Measure Applications Partnership
Comments on the Interim Reportto HHS: “Further Exploration of Healthcare Quality Measurement for Dual Eligible Beneficiary Population”

National Quality Forum (NQF) Response to Comments Received:

NQF thanks all those who responded with comments on the 2012 Interim Report on the progress of the Measure Applications Partnership (MAP) Dual Eligible
Beneficiaries Workgroup. Input from NQF members and the publicwillbe given careful consideration as MAP’s work continues. Commenters from across
stakeholder groups highlighted the importance of selecting the most salient measures for high-risk dual eligible beneficiaries across the continuum of care.
Commenters supported the workgroup’s efforts to minimize the burden of measurement on stakeholders serving vulnerable beneficiaries with atargeted,
phased approach consisting of alighed measures that address the most prominent opportunities forimprovement. Commenters specifically supported MAP’s
focus on gathering feedback from the field and offered further specificity around measure gaps related to nutrition, accessibility for people with disabilities, re-
hospitalization of individuals with behavioral health needs, and othertopics. Commenters raised methodological issues that complicate the application of
measures; MAP will continue to explore topics such as alignment, risk adjustment, and attribution for consensus.

Commenters also communicated their desire to better understand the relationship between MAP’s work and specific Medicare and Medicaid quality reporting
programs. MAP has been asked to provide flexible and cross-cutting recommendations about appropriate measures for dual eligible beneficiaries; the current
scope of the work allows for coordination with some federal programs, but not an extensive look at each one. Commenters also urged further consideration of
high-need subgroups. MAP has proposed work to identify an aligned family of measures that would address all high-need subgroups, including dual eligible
beneficiaries with serious mentalillness (e.g., schizophrenia, major depression), substance use disorders, dementia, orintellectual /developmental disabilities.

Comment Commenter Commenter
R Comment
Category Organization Name
1. General Abbott Danna Abbottcommends the MAP on their work to identify performance measures that will assess and improve
commentsonthe | Laboratories Caller the quality of care forvulnerable Dual Eligible beneficiaries. We agree thatnutritionisan underlying
report quality issue forthis population and plays afundamental role inimproving the high-leverage opportunity
areas of patient safety, screening and assessment, and care coordination. Abbottrecommends thatthe
MAP Workgroup:

Clarify “Assessment of Unmet Needs” in Appendix F on page 72 by adding “(e.g., stable housing,
nutrition)”. Thisisconsistentwith reportlanguage on page 26 and with explanations provided in other
sections of the table.

Evaluate Malnutrition Screeningand Assessmentas an independent measure g The consequences of poor
nutrition or malnutrition create aburden to both patients and our health care system. Malnutrition can
occur when patients lack essential nutrients because of excesses (too many calories) and/or deficits (such
as not enough calories, protein, vitamins, and minerals). Thus, itis possibleforeven overweightand
obese patients to be malnourished, forexampletheirlean body mass stores may be significantlydepleted.

Malnutritionis nota new problem, and with an aging populationit continues to be a major publichealth
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concern. The risk factors for malnutrition are similarto the risk factors that drive health disparities.
Malnutritionis particularly common amongthe elderly, thoselivingin poverty, individuals on restricted
diets, patients recovering from surgery, and patients with long term psycho-social problems or specific
acuteillness orchronicdiseases (including COPD, cancer, stage 4-5 CKD, CHF, gastrointestinal disease,
HIV/AIDS, stroke, and muscular dystrophy).

Malnutritionis associated with poor outcomes such as higher morbidity and mortality rates, decreased
quality of life, increased infection and complication rates, higher hospitalization rates, increased length of
stay, higherrates of discharge from hospitalsto nursinghomes, longerrehabilitation, higher medication
usage ratesand higherreadmission rates (Fry etal 2010, Jencks etal 2009, Correiaetal., 2003; Covinsky et
al., 1999; Vecchiarinoetal., 2004). Large-scale studies show that as many as half of hospitalized patients
(Robinson etal, 2003; Chimaet al 1997; Mazolewski et al, 1999; Braunschweig et al 2000; Santoso et al
2000, Somanchietal 2011) and 35% to 85% of olderlong-term care residents (Crogan et al 2003; Burger et
al 2000, Thomas etal 2002) are undernourished.

Importantly, the poorhealth outcomes and increased costs associated with malnutrition are generally
avoidable. Screening, assessment and intervention for malnutrition are cost-effectiveand have been
shown to both improve health outcomes and reduce costs (Brugleretal1999, Somanchi etal 2011, Lacson
etal 2012).

1. General
commentsonthe
report

American
Geriatrics
Society

Susan
Sherman

AGS strongly supports any measures which emphasize advanced directives and attention to comfort at
end of life stagesforthe complex, olderadult population.

1. General
commentsonthe
report

America's
Health
Insurance Plans

Carmella
Bocchino

We supportthe work on ensuring a cohesive measurement strategy forthe dual eligible population. In
designing ameasurement strategy forthis population, alignment across Medicare and Medicaid is critical
and needsto be addressed by the MAP. The MAP should be guided by theirstated goals and focus on of a
parsimonious set of measures, outcomes ratherthan process measures, and utilizing existing program
measures where appropriate (e.g. NCQA, CMS Star Ratings). Areas ofimprovement need to be prioritized
due to measure parsimony and measurement evolutionis also critical in orderto best meet the needs of
the population. Whilewe support the concept of a core set of measures some metrics may not be
appropriate for certain sub-populations (e.g. colorectal cancer screenings forinstitutionalized dual eligible
members). We are supportive of phased approach to measure selection and implementation as entities
have different capabilities to report onthese measures. Such an approach will also allow for establishing
baseline measurements with the ability to examinetrendsin the future, further refine measures, and
develop auniformand concise metricset on which to report and focusimprovement efforts. Metrics that
rely on chart review and EHR data extraction should be administered as part of existing data collection
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efforts. Forexample, we encourage the use of Pharmacotherapy Management of COPD Exacerbation,
whichis currently used for HEDIS reporting, in lieu of COPD— Management of Poorly controlled COPD.
Additional efforts are needed to address the impact that socioeconomicfactors has on attainment of
performance targets forthis population. Finally, the duals are nota homogenous group and comparisons
of performance need to occuramong sub-populations with similar characteristics.

