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NQF Project Staff

= Wunmi Isijola, MPH
% Project Manager, Performance Measurement

= Andrew Lyzenga

% Senior Project Manager, Performance Measurement
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“ Project Analyst, Performance Measurement

= Reva Winker, MD, MPH

“ Senior Director, Performance Measurement

NATIONAL QUALITY FORUM



Standing Committee

Anthony Asher, MD, FAANS, FACS
Joyce Bonnett

Robert Cima, MD, MA

Richard Dutton, MD, MBA
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Agenda for the Call

= Background on NQF and project
= Current project focus

= QOverview of NQF criteria

= Role of the Committee

= SharePoint Tutorial

= Measure Evaluation Process
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Presenter
Presentation Notes
Private, non-profit voluntary consensus standards-setting organization

The National Quality Forum (NQF) operates under a three-part mission to improve the quality of American healthcare:
Building consensus on national priorities and goals for performance improvement and working in partnership to achieve them; 
Endorsing national consensus standards for measuring and publicly reporting on performance; and 
Promoting the attainment of national goals through education and outreach programs.

NQF Governance & Leadership
Board of Directors
Board Committees and Partnerships   
Consensus Standards Approval Committee (CSAC) 
Leadership Network
National Priorities Partnership (NPP)
Member Councils
Consumer, Health Plan, Health Professionals, Provider Organizations, Public/Community Health Agency, Purchasers, Quality Measurement, Research, and Improvement, Supplier and Industry

What are Consensus Standards?
Purpose: Accountability and performance improvement  
Quality improvement is important, but all QI measures do not merit endorsement
Why do we need consensus standards??
It an opportunity to “peer-review” these measures? It is the first time that many of these measures have been reviewed by a multistakeholder perspective
There were measures that have been in broad use that did not make it through the process…more on this.



Who Uses NQF-endorsed Measures?

State and Private Payer, 5%

=  Approximately
700 endorsed
measures

Federal and State, 5%
= Various users

Private
©  Federal Payer alone,
23%
B State
9 Community
®  Facility

Federal and Private Payer, 11% Federal alone, 43%

Alignment: federal, state
and private payers, 5%
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To date, NQF has endorsed more than 700 performance measures. 
Maintaining these measures through periodic reviews is essential to providing a usable portfolio of measures that both meets NQF’s rigorous measure evaluation criteria and ensures that measures used for public reporting and pay-for-performance initiatives are up-to-date and reflective of the current evidence, reliable and valid, useful for accountability and quality improvement, and feasible.  
 



NQF Consensus Development Proces

8 Steps for Measure Endorsement

Call for Nominations
Seating a Multi Stakeholder Committee of experts

Call for Consensus Standards
Soliciting the field to submit measures for review

Standards Review

Committee review of submitted and maintenance measures;
Recommendations for endorsement

Public and Member Comment
Draft Report; Multi-stakeholder input on Committee recommendations for endorsement

Member Voting
NQF membership voting
e —— R ———
Consensus Standards Approval Committee Review
Review of Committee recommendations; approval or disapproval

R :
Board of Directors Ratification
Ratification of CSAC recommendations; Endorsement of measures

—
Appeals
Stakeholder opportunity to appeal endorsement decision
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Call for nominations includes the process of convening the multi-stakeholder committee. As of right now we have 22 individuals who have been appointed to the Cardiovascular Committee. 

Call for consensus standards is the period when developers are submitting information on the measures they wish to have reviewed and evaluated by the committee. New and maintenance

We are in the standards review process
Our project team is currently completing staff review of the measures (which will be discussed later)
In this step, the Committee will really start participating by attending today’s orientation, completing your preliminary evaluations of the measures, attending the workgroup calls; and attending the 2 day in-person meeting. 

After the meeting, staff will prepare a draft report that summarizes your recommendations on the measures that will be posted for public and NQF member comment. As we are soliciting multi-stakeholder input, we encourage the Committee to share the report with colleagues and invite them to submit their comments.

The Committee will then meet to review the comments received and determine appropriate responses.


NQF Measure Evaluation Criteria

Conditions for Consideration

Harmonization & selection of best-in-class

NATIONAL QUALITY FORUM



Surgery Portfolio of Measures

= This project will evaluate measures related to surgical
procedures that can be used for accountability and quality
improvement for all populations and in all settings of care. The
first phase of this project will address surgical areas including:

% General perioperative care
% Surgical database participation
% Procedure specific (CABG, GU,etc.)

