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June 29, 2021

To: Consensus Standards Approval Committee (CSAC)
From: Prevention and Population Health Project Team

Re: Prevention and Population Health Fall 2020

CSAC Action Required

The CSAC will review recommendations from the Prevention and Population Health project at its June
29 — 30, 2021 meeting and vote on whether to uphold the recommendations from the Committee.

This memo includes a summary of the project, measure recommendations, themes identified and
responses to the public and member comments and the results from the NQF member expression of
support. The following documents accompany this memo:

1. Prevention and Population Health Fall 2020 Draft Report. The draft report has been updated to
reflect the changes made following the Standing Committee’s discussion of public and member
comments. The complete draft report and supplemental materials are available on the project
webpage.

2. Comment Table. Staff has identified themes within the comments received. This table lists 18
comments received during the post-meeting comment period and the NQF/Standing Committee
responses.
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Background

Population health is the collective well-being and functional ability of an identified group of people to
experience their full capabilities. It has multiple environmental, behavioral, social, and biological
determinants. Population health is generally understood as a systems-level concept that describes
health outcomes of a group of individuals that are measured through a broad spectrum of public health,
clinical care, socioeconomic, and physical environmental determinants that function interdependently
and cumulatively. Population health not only focuses on disease and illness across multiple sectors, but
also on health and well-being, prevention, and health promotion, as well as disparities in outcomes and
improvement activities within a group and/or between groups. Identifying valid and reliable measures of
performance across these multiple sectors can be challenging. Data collection, health assessments at
individual and aggregate levels, payment structures, quality of patient care, public health interventions,
and other components present challenges in shaping widespread, standardized implementation of
population health measures. Overcoming these challenges is critical to any strategy to understand and
improve the health of populations.

The Prevention and Population Health Portfolio Standing Committee (PDF) oversees NQF's portfolio of
prevention and population health measures that focus on healthy lifestyle behaviors, community
interventions, and social and economic conditions in healthcare and community settings that improve
health and well-being.

The Standing Committee evaluates newly submitted and previously endorsed measures against NQF's
measure evaluation criteria, identifies portfolio gaps, provides feedback on gaps in measurement, and
conducts ad hoc reviews. On February 17-18, 2021, the 23-person Prevention and Population Health
Standing Committee evaluated one new measure against NQF’s standard evaluation criteria, NQF
#3592e Global Malnutrition Composite Score, for which consensus was not reached on the performance
gap criteria.

Draft Report

The Prevention and Population Health Fall 2020 draft report presents the results of the evaluation of
one measure considered under the Consensus Development Process (CDP). One measure is
recommended for endorsement.

The measures were evaluated against the 2019 version of the measure evaluation criteria.

Status Maintenance New Total
Measures under review 0 1 1
Measures recommended for 0 1 1
endorsement
Measures not recommended 0 0 0
for endorsement
Reasons for not Importance -0 Importance -0
recommending Scientific Acceptability — 0 = Scientific Acceptability — 0
Use—-0 Use—-0
Overall Suitability — 0 Overall Suitability — 0
Competing Measure -0 Competing Measure -0
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CSAC Action Required

Pursuant to the CDP, the CSAC is asked to consider endorsement of one candidate consensus measure.
Measure Recommended for Endorsement

e NQF #3592e Global Malnutrition Composite Score (Academy of Nutrition and Dietetics/Avalere
Health LLC)

Overall Suitability for Endorsement: Yes-17; No-2

Comments and Their Disposition

NQF received 18 comments from 17 organizations (including two member organizations) and 15 non-
member organizations pertaining to the draft report and to the measures under review.

A table of comments submitted during the comment period, with the responses to each comment and
the actions taken by the Standing Committee and measure developers, is posted to the Prevention and
Population Health project webpage.

Comment Themes and Committee Responses

Comments about specific measure specifications and rationale were forwarded to the developers, who
were invited to respond.

The Standing Committee reviewed all of the submitted comments (general and measure specific) and
developer responses. Committee members focused their discussion on measures or topic areas with the
most significant and recurring issues.

Themed Comments
Four major themes were identified in the post-evaluation comments, as follows:
1. Requested updates from the 2015-2017 Health & Well-being Project endorsement evaluation of
the four individual measures currently resubmitted as a composite.
2. Requested clarification from developers for the 2016 Measure Applications Partnership (MAP)
review of the four individual measures now currently resubmitted as a composite.
3. Requested evidence directly linking the documentation of a malnutrition diagnosis to improved
patient outcomes and feedback on implementation burdens of the four component measures.
4. Requested to review a feasibility scorecard provided for each electronic health record (EHR)
system assessed instead of aggregated score across all three vendors, as well as testing data
elements for all elements including the denominator exclusions

NQF# 3592e Global Malnutrition Composite Score (Academy of Nutrition and Dietetics/Avalere Health
LLC)

Committee Response

The Standing Committee considered two comments asking for submission clarifications based
on the 2015-2017 individual measures’ review findings, the electronic clinical quality measures
(eCQMs) eFeasibility Scorecard assessment, and data elements testing concerns for the
denominator exclusions. The Standing Committee reviewed comments and the responses from
the developer from the measure under review.

A table of comments submitted during the comment period, with the responses to each
comment and the actions taken by the Standing Committee and measure developers, is posted
to the Prevention and Population Health project webpage.
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Developer Response

The Academy of Nutrition and Dietetics and Avalere Health, the respective measure steward
and developer of NQF #3592 — Global Malnutrition Composite Score, appreciate the comments
and feedback received from a diverse representation of healthcare stakeholders. This composite
measure reflects years of multi-stakeholder input and collaboration from across the healthcare
sector. In the spirit of stakeholder input and collaboration, we address the questions raised by
several commenters below.

In Response to Comments on Evidence:

1.

Both the previous Health and Well-being endorsement committee from the 2015-2017 cycle
and the 2016-2017 Measures Application Partnership Hospital workgroup made specific
recommendations to consider joining the formerly individual measures into a composite. To
that end, Avalere and the Academy pursued the development of a composite measure
which incorporates all the main components of the clinical malnutrition workflow beginning
with screening at admission and ending with the development of a nutrition care plan for
those with a diagnosis of malnutrition. Each component was evaluated, and the measure
calculation was tested by assessing the influence of each component on a multi-linear
model. The existing components, while similar to the individual eCQMs submitted in 2016,
are significantly modified to reflect a combination of the largest quality gaps among
participating hospitals and the scientific rigor of the measure. We refer commenters to the
2021 measure testing information provided that demonstrates the important contribution
of each component to outcomes and the results of a hierarchical linear model with 30-day
hospital readmissions and hospital length of stay as the explanatory outcomes for the
analysis. The analysis was also published in the Journal of the Academy of Nutrition and
Dietetics. [1]

Two commenters raised concerns regarding the evidence criteria for the appropriate
diagnosis component of the composite score based on findings from the endorsement
review of a related set of individual eCQMs submitted in 2016. The measure developer and
steward would like to refer the commenting organizations to the new Global Composite
Score submission which includes updated evidence and new studies that have been
published since 2016. Further, testing and validation was conducted in 2016 with only 2
hospital datasets and the testing had only been conducted at the data element level. The
updated testing included 56 hospitals with over 175,000 hospital encounters and was
conducted at the component and measure score levels to be able to demonstrate the
contributions of each component to the overall score and the relationship with outcomes.
We provided several published studies on the use of the measures and the importance of
each component of the workflow leading to the appropriate diagnosis of malnutrition and
development of the plan of care. We refer the commenters to the evidence attachment as
well as the developer/steward comments to the committee which highlight yet another set
of case studies of measure implementation.

In Response to Comments on Data Element Testing:

1.

One commenter suggested there was no evidence of “robust data element testing”,
referencing the report included for comment. We refer the commenter to the final testing
attachment that was provided to the committee and reviewed as part of the committee’s
deliberations. In that final testing attachment, we provide both score-level AND data
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element-level testing results that demonstrate the role of each major component of the
composite measure.

Another commenter suggested that testing of the exclusions was not conducted. We refer
the commenter to our responses under section 2b2. Exclusions Analysis in the NQF
Composite Measure Testing attachment that was submitted to the committee. There we
describe our testing approach, assumptions and results indicating the rationale for retaining
the exclusion criteria.

In Response to Comments on Burden of Several Requirements:

1.

We appreciate the groundswell of interest on our measure having receiving at least 15
comments from stakeholder groups sharing their experiences with malnutrition care in the
hospital or actual use of the measures in practice. Out of a total of approximately 20
comments, two commenters suggested that the previous committee had not endorsed the
originally submitted measures from 2016 due to “burden of several of the requirements”.
The requirements suggested were “documenting within 24 hours of admission” and “all the
components required in the plan of care”. Our understanding is that what the commenters
are referencing as “documenting within 24 hours of admission” is likely the original
individual measure for screening being a malnutrition screening for all inpatient adults
within 24 hours of admission. We refer the commenters to the specifications of the Global
Composite Score which does not incorporate all adults (population was limited to adults 65
and older for evidentiary reasons) nor does it involve timing of screening upon admission as
was included in the original measures submitted. Furthermore, we refer the commenters to
the Joint Commission Standards that were in place for at least 15 years requiring nutrition
screening for all admitted inpatients within 24 hours of admission. While this standard is no
longer in effect due to high performance (indicating low burden and high feasibility), the
component of nutrition screening has been rolled up into a comprehensive standard for
nutritional status and care planning. Hospitals have long-been implementing these
processes as part of their regulatory and certification requirements but have never been
systematically measured on their compliance. [2] This measure provides an opportunity to
truly understand the extent to which hospitals are complying with evidence-based nutrition
care practices for those at-risk of malnutrition or already malnourished upon admission.

As far as the burden suggested by the two comments regarding “all the components of
required in the plan of care”, we respectfully disagree with this characterization of the
rationale for previous malnutrition measures not being endorsed in the past. We note that
the 2016 nutrition care plan measure (which is arguably different than the measure included
in the composite score) was not endorsed because the measure did not pass validity at the
time. The measures submitted in 2016 were individual measures and the comparable
measure was a hybrid eCQM and having only been tested in 2 hospitals at the time. We took
the feedback from previous review bodies, our expert collaborators and partners, and the
participating hospitals themselves to redesign the measure suite into a fully electronic and
feasible composite measure of optimal malnutrition care. NQF #3592 is designed as a full
eCQM and all components including the nutrition care plan component were tested in 56
hospitals which follow consensus recommendations on integration of the workflow in the
EHR at the time of submission. [3] This measure does not introduce new burden to
practicing clinicians given that the capture of a nutrition care plan is a standard of care and
the components are recommended by expert consensus as well as embedded within
hospital regulatory requirements. For instance, according to the accrediting body for
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Registered Dietitian Nutritionists (RDNs) and other clinically qualified nutrition
professionals, RDNs should develop a nutrition care plan to change a nutrition-related
behavior, risk factor, environmental condition, or aspect of health status to resolve or
improve the identified nutrition diagnosis(es) or nutrition problem(s). [4] Care plans are
tailored to the patient needs by planning and implementing appropriate interventions. In
addition, the Medicare Conditions of Participation for hospitals to qualify for CMS payment
includes guidelines that request hospitals ensure individual patient nutritional needs be met
in accordance with recognized dietary practices including assessing patients for their risk of
nutrition deficiencies and need for therapeutic diets. [5]

In Response to Comments on Feasibility:

1.