1. General AmeriHealth Thomas AmeriHealth Mercy Family of Companiesis pleased to offer comment. We supportthe comments from

commentsonthe | Mercy Familyof | James AHIP. Additionally we would offerthat measurementis an essential element of DMAIC (Define, Measure,

report Companies Analyze, Improve and Control) system for quality improvement.) Sothe measures needto be informed
through the process of definition of gapsin care for the specificpopulation. The work of the Dual Eligible
Work Group and the reportfromthat body, is evolving. The report does describe the effortsin the various
meetings. The group has recognized the complementary impacts of the environment, the patient’s
mental health, their health practices as well as the health care system. The Work Group should continue
its efforts and should enlarge themto get to real pragmaticmeasures

1. General GlaxoSmithKline | Deborah GSK supports MAP’s overall vision of enhanced quality of care for the dual eligible population. GSK agrees

commentsonthe Fritz that this populationisvulnerable and often experiences difficulties navigating the healthcare

report environment. We applaud federal and state efforts to reduce fragmentation and improve quality and care
coordination fordual eligible beneficiaries, as this population has complexhealthcare needs. However,
more clarification on how these measures are being utilized across CMS programs, as well as the
connection with the developed state MOU’s focus on quality measures.

1. General Healthfirst Joyce Chan | 1. We appreciate that MAP clearly identifies the level of analysis responsible forreporting each measure.

comments onthe For those measures where the health planis notexplicitly included in the level of analysis, we recommend

report the following:

¢ The health plan should not be responsible for collecting and reporting the data on behalf of any of the
otherentities.
¢ The health planshould not be held liable forthe results of quality measures reported by other entities.

2. Administrative burden, particularly asitrelates to medical record review, is aconcern.

e Any measures requiring medical record are challengingto report due to the laborassociated with chart
retrieval and review.

¢ Some measures specify EHR reporting. However, the administrative burden still exists because (1) EHR
adoptionisnotuniformacross all providers use EHRs, (2) health plan accessto and communication with
provider EHRs varies widely, and (3) reporting mechanisms from EHRs are not standardized and typically
not automated.

3. Developingasingle core set of measures is difficult due to the high variation within the dual population.
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e We support MAP’s intention to use a phased approach to measure selection and implementation since
entities have very different capabilities to reporton these measures (e.g., hospitals and large practices
have more reporting capability than nursinghomes and SNFs). We recommend that any core set of
measures be limited to entities that have the capability to report today and be expanded in the future to
othersso they can develop the capability.

¢ We recommend that measures are used to compare similar dual populations to each other. For
example, when comparisons are made between plans, they should be made within population sub-group
type (e.g., compare chroniccare SNP only to chronic care SNPs, dual SNPs only to dual SNPs)

¢ We understand the desire to develop a core set of measures to use across the dual eligible population.
However, some measures do not make sense for certain sub-populations. Forexample, colorectal cancer
screenings do not make sense forinstitutionalized dual eligible members.

1. General
commentsonthe
report

Healthfirst

Joyce Chan

4. Some measures are not nationally standardized, originating from smaller organizations (e.g., MN
Community, UNC Chapel Hill, Partners Healthcare System, etc.). Becausethey are not standardized
measures, products do not currently existto report this data. These measures will need to be
programmed individually by health plans (orotherentities responsiblefor reporting) and there is potential
for variability in the way these measures are reported. This variability means that measures may not be
comparable between entities.

5. Some measures are very similarto existing measures. Existing measures should be used for the sake of
better comparisons and to minimize measurementburden. (e.g.,, COPD—Management of Poorly
Controlled COPDis similarto HEDIS Pharmacotherapy Management of COPD Exacerbation)

6. Some measures are very setting- or condition-specific, and reporting of these measures will likely fall to
facilities with high utilization of dual eligibles. Such highly specialized facilities (e.g., nursinghomes, SNF)
typically don’thave avery robust reportinginfrastructure.
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1. General National Charles NASDDDS represents the 51 state developmental disabilities services agencies. We appreciate the
commentsonthe | Associationof Moseley opportunity tocomment. We endorse the comments submitted by Clarke Ross on behalf of CCD. In
report State Directors addition, we offerthe following suggestions, meant to complement and enhance those suggested by CCD.
of
Developmental NASDDDS suggests the following changes to the High-need sub groups:
Disabilities - Adults 18-64 with physical disabilities, sensory disabilities, ortraumaticbraininjury.
Services - Medically complex adults 65 and older with functional limitations and co-occurring chronic conditions
- Beneficiaries with serious mental illness (SMI) and/or substance use disorders
- Beneficiaries with intellectualand developmental disabilities.
- Beneficiaries with cognitive impairments related to aging, including dementia and Alzheimer’s.
We alsosuggestaddingacolumnin Table 3 titled "Distinct Issuesfor Adults with ID/DD." In that column,
we suggest the followingitems related to Quality of Life:
- Trainingin key personal-social skills
- Expanding employment participation
- Participationin community activities
- Improving personal independence and self-direction
- Ensuringthe availability of transportation
1. General National Charles The followingitems under "Care Coordination and Safety": Coordination with mental health services
commentsonthe [ Associationof Moseley
report State Directors Supporting self-direction overstaff and individual budgets
of Andthat the section on"Screeningand Assessmentinclude: Person-centered support delivery
Developmental
Disabilities We hope these comments are helpful. We would be happy to discuss them further--please contact Chas
Services Moseley at (703) 683-4202
1. General National PACE | Juliet The National PACE Association (NPA) appreciates the considerable timeand work spent by NQF and MAP
commentsonthe | Association Thomas to develop Healthcare Quality Measurement forthe Dual Eligible Beneficiary population, and we are
report pleased forthe opportunity to provide the followingcomments. NPAdoes not have any recommendations

at thistime, but we do have some questions that we feel are importantas we think about how these
measures can be used for PACE participants.

NPA supportsthe phased approach to implementing the quality measures. A phased approach gives
organizationsthe time to understand the measures and the flexibility to ease into more sophisticated
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measuresovertime. We alsofeltthatit was a great ideato go with a broader measure of pain assessment
and the need to conduct pain assessment priortoinitiation of pain therapy.