* NQF currently has more than seventy endorsed measures
within the area of surgery.
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Measures Under Review

0113: Participation in a Systematic Database for Cardiac Surgery

0114: Risk-Adjusted Post-operative Renal Failure

0119: Risk-Adjusted Operative Mortality for CABG

0126: Selection of Antibiotic Prophylaxis for Cardiac Surgery Patients
0128: Duration of Antibiotic Prophylaxis for Cardiac Surgery Patients
0129: Risk-Adjusted Prolonged Intubation (Ventilation)

0131: Risk-Adjusted Stroke/Cerebrovascular Accident

0178: Improvement in status of surgical wounds

0264: Prophylactic Intravenous (1V) Antibiotic Timing

0268: Perioperative Care: Selection of Prophylactic Antibiotic: First OR
Second Generation Cephalosporin

0269: Timing of Prophylactic Antibiotics - Administering Physician 0270:
Perioperative Care: Timing of Prophylactic Parenteral Antibiotics —
Ordering Physician

0271: Perioperative Care: Discontinuation of Prophylactic Parenteral
Antibiotics (Non-Cardiac Procedures)

0453: Urinary catheter removed on Postoperative Day 1 (POD1) or
Postoperative Day 2 (POD2) with day of surgery being day zero.

0454: Anesthesiology and Critical Care: Perioperative Temperature
Management

0456: Participation in a Systematic National Database for General
Thoracic Surgery

0458:Pulmonary Function Tests Before Major Anatomic Lung Resection
(Pneumonectomy, Lobectomy, or Formal Segmentectomy)

0465: Perioperative Anti-platelet Therapy for Patients undergoing
Carotid Endarterectomy

0527: Prophylactic Antibiotic Received Within One Hour Prior to Surgical
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0528: Prophylactic Antibiotic Selection for Surgical Patients
0529:Prophylactic Antibiotics Discontinued Within 24 Hours After
Surgery End Time

0533 : Postoperative Respiratory Failure Rate (PSI 11)

0534: Hospital specific risk-adjusted measure of mortality or one or
more major complications within 30 days of a lower extremity bypass
(LEB).

0734: Participation in a National Database for Pediatric and Congenital
Heart Surgery

2038: Performing vaginal apical suspension (uterosacral, iliococygeus,
sacrospinous or sacral colpopexy) at the time of hysterectomy to
address uterovaginal prolapse

2052 : Reduction of Complications through the use of Cystoscopy during
Surgery for Stress Urinary Incontinence

2063: Use of cystoscopy concurrent with prolapse repair surgery
2556: Yearly Surgical Case Volume of Primary Stapled Bariatric
Procedures for Morbid Obesity

2557:Hospital-level, 30-day all-cause readmission rate after elective
primary bariatric surgery procedures

2558: Hospital 30-Day, All-Cause, Risk-Standardized Mortality Rate
(RSMR) Following Coronary Artery Bypass Graft (CABG) Surgery

2559: Bariatric Surgery Hospital Accreditation

2561: STS Aortic Valve Replacement (AVR) Composite Score

2563:STS Aortic Valve Replacement (AVR) + Coronary Artery Bypass
Graft (CABG) Composite Score

b——
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Activities and Timeline

Process Step Timeline

Measure submission deadline 3/17/2014

SC member orientation 3/25/2014

SC member preliminary review and evaluation 4/8/2014-4/28/2014
SC Work group calls 5/1/2014-5/19/2014
SC in-person meeting 5/28/2014-5/29/2014

Draft report posted for NQF Member and Public  7/3/2014-8/4/2014
Review and Comment

SC call to review and respond to comments 6/10/2014

Draft report posted for NQF Member vote 9/5/2014-9/19/2014
CSAC review and approval 9/30/2014-10/21/2014
Endorsement by the Board 11/2/2014-11/11/2014
Appeals 11/12/2014-12/11/2014
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Role of the Standing Committee

General Duties

= Act as a proxy for the NQF multi-stakeholder
membership

= Serve 2-year or 3-year terms
= Work with NQF staff to achieve the goals of the project

= Evaluate candidate measures against the measure
evaluation criteria

= Respond to comments submitted during the review
period

= Respond to any directions from the CSAC

NATIONAL QUALITY FORUM 13
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Presentation Notes
We bring together this group of experts to evaluate the measures in depth and make recommendations to NQF membership for endorsement and the membership will then vote on the measures 

Process for 2-year or 3-year term assignments; selected at random.  If you have any objections to serving longer than a 2-year term, please let us know.


Role of the Standing Committee

Measure Evaluation Duties

= All Members review ALL measures
= Evaluate measures against each criterion

% Indicate the extent to which each criterion is met
and rationale for the rating

* Make recommendations to the NQF membership for
endorsement

= Qversee Surgery portfolio of measures

NATIONAL QUALITY FORUM
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Presentation Notes
In person obligation limited to the April meeting, but if we are unable to get through all the measures during that, we may hold a follow up conference call to finish.