Two commenters requested additional detail on the feasibility of the composite measure
given that the scorecard submitted at the time of review was aggregated across 56 hospitals
reflecting 3 EHR vendors (Epic, Cerner, and Allscripts which together comprise about 60% of
the hospital market). Given the request to provide additional detail, not only did we break
the summary down into vendor-specific score cards, but we also added feedback from
another 53 hospitals reflective of different EHR implementations. We have received
feedback (and measure data) from more than 100 hospitals across the United States who
have worked to implement the measures and use them in real-world to guide clinical
practice improvement. In addition to overall feasibility of critical data elements, two
commenters suggested that there is potential uncertainty around documenting discharge
disposition (otherwise known as discharge status) of which two are included as exclusion
criteria (discharge to hospice and left against medical advice). Feasibility testing according to
NQF consensus development guidelines recommend qualitative feedback on critical data
elements for eCQMs, particularly those that may not already be used in other measures.
However, we do not share this concern regarding discharge disposition given that there are
already standard term sets for discharge disposition that are requirements for EHR
certification and promoting interoperability programs. To address this particular concern,
we refer the commenter to Office of the National Coordinator’s US Core Data for
Interoperability (USCDI) which lists encounter disposition as having been used nationally at
scale for many of CMS’s programs. [6]

In addition to qualitative feasibility testing, Bonnie testing was conducted to test the
appropriate design of the electronic scoring algorithm. The results of this testing
demonstrated 100% coverage for all reported data elements including the exclusion criteria
(see attachment). Bonnie testing works specifically with validated code sets and value sets
and demonstrates the coverage of included data elements for certified EHR technology.

References:

1.
2.

3.
4.

https://doi.org/10.1016/j.jand.2021.02.002
https://www.jointcommission.org/standards/standard-fags/hospital-and-hospital-
clinics/provision-of-care-treatment-and-services-pc/000001652/
https://aspenjournals.onlinelibrary.wiley.com/doi/10.1002/ncp.10433
https://doi.org/10.1016/j.jand.2017.10.003

5. https://www.cms.gov/Regulations-and-
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Guidance/Guidance/Manuals/Downloads/som107ap_a_hospitals.pdfttpage=361

6. https://www.healthit.gov/isa/uscdi-data/encounter-dispositionMember
Expression of Support

Throughout the 16-week continuous public commenting period, NQF members had the opportunity to
express their support (‘support’ or ‘do not support’) for each measure submitted for endorsement
consideration to inform the Committee’s recommendations. No NQF members provided their
expression of support. Appendix C details the expression of support.
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Appendix A: CSAC Checklist

The table below lists the key considerations to inform the CSAC’s review of the measures submitted for

endorsement consideration.

Key Consideration

Were there any process concerns
raised during the CDP project? If so,
briefly explain.

Did the Standing Committee receive
requests for reconsideration? If so,
briefly explain.

Did the Standing Committee
overturn any of the Scientific
Methods Panel’s ratings of Scientific
Acceptability? If so, state the
measure and why the measure was
overturned.

If a recommended measure is a
related and/or competing measure,
was a rationale provided for the
Standing Committee’s
recommendation? If not, briefly
explain.

Were any measurement gap areas
addressed? If so, identify the areas.

Are there additional concerns that

require CSAC discussion? If so, briefly

explain.
*Cell left intentionally blank
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Yes

No

Notes

The Standing Committee stated the measure fills a
needed gap in Prevention and Population Health
portfolio, and that implementing the measure will
reduce measurement gaps in care delivery.
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Appendix C: NQF Member Expression of Support Results
One NQF member provided their expression of support. NQF members provided their expression of

support for the measure under review. Results for each measure are provided below.

NQF# 3592e Global Malnutrition Composite Score (Academy of Nutrition and Dietetics/Avalere Health
LLC)

Member Council Support | Do Not Support Total
Consumer 0 0 0
Health Plan 0 0 0
Health Professional 0 0 0
Provider Organization 1 0 1
Public/Community Health Agency 0 0 0
Purchaser 0 0 0
Quality Measurement, Research 0 0 0

and Improvement (QMRI)
Supplier/Industry 0 0 0
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Appendix D: Details of Measure Evaluation

#3592e Global Malnutrition Composite Score

Submission

Description: This electronically specified clinical quality measure (eCQM) composite of optimal
malnutrition care focuses on adults 65 years and older admitted to inpatient service who received care
appropriate to their level of malnutrition risk and/or malnutrition diagnosis if properly identified. Best
practices for malnutrition care recommend adult inpatients to be screened for malnutrition risk,
assessed to confirm findings of malnutrition if found at-risk, and have the proper severity of
malnutrition indicated along with a corresponding nutrition care plan that addresses the respective
severity of malnutrition.

The malnutrition composite measure includes four component measures, which are first scored
separately. The overall composite score is derived from averaging the individual performance scores.

1. Screening for malnutrition risk at admission.
2. Completing a nutrition assessment for patients who screened for risk of malnutrition.

3. Appropriate documentation of malnutrition diagnosis in the patient’s medical record if
indicated by the assessment findings.
4. Development of a nutrition care plan for malnourished patients including the
recommended treatment plan.
These four measures represent the key processes of care and generated markers of malnutrition
associated with the risk identification, diagnosis, and treatment of malnutrition in older hospitalized
adults as supported by clinical guidelines and submitted evidence.
Numerator Statement: The Global Malnutrition Composite Score is comprised of four component
measures, which are scored separately and who's population is sourced from the overall composite
measure denominator.

1. Screening for malnutrition risk at admission

2. Completion of a nutrition assessment for patients who screened for risk of malnutrition

3. Appropriate documentation of malnutrition diagnosis for patients identified with malnutrition
4. Development of a nutrition care plan for malnourished

Denominator Statement: The measure population from which the composite’s component measures
are sourced from are patients aged 65 years and older who are admitted to an acute inpatient hospital.

1. Screening for Malnutrition Risk at Admission: All patients in the measure population with a
documented malnutrition screening no more than 48 hours prior to admission to the hospital.

2. Completion of a Nutrition Assessment for Patients who Screened for Risk of Malnutrition:
Patients from the measure population who are documented as at-risk for malnutrition via the
completed malnutrition screening.

3. Appropriate Documentation of Malnutrition Diagnosis for Patients Identified with Malnutrition:
Patients from the measure population who have a completed nutrition assessment documented
with findings of moderate or severe malnutrition.

4. Development of a Nutrition Care Plan for Malnourished Patients: Patients from the measure
population who have a documented medical diagnosis of malnutrition in their medical record.

Exclusions: All Four Component Measures: patients with a length of stay less than 24 hours
Component Measure #1 only: admission to screening time interval greater than 48 hours
Component Measure #3 and #4 only: Discharge status of hospice or left against medical advice
Adjustment/Stratification: No risk adjustment or risk stratification

Level of Analysis: Facility

Setting of Care: Inpatient/Hospital

Type of Measure: Composite

Data Source: Electronic Health Records (EHRs)

Measure Steward: Academy of Nutrition and Dietetics

STANDING COMMITTEE MEETING February 17 and 18, 2021
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1. Importance to Measure and Report: The measure meets the Importance 1a. Evidence criteria. This
measure has not reached consensus on 1b. Performance Gap criteria.

(1a. Evidence, 1b. Performance Gap)

1a. Evidence: Total Votes-19; H-1; M-15; L-1; I-2; 1b. Performance Gap: Total Votes-18; H-0; M-9; L-2; I-

7; 1c. Composite Quality Construct: Total Votes-17; H-2; M-14; L-1; I-0

Rationale:

The Standing Committee members discussed the significance of malnutrition as a contributor to
infections, pressure ulcers, and increases in overall treatment needs seen in patients transferred
to other care facilities, such as inpatient rehabs.

Supporting the composite components, the developer provided the 2011 American Society for
Parenteral and Enteral Nutrition (A.S.P.E.N.) Board of Directors and the A.S.P.E.N. Clinical
Guidelines: Nutrition Screening, Assessment, and Intervention in Adults, stating that best
practices for malnutrition care recommend adult inpatients to be screened for malnutrition risk,
assessed to confirm findings of malnutrition if found at-risk, and to have the proper severity of
malnutrition indicated along with a corresponding nutrition care plan that addresses the
respective severity of malnutrition.

The developer provided an overview of the Malnutrition Care Workflow, a six-step
multidisciplinary approach to identifying older, malnourished hospitalized patients and
developing individualized nutrition care plans for use in hospital- and care transition-based
interventions.

Robust systematic literature reviews were also provided for each component with Grade E
(Components 1 and 2) and Grade C (Components 3 and 4) supporting evidence that links the
four components to decreased hospital length of stay (LOS) and 30-day readmissions.

Some Standing Committee members debated the need for validated and standardized
malnutrition screening and assessment tools, while the developer and other Standing
Committee members stated that validated and objective protocols are readily captured in
electronic health record (EHR) data fields, such as body mass index (BMI), dietary history, recent
weight loss, illness severity, laboratory values, and age.

The evidence finds that individuals ages 65 years and older have a two to three greater risk of
malnutrition than younger individuals and that language barriers negatively contribute to
component and composite performance. The evidence and provided performance data
demonstrate gaps for patients ages 18 years and older of relative to reference differences in
malnutrition risks across age ranges in years (18-34), (35-64), and (>65), and by race, ethnicity,
and sex.

A total of 179,336 patients, ages 65 years and older, were sampled for testing in 56 short term,
community, academic, medical, and critical access acute care hospitals in 10 states collected for
the 2019 calendar year. The average age in years was 76.5 and the mean was 75. The cohort
was 77.8% White, 9.68% Black, 1.59% Asian or Pacific Islander, and 9.56% Other, with 4.91%
identified as Hispanic.

Performance scores ranged from 1.18 to 3.77 with a median of 3.32 and mean of 3.07. The
ranges of the components’ performance consisted of the following: (1) 64%-99%, (2) 12%-100%,
(3) 0%-100%, and (4) 0%-100%.

The Standing Committee expressed concern related to potential disparities in the provided
performance data that was not stratified by available social risk data elements, specifically race,
ethnicity, geography (urban/rural), and language barriers, stating patients less than 65 years of
age may show similar disparities.

The extensive Standing Committee discussions on evidence and performance gaps included
review of the Malnutrition Care Workflow framework and the quality construct and rationale of
the composite.

Standing Committee members noted the team’s approach to accountability and poor
performance in the proceeding components did not equate to poor performance in the
remaining components as the multidisciplinary composite framework creates “fillers” for each
step in the process to identify patients when other framework steps are lagging.

The Standing Committee passed the measure on evidence and composite quality construct.
Consensus was not reached by the Standing Committee on performance gap.
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e During June 3, 2021 the post-comment measure evaluation, the Standing Committee discussed
the additional disparities data submitted by the developer, including performance for the overall
composite, and the individual components by all adult populations, 65 years and older, and 18
years and older stratified by patient race, ethnicity, sex, and urban/rural designations.

e Overall performance for younger patients was lower than older patients, and White and
American Indian/Alaska Natives patients performed generally lower than all other races and
ethnicity. Urban hospitals performed lower than rural hospitals overall and, on all components,
except component 3 (i.e., diagnosis documentation).

e NQF received zero comments for not supporting the measure.

Having reviewed and discussed the requested performance gap disparities data and the public
comments, the Standing Committee revoted and passed on the measure for the performance
gap criterion. They also recommended the measure for overall suitability for endorsement.

2. Scientific Acceptability of Measure Properties: The measure meets the Scientific Acceptability
criteria.

(2a. Reliability precise specifications, testing; 2b. Validity testing, threats to validity)
2a. Reliability: Total Votes-18; H-0; M-13; L-2; I-3; 2b. Validity: Total Votes-17; H-0; M-14; L-3; I-0;
Composite Construction: Total Votes-18; H-0; M-14; L-3; I-1

Does the Standing Committee accept the NQF Scientific Methods Panel’s Moderate rating of
Reliability?

