement in
quality and/or population
health by identifying the need
for and stimulating new
approaches to improvement.

informing improved access by
identifying the need for and
stimulating new approaches to
improvement.

4. Feasibility: Extent to which
the required data are readily
available or could be captured
without undue burden and can
be implemented for
performance measurement.

4a. For clinical measures, the
required data elements are
routinely generated and used
during care delivery (e.g.,
blood pressure, lab test,
diagnosis, medication order).

4b. The required data
elements are available in
electronic health records or
other electronic sources. If
the required data are not in
electronic health records or
existing electronic sources, a
credible, near-term path to
electronic collection is
specified.

4c. Susceptibility to
inaccuracies, errors, or
unintended consequences and
the ability to audit the data
items to detect such problems
are identified.

4d. Demonstration that the
data collection strategy (e.g.,
source, timing, frequency,
sampling, patient
confidentiality,*? etc.) can be
implemented (e.g., already in

4. Feasibility: No change.

4a. No change for clinically
oriented measures.

4b. The required data
elements are available in
electronic health records,
personal health records,
health information
exchanges, population data
bases, or other electronic
sources. If the required data
are not available in existing
electronic sources, a credible,
near-term path to electronic
collection is specified.

4c. Susceptibility to
inaccuracies, errors,
inappropriate comparison
across populations, or
unintended consequences and
the ability to audit the data
items to detect such problems
are identified.

4d. No change X

4. Feasibility: Extent to which
the required data are readily
available or could be captured
without undue burden and can
be implemented for
performance measurement.

4a. No change for clinically
oriented measures.

4b. The required data
elements are available in
electronic health records,
personal health records,
health information
exchanges, population health
data bases, or other electronic
sources. If the required data
are not available in existing
electronic sources, a credible,
near-term path to electronic
collection is specified.

4c. No change.

4d. No change.
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operational use, or testing
demonstrates that it is ready
to put into operational use).

Note

17. All data collection must
conform to laws regarding
protected health information.
Patient confidentiality is of
particular concern with
measures based on patient
surveys and when there are
small numbers of patients.

Note

17. All data collection must
conform to laws regarding
protected health information.
Confidentiality is of particular
concern with measures based
on individual surveys and for
small populations.

Note

17. All data collection must
conform to laws regarding
protected health information.
Patient confidentiality is of
particular concern with
measures based on patient
surveys and when there are
small numbers of patients.

5. Comparison to Related or
Competing Measures

If a measure meets the above
criteria and there are
endorsed or new related
measures (either the same
measure focus or the same
target population) or
competing measures (both the
same measure focus and the
same target population), the
measures are compared to
address harmonization and/or
selection of the best measure.

5a. The measure specifications

are harmonized® with related
measures;

OR

5. Comparison to Related or
Competing Measures

If a measure meets the above
criteria and there are
endorsed or new related
measures (either the same
measure focus or the same
target population) or
competing measures (both the
same measure focus and the
same target population), the
measures are compared to
address harmonization and/or
selection of the best measure.

Note: Complementary
measures that address
different improvement
strategies are not considered
competing measures.

OR

5. Comparison to Related or
Competing Measures
No change.

5a. The measure specifications
are harmonized®® with related
measures. Complementary
measures that address
different strategies to
improve access are not
considered competing
measures. For example, a
Medicaid program measure of
access to X service and a
system measure of
availability (or delivery) of
same service would be
complementary and not
competing.

OR
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the differences in
specifications are justified.

5b. The measure is superior to
competing measures (e.g., is a
more valid or efficient way to
measure);

OR

multiple measures are
justified.

Note

18. Measure harmonization
refers to the standardization
of specifications for related
measures with the same
measure focus (e.g., influenza
immunization of patients in
hospitals or nursing homes);
related measures with the
same target population (e.g.,
eye exam and HbA1c for
patients with diabetes); or
definitions applicable to many
measures (e.g., age
designation for children) so
that they are uniform or
compatible, unless differences
are justified (e.g., dictated by
the evidence). The dimensions
of harmonization can include
numerator, denominator,
exclusions, calculation, and
data source and collection
instructions. The extent of
harmonization depends on the
relationship of the measures,
the evidence for the specific
measure focus, and
differences in data sources.

5b. No change.

Note

18. Additional
conceptualization needed for
harmonization between
clinical and population-level
measures.

the differences in
specifications are justified.

5b. No change.

Note

18. Additional
conceptualization needed for
harmonization among clinical,
population, resource use,
appropriate use, and access
measures (i.e., is a broader
NQF portfolio issue).

ADDITIONAL GUIDANCE

As noted, performance measures are specified by developers and are evaluated against NQF’s
measure evaluation criteria. One important component of these specifications is the level of
analysis—i.e., attribution to the accountable entity. As noted in the previous section, ideal access
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measures for the purpose of accountability should be viewed as representing a shared
responsibility and be broadly attributed—i.e., not specified for the individual practitioner or even
group. In particular, such health plan-, ACO-, or population-level measures should not be applied
or implemented at non-endorsed levels of accountability ex post facto.
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