Oversee Cardiovascular portfolio of measures
Evaluate new measures
Evaluate endorsed measures for maintenance of endorsement
Identify gaps
Consider measure issues that arise; ad hoc reviews, etc.



Role of the Standing Committee Co-C

= Facilitate Standing Committee (SC) meetings
= Work with NQF staff to achieve the goals of the project

= Assist NQF in anticipating questions and identifying
additional information that may be useful to the SC

= Keep SC on track to meet goals of the project without
hindering critical discussion/input

= Represent the SC at CSAC meetings
= Participate as a SC member
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Role of NQF Staff

= NQF project staff works with SC to achieve the goals of the
project and ensure adherence to the consensus development
process (CDP):

Organize and staff SC meetings and conference calls

% Guide the SC through the steps of the CDP and advise on NQF
policy and procedures

% Review measure submissions and prepare materials for
Committee review

% Draft and edit reports for SC review

5 Ensure communication among all project participants
(including SC and measure developers)

9 Facilitate necessary communication and collaboration
between different NQF projects

NATIONAL QUALITY FORUM
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Role of NQF Staff

Communication

% Respond to NQF member or public queries about the
project

% Maintain documentation of project activities

9 Post project information to NQF website

% Work with measure developers to provide necessary
information and communication for the SC to fairly and
adequately evaluate measures for endorsement

% NQF project staff works with communications
department to publish final report

NATIONAL QUALITY FORUM
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In addition to work with the SC, we also work with the public, to respond to queries, make sure the web information is up to date and accurate, and to help the measure developers through the submission form 


SharePoint Overview

= Surgery Standing Committee SharePoint Site

©  Committee Home
»  General Documents :
*  Standing Committee Guidebook
*  CDP Standing Committee Policy
*  Measure Evaluation Criteria
°  Measure Information-What Good Looks Like
»  Measure Document Sets
»  Meeting and Call Documents

°  Committee Calendar
©  Committee Links

©  Committee Roster

5 Staff Contacts

% Survey Tool

NATIONAL QUALITY FORUM
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http://share.qualityforum.org/Projects/Cardiovascular/SitePages/Home.aspx

SharePoint Overview

= Screen shot of homepage:

NATIONAL % O
Cardiovascular » Home O
" & QUALITY FORUM Il e
-, otes
v amanty
MQF Share Intranet = | Projects = | csAC Councils = HHS SharePoint Help « All Sites El y= 0
Committee Home |
Committes Calendar Cardiovascular
Committee Links
Committee Roster General Documents
TEFTINELE Type Mame Modified Modified By
CDP Standing Committee Polic 1/16/2014 2:38 PM Wunmi Isijola
s ™ a v f16/ 3
Trmmies Frelimieny E Committee Guidebook 1/10/2014 10:20 AM wunmi Isijola
Measure Evaluation E Measure Evaluation Criteria Guidance 2013 1/16/2014 2:38 PM Wunmi Isijola
E Measure Information- What Good Locks Like 1/16/2014 2:36 PM Wunmi Isijola
Staff Home
Staff Documents 9 add document
= .
4 Recycle Bin Measure Documents
2h Al site Content
Measure Number Name Dre=cription Measure Steward/Developer Measure Sub-Topic
= Measure Sub-Topic : (1)
0521 Heart Failure Percentage of home health episodes of care during which patients with Centers for Medicare &
Symptoms Assessed heart failure were asses=zed for symptoms of heart failure, and Medicaid
and Addressed appropriate actions were taken when the patient exhibited symptoms of
heart failure.
9 add document
Meeting and Call Documents
Type Mame Modified Modified By
= Meeting Title : 1/30/2014 Orientation Call (1)
E MQF Cardiowascular Project Orientation Agenda 1/28/2014 2:56 PM wWunmi Isijola
4 ~Add document
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SharePoint Overview

Please keep in mind:

" +and-signs:

Measure Documents

Measure Number Mame

$@‘leasure Sub-Topic: (1)

& Add document

Meeting and Call Documents

Type Name

$@‘leeting Title : 1/30/2014 Orientation Call (1)

# Add document
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=>

Measure Documents

Measure Number Mame

@‘Ieasure Sub-Topic: (1)

0521 Heart Failure
Symptoms Aszsessed
and Addresszed

gk Add document

Drescription

Percentage of home health episodes
heart faillure were asses=zed for sym
appropriate actions were taken whe
heart failure.