1. General
commentsonthe
report

PhRMA

Jennifer
Van Meter

PhRMA supportsthe MAP’s efforts to identify performance measures that evaluate the quality of care
providedto beneficiaries who are dually eligible for Medicaid and Medicare. The health of this
population, by nature, is particularly fragile, and receiving appropriate care is critical to achieving good
clinical outcomes. Activities such as care coordination, good care transitions, medication reconciliation,
discharge planning, medication adherence monitoring and counseling, and assessment of patient care
experience are important to evaluating the care of these beneficiaries and reaching or maintaining clinical
goals; performance measures that evaluate these activities are importanttoinclude in aset of measures
aboutthis patient population to demonstrate if improved quality of care, quality of life and health
outcomesare achieved.

PhRMA notes thatthe report neglects to clarify how these measures are to be used. How does the MAP
foresee these measuresinterfacing with the dual eligible demonstration projects? How does the MAP
foresee these measures relating to the Medicaid programs? How dothey align with other measure sets
like the Medicaid Core Measure Set and the Medicare Shared Savings Program measures? Are these
measuresintendedto be usedforplanevaluation? If so, are they all appropriately specified and tested
for that level of use and foraccountability purposes within this patient population? We believe these
unanswered questions are glaring omissions in the report.

1. General
commentsonthe
report

SNP Alliance

Valerie
Wilbur

The SNP Alliances strongly supports and appreciates NQF’'s work in the area of measurement for special
needs populationsincludingthose who are dually eligible for Medicare and Medicaid and those with
Multiple Chronic Conditions. We also greatly appreciate the latest phase of work thatis targeting high-
needduals. We have read the NAF draftreport carefully and offeranumber of commentsin this chart
based on ourexperiencein working with plans serving high-risk duals for many years. Below are some of
our highest priorities regarding performance measurement for special needs populations.
a. The needforalignment of:

e Medicare and Medicaid measures and methods; and

e Model of Care requirements with measures and methods fortargeted high-risk/high-need subsets
b. Validation of self-report survey methods for people with compromised self- reporting capabilities,
including validity of proxy methods.
c. Benchmarking and case mix adjustment of measures for high-risk, high-need populations.
d. Application of Data parsimony principles that ensure the value proposition of high-risk dual measures
by:

e Use existing measures, such HEDIS, HOS, CAHPS and MA Stars measuresif they are relevantand

not potentially harmful to special needs beneficiaries based on the subgroup served; SNP structure and
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process measures; and measures related to SNP Models of Care, the basis for NCQA approval of SNPs. To
date, neither S&P nor MOC measures are used to rate SNPsin any meaningfulway.

e Make recommendations on retiring existing MA measures (e.g., HEDIS, HOS, CAHPS,
administrativedata, etc.) for high need populations—becausethey are irrelevant or potentially harmfulto
certain subgroups such as frail elderly orthose with SMl or ESRD — or because they are LESS relevant than
othermeasures.

e Adoptthe principle of substitution when requiring new reporting—as opposedtoaddingonto
existing measures-to preventdataburden

1. General SNP Alliance Valerie StakeholderInput: The Report states that MAP gathered importantinput from stakeholders that began to
commentsonthe Wilbur implement priorrecommendations. Isthere agroup of plansand providers thatare testing specific
report measures? If so, we suggestthat NQF include additional information about the testingand outcomesin

the Final Report. Also, will there be future opportunities to participate in testing? If so, the SNP Alliance
would appreciate learning of such opportunities sowe can alert our members who may be interestedin
participatingin future testing of measures for high-need populations.

Phase in of MAP Recommendations: The Reportindicates thatthe MMCO is usinga multi-year, phased
approach to implementation of MAP recommendations. . . to ensure thatthe systemis measuringthe
rightthingsto benefits dualsin mannerthatis notoverly burdensome...and paying attention to
minimizing extraneous measures that willnot produce improved quality. Pleaseclarify and provide
additional detailinthe NQF Final Report on Dual Measurement. Itisn’t clearfromreviewingthe MOUs
issued to date that the principle of parsimonyis being applied orwhetherthereis a core set of measures
that will be used by all MMPs participatinginthe FAD demo or which of the NQF’s Evolving Core
Measurement set may be includedin the Financial Alignment Demonstration (FAD) core measurement
set.

We strongly support using states as test beds for measure developmentin gap areas and hope that early
FAD MMPs are part of this effort. Itisn’tclear, forexample, where MMCO is streamlining measurement
for MMPs, such as requiring asingle set of HEDIS, CAHPS and functional measures, a single quality
improvement reporting vehicle targeting population/subset specificimprovements, etc. We considerthis
a major “gap” that should be addressed ASAP to reduce duplicative reporting and the dual demos
representanopportune starting point.

Standard Measuresfor Specialty Plans: NQF states thatif SNPs, MMPs and other plans serving duals used
standardized measures, their performance could be compared, but that GAO noted this was not possible

underthe current Model of Care rules. These are two separate issues. We strongly supportestablishinga
core group of uniform measures of uniqueimportanceto SNPs, MMPs and other specialty care plans. And
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for purposes of the FAD, MMPs will have to submita MOC forreview and approval so CMS will have MOCs
for both types of plans. But the Model of Care currently isn’t designed to evaluate SNP performance or
quality;it’'sonlyusedtoapprove SNPsforlicensure. Asnotedinthe gap section below, however, we
strongly support the alignment of MOC domains and requirements with SNP/MMP performance measures
and have urged CMS and NCQA to do so. This alignment would resultin measures and an evaluation
framework of unique importanceto high-need populations.

Barriers to Reliable Data: We strongly agree with the need forinnovationinthe developmentof valid,
reliable satisfaction measures forduals with language barriers, mental illness, cognitive impairments,
limited education and other potentialimpediments to reliable data. The same need exists forother
measuresthatare self-reported suchas HOS. We agree that new methods are needed to gather
information from individuals who may have difficulty responding without a proxy. We also believe that
the issue of proxy use should be studied to determine the reliability of proxy responses. Some geriatric
researchers, including Dr. Robert Kane, have indicated that self-report surveys should not be usedif they
cannot be completed by the beneficiary themselves.