Total Votes-17; Yes —15; No - 2

Does the Standing Committee accept the NQF Scientific Methods Panel’s Moderate rating of Validity?
Total Votes-17; Yes - 15; No - 2

Does the Standing Committee accept the NQF Scientific Methods Panel’s Moderate rating of Composite
Construction?

Total Votes-18; Yes - 15; No - 3

This measure was deemed as complex and was evaluated by the NQF Scientific Methods Panel (SMP).
The NQF Scientific Methods Panel’s ratings for Reliability: H-2; M-4; L-0; 1-2

The NQF Scientific Methods Panel’s ratings for Validity: H-0; M-6; L-0; 1-2

The NQF Scientific Methods Panel’s ratings for Composite Construction: H-2; M-3; L-2; I-

Rationale:
Reliability Testing

e As a composite, the scientific acceptability of the measure properties were evaluated by the
SMP, who gave the measure a moderate reliability rating. The Standing Committee voted not to
accept the SMP’s recommendation; therefore, the Standing Committee discussed reliability
testing.

e Standing Committee members questioned the effects on reliability without using validated
screening and assessment tools in the first two components. The developer stated the eCQM
only uses data found in an EHR, which they report are standardized, such as BMI, dietary history,
recent weight loss, illness severity, laboratory values, and age. They also stated that they tested
the measure in hospitals that already implemented the composite and embedded standardized
tools in the EHRs.

e Some Standing Committee members discussed the effect on the composite from non-acute care
factors that increase the risk of hospitalization, LOS, and readmissions, including food insecurity,
language and financial barriers, insurance denials, homelessness, or other barriers identified in
malnutrition care planning. The developers stated that the measure targets high-risk patients,
elderly and identified as malnourished, who need nutrition care planning support after
hospitalization in community-based interventions.

e To test composite reliability, developers used the variance components extracted from a linear
mixed effects (LME) model to calculate the intraclass correlation coefficient (ICC) ICC =
0%between/ (O%between + O2within). This method accommodates inclusion of both fixed and random
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effects to account for the correlated or non-independent nature of measures that are
hierarchically nested within health systems (N = 10) and practice sites (N = 56). Using the ICC to
detect signal to noise, a reliability score of 0.70 or greater is considered acceptable for drawing
conclusions about groups.

e The measure’s reliability was tested with and without case minimums typically recommended by
CMS in its quality reporting programs. With case minimums, the ICC calculated was 0.839 and
without case minimums, it resulted in an ICC of 0.647, indicating the composite performance
measure score is able to detect meaningful differences among provider groups.

e The Standing Committee voted and rated reliability as moderate.

Validity Testing

e The SMP gave the measure a moderate rating for validity. The Standing Committee voted not to
accept the SMP’s recommendation; therefore, they discussed validity testing.

e The Standing Committee questioned whether the primary driver for improved outcomes, LOS
and 30-day readmission, correlates to care plan development, and whether validity testing in
hospitals where the components are implemented may bias the findings. They questioned
whether outcomes data showing discharge to home versus discharge to skilled nursing facilities
were available, and whether implemented care plans at discharge were a greater reflection on
health system rather than hospital-based interventions. The developers provided testing on the
effects of the individual components to overall outcomes, stating the focal insight of measure
implementation was improved identification of patient needs in care transitions.

e Empirical testing for construct validity of the overall composite measure at the score level was
performed using a hierarchical linear regression to assess whether the model predictability
significantly improved when the components in aggregate were included in the model versus
standard outcome predictors, such as patient characteristics, primary diagnoses, and
comorbidities. The 30-day readmission and length of stay (LOS) variables were assessed using
independent variables: “demographic and clinical” initially, and then with “malnutrition” in a
stepped approach to measure the power of malnutrition variables. A goodness-of-fit test was
included for malnutrition variables to estimate the incremental improvement.

e Both LOS and readmissions are significantly related to malnutrition, after controlling for other
model variables (e.g., patient demographics and primary diagnosis), which are known outcome
predictors. The R? statistic for the LOS model was 0.063 prior to the inclusion of the aggregate
measure components and 0.288 after (p<0.001), and the c-statistic for the 30-day readmissions
model was 0.614 before their inclusion and 0.625 after (p<0.01).

e Developers compared the predictability of LOS and 30-day readmissions to the CMS HCC risk-
adjustment model that predicts total annual costs for individuals of prospective diagnosis-based
models with R? values ranging from 0.0186 to 0.1246. Based on this range and the findings of
the empirical testing of the composite measure score above, the developers stated that the
strength of model predictability and the overall measure is adequate and comparable to
measures implemented by CMS for similar purposes.

e A secondary analysis assessed associations between the main composite clinical endpoint (i.e.,
nutrition care plans for patients with a malnutrition diagnosis) and the outcomes most
associated with malnutrition (i.e., 30-day readmissions and LOS) to understand the association
of having a nutrition care plan with a malnutrition diagnosis versus not having a nutrition care
plan. Results showed a statistically significant relative risk reduction of 24% (21.4% vs. 26.5%,
respectively) in the likelihood of 30-day readmissions (OR=0.74, 99%, Cl=0.558-0.941). For LOS,
hospitalized patients with a malnutrition diagnosis and a nutrition care plan had on average, a
three day longer LOS than malnourished patients without a nutrition care plan (LOS of 9.46 vs.
6.46 days, respectively; p=0.0001).

e For the composite performance measure score validity testing, developers stated that the
composite measure results are strongly correlated to important clinical outcomes associated
with malnutrition, 30-day readmissions, and LOS. A secondary analysis showed that nutrition
care plans may be associated with a reduced risk of 30-day readmission for those with
malnutrition versus those who are diagnosed with malnutrition but do not have a nutrition care
plan.

e Developers assessed validity testing for component measures by conducting construct validity of
critical data elements in a generalized linear (logistic) regression model with multiple response
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3.

variables for each component: (1) Medical diagnosis in two components, (2) Screening in three
components, (3) Time to assessment in three components, and (4) Assessment result in three
components. They hypothesized that all predictor variables would correlate to a malnutrition
diagnosis outcome (component #3) and together they would be a strong predictor of the
malnutrition outcome of the composite and support validity of all composite components.
Consistent with the developer’s hypothesis, all main effects and two 2-way interactions were
highly significant (all p-values <.0001). The c-statistic of 0.828 indicates an excellent fit of the
model to the malnutrition diagnosis and nutrition care plan as c-statistics above 0.8 normally
indicate a very strong predictive model.

Developers also tested the correlation or the predictive relationship between the components
and outcome of the composite measure with clinical outcomes of patient LOS and 30-day
readmissions in a generalized linear mixed model approach. Results showed all, including the
outcome of the malnutrition composite measure (i.e., malnutrition diagnosis and nutrition care
plan), were significantly predictive of the outcome of LOS (p<0.0001) and 30-day readmissions
(p<0.0001).

The developer stated the exclusions were identified by the TEP and not explicitly sourced from
the literature. The two main exclusions are LOS less than 24 hours equating to insufficient time
to complete all component measure interventions and patients discharged to hospice who may
have different nutrition support requirements that are based on patient preferences. Testing
showed no significant effects on performance scores for all four component measures with or
without exclusions.

Bootstrap resampling methodology was used to generate a 95% confidence interval around the
composite score mean and grouped providers into performance categories (Low/Below Mean
(19, 40.4%), Medium/Not Different than Mean (7, 14.9%), High/Above Mean (22, 44.7%)) to the
95%. Results are shown among hospitals that meet the case minimum of 20 patients and at least
three reportable measures.

The developers reported the average consistency measure across the sample of hospitals in the
testing data set as greater than 95% and missing data were consistently low across all reporting
sites due to very high feasibility of the data elements. They stated that all data elements are
collected during the care processes and are not burdensome to clinicians; therefore, systematic
missing data are not biasing performance.

The developer also assessed the association between the main composite clinical endpoint (i.e.,
nutrition care plans for patients with a malnutrition diagnosis) and the outcomes most
associated with malnutrition (i.e., 30-day readmissions and LOS). Tests of internal consistency
(e.g., Cronbach’s alpha and item-to-total correlations) were completed to confirm the equal
weighting of each component’s contribution to the total composite score. Given the acceptable
item-to-total correlations and strong internal consistency indicating how closely related the
components are to the total score, the developers concluded that weighting differences for
each component are not necessary.

The Standing Committee voted and rated validity as moderate.

Composite Construction

The SMP and Standing Committee gave the composite construction a moderate rating.

SMP members generally favored the composite construction approach, specifically the inclusion
of appropriate, process-related components to the provided framework.

Some SMP members wanted additional details on the equal component weighting and whether
nominal (qualitative) rather than interval (quantitative) level data are more appropriate for
reliability and validity averaging.

The Standing Committee did not accept the SMP’s moderate vote for composite constructions.
No further comments were offered by Standing Committee members, who gave a moderate
rating for the composite construction and passed the measure on this sub-criterion.

The Standing Committee passed the measure on reliability, validity, and composite construction.

Feasibility: Total Votes-17; H-3; M-12; L-2; I-0
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(3a. Clinical data generated during care delivery; 3b. Electronic sources; 3c. Susceptibility to inaccuracies/
unintended consequences identified 3d. Data collection strategy can be implemented)
Rationale:

e ALL data elements are in defined fields in EHRs and are routinely collected during clinical care;
therefore, the Standing Committee’s discussion was limited.

e The eFeasibility score card is provided for all critical data elements that were tested in three
EHRs: Epic, Cerner, and AllScripts.

e The following critical data elements were rated for current and future feasibility out of 12
possible points: (1) malnutrition risk screening (12, 12), (2) malnutrition at-risk (11.83, 12), (3)
nutrition assessment (11.83, 12), (4) nutrition assessment result (moderately and severely
malnourished) (11.5, 12), (5) malnutrition diagnosis (12, 12), and (6) nutrition care plan (11.41,
11.84).

o All critical data elements of the eCQM are listed in the NLM VSAC.

e The Standing Committee passed the measure on feasibility.

4. Use and Usability

4a. Use; 4al. Accountability and transparency; 4a2. Feedback on the measure by those being measured
and others; 4b. Usability; 4b1. Improvement; 4b2. The benefits to patients outweigh evidence of
unintended negative consequences to patients)

4a. Use: Total Votes-16; Pass-15; No Pass-1 4b. Usability: Total Votes-16; H-4; M-8; L-3; I-1
Rationale:

e This new eCQM composite measure is planned for use in public reporting, public health/disease
surveillance, payment program, regulatory and accreditation programs, professional
certification or recognition program, and quality improvement (internal to the specific
organization). It is currently used in quality improvement (external benchmarking to
organizations), and the Malnutrition Quality Improvement Initiative (MQii)

e The MAQii is designed to help participating hospitals improve malnutrition care and subsequently
achieve better outcomes. The primary goal is to advance evidence-based, high quality, patient-
driven care for hospitalized older adults who are malnourished or at-risk for malnutrition and
supporting hospitals with tools and resources to improve quality.

e The 105 MQii-participating hospitals receive biannual performance feedback and benchmarking
of individual hospitals, overall composite scores, hospital readmissions, and LOS in relation to
other facilities by hospital type and size during the same period, and longitudinally.

e Participants in the MQii participate in recurring group technical calls and feedback sessions
sharing their best practices, lessons learned, and quality improvement efforts. Participants are
periodically surveyed to assess the focus and experience with measure implementation. Some
participants submit their experiences to peer-reviewed journals for publication.

e The eCQM composite is currently listed in the Centers for Medicare & Medicaid Services (CMS)
CMIT and is under conditional support for rulemaking by NQF’s Measure Applications
Partnership (MAP) for use in the Hospital Inpatient Quality Reporting (Hospital IQR) Program,
pending endorsement of this measure.

e The Standing Committee passed the measure on use and usability.