Meeting and Call Documents

Type Mame

gk Add document

@‘leeting Title : 1/30/2014 Orientation Call (1)

m MQF Cardiovascular Project Orientation Agenda & new
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Measure Evaluation Overview
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NQF has always used evaluation criteria because it standardizes the evaluation among the various committees.  
It also provides the rules of the road so that developers and stakeholders understand what NQF-Endorsement means. 
Thus it what will be the responsibility of the committee to use the evaluation criteria when you’re making your evaluation.
 
Measures are reviewed against all the evaluation criteria that are current at the time of the review.
 
Most recent NQF guidance established in 2010—the criteria haven’t really changed, but the guidance on how to evaluate measures against the criteria have changed (raising the rigor)
 
Because measures have been endorsed previously does not mean they are automatically expected to meet the current criteria
 



NQF Measure Evaluation Criteria for Endorse

NQF endorses measures for accountability applications (public
reporting, payment programs, accreditation, etc.) as well as
quality improvement.

= Standardized evaluation criteria

= Criteria have evolved over time in response to stakeholder
feedback

= The quality measurement enterprise is constantly growing
and evolving — greater experience, lessons learned, expanding
demands for measures — the criteria evolve to reflect the
ongoing needs of stakeholders

NATIONAL QUALITY FORUM 22
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Presentation Notes
How do we decide what is good enough for accountability purposes?   Standardized criteria that is known to all. Developers know what is expected.  End users know that a measure has been evaluated in a certain way.


Major Endorsement Criteria

Hierarchy and Rationale (page 32)

> Importance to measure and report: Goal is to measure those
aspects with greatest potential of driving improvements; if not
important, the other criteria are less meaningful (must-pass)

> Reliability and Validity-scientific acceptability of measure
properties : Goal is to make valid conclusions about resource use; if
not reliable and valid, there is risk of improper interpretation (must-
pass)

> Feasibility: Goal is to, ideally, cause as little burden as possible; if
not feasible, consider alternative approaches

> Usability and Use: Goal is to use for decisions related to
accountability and improvement; if not useful, probably do not care
if feasible

> Comparison to related or competing measures
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Presentation Notes
The page numbers on these slides reference to the committee guidebook 
The criteria are in the specific order and that there is a hierarchy- there is a logic to looking at them in the specific order
The first one will be importance to measure and report followed by reliability and validity scientific acceptability to measure properties. 
Criteria 1 & 2 are must-pass criteria
Note that we’ll discussion harmonization and best-in-class a little later in the presentation.



Quality
Structure
Process
Intermediate clinical outcome
Outcome
Use of services (used as proxy for outcome, cost)
Patient experience
Resource use/cost 
Efficiency (combination of quality and resource use)
Composite (combination of two or more individual measures in a single measure that results in a single score)


Subcriteria delineate how to demonstrate that the major criteria are met
How do you know a measure is important, scientifically acceptable, etc.? 
Criteria parallel best practices for measure development
For example, begin with identifying what is important to measure, and later what is feasible
Most criteria/subcriteria involve a matter of degree rather than all-or-nothing determination
Requires both evidence and expert judgment



Criterion #1: Importance to Measure & Rep

(page 36-38)

1. Importance to measure and report - Extent to which the specific measure focus is
evidence-based, important to making significant gains in healthcare quality, and
improving health outcomes for a specific high-priority (high-impact) aspect of healthcare
where there is variation in or overall less-than-optimal performance.

1a. Evidence — the measure focus is evidence-based.
1b. Opportunity for Improvement - demonstration of quality problems and opportunity
for improvement, i.e., data demonstrating considerable variation, or overall less-than-

optimal performance, in the quality of care across providers; and/or
disparities in care across population groups (pages 41-42)

1c. High Priority — the measure addresses a specific national health goal or priority
and/or a high-impact aspect of healthcare. (page 42)

1d. Quality construct and rationale (composite measures)
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Caution that “importance to measure and report” does not speak to if the topic is important. 
The process of care for this topic area is probably very important.  Everything we do in healthcare is important but in terms of having the right measures, not everything needs to be measured.
Committee must consider if this aspect of care should be measured 
Is extending resources and developing a fairly considerable infrastructure to collect and report on data for the measure seem reasonable and necessary?
Does the value and importance of the information we’re obtaining offset the burden of measurement?

Importance:
We all like to feel good that we’re performing well but NQF-Endorsed measures have a goal to drive improvement.  So if everybody’s already getting an A, there is a great deal of improvement possible.
Focus on looking for measures for which there is still opportunity to improve 
Opportunity for improvement might be:
overall poor performance
significant variation in performance 
variation among different sub-population particularly around disparities whether its age, gender, race and ethnicity

Quality construct and rationale (composite measures) 
If a composite measure, why were these components of the measures put together? What is the quality construct?