We alsorecommend studying the need forcommon proxy administration methods across programs. For
example, professional health staff can serve as proxies for beneficiaries that routinely receive care in adult
day care settings while persons livingin the community are much less likely to have access to this type of
proxy support. Ifa non-professional or personfilling out the survey does not have regular contact with
the beneficiary, responsesto the same questions filled out by professional proxies in other environments
could be quite different.

We support NQF’s intent to have a multi-purpose set of optional measures for duals, among which
individual plans would choose based on theirenrolled population (“fit for purpose”) This would offer, for
example, plans serving under 65-adults with disabilities a host of appropriate behavioral health measures
from which to choose based on theirtargeted subsets, but would not require them to report measures
that are notrelevanttoyoungerdisabled adults -- such as high-risk drugs forthe elderly.

1. General
commentsonthe
report

SNP Alliance

Valerie
Wilbur

Parsimonious Reporting. We strongly support the concept and discussion regarding parsimony as a
guiding principleas well as the statementthat measurementis only one component of alarger strategy
needto produce quality. In keeping with the objective of parsimony, for SNPs, Medicare-Medicaid plans
and othersinthe dual area:

e We urgethe use of existingmeasures such as appropriate/relevant HEDIS, HOS, CAHPS and MA
Stars measures, SNP structure and process measures and SNP Model of Care related measures (MOC).
There are 11 MOC domainsthat could provide the basis for measurement for high-need beneficiaries.

e We urge NQF to evaluate the current scoring criteriafor SNP MOCs and develop

recommendations regarding criteria thatis more relevant to the needs of specifichigh-risk subsets and less
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volume driven. Thiswould providethe basis for developing aligned quality measures.

e We urge NQF to consider recommendations on meaningful use of SMP Structure and Process
measures which SNPs have reported to NCQA since 2009, and which are not used to evaluate orrate SNP
performance inany meaningfulway. We believe that SNP model of care domains and structure and
process measuresshould be combined and refined into an aligned set single set of MOC requirements with
related measurements. Five of the six S&P measures do not have corresponding domains underthe model
of care and 10 out of 11 MOC domains do not have a direct corollaryinthe S&P measures. If an aligned set
of factors were identified for MOC domains and S&P measures, the MOC could be used to outline care
related requirements and the S&P measures could be used to evaluate plan performance inrelation to
these care domains/requirements.

e Finally, we urge NQF to evaluate the appropriateness of current MA measures (HEDIS, HOS,
CAHPS, administrative data, etc.) for duals and high-need populations and to make recommendations
regarding which measures should be excluded from reporting forall SNPs or for specificsubgroups—
because they are irrelevant or potentially harmful to certain subgroups such as frail elderly or those with
SMl or ESRD —or because they are LESS relevantthan other measuresthat could be substituted instead of
justadded on to existing measures. To date, SNPs have not been exempted from any MA measures,
including those thatare irrelevant or potentially harmful; all SNP specificmeasures have been add-ons, not
substitutes. This creates a tremendous administrative burden to all SNPs, but especially for smaller plans
with a limited number of lives over which to spread administrative costs, withoutimproving quality or
providing any added value.

2. Commentson Abbott Danna Abbott supports the MAP Workgroup priorrecommendations toinclude the following measuresin the
the Evolving Core | Laboratories Caller Evolving Core Measure Set:

Measure Set for NQF# 421: Preventive Care and Screening: Body Mass Index (BMI Screening & Follow-Up)

Dual Eligible NQF# 430: Change in Daily Activity Function as Measured by the AM-PAC

Beneficiaries or NQF#729: Optimal Diabetes Care

stakeholder

feedbackon

MAP’s prior

recommendations

2. Commentson American Susan The AGS appreciates how the workgroup continues to describethe recommendations as an evolving work
the Evolving Core | Geriatrics Sherman in progress. We alsoappreciate the grid and its clarity around source, settings, and its level of analysis.
Measure Set for Society We would like to encourage further attention into the following areas: safe transitions, safe medications,

Dual Eligible
Beneficiariesor
stakeholder

and medication reconciliation for the frail multi-morbid population. Lastly, we would like to see further
attention on how to presentand communicate advanced directives. Althoughitis challenging, we strongly

supportattention to the measure around coordination of medical care and community long-term care. As
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feedbackon geriatrics health providers, partnering with colleagues in the community services arenais critical. This

MAP’s prior level of coordination is often the differentiator between high and low quality care.

recommendations

2. Commentson American Robert NQF #1789: Hospital-Wide All-Cause Unplanned Readmission Measure (HWR)

the Evolving Core | Psychiatric Plovnick

Measure Set for Institute for Unplannedreadmissionisanimportant consideration for quality improvement and healthcare efficiency,

Dual Eligible Research and and the American Psychiatric Association supports the need to measure this aspect of care. Patients with

Beneficiariesor Education primary psychiatricillness are likely to experience unplanned readmissions foravariety of factors, some

stakeholder pertainingto the hospitalization which could potentially be modified, others related to the course of

feedbackon illness and post-discharge conditions and services over which the hospital will have farless control.

MAP’s prior Measure #1789 excludes patients with primary psychiatricdisease with the rationale that “patients

recommendations admitted for psychiatrictreatment are typically cared forin separate psychiatricor rehabilitation centers
which are not comparable to acute care hospitals.” While we agree that psychiatric patients should be
excluded from this measure due to technical considerations, we note thatasignificant number of patients
are treated within acute care hospitals for primary psychiatricillness. Further, psychiatricillness, whether
primary or secondary, is prevalent, particularly inthe dual eligible population. Excluding this population
limits the reach of the measure. We therefore suggest unplanned readmissions in the population of
patients with psychiatricillness be prioritized for further study and the development of quality
improvement resources.