5. Related and Competing Measures
e No related or competing measures were noted.
6. Standing Committee Recommendation for Endorsement: Total Votes-17; Y-15; N-2
Rationale
e The Standing Committee did not reach consensus for the Importance 1b. Performance Gap
criteria based on the evaluation criteria. They requested disparities data based on age (including
less than 65 years, race, ethnicity, and geography) as the presented evidence and the empirical
data demonstrated identified health disparities, specifically for the African American and
Hispanic communities. There was wide acceptance for the literature-based evidence
demonstrating the disparities of risk of malnutrition and performance gaps for select
populations. NQF staff will guide developers to provide the requested health disparities data for
the Standing Committee’s post-comment web meeting on June 3, 2021.
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e After review of the performance gap criterion and documentation, the Standing Committee had
no further discussion on the suitability for endorsement. They subsequently recommended the
measure suitable for endorsement in a 15/2 (i.e., yes/no) vote.

7. Public and Member Comment
e The Standing Committee considered the 17 measure-specific comments received by the public
and NQF members, as well as the one comment received from the developer. Fifteen
commenters supported the measure, and two commenters asked for clarifications based on
the 2015-2017 individual measure reviews, the eCQM eFeasibility Scorecard assessment, and
data elements testing concerns for the denominator exclusions.

8. Consensus Standards Approval Committee (CSAC) Vote: Y-X; N-X
9. Appeals
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Standing Committee Recommendations

= 1 measure reviewed for fall 2020
o 1 measure reviewed by the Scientific Methods Panel

= 1 measure recommended for endorsement
o 3592e Global Malnutrition Composite Score — (new)
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Overarching Issues

= Disparities Data

o The Standing Committee requested consistent reporting of disparities data
in all measure submission to discern meaningful performance differences
within and between populations. Members recommended including this
request as a measure evaluation requirement. They noted that reporting
performance rates without disparities data does not clearly identify
actionable performance gaps, has the potential mask gaps with overall
“topped out” performance when care is needed for select populations,
and is seen as a lost opportunity to reduce inequities in healthcare access,
quality, and delivery.
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Public and Member Comment and Member
Expressions of Support
= 18 number of comments received

o 15 supportive comments for the measure under review (NQF #3592¢)
o 2 comments seeking clarification for the measure under review
o 1 comment from developer for responding to clarification comments

= One NQF member expression of support was received
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Questions?

= NQF Project team:
o Michael Haynie, Senior Managing Director
o Mike DiVecchia, MBA, PMP, Senior Project Manager
o Oroma Igwe, MPH, Manager

Isaac Sakyi, MSGH, Senior Analyst

Sharon Hibay, DNP, BS, RN, Senior Consultant

= Project webpage:
https://www.qualityforum.org/Prevention and Population Health.aspx

= Project email address: populationhealth@qualityforum.org
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Executive Summary

Traditionally, medical care has been the primary focus of efforts to improve the health and well-being of
individuals and populations. As a result, nearly all national health expenditures have been attributed to
healthcare services for the treatment of injury, illness, and disease. However, medical care has a
relatively small influence on health outcomes when compared to interventions that address smoking,
lower educational attainment, poverty, poor diet, and physical environmental hazards (e.g., unsafe
housing and polluted air). There is growing recognition of the role of social determinants of health
(SDOH) or social risks in influencing health outcomes. Maintaining and improving the health and well-
being of individuals and populations will require a multidisciplinary, multifactorial approach to
addressing the effects of SDOH.

Performance measures are needed to assess improvements in population health, as well as the extent
to which healthcare stakeholders are using evidence-based strategies (e.g., prevention programs, health
screenings, and community needs assessments). To support this effort, the National Quality Forum
(NQF) endorses and maintains performance measures related to prevention and population health
through a multistakeholder Consensus Development Process (CDP). The purpose of this project is to
review Prevention and Population Health measures submitted for endorsement or undergoing
endorsement maintenance during the fall 2020 cycle.

NQF’s Prevention and Population Health portfolio of measures includes measures for health-related
behaviors to promote healthy living; community-level indicators of health and disease; social, economic,
and environmental determinants of health; primary prevention and/or screening; and oral health.

For this project, the Prevention and Population Health Standing Committee evaluated one composite
electronic clinical quality measure (eCQM) undergoing maintenance review against NQF’s standard
evaluation criteria.

The Standing Committee reached consensus on the following measure:
e NQF #3592e: Global Malnutrition Composite Score (Academy of Nutrition and Dietetics)

A brief summary of the measure currently under review are included in the body of the report; a
detailed summary of the Standing Committee’s discussion and ratings of the criteria for the measure is

in Appendix A.
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Introduction

The United States (U.S.) continues to lag behind other nations in key population health indicators, such
as infant mortality, obesity, and life expectancy, despite spending more on healthcare than any other
nation in the world.? Population health describes the “health outcomes of a group of individuals,
including the distribution of such outcomes within the group.”® Both medical care and SDOH influence
health outcomes. SDOH are the conditions or factors within the places where people live, learn, work,
play, and age that affect a wide range of health, functioning, and quality-of-life outcomes and risks.*
Specific SDOH factors may include availability of safe housing and local food markets, access to
healthcare services, and culture. As one of the five overarching goals for the decade, Healthy People
2030 highlights the importance of addressing SDOH by including “social, physical, and economic
environments that promote attaining the full potential for health and well-being for all.”> Nearly 60
percent of deaths in the U.S. have been attributed to SDOH,® yet less than 5 percent of national health
expenditures have been attributed to prevention services.” To further address the population-based
needs, healthcare systems are increasingly expanding their roles in partnering with patients and
communities to better understand and address SDOH.

Performance measurement is a method of assessing the success of strategies used by healthcare
stakeholders to improve outcomes. For prevention and population health, strengthening performance
involves joint efforts from communities, public health entities, and other non-healthcare stakeholders
(e.g., education, transportation, and employment) to influence health outcomes. Further, by developing
the NQF Prevention and Population Health portfolio with high volume, high suffering, and high-cost
prevention of chronic disease measures, population-based interventions can reduce often preventable
morbidity and premature mortality for all U.S. populations. To support this goal, NQF maintains a
portfolio of measures endorsed through a multistakeholder CDP and has developed best practices for
prevention and population health. The NQF Prevention and Population Health portfolio includes
measures that assess the promotion of healthy behaviors, community-level indicators of health, oral
health, and primary prevention strategies. For example, NQF has endorsed several measures related to
immunizations and preventive health screenings that are widely used in public reporting and
accountability programs.

This project seeks to identify and endorse measures that can be used to assess prevention and
population health in both healthcare and community settings. It also focuses on the assessment of
disparities in health outcomes. The measure reviewed during the fall 2020 cycle targets malnutrition
screening, assessment, diagnosis, and care planning needs for patients ages 65 and older who are
hospitalized. This measure promotes population health, shorter lengths of stay (LOS), and lower risk of
readmission, and reduces healthcare expenditures over an individual’s lifetime.

NQF Portfolio of Performance Measures for Prevention and Population
Health Conditions

The Prevention and Population Health Standing Committee (Appendix C) oversees NQF’s portfolio of
Prevention and Population Health measures (Appendix B), which includes measures for immunization,
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oral health, and cancer screening. This portfolio contains 33 measures: 21 process measures, 11
outcome and resource use measures, and one composite measure (see table below).

Table 1. NQF Prevention and Population Health Portfolio of Measures

Type Process Outcome/Resource Composite
Use
Insurance Coverage 0 1 0
Immunization 10 0 1
Pediatric Dentistry 4 1 0
Weight/BMI 1 0 0
Diabetes 0 1 0
Admissions Rates 0 7 0
Cancer Screening 3 0 0
Cardiovascular/Pulmonary 0 1 0
Well-Child Visits 2 0 0
Colonoscopy 1 0 0
Total 21 11 1

Additional measures related to prevention and population health have been assigned to other
portfolios. These include various diabetes assessment and screening measures for severe mental illness
(SMI) (Behavioral Health and Substance Use), HIV viral load (Primary Care and Chronic lliness),
angiotensin-converting enzyme inhibitor/angiotensin Il receptor blockers (ACEI/ARB) medication
measures (Cardiovascular), asthma admission rates (All-Cause Admissions and Readmissions), and total
cost of care and total resource population-based measures (Cost and Efficiency).

Prevention and Population Health Measure Evaluation

On February 17-18, 2021, the Prevention and Population Health Standing Committee evaluated one new
measure against NQF’s standard measure evaluation criteria.

Table 2. Prevention and Population Health Measure Evaluation Summary

Status Maintenance New Total
Measures under review 0 1 1
Measures recommended for 0 1 1
endorsement

Comments Received Prior to Standing Committee Evaluation

NQF accepts comments on endorsed measures on an ongoing basis through the Quality Positioning
System (QPS). In addition, NQF accepts comments for a continuous 16-week period during each
evaluation cycle via an online tool located on the project webpage. For this evaluation cycle, the

commenting period opened on December 23, 2020, and closed on April 30, 2021. No comments were
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submitted and shared with the Standing Committee prior to the measure evaluation web meetings
(Appendix F).

Comments Received After Standing Committee Evaluation

The continuous 16-week public commenting period with NQF member support closed on April 30, 2021.
Following the Standing Committee’s evaluation of the measures under review, NQF received 18
comments from 15 non-member organizations and two member organizations pertaining to the
measure under review. NQF also received a measure clarification comment from the measure
developer. All comments for the measure under review are summarized in Appendix A.

Throughout the 16-week continuous public commenting period, NQF members had the opportunity to
express their support (“support” or “do not support”) for the measure submitted for endorsement
consideration to inform the Standing Committee’s recommendations. One NQF member provided their
expression of support.

Overarching Issues
During the Standing Committee’s measure discussion, one overarching issue emerged that factored into
the Standing Committee’s ratings and recommendations.

Disparities Data

The Standing Committee emphasized the importance of providing disparities information for Prevention
and Population Health measure submissions to discern meaningful differences in performance among
and between groups. Of particular concern is a lack of disparities performance data for process
measures in which the evidence demonstrates the outcome disparities relate to the process measure.
Specifically, the Standing Committee noted that collecting SDOH performance data should permit
analysis of disparities and should be considered a submission requirement when identified. The Standing
Committee viewed the lack of such an approach as a lost opportunity to use measurement to reduce
inequities in healthcare access, quality, and delivery. The Standing Committee also noted that a measure
may appear “topped out”, yet performance gaps might exist in the underlying disparities data. Thus,
measure disparities may be masked in seemingly good performance, meaning continued endorsement
would be appropriate. Without the analysis of SDOH data, instances of disparities may not be detected.

Summary of Measure Evaluation

The following brief summaries of the measure evaluation highlight the major issues that the Standing
Committee considered. Details of the Standing Committee’s discussion and ratings of the criteria for
each measure are included in Appendix A.

#3592e Global Malnutrition Composite Score (Academy of Nutrition and Dietetics): Recommended

Description: This electronically-reported measure (eCQM) is a composite measure of optimal
malnutrition care focuses on adults 65 years and older admitted to inpatient service who received care
appropriate to their level of malnutrition risk and/or malnutrition diagnosis if properly identified. Best
practices for malnutrition care recommend adult inpatients to be screened for malnutrition risk,
assessed to confirm findings of malnutrition if found at-risk, and have the proper severity of
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malnutrition indicated along with a corresponding nutrition care plan that addresses the respective
severity of malnutrition.

The malnutrition composite measure includes four component measures which are first scored
separately. The overall composite score is derived from averaging the individual performance scores.