1a Evidence (page 36-37)

Requirements for 1a.

= Qutcome measures —a rationale (which often includes
evidence) for how the outcome is influenced by healthcare
processes or structures.

" Process, intermediate outcome measures - the quantity,
quality, and consistency of the body of evidence underlying
the measure should demonstrate that the measure focuses
on those aspects of care known to influence desired patient
outcomes

% Empiric studies (expert opinion is not evidence)

9 Systematic review and grading of evidence
»  Clinical Practice Guidelines — variable in approach to evidence review
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The requirements for evidence differed depending on the type of measure:
Outcome measures are inherently important and really are the reason and the most important information that people want to know about healthcare delivery
Patients want to know what happened and providers and professionals should want to know how well they’re doing and what happened to their patient.
The bulk of the measures in this project are…

Process, intermediate outcome measures:
Want to look at the quantity, quality and type of studies
Evaluate any study design flaws, biases in those studies and are the results among the studies consistent.
Do the studies present a consistent relationship of the care process that match desired patient outcomes?
Published empirical studies with a systematic review and grading are desired- expert panel decisions are not a ideal source of evidence. 
Not all systematic reviews are equal
In 2011, the Institute of Medicine published two studies around performance of systematic reviews and the use of systematic reviews in clinical practice guideline and we are seeing an evolution of adopting the IOM standards for writing and doing of systematic review and the use of systematic reviews for the IOM process in clinical practice guidelines from professional society.
Process in transition-many, many measures are based on clinical practice guidelines but those guidelines are variable in their approach to the evidence review and many of them are undergoing current re-review based on new processes

Developers are asked many questions around the quantity, quality and consistency of evidence (QQC)      




Algorithm#l — page

Algorithm #1. Guidance for Evaluating the Clinical Evidence

1. Does the measure assess performance

2. Does the 5C agree that the relationship between

on a health outcome (e.g., mortality, YES the measured health outcome/PRO and at least one M PASS
function, health status, complication) or —pe] 1€ 3lthcare action (structure, process, intervention, or
PRO (e.g., HRQoL/function, symptom, service) is identified (stated or diagrammed) and EE NO PASS
experience, health-related behavior)? suppoarted by the stated rationale?
I
3. For measures that 4. 1s a summary of the 5a. Does the SR conclude:
assess performance on an quantity, quality, and *Quantity:Mod/High; Quality:High;
intermediate clinical consistency (QQC) of the Consistency:High (See Table on QQC)
outcome, process, or hody of evidence from a SR *High certainty that the net benefit is
structure - is it based on a provided in the submission substantial (e.g., USPSTF-A)
systematic review (SR) and form? *High quality evidence that benefits clearly - RATE AS
grading of the BODY of outweigh undesirable effects (e.g., HIGH
empirical evidence where A SR is a scientific GRADE-Strong)
the specific focus of the investigation that focuses on *If measuring inappropriate care, Mod/Hi
evidence matches what is a specific question and uses certainty of no net benefit or harm outweighs
being measured? explicit, prespecified benefit (USPSTF-D)
(Evidence means empirical scientific methods to 5b. Does the SR conclude:
studies of any kind, the YES IdEﬂl‘IfY,FElE[t, ASSEss, and tyes *Quantity:Low-High; Quality:Mod;
body of evidence could be = summarize the findings O_f > Consistency:Mod/High (See Table on QQC) RATE AS
one study; SR may be 227 LB SR 2 SIS 22 *Moderate certainty that the net benefit is B
i ' It may include a quantitative : : . MODERATE
associated with a v quantr substantial OR moderate-high certainty the net
guideline) wnthes!s {H’IEtEI—EI"IEﬂ".i‘?'.ISL benefit is moderate (e.g., USPSTF-B)
depending on the available
Answer NO if any: data. (IOM) Er::. Dn.es the SR conclude: |
*Evidence is about Cﬂnf-‘.nstenqr:_mw; cnntrnversml .
something other than Answer NO if: *Moderate/high certainty that: the net_beneht 15
what is measured *Specific information on small {_'e_g_, USFSTF C); OR no net benefit, or harm RATE AS
*Empirical evidence QQC not provided (generaf outweighs benefit (USPSTF-D) . 1  Low
| | P | *Low quality evidence, desirable/ undesirable



Presenter
Presentation Notes
[Go over evidence algorithm] 
Looking for your feedback on the usefulness of the algorithm 