2. Commentson America's Carmella Thisreport would benefit from better definitions as to the appropriate attribution of measures (i.e. what

the Evolving Core | Health Bocchino measures are appropriate forgauging health plan performance vs. assessing performance of office-based

Measure Set for
Dual Eligible
Beneficiariesor
stakeholder
feedbackon
MAP’s prior
recommendations

Insurance Plans

physicians, community-based organizations, in-home service providers, etc.). Such guidance isimportant
as the MAP proposes measure sets that decision makers could adoptin whole without specification for
attribution and which may ultimately lack applicability and appropriateness forthe reporting entity (i.e.
health plan, physician, orboth). The reporting entity must have the ability toimprove practice orinfluence
outcomesto ensure that measures are not applied indiscriminately. Additionally, the report also does not
address stratification of the dual eligible population within the core or starter measure sets. We
recommend that both setsinclude measures that examine stratification of the populationin detail. There
isalso an overemphasis on completion of care plans, evaluations, instruments, and the transmission of
such instrument. We recommend a balanced focus on and inclusion of functional and outcomes-based
measuresthatreflect the throughput of aseries of processes. Extremely disparate requirements exist
between Medicare and Medicaid and health plansrely onthe Federal and State governments tolead the
coordination of Medicare and Medicaid coverage.

There are alsoissues with specificmeasures proposed: some measures such as High Risk Medicationsin
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the Elderly, Tobacco Cessation, and Screening for Depression will require burdensome medical chart
review, audits or manual submission of data by practitioners. Additionally, the most appropriate measure
to produce an accurate reflection of actual patient experience with provider cultural competency is NQF
#1904, whichis based on the CAHPS Cultural Competence Item Setand is derived from patient ratings of
experience with providers. We also recommend deletion of #1919 that relies on self-evaluation. This
reportwould also benefitfromincludingadescription of the proposed CAHPS-related measures #1902,
1904, and 1741.

2. Commentson AmeriHealth Thomas AmeriHealth Mercy Family of Companiesis pleased to commenton the Report. We are in agreement with

the Evolving Core | Mercy Family of | James the comments by Carmella Bocchino of AHIP. Additionally we offerthe following comment:

Measure Setfor Companies

Dual Eligible The issue of attribution and of accountability remains very difficult for this population of vulnerable

Beneficiaries or individuals who have limited resources for self-management. The Level of Analysis becomes a proxy for

stakeholder the accountability. There are measuresinthe listforwhich health plans also bearaccountability such as

feedback on 0097-Medication Reconciliation; 0101 Screening for fall risk, and 0729 Optimal diabetes care.

MAP’s prior

recommendations The issue of burden of measurement must be balanced with the need to measure in ordertoimprove.
With finite resources available, health plans can engage ina number of efforts toimprove specificquality
of health care. As part of the National Quality Strategy, there is arecognition of prioritizingthe health
care needs. Thisisthe area of “parsimony” of measuresto lead the prioritization of quality areas for
improvement

2. Commentson GlaxoSmithKline | Deborah Dual eligibles differ from others on Medicare in their demographiccomposition, health care needs, service

the Evolving Core Fritz utilization and tend to have more chronicconditions, 55% for duals vs 44% for all other Medicare

Measure Set for
Dual Eligible
Beneficiariesor
stakeholder
feedback on
MAP’s prior
recommendations

beneficiaries. Focus on chronicconditions such as diabetes, copd and asthma should be considered. GSK
recommends inclusion of measures that increase continuity of care and Comprehensive Medication
Management, such as Medication Reconciliation & HBIPs-6 measuresidentified as core measures but not
as starter measures. GSK supports the improvement of CMM that is a continuous process used by
providerstoensure patients’ medications are coordinated & appropriate. This populationis uniquewhere
members are trying to navigate two separate health care programs. GSK believes CMM measures are an
important mechanism to ensure patients receive adequate care. Dual eligibles had a higher
hospitalization rate than other Medicare recipients and more likely to have two or more
hospitalizations1GSK recommends the following measure “COPD-Management of Poorly Controlled
COPD” intothe starter measures. COPDis the third leading cause of deathinthe U.S. and causes serious,
long-term disability. In addition to high morbidity, COPDis associated with increased healthcare resource
utilization and spending. Smokingis the primary risk factorfor COPD. Smoking cessationisthe single
most effective —and cost effective—intervention to reduce the risk of developing COPD and slow its
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progression.

GSK also recommends consideration of the following measures for further measureinclusion:

NQF #0102: COPD Bronchodilator Therapy, NQF#0091: COPD: spirometry evaluation, NQF#0102: COPD:
inhaled bronchodilatortherapy, NQF#0577: Use of spirometry testingin the assessment and diagnosis of
COPD, NQF#1825: COPD - management of poorly controlled COPD, NQF#0028: Tobacco Use Assessment &
Cessation Intervention, NQF#0577: Use of Spirometry Testingin the Assessment and Diagnosis of
COPD,NQF#0549: Pharmacotherapy Management of COPD Exacerbation

GSK strongly supportsinclusioninto the starter set of measures, NQF#1800 “Asthma Medication Ratio”.
The ratio of controller medication to total asthma medication achieves the dual purpose of identifying
patients who are not adequately persistentin their use of controller medication and identifies patients
who are high utilizers of rescue medications. Overuse of SABAs is associated with increased risk of
hospitalization andis a marker for poor control and disease severity.

2. Commentson Healthfirst Joyce Chan | 1. Use of High Risk Medicationsinthe Elderly: there are currently 2 high risk medication measures (HEDIS,
the Evolving Core Pharmacy Quality Alliance) that health plans currently manage and monitor. We recommend that MAP
Measure Setfor clearlyalign this measure with one of the existing measures.
Dual Eligible 2. Follow-up After Hospitalization for Mental llIness: health planis notlistedin the “Level of Analysis”
Beneficiariesor column. However, thisisameasure that health plans currently report for HEDIS.
stakeholder 3. Patients Admitted to ICU Who Have Care Preferences Documented: We recommend that this be
feedbackon measured more broadly so that patients with an existing advance care plan are considered compliant.
MAP’s prior 4. COPD — Management of Poorly Controlled COPD: Health plans currently report a similar measure based
recommendations on administrative data, whichis less of aburdenthan the combination of datasources (claims, electronic
clinical data, providersurvey, patient survey, pharmacy data) specified by the MAP measure. We
recommend that MAP align this measure to the existing NCQA measure.
5. Cultural Competency Implementation Measure: Itis not clear how relevant this self-reported (by facility
/ plan) measure will be to the actual experience of the consumer/patient/member. We suggest that if
cultural competencyisafocusarea that the memberexperience be the primary measurement. We also
recommend that this measure accounts forregional / geographicvariationsin cultural diversity that may
make this measure more challenging for some regions.
6. SNP 6: Coordination of Medicare and Medicaid Coverage: Itis extremely difficult for health plans to take
the lead on this due to the extremely disparate requirements that exist between Medicare and Medicaid.
Health plans are reliant onthe Federal and State government leading this important effort.
2. Commentson National PACE | Juliet In an effortto understand how these quality measures can be used across dual eligible beneficiaries, NPA
the Evolving Core | Association Thomas has several questions that we would like to ask NQF and the MAP team.
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Comment Commenter Commenter
o Comment
Category Organization Name
Measure Setfor - To whatextent were the quality bonus measures taken into consideration when developing these
Dual Eligible measuresforthe duals? How will the core measure developed by MAP be used in quality reportingand

Beneficiariesor
stakeholder
feedbackon
MAP’s prior
recommendations

guality bonus payment?