1. Screening for malnutrition risk at admission.
Completing a nutrition assessment for patients who screened for risk of malnutrition.

3. Appropriate documentation of malnutrition diagnosis in the patient’s medical record if indicated by
the assessment findings.

4. Development of a nutrition care plan for malnourished patients including the recommended
treatment plan.

These four component measures represent the key processes of care and generated markers of
malnutrition associated with the risk identification, diagnosis, and treatment of malnutrition in older
hospitalized adults as supported by clinical guidelines.; Measure Type: Composite; Level of Analysis:
Facility; Setting of Care: Inpatient/Hospital; Data Source: Electronic Health Records

The Standing Committee did not reach consensus on performance gap, a must-pass criterion. The
measure developer provided a measure overview, including a history and context for development of
the eCQM composite. The four composite components were initially submitted for endorsement as
individual measures in the 2015-2017 Health and Well-Being Project. Individually, these measures did
not pass endorsement based on evidence, provider burden concern, timing of malnutrition screening
and assessment, and the availability of needed data elements to report the eCQMs. The 2015-2017
Health and Well-Being Standing Committee recommended combining individual measures or all
measures into a composite as evidence and empirical gaps were shown, as well as a measure gap in the
NQF portfolio. The 2016 NQF Measure Applications Partnership (MAP) also reviewed the individual
measures for the Hospital Inpatient Quality Reporting (Hospital IQR) Program and recommended
combining the four measures into a composite.

The Standing Committee gave the measure a moderate rating for evidence. The Standing Committee
considered the evidence and the composite Malnutrition Care Workflow framework, both of which
depict the interventions completed by a licensed and multidisciplinary care team of nurses, dieticians,
and independent providers. This framework outlines each component of the composite, including the
malnutrition risk screening, assessment, diagnosis, care plan development, intervention
implementation, monitoring, evaluating, and discharge planning. The evidence links the framework
steps to decreased hospital length of stay (LOS) and 30-day readmissions. The Standing Committee
members agreed malnutrition is a significant contributor to infections and pressure ulcers requiring
treatment, especially for patients transferred to other care facilities, such as an inpatient rehab. The
Standing Committee held a robust discussion of the evidence with most members supporting the
presented evidence and topic area importance that assigns accountability to the hospital team. Some
Standing Committee members questioned the lack of validated and standardized screening and
assessment tools specified in the first two components. Developers stated that objective, validated
protocols are readily captured in structured electronic health record (EHR) data fields, such as body
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mass index (BMI), dietary history, recent weight loss, illness severity, laboratory values, and age. Other
Standing Committee members stated the evidence did not link to patient complications nor
demonstrate benefits for mortality, disease progression, and other hospital complications. After a
lengthy discussion, the Standing Committee gave a moderate rating for evidence.

The Standing Committee did not reach consensus for performance gap. The extensive evidence and
empirical data demonstrated performance gaps in the four component measures and the composite.
There was wide acceptance for the provided literature-based and empirical evidence demonstrating
disparities in malnutrition risk and performance gaps for component measures in select populations.
Populations at risk for malnutrition that were not specified or stratified in the measure included age
(including patients less than 65 years), race, ethnicity, and geography. The Standing Committee sought
additional facility-based performance data based on geographic differences (e.g., urban or rural), race,
ethnicity, age, and sex, specifically as the evidence shows African American and Hispanic communities
are at higher risks for malnutrition. After a robust discussion on performance gaps and the ability to
discern differences within and between populations, many Standing Committee members stated they
wanted to review additional performance data for patients under the age of 65 and all patients by race,
ethnicity, sex, and geography. The Standing Committee did not reach consensus for performance gap, a
must-pass criterion. If at any point during a measure evaluation a must-pass criterion does not reach
consensus, as occurred during the February 17 and 18, 2021 measure evaluation web meeting, the
Standing Committee continues reviewing and voting on all remaining criteria, unless another must-pass
criterion does not pass. NQF staff guided developers on submitting the requested data for the Standing
Committee review’s, discussion, and revote of the criterion at the fall 2020 Standing Committee post-
comment web meeting on June 3, 2021. During that time, the Standing Committee voted on the overall
suitability for endorsement.

The Standing Committee gave the measure a moderate rating for quality construct, rationale, and the
aggregation and weighting of the composite. The composite calculation averages the four component
rates, requiring a minimum of three reported component measures for numerator inclusion. Based on
the extensive Standing Committee evidence and performance gap discussions, including the
Malnutrition Care Workflow framework, no further Standing Committee member comments were
provided for the composite quality construct and the Standing Committee gave a moderate rating for
the quality construct, rationale, and the aggregation and weighting of the composite.

The Scientific Methods Panel (SMP) and the Standing Committee gave the measure a moderate rating
for reliability. This composite eCQM is identified as a complex measure as defined by NQF’s measure
evaluation guidance, which requires a review scientific acceptability (i.e., reliability, validity, and
composite construction) by the SMP prior to the Standing Committee’s evaluation. The SMP web
meeting and measure review occurred on October 28 and 29, 2020. Most SMP members were in favor
of the testing methods and results. To further improve reliability, some SMP members recommended
adding minimum case thresholds and a requirement to report all four components to assess
performance. Others found that the performance accountability was appropriately assigned to the
hospital or facility level and further noted that performance benefits could be demonstrated across care
settings. The SMP gave the measure a moderate rating for reliability. An overview of the SMP’s review
can be found in the SMP’s meeting summary . The Standing Committee voted not to accept the SMP’s
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moderate reliability rating; therefore, the Standing Committee discussed the measure reliability in
detail. The Standing Committee questioned the absence of validated screening and assessment tools in
the first two components, as recommended by the evidence. The developer stated testing was
conducted in facilities using validated screening tools and that the multidisciplinary composite
framework creates “fillers” for each step in the process to identify patients when other framework steps
are lagging. Some Standing Committee members discussed the composite’s effect in relation to factors
outside the hospital’s control that increase the risk of hospitalization, LOS, and readmissions. SDOH or
social risk barriers that affect malnutrition include food insecurity, language and financial barriers,
insurance denials, homelessness, or other barriers identified in malnutrition care planning. The
developer noted that inpatient care planning attempts to identify SDOH in preparation for care needs
after hospitalization. Furthermore, by analyzing population needs, post-discharge and community-based
services and interventions may be enhanced from the health system perspective. Having no more
comments, the Standing Committee members voted in favor of moderate reliability for the measure.

The SMP and Standing Committee gave the measure a moderate rating for validity. During the SMP’s
review, some concerns were raised in identifying high versus low performers against the overall
average. Some SMP members noted the limited details on missing data, the effects of non-reported
components on overall composite performance, and the absence of risk adjustment and stratification
justification. Measure score validity testing of the composite was generally noted as appropriate with
improved validity by adding components along with standard predictors of malnutrition, such as age,
diagnoses, and illness severity to 30-day readmission and LOS. Others questioned the inversed direction
of LOS and measure performance and other risk factors affecting LOS and 30-day readmission, such as
SDOH. The data element validity testing results were generally acceptable and deemed appropriate. The
Standing Committee voted not to accept the SMP’s moderate validity rating; therefore, the Standing
Committee discussed the measure validity in detail. The Standing Committee asked developers whether
they tested the correlation of care plan development to the LOS and 30-day readmission and whether
validity testing in hospitals where the components are implemented may bias the findings. They also
asked if outcomes data supporting discharge to home versus skilled nursing facilities were available for
patients with implemented care plans to capture hospital-based interventions on the health system. The
developers stated that wide composite implementation in non-tested hospitals should reduce bias
concern. Standing Committee members asked whether the four individual components were tested to
support each other and whether the success of one component contributes to the success of other
components. Developers described that the composite mirroring the framework is intended to aid
overall performance as demonstrated in the item to score correlation, results, and analyses. After a
robust discussion, the Standing Committee voted moderate for validity. Similar to the SMP’s discussion,
the Standing Committee accepted the data element validity testing methods and results.

The SMP and Standing Committee gave the composite construction a moderate rating. The SMP
members generally favored the composite construction approach, specifically the inclusion of
appropriate process-related components to the provided framework. Some SMP members wanted
additional details on the equal component weighting and whether nominal (i.e., qualitative) rather than
interval (i.e., quantitative) level data is appropriate for reliability and validity averaging. The Standing
Committee did not accept the SMP’s moderate vote for composite construction. No further comments
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were offered by the Standing Committee members who gave a moderate rating for the composite
construction.

For feasibility, the Standing Committee noted that the composite’s required eCQM data elements are
readily captured in an EHR and no additional discussion on feasibility was held before the vote. This
criterion received a moderate rating. The Standing Committee discussed use and usability
simultaneously. One Standing Committee member asked whether measure component effects were
studied with regard to the implementation of comprehensive care processes in hospitals providing
“meaningful”
clinical actions are performed by licensed clinical professionals and that at least three components are
required for denominator inclusion to reduce artificial performance inflation. Another Standing
Committee member questioned the component performance in instances of staff shortages for licensed
nutritionists and the overall composite performance to community malnutrition. The Standing
Committee members stated that analyses of measure implementation are needed to fill applicable
staffing gaps, and the composite supports the importance of community-based nutrition programs. The
Standing Committee voted to pass the composite for use and usability. No related or competing
measures were identified for Standing Committee to review.

interventions versus numerator-targeted care. The developer clarified that the component

The Standing Committee’s evaluation and voting ended with use and usability. The vote on overall
suitability for endorsement was postponed due to the lack of consensus for the performance gap
criteria. NQF staff shared with the Standing Committee the next steps, which included reviewing the
performance gap criteria with the developer to submit additional health disparities information for the
Standing Committee to review. The Standing Committee reviewed this additional information and re-
vote on this criterion during the post-comment web meeting on June 3, 2021.

During the post-comment meeting, the-Standing Committee discussed their previous concerns regarding
the performance gap criterion and reviewed the_additional health disparities information provided by
the measure developers. The developers provided performance for the overall composite, and the
individual components by all adult populations, 65 years and older, and 18 years and older stratified by
patient race, ethnicity, sex, and urban/rural designations. Overall performance for younger patients was
lower than older patients, and White and American Indian/Alaska Natives patients performed generally
lower than all other races and ethnicity. Urban hospitals performed lower than rural hospitals overall
and, on all components, except component 3 (i.e., diagnosis documentation). Based on measure
performance by age data, one Standing Committee member recommended adding younger ages in
subsequent measure updates. Another member complimented the developers on the
comprehensiveness of the data and recommended developing a graphic to ease data interpretation
across populations.

The Standing Committee considered the 17 measure-specific comments received by the public and NQF
members, as well as the one comment received from the developer. Fifteen commenters supported the
measure, and two commenters asked for clarifications based on the 2015-2017 individual measure
reviews, the eCQM eFeasibility Scorecard assessment, and data elements testing concerns for the
denominator exclusions. NQF received zero comments for not supporting the measure. Having reviewed
and discussed the requested performance gap disparities data and the public comments, the Standing
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Committee revoted and passed the measure for the performance gap criterion. They also recommended
the measure for overall suitability for endorsement. There were no related and competing measures

identified for this measure.
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Appendix A: Details of Measure Evaluation

Rating Scale: H=High; M=Moderate; L=Low; I=Insufficient; NA=Not Applicable

Note: Vote totals may differ between measure criteria and between measures as Standing Committee
members often have to join calls late or leave calls early. NQF ensures that quorum is maintained for all
live voting. All voting outcomes are calculated using the number of Standing Committee members
present for that vote as the denominator. Quorum for the Prevention and Population Health Standing
Committee is 16 out of 23 members.