Criterion # 2: Reliability and Validity — Scie

Acceptability of Measure Properties (page

Extent to which the measure, as specified, produces consistent (reliable) and
credible (valid) results about the quality of health care delivery

2a. Reliability (must-pass)
2al. Precise specifications including exclusions
2a2. Reliability testing—data elements or measure score

2b. Validity (must-pass)
2b1. Specifications consistent with evidence
2b2. Validity testing—data elements or measure score
2b3. Justification of exclusions—relates to evidence
2b4. Risk adjustment
2b5. Identification of differences in performance
2b6. Comparability of data sources/methods
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Reliability and validity are not all-or-none properties:  they are a matter of degree
Reliability and validity are not static:  they can vary with different conditions of using the measure
In order to be valid, a measure must be reliable
BUT, reliability does not guarantee validity

Empirical evidence of reliability and validity (measure testing) is expected
Reliability and validity are demonstrated for the measure as specified (not the measure concept)
Measure specifications are addressed under reliability and validity
2a1.  Precise specifications foundation for reliability
2b1.  Specifications consistent with evidence foundation for validity
Flexible testing options rather than prescriptive
Specific thresholds not set – results should be within acceptable norms
Insufficient evidence cannot be evaluated or considered for endorsement  (untested)
Does not replace need for expertise and judgment

Reliability and validity can be tested for the data elements and/or the measure score
Data element
Numerator (e.g., is number of laboratory tests) 
Denominator (e.g., patients with diabetes)
Generally not focused on the reliability of the physiologic test
Measure score
Observed/Expect total cost per AMI episode
Testing can be done on samples
Prior evidence may be used as appropriate
If empirical evidence of data element validity, separate reliability of data elements not required 
Face validity of measure score as indicator of resource use accepted (if systematically assessed)



Reliability and Validity

Assume the center of the target is the true score...

Reliable Neither Reliable Both Reliahle
Not Valid Nor Valid And VYalid
Consistent, Inconsistent & Consistent &
but wrong wrong correct
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On this graphic, each dot is a measurement.

In the first target, all of the measurements are quite similar, but they don’t do a very good job of hitting the target—this portrays a measure that is reliable, but not valid.

In the second target, the measurements aren’t very close to each other or to the center of the target—this portrays a measure that is neither reliable nor valid.

In the third target, all of the measures are close to each other and to the center of the target—this portrays a measure that is both valid and reliable.

See for a more in-depth discussion:
www.socialresearchmethods.net/kb/relandval.php

Note that in order to be valid, a measure must be reliable; but reliability does not guarantee validity.



Measure Testing — (Key Points page 46)

Empirical analysis to demonstrate the reliability and validity of
the measure as specified, including analysis of issues that pose
threats to the validity of conclusions about quality of care such
as exclusions, risk adjustment/stratification for outcome and
resource use measures, methods to identify differences in
performance, and comparability of data sources/methods.
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Reliability Testing (page 46)

Key points - page 47

Reliability of the measure score refers to the proportion of variation in the

performance scores due to systematic differences across the measured

entities in relation to random variation or noise (i.e., the precision of the

measure).

% Example - Statistical analysis of sources of variation in performance
measure scores (signal-to-noise analysis)

Reliability of the data elements refers to the repeatability/reproducibility of
the data and uses patient-level data

5 Example —inter-rater reliability

Consider whether testing used an appropriate method and included
adequate representation of providers and patients and results are within
acceptable norms

Algorithm #2 — page 48
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Presentation Notes
Again, let me emphasize that these are examples of how a developer might test.  There may be other ways…
Can refer to the Measure Testing Guidance Report

NOTE:  Precise specifications provide the foundation for achieving consistency, but not empirical evidence of reliability
Has it been demonstrated that variability across entities is due to true difference (signal) vs. error (noise)?

So, in section 2a1, you will see the precise specifications of the measure.  NOTE that on the first page of the form, we show you the “general”  numerator and denominator statements—but in this section, the developer gives you the details underneath those (possibly) general statements. 

the exclusions to the denominator.  
As you evaluate the measure, you must consider these exclusions and determine whether or not they ring true to you.

How the measure is stratified or risk adjusted.  Note that stratification/risk adjustment is typically seen with outcome measures.  Since this is a process measure, we are not surprised to see that there is no stratification or risk adjustment.

Note also just under that section, you will see that the developer is telling you that the measure score is a rate or proportion, and that higher scores reflect better quality.

Sources of data for the measure.  And by this, we mean, what kind of data they have specified the measure as relying on.  Here, they are saying data for this measure can come from electronic clinical data, EHRs, or paper records.

Two other very important pieces of information are included in this section.

First, the level of analysis: or, what entity is this measure looking at.  
Second, they are telling you the setting for the measure.  