‘The quality measures developed forthe first phase of the project focused on adults ages 18-64 with
physical disabilities. However, PACE programs provide services to adults 55 years and older with functional
impairmentand co-occurring chronic conditions. Forthe measures developed inthe first phase of the
project did MAP explore the measures applicability across settings, disabilities and age? Also, with the “fit
for purpose” concept, how will this be used across duals?

- How does MAP envision capturing the dual eligible experience of care when this group has significant
cognitive and language barriers?

2. Commentson PhRMA Jennifer PhRMA supports the Evolving Core Measure Set and the starter set of measures. However, we urge the

the Evolving Core Van Meter | MAP to provide more details aboutthe criteriaforselectingthe starterset of measures. The report

Measure Setfor indicates that the starterset was chosen based on ability toimplement the selected measures, butitdoes

Dual Eligible not commenton whetherthese measures alsoimpact high-leverage areas in need of improvement. We

Beneficiariesor think that the measuresincludedinthe startersetshould be endorsed by a multi-stakeholder consensus-

stakeholder based organization such as NQF, should address a high priority measure area, and should be ready for

feedbackon implementation.

MAP’s prior

recommendations PhRMA also suggests thatthe MAP considerincluding measures related to the optimal care of chronic
diseasesbeincludedinthe starterset. Measures about diabetesand COPDare includedinthe Evolving
Core Set and could be added to the starterset. Other common chronicconditions amongst dual eligible
beneficiaries could also be added.
Additionally, forthis population, care coordinationis critical to ensure that appropriate care is being
rendered. Measures related to care coordination, such as the medication reconciliation, care transition,
and post-discharge care plan measures,should be included in the starter set.

2. Commentson SNP Alliance Valerie Table 1 —Evolving Core Measures

the Evolving Core Wilbur Four of the newly proposed measures potentially overlap with measures that SNPs already report through

Measure Set for
Dual Eligible
Beneficiaries or
stakeholder
feedbackon
MAP’s prior
recommendations

Care of Older Adults (COA)—a HEDIS measure for SNP enrollees 65 and above. There appearsto be
overlap with 3 NQF advance planning related measures (Advance Care Plan (0326), Patients Admitted to
ICU with Care Preferences Documented (1626), and Hospice & Palliative Care Treatment Preferences
(1641)) and the COA measure for Advance Care Planning which measures the percentage of patients aged
65 years and older with documentation of a surrogate decision maker oradvance care planin the medical
record.

Since we know NQF is committed to the practice of data parsimony, we think NQF should reconsider the
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need for multiple advance care planrelated measures for different settings. We urge NQF to consider
whetherthese measures could be consolidated thisinto one reporting measure—and whether the current
COA measure foradvance care planning could be used forduals. Since 85% of SNP enrollees are duals
(notjust DSNP members), and SNPs have been reporting COA datafor 2-3 years, it would be
administratively efficient to continue using an existing measure. Since the Financial Alignment
Demonstration is using many of the SNP protocols/requirements, it seems likely that the new MMPs will
be requiredtoreportthe COA measures.

Pain Assessment Priorto Initiation of Patient Therapy (0420). Similarto the comment above, SNPs already
reporta COA painassessment measure which measures the percentage of members 65years of age and
olderwhoreceived apainscreen during the measurementyear. We recommend consolidating reporting
on painscreeningsothat plans are not duplicating data collection and reporting.

2. Commentson
the Evolving Core
Measure Setfor
Dual Eligible
Beneficiaries or
stakeholder
feedbackon
MAP’s prior
recommendations

United Spinal
Association

Carol Tyson

Foundedin 1946 by paralyzed veterans, United Spinal Association (United Spinal) is the largest disability-
led nonprofit organization serving and representing the interests of more than a million Americans living
with spinal cord injuries and disorders (SCI/D). It has approximately 40,000 membersin all 50 statesand
reachesoutto these individuals throughits chapters and support group network. Throughoutits history,
United Spinal Association has dedicated its energy, and programs toimproving the quality of lifeforthese
Americans of all ages and advancing theirindependence. United Spinal Associationisalso one of
approximately 100 members of the Consortium for Citizens with Disabilities (CCD).

United Spinal supports a person-centered framework (p. 6) that values self-determination, and allows for
a transition to or maintenance of independent livingand integration in the community.

We strongly agree with MAP members who have noted that “current measures are not sufficient to reflect
...diverse needs.” Methods should be developed to allow consumers with cognitiveand/or physical
disabilities to utilize a proxy or make use of alternative tools sothat theirinterests and experiences are
included which will ensurethat consumeraccess to quality healthcare willbe areality forall people with
disabilities.