Measures Recommended

#3592e Global Malnutrition Composite Score

Submission | Specifications
Description: This electronically specified clinical quality measure (eCQM) composite of optimal
malnutrition care focuses on adults 65 years and older admitted to inpatient service who received care
appropriate to their level of malnutrition risk and/or malnutrition diagnosis if properly identified. Best
practices for malnutrition care recommend adult inpatients to be screened for malnutrition risk,
assessed to confirm findings of malnutrition if found at-risk, and have the proper severity of
malnutrition indicated along with a corresponding nutrition care plan that addresses the respective
severity of malnutrition.
The malnutrition composite measure includes four component measures, which are first scored
separately. The overall composite score is derived from averaging the individual performance scores.

1. Screening for malnutrition risk at admission.

2. Completing a nutrition assessment for patients who screened for risk of malnutrition.

3. Appropriate documentation of malnutrition diagnosis in the patient’s medical record if indicated

by the assessment findings.
4. Development of a nutrition care plan for malnourished patients including the recommended
treatment plan.

These four measures represent the key processes of care and generated markers of malnutrition
associated with the risk identification, diagnosis, and treatment of malnutrition in older hospitalized
adults as supported by clinical guidelines and submitted evidence.
Numerator Statement: The Global Malnutrition Composite Score is comprised of four component
measures, which are scored separately and who's population is sourced from the overall composite
measure denominator.

1. Screening for malnutrition risk at admission

2. Completion of a nutrition assessment for patients who screened for risk of malnutrition

3. Appropriate documentation of malnutrition diagnosis for patients identified with malnutrition
4. Development of a nutrition care plan for malnourished

Denominator Statement: The measure population from which the composite’s component measures
are sourced from are patients aged 65 years and older who are admitted to an acute inpatient hospital.
1. Screening for Malnutrition Risk at Admission: All patients in the measure population with a
documented malnutrition screening no more than 48 hours prior to admission to the hospital.

2. Completion of a Nutrition Assessment for Patients who Screened for Risk of Malnutrition:
Patients from the measure population who are documented as at-risk for malnutrition via the
completed malnutrition screening.
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3. Appropriate Documentation of Malnutrition Diagnosis for Patients Identified with Malnutrition:
Patients from the measure population who have a completed nutrition assessment documented
with findings of moderate or severe malnutrition.

4. Development of a Nutrition Care Plan for Malnourished Patients: Patients from the measure
population who have a documented medical diagnosis of malnutrition in their medical record.

Exclusions: All Four Component Measures: patients with a length of stay less than 24 hours
Component Measure #1 only: admission to screening time interval greater than 48 hours
Component Measure #3 and #4 only: Discharge status of hospice or left against medical advice
Adjustment/Stratification: No risk adjustment or risk stratification

Level of Analysis: Facility

Setting of Care: Inpatient/Hospital

Type of Measure: Composite

Data Source: Electronic Health Records (EHRs)

Measure Steward: Academy of Nutrition and Dietetics

STANDING COMMITTEE MEETING February 17 and 18, 2021

1. Importance to Measure and Report: The measure meets the Importance 1a. Evidence criteria. This
measure has not reached consensus on 1b. Performance Gap criteria.

(1a. Evidence, 1b. Performance Gap)

la. Evidence: Total Votes-19; H-1; M-15; L-1; I-2; 1b. Performance Gap: Total Votes-18; H-0; M-9; L-2; I-
7; 1c. Composite Quality Construct: Total Votes-17; H-2; M-14; L-1; I-0

Rationale:

e The Standing Committee members discussed the significance of malnutrition as a contributor to
infections, pressure ulcers, and increases in overall treatment needs seen in patients transferred
to other care facilities, such as inpatient rehabs.

e Supporting the composite components, the developer provided the 2011 American Society for
Parenteral and Enteral Nutrition (A.S.P.E.N.) Board of Directors and the A.S.P.E.N. Clinical
Guidelines: Nutrition Screening, Assessment, and Intervention in Adults, stating that best
practices for malnutrition care recommend adult inpatients to be screened for malnutrition risk,
assessed to confirm findings of malnutrition if found at-risk, and to have the proper severity of
malnutrition indicated along with a corresponding nutrition care plan that addresses the
respective severity of malnutrition.

e The developer provided an overview of the Malnutrition Care Workflow, a six-step
multidisciplinary approach to identifying older, malnourished hospitalized patients and
developing individualized nutrition care plans for use in hospital- and care transition-based
interventions.

e Robust systematic literature reviews were also provided for each component with Grade E
(Components 1 and 2) and Grade C (Components 3 and 4) supporting evidence that links the
four components to decreased hospital length of stay (LOS) and 30-day readmissions.

e Some Standing Committee members debated the need for validated and standardized
malnutrition screening and assessment tools, while the developer and other Standing
Committee members stated that validated and objective protocols are readily captured in
electronic health record (EHR) data fields, such as body mass index (BMI), dietary history, recent
weight loss, illness severity, laboratory values, and age.

e The evidence finds that individuals ages 65 years and older have a two to three greater risk of
malnutrition than younger individuals and that language barriers negatively contribute to
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2.

component and composite performance. The evidence and provided performance data
demonstrate gaps for patients ages 18 years and older of relative to reference differences in
malnutrition risks across age ranges in years (18-34), (35-64), and (265), and by race, ethnicity,
and sex.

A total of 179,336 patients, ages 65 years and older, were sampled for testing in 56 short term,
community, academic, medical, and critical access acute care hospitals in 10 states collected for
the 2019 calendar year. The average age in years was 76.5 and the mean was 75. The cohort
was 77.8% White, 9.68% Black, 1.59% Asian or Pacific Islander, and 9.56% Other, with 4.91%
identified as Hispanic.

Performance scores ranged from 1.18 to 3.77 with a median of 3.32 and mean of 3.07. The
ranges of the components’ performance consisted of the following: (1) 64%-99%, (2) 12%-100%,
(3) 0%-100%, and (4) 0%-100%.

The Standing Committee expressed concern related to potential disparities in the provided
performance data that was not stratified by available social risk data elements, specifically race,
ethnicity, geography (urban/rural), and language barriers, stating patients less than 65 years of
age may show similar disparities.

The extensive Standing Committee discussions on evidence and performance gaps included
review of the Malnutrition Care Workflow framework and the quality construct and rationale of
the composite.

Standing Committee members noted the team’s approach to accountability and poor
performance in the proceeding components did not equate to poor performance in the
remaining components as the multidisciplinary composite framework creates “fillers” for each
step in the process to identify patients when other framework steps are lagging.

The Standing Committee passed the measure on evidence and composite quality construct.
Consensus was not reached by the Standing Committee on performance gap.

During June 3, 2021 the post-comment measure evaluation, the Standing Committee discussed
the additional disparities data submitted by the developer, including performance for the overall
composite, and the individual components by all adult populations, 65 years and older, and 18
years and older stratified by patient race, ethnicity, sex, and urban/rural designations.

Overall performance for younger patients was lower than older patients, and White and
American Indian/Alaska Natives patients performed generally lower than all other races and
ethnicity. Urban hospitals performed lower than rural hospitals overall and, on all components,
except component 3 (i.e., diagnosis documentation).

NQF received zero comments for not supporting the measure.

Having reviewed and discussed the requested performance gap disparities data and the public
comments, the Standing Committee revoted and passed on the measure for the performance
gap criterion. They also recommended the measure for overall suitability for endorsement.

Scientific Acceptability of Measure Properties: The measure meets the Scientific Acceptability
criteria.

(2a. Reliability precise specifications, testing; 2b. Validity testing, threats to validity)
2a. Reliability: Total Votes-18; H-0; M-13; L-2; I-3; 2b. Validity: Total Votes-17; H-0; M-14; L-3; I-0;
Composite Construction: Total Votes-18; H-0; M-14; L-3; I-1
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Does the Standing Committee accept the NQF Scientific Methods Panel’s Moderate rating of
Reliability?
Total Votes-17; Yes —15; No - 2
Does the Standing Committee accept the NQF Scientific Methods Panel’s Moderate rating of Validity?
Total Votes-17; Yes - 15; No - 2
Does the Standing Committee accept the NQF Scientific Methods Panel’s Moderate rating of Composite
Construction?
Total Votes-18; Yes - 15; No - 3
This measure was deemed as complex and was evaluated by the NQF Scientific Methods Panel (SMP).

e The NQF Scientific Methods Panel’s ratings for Reliability: H-2; M-4; L-0; I-2

e The NQF Scientific Methods Panel’s ratings for Validity: H-0; M-6; L-0; I-2

e The NQF Scientific Methods Panel’s ratings for Composite Construction: H-2; M-3; L-2; I-

Rationale:
Reliability Testing
e As a composite, the scientific acceptability of the measure properties were evaluated by the
SMP, who gave the measure a moderate reliability rating. The Standing Committee voted not to
accept the SMP’s recommendation; therefore, the Standing Committee discussed reliability

testing.

e Standing Committee members questioned the effects on reliability without using validated
screening and assessment tools in the first two components. The developer stated the eCQM
only uses data found in an EHR, which they report are standardized, such as BMI, dietary history,
recent weight loss, illness severity, laboratory values, and age. They also stated that they tested
the measure in hospitals that already implemented the composite and embedded standardized
tools in the EHRs.

e Some Standing Committee members discussed the effect on the composite from non-acute care
factors that increase the risk of hospitalization, LOS, and readmissions, including food insecurity,
language and financial barriers, insurance denials, homelessness, or other barriers identified in
malnutrition care planning. The developers stated that the measure targets high-risk patients,
elderly and identified as malnourished, who need nutrition care planning support after
hospitalization in community-based interventions.

e To test composite reliability, developers used the variance components extracted from a linear
mixed effects (LME) model to calculate the intraclass correlation coefficient (ICC) ICC =
02between/ (G%between + O2within). This method accommodates inclusion of both fixed and random
effects to account for the correlated or non-independent nature of measures that are
hierarchically nested within health systems (N = 10) and practice sites (N = 56). Using the ICC to
detect signal to noise, a reliability score of 0.70 or greater is considered acceptable for drawing
conclusions about groups.

e The measure’s reliability was tested with and without case minimums typically recommended by
CMS in its quality reporting programs. With case minimums, the ICC calculated was 0.839 and
without case minimums, it resulted in an ICC of 0.647, indicating the composite performance
measure score is able to detect meaningful differences among provider groups.

e The Standing Committee voted and rated reliability as moderate.