Next section.  This is the beginning of the form where the developer describes the what they have done to test the reliability of the measure. 

Results of their reliability tests.  Note that we ask for the actual statistics, as well as some commentary about what the statistics mean.
NOTE again that NQF does not specify what kinds of testing must be done, nor does it give thresholds (e.g., percent agreement must be X %).



Algorithm #2 — page 48

Algorithm #2. Guidance for Evaluating Reliability

1. Are submitted specifications precise, unambiguous, and complete so that they can be consistently NO RATE AS
implemented? (definitions, value set codes with descriptors, logic, HQME/QDIM for eleasures) LOW

l YES

2. Was empirical reliability testing conducted using statistical tests with 3. Was empirical validity
the measure as specified? NO | testing of patient-level data NO RATE AS
™ conducted? ™ INSUFFICIENT
Answer NO if any:
*Only descriptive statistics
;:;r;:;:ge process for data management, cleaning, or computer YES Use rating from valicity
*Testing does not match measure specifications (i.e., data, eMeasure, ;?:;n;:r{? gi:ienr—fwet
level of analysis, patients)
YES 6. Based on the reliability
— - statistic and scope of testing
4. Was reliability testing 5. Was the method described and ves | (number of measured entities
conducted with comput- appropriate for assessing the *1 and representativeness):
ed performance measure propaortion of variability due to real '
scores for each measured differences among measured F':"'.LF'FI:IQFE.I"I"I""MEE sureE\.raITa. 5kfprces‘-@ﬂlS_CriFeria_CSAC\CD
entity? antities? mmentiFinal EIements\F{EhablI|t}rRat|ngA|gDrlthm.an|L’ RATE AS
ves | Such as: performance measure scores  |—— HIGH
Answer NO if: ™| *sSignal-to-noise analysis (e.g., are reliable?
*Only one overall score Adams/RAND tutorial) T —
for all patients in sample *Random split-half correlation L y RATE AS
used for testing *Other accepted method with or confidence that the | YES
patient-level data NI P perfﬂr_mance Measure scores MODERATE
reliahility of the performance score are relisbler
Ge. 1s there low certainty or
I I confidence that the




Validity testing (pages 49- 51)

Key points — page 51

= Empiric testing

* Measure score — assesses a hypothesized relationship of the
measure results to some other concept; assesses the
correctness of conclusions about quality

* Data element — assesses the correctness of the data
elements compared to a “gold standard”

= Face validity

® Subjective determination by experts that the measure
appears to reflect quality of care
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Algorithm #3 — page 52

Algorithm #3. Guidance for Evaluating Validity

I 1. Are measure specifications consistent with the evidence provided in support of the measure (1a)? L RATE AS I_UWI
y YES
2. Were all potential threats to validity that are relevant to the measure empirically assessed?
*Exclusions (2b3)
*Need for risk adjustment (2b4) NO RATE AS
*Able to identify statistically significant and meaningful differences in perfermance (2b5) = INSUFFICIENT
*Multiple sets of spedficotions | 2bE)
*Missing data/nonresponse (2b7)
¥ VES
3. Was empirical validity testing 4. Was face validity systematically 5. Do the results indicate:
conducted using the measure as assessed by recognized experts to *Substantial agreement that
. . NO . YES YES RATE AS
specified and appropriate statistical |—p=] determine agreement on whether the performance measure S
test? the eomputed performance scare from the measure as MODERATE
measure score from measure as specified can be used to
Answer NO if any: specified can be used to distinguish quality?
*Face validity (see box 4-5) distinguish good and poar AND
*Only refer to clinical evidence (1a) quality? *Potential threats to validity
*Only descriptive statistics are not a problem, OR are
*Only describe process for data Answer NO if; adequately addressed so
management, cleaning, computer *Focused on data element results are not biased?
programming accuracy, availability, feasibility, or
*Testing does not match measure other topics 1 »| RATE AS LOW
specifications (i.e., data, eMeasure, NO
level, setting, paticnts) 1 RATE AS
-
NO INSUFFICIENT
YES

8. Based on the results (significance and strength)
7. Was the method described and appropriate and scope of testing (number of measured entities
for assessing conceptually and theoretically and representativeness) and analysis of potential

6. Was validity testing
conducted with




Threats to Validity

* Conceptual
9 Measure focus is not a relevant outcome of healthcare
or not strongly linked to a relevant outcome

= Unreliability
% @enerally, an unreliable measure cannot be valid

= Patients inappropriately excluded from measurement

= Differences in patient mix for outcome and resource use
measures

" Measure scores that are generated with multiple data
sources/methods

= Systematic missing or “incorrect” data (unintentional or
intentional)
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Presenter
Presentation Notes
Have to consider potential threat to validity 
There are numerous threats of validity- listed on slide
Developers responded to questions on how they thought about potential threats to validity and assessed the impact of these threats on their measure



Criterion #3: Feasibility (page 53-54)

Key Points — page 55

Extent to which the required data are readily available,
retrievable without undue burden, and can be
implemented for performance measurement.