14




Measure Applications Partnership

Comments on the Interim Report to HHS: “Further Exploration of Healthcare Quality Measurement for Dual Eligible Beneficiary Population”

Comment Commenter Commenter
o Comment
Category Organization Name
3. Commentson Abbott Danna Abbottagreesthat nutrition, asidentifiedin Table 2on page 21, is a quality issue thatis common across
specialized Laboratories Caller subgroups; complex olderadults and youngeradults with disabilities. While nearly 20yearsago an expert
measures for panel ranked malnutrition—specifically undernutrition--as the third leading conditionin the hospital and
high-need home care for which quality improvement efforts would enhance the functional health of older persons
subgroups of dual (Milleretal, 1995), malnutrition still remains afrequent problem across the continuum of healthcare.
eligible
beneficiaries Today, malnutritionisidentified as one of the important contributing factors of the emerging “post-
hospital syndrome,” which was recently characterized as an acquired, transient condition of generalized
risk (Krumholz, 2013). Malnutritionisalso commonamong patients recovering from surgery, patients
with long term psycho-social problems and/or specificacute iliness or chronicdiseases (such as COPD,
cancer, stage 4-5 CKD, CHF, gastrointestinal disease, HIV/AIDS, stroke, and muscular dystrophy).
In addition, we support the MAP Workgroup recommendation that screening and assessmentis a high-
leverage opportunity area. Screening, assessmentand intervention related to malnutrition are cost-
effectiveand have been shown to bothimprove outcomes and reduce costs. (NAITand ASPEN, 2010)
Recommendation: Clarify “Assessment of Unmet Needs” in Appendix F on page 7 by adding “(e.g., stable
housing, nutrition)”. Thisis consistent with reportlanguage on page 26 and with explanations providedin
othersections of the table.
3. Commentson American Susan With respectto the subgroup of complex, high-needs older adults, we appreciate the break out of
specialized Geriatrics Sherman complexolderadults versus the youngdisabled. Regardingthe subgroup of “cognitiveimpairment,” we
measures for Society feel thatthe crossoverto medically complexpatients mightlead to confusion. Furthermore, when thinking
high-need aboutsubgroups, we believe that “dialysis” is an area that needs furtherattention. It may be coveredin
subgroups of dual otherforums, howeverthis subgroup drives massive amounts of resources, has poor transitions, and goals
eligible of care can be challenging. Specifically, inlooking at “Table 2-Quality Issues that Need Measurement,” the

beneficiaries

AGS supportsthisarea. Measuring care coordination, functional issues and trajectories, and more
patient-centered outcomesis the future of ourwork. Itis crucial that we have improved measures of
quality, howeverit must be acknowledged that clinicians who care for these fragile populations are
severelylackingin numbers.
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3. Commentson America's Carmella The report should clearly articulate the linkage between the” Quality Issues Associated with High-Need
specialized Health Bocchino Subgroups of Dual Eligible Beneficiaries” and the “Measures for Potential Addition to Evolving Core
measures for Insurance Plans Measure Setin Future Work.” It is not clear to which high-level opportunityareacertain measures link and
high-need the addition of thisinformation would offeramore comprehensive perspective on rational for measure
subgroups of dual inclusion. We are supportive of measuring care coordination as well as patient-centered outcomes. We
eligible are also supportive of separately considering the needs of adults with physical disabilities and medically
beneficiaries complex seniors as they have distinct and specificneeds. Othersub-groups thatrequire focusinclude
dialysis patients, beneficiaries with highly complex medical conditions, children with disabilities, and
distinction between beneficiaries with Substance Use Disorders and Severe Mental lliness. While thereiis
a single subgroup of beneficiaries with SUD and SMI, the MAP report should recognize the similarities and
differences between these conditions as they relate to care regimes, quality standards, and related
criteria. While there is overlap of measures forsubgroups, age and evidence-base considerations need to
apply for preventive or HIV screening measures, otherwise there can be an increase ininappropriate use.
The report should reconsider use of a uniform assessment of self-determination preferences across
populations as these can vary for baby boomerversus non-baby boomerindividuals.
3. Commentson AmeriHealth Thomas AmeriHealth Mercy Family of Companies appreciates the opportunity to comment onthe Report. We
specialized Mercy Family of | James stand in agreement with the comments offerred by Carmella Bocchino of AHIP. Additionally AMFC
measures for Companies appreciatesthe evolution of the measure sets. The Dual Eligible Work Group has evolved the process
high-need because of the nature of the vulnerable populations. The Work Group recognized that the baseline set of
subgroups of dual single condition orsingle resource-based measure would be difficultin patients with complex social,
eligible behavioral and physical conditions. The Dual Eligible Work Group tried to focus on a constellation of

beneficiaries

measures thatencompassed all of these issues as well as health care system responses in terms of
transitions of care and care coordination. The Work Group has called for development of new measures
for multiple comorbidities, forintegrated behavioral-physical health measures, and more environmental
measures (such as with the falls prevention) AMFCwould support NQF and MAP in encouraging
development of such measures. That may be through AHRQ which has interestinthese
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3. Commentson
specialized
measuresfor
high-need
subgroups of dual
eligible
beneficiaries

DREDF

Mary Lou
Breslin

MAP has pointed outin earlierreportsandinthe December 2012 interim reportthat measures are lacking
that effectively evaluate outcomes for managed long-term services and supports for people with
disabilities and seniors, and also has identified related efforts that could fill these gaps. We applaud MAP
for noting measure gaps related to LTSS and the intersection of LTSS with clinical care.

Addingtothe discussion, we would like to focus attention on recent work by Professor H. Stephen Kaye,
Centerfor Personal Assistance Services, University of California San Francisco entitled, “Selected Inventory
of Quality of Life Measures for Long Term Services and Supports Participant Experience
Surveys.”[i]Recognizing the growing urgency of monitoring outcomes for Medicaid Managed LTSS,
ProfessorKaye points out thatthe propergoal of LTSS is to fosterindependence, self-determination and
meaningful participationin community lifefor people with disabilities. To begin to address this gap, and
help advocates and policymakers respond to data collection needs, particularly with respect to outcomes
related to Quality of Life (QOL), he identifies previously fielded questions related to QOLin general and to
12 domainsfoundin Wisconsin’s Personal Experience Outcomes Integrated Interview and Evaluation
System, or PEONIES.[ii]Whilethe list of measuresis not exhaustive, they suggest existing measures that
might be used or adapted to construct concise surveys useful for monitoring particular programs serving
specificpopulations. Within the PEONIES domains, similarsurvey items are grouped by theme. The paper
presents atable that lists the correspondence between the PEONIES domains and those of other QOL
conceptual frameworks for LTSS, which reflects anindependent living perspective. We urge MAP to review
thiswork duringits deliberations.