Validity Testing

e The SMP gave the measure a moderate rating for validity. The Standing Committee voted not to

accept the SMP’s recommendation; therefore, they discussed validity testing.
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e The Standing Committee questioned whether the primary driver for improved outcomes, LOS
and 30-day readmission, correlates to care plan development, and whether validity testing in
hospitals where the components are implemented may bias the findings. They questioned
whether outcomes data showing discharge to home versus discharge to skilled nursing facilities
were available, and whether implemented care plans at discharge were a greater reflection on
health system rather than hospital-based interventions. The developers provided testing on the
effects of the individual components to overall outcomes, stating the focal insight of measure
implementation was improved identification of patient needs in care transitions.

e Empirical testing for construct validity of the overall composite measure at the score level was
performed using a hierarchical linear regression to assess whether the model predictability
significantly improved when the components in aggregate were included in the model versus
standard outcome predictors, such as patient characteristics, primary diagnoses, and
comorbidities. The 30-day readmission and length of stay (LOS) variables were assessed using
independent variables: “demographic and clinical” initially, and then with “malnutrition” in a
stepped approach to measure the power of malnutrition variables. A goodness-of-fit test was
included for malnutrition variables to estimate the incremental improvement.

e Both LOS and readmissions are significantly related to malnutrition, after controlling for other
model variables (e.g., patient demographics and primary diagnosis), which are known outcome
predictors. The R? statistic for the LOS model was 0.063 prior to the inclusion of the aggregate
measure components and 0.288 after (p<0.001), and the c-statistic for the 30-day readmissions
model was 0.614 before their inclusion and 0.625 after (p<0.01).

e Developers compared the predictability of LOS and 30-day readmissions to the CMS HCC risk-
adjustment model that predicts total annual costs for individuals of prospective diagnosis-based
models with R? values ranging from 0.0186 to 0.1246. Based on this range and the findings of
the empirical testing of the composite measure score above, the developers stated that the
strength of model predictability and the overall measure is adequate and comparable to
measures implemented by CMS for similar purposes.

e Asecondary analysis assessed associations between the main composite clinical endpoint (i.e.,
nutrition care plans for patients with a malnutrition diagnosis) and the outcomes most
associated with malnutrition (i.e., 30-day readmissions and LOS) to understand the association
of having a nutrition care plan with a malnutrition diagnosis versus not having a nutrition care
plan. Results showed a statistically significant relative risk reduction of 24% (21.4% vs. 26.5%,
respectively) in the likelihood of 30-day readmissions (OR=0.74, 99%, CI=0.558-0.941). For LOS,
hospitalized patients with a malnutrition diagnosis and a nutrition care plan had on average, a
three day longer LOS than malnourished patients without a nutrition care plan (LOS of 9.46 vs.
6.46 days, respectively; p=0.0001).

e For the composite performance measure score validity testing, developers stated that the
composite measure results are strongly correlated to important clinical outcomes associated
with malnutrition, 30-day readmissions, and LOS. A secondary analysis showed that nutrition
care plans may be associated with a reduced risk of 30-day readmission for those with
malnutrition versus those who are diagnosed with malnutrition but do not have a nutrition care
plan.

e Developers assessed validity testing for component measures by conducting construct validity of
critical data elements in a generalized linear (logistic) regression model with multiple response
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variables for each component: (1) Medical diagnosis in two components, (2) Screening in three
components, (3) Time to assessment in three components, and (4) Assessment result in three
components. They hypothesized that all predictor variables would correlate to a malnutrition
diagnosis outcome (component #3) and together they would be a strong predictor of the
malnutrition outcome of the composite and support validity of all composite components.
Consistent with the developer’s hypothesis, all main effects and two 2-way interactions were
highly significant (all p-values <.0001). The c-statistic of 0.828 indicates an excellent fit of the
model to the malnutrition diagnosis and nutrition care plan as c-statistics above 0.8 normally
indicate a very strong predictive model.

e Developers also tested the correlation or the predictive relationship between the components
and outcome of the composite measure with clinical outcomes of patient LOS and 30-day
readmissions in a generalized linear mixed model approach. Results showed all, including the
outcome of the malnutrition composite measure (i.e., malnutrition diagnosis and nutrition care
plan), were significantly predictive of the outcome of LOS (p<0.0001) and 30-day readmissions
(p<0.0001).

e The developer stated the exclusions were identified by the TEP and not explicitly sourced from
the literature. The two main exclusions are LOS less than 24 hours equating to insufficient time
to complete all component measure interventions and patients discharged to hospice who may
have different nutrition support requirements that are based on patient preferences. Testing
showed no significant effects on performance scores for all four component measures with or
without exclusions.

e Bootstrap resampling methodology was used to generate a 95% confidence interval around the
composite score mean and grouped providers into performance categories (Low/Below Mean
(19, 40.4%), Medium/Not Different than Mean (7, 14.9%), High/Above Mean (22, 44.7%)) to the
95%. Results are shown among hospitals that meet the case minimum of 20 patients and at least
three reportable measures.

e The developers reported the average consistency measure across the sample of hospitals in the
testing data set as greater than 95% and missing data were consistently low across all reporting
sites due to very high feasibility of the data elements. They stated that all data elements are
collected during the care processes and are not burdensome to clinicians; therefore, systematic
missing data are not biasing performance.

e The developer also assessed the association between the main composite clinical endpoint (i.e.,
nutrition care plans for patients with a malnutrition diagnosis) and the outcomes most
associated with malnutrition (i.e., 30-day readmissions and LOS). Tests of internal consistency
(e.g., Cronbach’s alpha and item-to-total correlations) were completed to confirm the equal
weighting of each component’s contribution to the total composite score. Given the acceptable
item-to-total correlations and strong internal consistency indicating how closely related the
components are to the total score, the developers concluded that weighting differences for
each component are not necessary.

e The Standing Committee voted and rated validity as moderate.

Composite Construction

e The SMP and Standing Committee gave the composite construction a moderate rating.
e  SMP members generally favored the composite construction approach, specifically the inclusion
of appropriate, process-related components to the provided framework.
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Some SMP members wanted additional details on the equal component weighting and whether
nominal (qualitative) rather than interval (quantitative) level data are more appropriate for
reliability and validity averaging.

The Standing Committee did not accept the SMP’s moderate vote for composite constructions.
No further comments were offered by Standing Committee members, who gave a moderate
rating for the composite construction and passed the measure on this sub-criterion.

The Standing Committee passed the measure on reliability, validity, and composite construction.

3. Feasibility: Total Votes-17; H-3; M-12; L-2; I-0

(3a. Clinical data generated during care delivery; 3b. Electronic sources; 3c. Susceptibility to inaccuracies/
unintended consequences identified 3d. Data collection strategy can be implemented)

Rationale:

ALL data elements are in defined fields in EHRs and are routinely collected during clinical care;
therefore, the Standing Committee’s discussion was limited.

The eFeasibility score card is provided for all critical data elements that were tested in three
EHRs: Epic, Cerner, and AllScripts.

The following critical data elements were rated for current and future feasibility out of 12
possible points: (1) malnutrition risk screening (12, 12), (2) malnutrition at-risk (11.83, 12), (3)
nutrition assessment (11.83, 12), (4) nutrition assessment result (moderately and severely
malnourished) (11.5, 12), (5) malnutrition diagnosis (12, 12), and (6) nutrition care plan (11.41,
11.84).

All critical data elements of the eCQM are listed in the NLM VSAC.

The Standing Committee passed the measure on feasibility.

4. Use and Usability

4a. Use; 4al. Accountability and transparency; 4a2. Feedback on the measure by those being measured
and others; 4b. Usability; 4b1. Improvement; 4b2. The benefits to patients outweigh evidence of
unintended negative consequences to patients)

4a. Use: Total Votes-16; Pass-15; No Pass-1 4b. Usability: Total Votes-16; H-4; M-8; L-3; I-1

Rationale:

This new eCQM composite measure is planned for use in public reporting, public health/disease
surveillance, payment program, regulatory and accreditation programs, professional
certification or recognition program, and quality improvement (internal to the specific
organization). It is currently used in quality improvement (external benchmarking to
organizations), and the Malnutrition Quality Improvement Initiative (MQii)

The MQii is designed to help participating hospitals improve malnutrition care and subsequently
achieve better outcomes. The primary goal is to advance evidence-based, high quality, patient-
driven care for hospitalized older adults who are malnourished or at-risk for malnutrition and
supporting hospitals with tools and resources to improve quality.

The 105 MQii-participating hospitals receive biannual performance feedback and benchmarking
of individual hospitals, overall composite scores, hospital readmissions, and LOS in relation to
other facilities by hospital type and size during the same period, and longitudinally.

Participants in the MQii participate in recurring group technical calls and feedback sessions
sharing their best practices, lessons learned, and quality improvement efforts. Participants are
periodically surveyed to assess the focus and experience with measure implementation. Some
participants submit their experiences to peer-reviewed journals for publication.
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e The eCQM composite is currently listed in the Centers for Medicare & Medicaid Services (CMS)
CMIT and is under consideration by NQF's Measure Applications Partnership (MAP) for use in
the Hospital Inpatient Quality Reporting (Hospital IQR) Program.

e The Standing Committee passed the measure on use and usability.

5. Related and Competing Measures

e No related or competing measures were noted.

6. Standing Committee Recommendation for Endorsement: Total Votes-17; Y-15; N-2
Rationale:

e The Standing Committee did not reach consensus for the Importance 1b. Performance Gap
criteria based on the evaluation criteria. They requested disparities data based on age (including
less than 65 years, race, ethnicity, and geography) as the presented evidence and the empirical
data demonstrated identified health disparities, specifically for the African American and
Hispanic communities. There was wide acceptance for the literature-based evidence
demonstrating the disparities of risk of malnutrition and performance gaps for select
populations. NQF staff will guide developers to provide the requested health disparities data for
the Standing Committee’s post-comment web meeting on June 3, 2021.

o After review of the performance gap criterion and documentation, the Standing Committee had
no further discussion on the suitability for endorsement. They subsequently recommended the
measure suitable for endorsement in a 15/2 (i.e., yes/no) vote.

7. Public and Member Comment
e The Standing Committee considered the 17 measure-specific comments received by the public
and NQF members, as well as the one comment received from the developer. Fifteen
commenters supported the measure, and two commenters asked for clarifications based on
the 2015-2017 individual measure reviews, the eCQM eFeasibility Scorecard assessment, and
data elements testing concerns for the denominator exclusions.

8. Consensus Standards Approval Committee (CSAC) Vote: Y-X; N-X
9. Appeals
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Appendix B: Prevention and Population Health Portfolio—Use in Federal

Programs®
NQF # | Title
0024 Weight Assessment

and Counseling for
Nutrition and Physical
Activity for
Children/Adolescents
(wcq)

Federal Programs: Finalized or Implemented

Medicaid (Implemented); Marketplace Quality Rating System
(QRS) (Implemented)

0032 Cervical Cancer Medicaid (Implemented); QRS (Implemented)
Screening (CCS)
0034 Colorectal Cancer Medicare Shared Savings Program (MSSP); (Implemented) MIPS
Screening (COL) Program (Implemented); QRS (Implemented); Medicare Part C
Star Rating (Implemented)
0038 Childhood Medicaid (Implemented); QRS (Implemented)
Immunization Status
(CIS)
0039 Flu Vaccinations for Medicaid (Implemented); QRS (Implemented)
Adults Ages 18 and
Older
0041 Preventive Care and MSSP (Implemented); MIPS Program (Implemented)
Screening: Influenza
Immunization
0041e | Preventive Care and MIPS Program (Implemented); Medicaid Promoting
Screening: Influenza Interoperability Program for Eligible Professionals (Implemented)
Immunization
0226 Influenza Immunization | No federal program usage was specified for this measure.
in the ESRD Population
(Facility Level)
0272 Diabetes Short-Term Medicaid (Implemented)
Complications
Admission Rate (PQl
01)
0274 Diabetes Long-Term No federal program usage was specified for this measure.
Complications
Admission Rate (PQl
03)
0275 Chronic Obstructive Medicaid (Implemented)

Pulmonary Disease
(COPD) or Asthma in
Older Adults Admission
Rate (PQI 05)

@ Per CMS Measures Inventory Tool as of 01/28/2021

NATIONAL QUALITY FORUM
NQF REVIEW DRAFT




PAGE 22

NQF # | Title Federal Programs: Finalized or Implemented
0277 Congestive Heart Medicaid (Implemented)
Failure Rate (PQI 08)

0279 Community-Acquired No federal program usage was specified for this measure.
Pneumonia Admission
Rate (PQI 11)

0281 Urinary Tract Infection | No federal program usage was specified for this measure.
Admission Rate (PQl
12)

0283 Asthma in Younger Medicaid (Implemented)

Adults Admission Rate
(PQI 15)

0285 Lower-Extremity No federal program usage was specified for this measure.
Amputation Among
Patients With Diabetes
Rate (PQI 16)