3a: Clinical data generated during care process

3b: Electronic sources
3c: Data collection strategy can be implemented

NATIONAL QUALITY FORUM
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Presentation Notes
3a. For clinical measures, the required data elements are routinely generated and used during care delivery (e.g., blood pressure, lab test, diagnosis, medication order).
 
3b. The required data elements are available in electronic health records or other electronic sources.  If the required data are not in electronic health records or existing electronic sources, a credible, near-term path to electronic collection is specified.
 
3c. Demonstration that the data collection strategy (e.g., source, timing, frequency, sampling, patient confidentiality,17 costs associated with fees/licensing of proprietary measures) can be implemented (e.g., already in operational use, or testing demonstrates that it is ready to put into operational use).  

Well known and more seasoned measures tend to feasible established data collection strategies 
With newer measures, committee members must ask:
What is the developer’s plan?
How does the developer expect to collect this data?
Does that plan seem feasible?
Is there undue burden?


Criterion #4: Usability and Use (page 54)

Extent to which potential audiences (e.g., consumers, purchasers,
providers, policymakers) are using or could use performance results
for both accountability and performance improvement to achieve

the goal of high-quality, efficient healthcare for individuals or
populations.

4a: Accountability: Performance results are used in at least one accountability

application within three years after initial endorsement and are publicly reported
within six years after initial endorsement

4b: Improvement: Progress toward achieving the goal of high-quality, efficient
healthcare for individuals or populations is demonstrated

4c: Benefits outweigh the harms: The benefits of the performance measure
in facilitating progress toward achieving high-quality, efficient healthcare for
individuals or populations outweigh evidence of unintended negative
consequences to individuals or populations (if such evidence exists).

4d. Transparency: Data and result detail are maintained such that the resource
use measure, including the clinical and construction logic for a defined unit of
measurement can be deconstructed to facilitate transparency and understanding.
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Presentation Notes
Questions to ask:
Has the measures been in use for a while? 
Is it working? 
Is it driving to improve our measures? 
Are things improving?  
Are we going in the right direction?
Do the benefits outweigh the harm?
 
	Are there any untended consequences we may have not known about and then the transparency for use of this measure for more widespread implementation. 



5. Related or Competing Measures (page 5%

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

= 5a. The measure specifications are harmonized with
related measures OR the differences in specifications are
justified.

= 5b. The measure is superior to competing measures (e.g.,

is @ more valid or efficient way to measure) OR multiple
measures are justified.
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Presentation Notes
We really want to do what we can to reduce that chaos and foster harmonization and make decisions about closely related and competing measures. 

If, as a SC, you recommend a measure for endorsement, you may then have to decide whether there are any related or competing measures and you may also have recommendations about how these should be handled.  




Measure Worksheet and Measure Information Fo

Example - [Measure 0521}

= Measure Worksheet
% eMeasure Technical Review (if applicable)
% Public comments
% Workgroup comments (pre-workgroup call)
% Workgroup discussion summary

= Measure Information Form — information submitted by the
developer

% Evidence and testing attachments
9 Spreadsheets
% Additional documents
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Presentation Notes
Pull up measure all document and quickly walk through 


Questions? F8 NATIONAL

UALITY FORUM




Next Steps

= Measure Evaluation Q&A Calls: April 15" and April 24™ from 2-3pmET

= Complete your preliminary evaluation surveys: Varies by assigned
work group; assignments will be made available in April

= Travel logistics information sent by mid-April

= Work Group calls will be May 15t through May 19t

=  Full Committee meeting: Wednesday, May 28™" and Thursday, May
29t in Washington, DC
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Presentation Notes
Next month we’re doing the tutorial calls. Please plan to attend one.  It is helpful if you can go over a measure review form before the tutorial, so we can answer your questions


Project Contact Info

= Wunmi Isijola, wisijola@qualityforum.org

" Andrew Lyzenga, alyzenga@qualityforum.org

= Amaru Sanchez, asanchez@qualityforum.org

= Reva Winkler, rwinkler@qualityforum.org

= NQF Phone: 202-783-1300

= SharePoint site:
http://share.qualityforum.org/Projects/Surgery/SitePages/Ho

Me.aspXx
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