0431 Influenza Vaccination Prospective Payment System-Exempt Cancer Hospital Quality
Coverage Among Reporting (Implemented); Hospital Inpatient Quality Reporting
Healthcare Personnel (Implemented); Inpatient Rehabilitation Facility Quality Reporting

(Implemented); Long-Term Care Hospital Quality Reporting
(Implemented); Home Health Value-Based Purchasing
(Implemented)

0638 Uncontrolled Diabetes | No federal program usage was specified for this measure.
Admission Rate (PQl
14)

0658 Appropriate Follow-Up | Ambulatory Surgical Center Quality Reporting (Implemented);
Interval for Normal Hospital Outpatient Quality Reporting (Implemented); MIPS
Colonoscopy in Program (Implemented)

Average Risk Patients

0680 Percent of Residents or | No federal program usage was specified for this measure.
Patients Who Were
Assessed and
Appropriately Given
the Seasonal Influenza
Vaccine (short stay)

0681 Percent of Residents No federal program usage was specified for this measure.
Assessed and
Appropriately Given
the Seasonal Influenza
Vaccine (Long Stay)

1392 Well-Child Visits in the | Medicaid (Implemented); QRS (Implemented)

First 15 Months of Life

1407 Immunizations for MIPS Program (Implemented); Medicaid (Implemented); QRS

Adolescents (Implemented)
NATIONAL QUALITY FORUM
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NQF # ‘ Title | Federal Programs: Finalized or Implemented

1516 Well-Child Visits in the | Medicaid (Implemented); QRS (Implemented)
Third, Fourth, Fifth,
and Sixth Years of Life

1659 Influenza Immunization | Care Compare (Implemented); Inpatient Psychiatric Facility
Quality Reporting (Implemented)
2372 Breast Cancer Medicare Part C Star Rating (Implemented); MSSP
Screening (Implemented); MIPS Program (Implemented); Medicaid

(Implemented); QRS (Implemented)

2511 Utilization of Services, No federal program usage was specified for this measure.
Dental Services

2517 Oral Evaluation, Dental | No federal program usage was specified for this measure.
Services

2528 Prevention: Topical No federal program usage was specified for this measure.
Fluoride for Children at
Elevated Caries Risk,
Dental Services

2689 Ambulatory Care No federal program usage was specified for this measure.
Sensitive Emergency
Department Visits for
Dental Caries in
Children

2695 Follow-Up After No federal program usage was specified for this measure.
Emergency
Department Visits for
Dental Caries in

Children
3154 Informed Participation | No federal program usage was specified for this measure.
3484 Prenatal Immunization | No federal program usage was specified for this measure.
Status
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NQF REVIEW DRAFT



PAGE 24

Appendix C: Prevention and Population Health Standing Committee and NQF
Staff

STANDING COMMITTEE

Thomas Mclnerny, MD (Co-Chair)
Retired
Honeoye Falls, New York

Amir Qaseem, MD, PhD, MHA (Co-Chair)
Director, American College of Physicians
West Philadelphia, Pennsylvania

Philip Alberti, PhD
Senior Director, Health Equity Research & Policy, Association of American Medical Colleges
Washington, District of Columbia

Jayaram Brindala, MD, MBA, MPH
Chief Medical Officer for Population Health, AdventHealth
Maitland, Florida

Ron Bialek, MPP, CQIA
President, Public Health Foundation
Washington, District of Columbia

Gigi Chawla, MD, MHA
Chief of General Pediatrics, Children’s Minnesota
Minneapolis, Minnesota

Larry Curley
Executive Director, National Indian Council on Aging
Albuquerque, New Mexico

Favio Freyre, MD
Clinical Quality Care and Revenue Cycle Manager, EazyDoc
Brooklyn, NY

Barry-Lewis Harris, 1l, MD
Regional Medical Director, Corizon Health
Memphis, Tennessee

Catherine Hill, DNP, APRN
Chief Nursing Officer/Director of Quality and Clinical Outcomes, Texas Health Resources
Frisco, Texas

Amy Nguyen Howell, MD, MBA, FAAFP
Chief Medical Officer, America's Physician Groups
Los Angeles, California
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Julia Logan, MD, MPH
Associate Medical Director, California Department of Health Care Services
Sacramento, California

Patricia McKane, DVM, MPH

State MCH Epidemiologist and Director Lifecourse Epidemiology and Genomics,
Michigan Department of Health and Human Services

Lansing, Michigan

Lisa Nichols, MSW
Asst. Vice President, Community Health, Intermountain Healthcare
Salt Lake City, UT

Patricia Quigley, PhD

Associate Director, VISN 8 Patient Safety Center; Associate Chief, Nursing Serv, James A Haley VA
Hospital

Tampa, FL

Anita Ravi, MD, MPH, MSHP, FAAFP
Founder & Clinical Director, PurpLE Health Foundation; Ryan Health
New York, NY

Carol Siebert, OTD, OT/L, FAOTA
Principal/Solo Practitioner, The Home Remedy
Chapel Hill, NC

Jason Spangler, MD, MPH, FACPM
Executive Director, Medical Policy, Amgen, Inc.
Washington, District of Columbia

Rosalyn Carr Stephens, RN, MSN, CCM

Clinical Director, Population Health, AmeriHealth Caritas
Washington, District of Columbia

(inactive Standing Committee member for fall 2020 cycle)

Matt Stiefel, MPA, MS
Senior Director, Center for Population Health, Care Management Institute, Kaiser Permanente
Oakland, California

Michael Stoto, PhD
Professor of Health Systems Administration and Population Health, Georgetown University
Washington, District of Columbia

Arjun Venkatesh, MD, MBA
RWIJF Clinical Scholar, Yale University School of Medicine
New Haven, Connecticut
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Ruth Wetta, RN, PhD, MPH, MSN
Lead Clinical Researcher, Cerner Corporation
Kansas City, MO

Whitney Bowman-Zatzkin, MPA, MSR
Executive Officer, Rare Dots Consulting
Burke, Virginia

NQF STAFF
Sheri Winsper, RN, MSN, MSHA
Senior Vice President, Quality Measurement

Michael Katherine Haynie
Senior Managing Director, Quality Measurement

Sai Ma, MPA, PhD
Managing Director/Senior Technical Expert, Quality Measurement

Nicole Williams, MPH
Director, Quality Measurement

Mike DiVecchia, PMP
Senior Project Manager, Quality Measurement

Oroma Igwe, MPH
Manager, Quality Measurement

Chris Dawson, MHA, CPHQ, CPPS
Manager, Quality Measurement

Isaac Sakyi, MSGH
Senior Analyst, Quality Measurement

Sharon Hibay, DNP, BS, RN
NQF Senior Consultant
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Appendix D: Measure Specifications

3592e Global Malnutrition Composite Score

STEWARD

Academy of Nutrition and Dietetics

DESCRIPTION

TYPE

This composite measure of optimal malnutrition care focuses on adults 65 years and older
admitted to inpatient service who received care appropriate to their level of malnutrition risk
and/or malnutrition diagnosis if properly identified. Best practices for malnutrition care
recommend adult inpatients to be screened for malnutrition risk, assessed to confirm findings of
malnutrition if found at-risk, and have the proper severity of malnutrition indicated along with a
corresponding nutrition care plan that addresses the respective severity of malnutrition.

The malnutrition composite measure includes four component measures which are first scored
separately. The overall composite score is derived from averaging the individual performance
scores.

1. Screening for malnutrition risk at admission.

2. Completing a nutrition assessment for patients who screened for risk of malnutrition.

3. Appropriate documentation of malnutrition diagnosis in the patient’s medical record if
indicated by the assessment findings.

4. Development of a nutrition care plan for malnourished patients including the recommended
treatment plan.

These four measures represent the key processes of care and generated markers of malnutrition
associated with the risk identification, diagnosis, and treatment of malnutrition in older
hospitalized adults as supported by clinical guidelines.

Composite eCQM

DATA SOURCE

LEVEL

SETTING

Electronic Health Records

Facility

Inpatient/Hospital

NUMERATOR STATEMENT

The Global Malnutrition Composite Score is comprised of four component measures which are
scored separately and who’s population is sourced from the overall composite measure
denominator.

1. Screening for malnutrition risk at admission

2. Completion of a nutrition assessment for patients who screened for risk of malnutrition

3. Appropriate documentation of malnutrition diagnosis for patients identified with
malnutrition

NATIONAL QUALITY FORUM
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4. Development of a nutrition care plan for malnourished

NUMERATOR DETAILS

The composite measure is calculated by summing and then averaging the performance scores
for each of the four component measures included in the overall composite measure. Each
component measure is a proportion measure. CQL-specifications for all data elements used to
calculate each component measure are attached to this form.

Component Measure Numerators are listed below:

e Component Measure 1 - Screening for Malnutrition Risk at Admission
Numerator - All patients in the measure population who are documented as at-risk for
malnutrition via the completed malnutrition screening

e Component Measure 2 - Completion of a Nutrition Assessment for Patients who Screened for
Risk of Malnutrition
Numerator - Patients at-risk of malnutrition who have a completed nutrition assessment
documented

e Component Measure 3 - Appropriate Documentation of Malnutrition Diagnosis for Patients
Identified with Malnutrition
Numerator - Patients who have been identified as moderately or severely malnourished by
the nutrition assessment who also have a documented medical diagnosis of malnutrition in
their medical record

e Component Measure 4 - Development of a Nutrition Care Plan for Malnourished Patients
Numerator - Patients with a documented medical diagnosis of malnutrition in their medical
record who have a documented nutrition care plan with treatment recommendations to
address malnutrition

DENOMINATOR STATEMENT

The measure population from which the composite’s component measures are sourced from
are patients age 65 years and older who are admitted to an acute inpatient hospital.

DENOMINATOR DETAILS
Component Measure Denominators are Listed Below:

e Component Measure 1 - Screening for Malnutrition Risk at Admission
Denominator - All patients in the measure population with a documented malnutrition
screening no more than 48 hours prior to admission to the hospital

e Component Measure 2 - Completion of a Nutrition Assessment for Patients who Screened for
Risk of Malnutrition
Denominator - Patients from the measure population who are documented as at-risk for
malnutrition via the completed malnutrition screening

e Component Measure 3 - Appropriate Documentation of Malnutrition Diagnosis for Patients
Identified with Malnutrition
Denominator - Patients from the measure population who have a completed nutrition
assessment documented with findings of moderate or severe malnutrition

e Component Measure 4 - Development of a Nutrition Care Plan for Malnourished Patients
Denominator - Patients from the measure population who have a documented medical
diagnosis of malnutrition in their medical record

NATIONAL QUALITY FORUM
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EXCLUSIONS
All Four Component Measures: patients with a length of stay less than 24 hours
Component Measure #1 only: admission to screening time interval greater than 48 hours

Component Measure #3 and #4 only : Discharge status of hospice or left against medical advice

EXCLUSION DETAILS

e Patient Length of Stay less than 24 hours: all patients with a calculated length of stay (All
component measures)

e Admission to Screening Time Interval greater than 48 hours (Component measure 1)

e Discharge Status — Hospice (Component measures 3 and 4)

e Discharge Status — Left Against Medical Advice (Component measures 3 and 4)

RISK ADJUSTMENT
No risk adjustment or risk stratification

STRATIFICATION
N/A

TYPE SCORE
Continuous variable, (e.g., average), better quality = higher score

ALGORITHM
The measure is constructed as an arithmetic average of the four components weighted equally.

COPYRIGHT / DISCLAIMER
© Academy of Nutrition and Dietetics
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Appendix E: Related and Competing Measures

No related and competing measures were identified.
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Appendix F: Pre-Evaluation Comments

No comments received as of January 26, 2021.
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