Finally, the National Senior Citizens Law Center and DREDF have published aguide foradvocateson
quality measuresin managed LTSS. It presents some of the key concerns of seniors and peoples with
disabilities as more and more states are movingto managed LTSS. It can be accessed at
http://dredf.org/2013-documents/Guide-LTSS-Outcome-Measures. pdf

[i]Kaye, S.H., “Selected Inventory of Quality-of-Life Measures for Long-Term Services and Supports
Participant Experience Surveys. Center for Personal Assistance Services, University of California San
Francisco. December2012. (Available at http://www.dredf.org/Personal-experience-domains-and-
items.pdf) (January 29, 2013)

[ii]PEONIES domains: Personal Experience Outcomes Integrated Interview and Evaluation System. Center
for Health Systems Research & Analysis. University of Wisconsin, Madison. (Available at
http://chsra.wisc.edu/peopnies/index.htm) (January 29, 2013).

3. Commentson

GlaxoSmithKline

Deborah

GSK supports measures targeted atthe high need populations and agrees that a high focus on care
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specialized Fritz coordination would be atremendous asset to this patient population.

measures for

high-need We believe that addressing care transitions, comprehensive medication management, hospital

subgroups of dual readmissions, immunizations, and chronicdisease within this populationis critical to improving quality for

eligible these beneficiaries

beneficiaries

3. Commentson Healthfirst Joyce Chan | 1. Cervical CancerScreening: Thisisa medical record review measure, and willbe an additional burdento

specialized report.

measures for 2. PneumoniaVaccination Status for Older Adults: We are concerned about the validity of survey datafor

high-need this measure due to the longrecall period. We suggest that MAP considers changing thisto a medical

subgroups of dual record review measure (even though it willincrease administrative burden) becauseit will improve

eligible measure accuracy.

beneficiaries 3. The HIV screening measure includes acomment that MAP suggests modifying the measureto promote
broaderscreeningforHIV. We have questions about the clinical basis for broadening the population for
the measure and suggest that this measure not be modified.

3. Commentson National Alan Parver | The National Alliance for Infusion Therapy (NAIT) commends the MAP for recognizing the clinical value to

specialized Alliance for dual-eligible beneficiaries of screening for nutritionissues. Asthe interim report properly notes,dual-

measures for Infusion eligible beneficiaries have especially complexandintense needs for care and support. NAIT supports the

high-need Therapy inclusion of such screening, andinfacturges MAP to strengthen thisareaas described below.

subgroups of dual

eligible We believe malnutrition screenings, followed by assessments as well as appropriate interventions if

beneficiaries

indicated, should be incorporated into performance measures for publicreporting and performance-based
payment programs and other health delivery system initiatives. Establishinga nutritional baseline and
tracking subsequent changesisanimportant componentformeasuring whethera patient’s healthis
improved during any interaction with the healthcare system.

Malnourished patients are more likely to experience complications, such as pneumonia, pressure ulcers,
nosocomial infections, and death. Inaddition, malnutritionis arisk factor for othersevere clinical events,
such as fallsand worse outcomes after surgery ortrauma. Malnutrition has a negative impact on patients
with specificchronicdiseases and conditions, such as stroke patients, and patients with heart failure,
cancer, or COPD. Addressing malnutrition through appropriate screening can address the “inclusiveness”
criteria, as such an intervention broadly targets an number of conditions.

Malnutrition isa common cause for patients to be readmitted to hospitals (Kassin MT, etal. 2012). A
recent study found that malnourished patients with heart failure were 36 percent more likely to be
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readmitted to the hospital within 30 days than nourished patients with heartfailure (Zapatero A, etal.
2012). Malnourished patients and patients with nutrition-related or metabolicissues are frequently
readmitted to the hospital (Kassin MT, et al. 2012, Jencks SF, etal. 2009). One study found that there
were 11,855,702 Medicare fee-for-service patients discharged from hospitals between October 1, 2003
and September 30, 2004 who were at risk for rehospitalization; 19.6 percent of the patients were
readmitted within 30days, resultingin acost of $17.4 billion (Jencks SF, etal. 2009).

Recommendation: Nutrition screening, assessmentand intervention should be evaluated as an
independent measurement gap.

3. Commentson National PACE | Juliet MAP created four high need groups, organized around factors that are predictive of clinical complexity
specialized Association Thomas and high expenditures. How did MAP account for groups that may overlap with physical disabilities and
measures for medical complex participants?

high-need

subgroups of dual

eligible

beneficiaries

3. Commentson SNP Alliance Valerie High-Need Subgroups: We supportanumber of the specific categories NQF has identified for high-need
specialized Wilbur subsets, but suggestareordering of the subsetsinto the following categories:

measures for e Adults 18-64 with (1) physical or sensory disabilities; (2) severe and persistent mentalillness; (3)
high-need intellectual/developmental disabilities; and/or (4) substance use disorders.

subgroups of dual e Seniors 65+ with (1) frailty; (2) functional impairments; and/or (3) cognitiveimpairments.

eligible  Beneficiaries with medically complex conditions such as AIDS, ESRD, comorbidities, and/or other

beneficiaries

medically complex conditions.

The categories above are consistent with SNP Model of Care Element 10, “care management of the most
vulnerable populations” which originallywas defined as beneficiaries who are frail, disabled, those who
have ESRD or multiple chronicconditions and those who are at the end of life. Forthiselement, plansare
requiredto have proceduresin place foridentifyingthe mostvulnerable enrollees and providingthem
with additional services unique totheirneeds. MOCdomain 11 requires SNPs to identify measures for
evaluating MOC effectiveness. Accordingly, SNPs have already begun reporting data underthis structure.
These categoriesalso are consistent with the way many states have classified their dual beneficiary
subsets for many years under demonstration and waiverauthority (PACE, Social HMOs, dual integration
demos, HCBS waiver programs, etc.). We also believe itisimportant to maintain consistency with
FAD/state approaches since MMCO is one of the primary audiences for NQF's dual measurement work,
these categories reflect subsets thathave been proposed by the states participatingin the Financial
Alignment Demonstrations, somestatesand plans are gearing up to reportdata in relation to these
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groupings—and many operatingunderearlierdemo authority already are doing so. Inthe spirit of
consistency with current models and data parsimony, we think it makes senseto maintain the current
framework forhigh-need beneficiaries as described above.

Beneficiaries with serious chronic conditions such as ESRD and AIDS and others with serious or late stage
conditions and/orwith co-morbidities cut across both under65 and over 65 categoriesand are consist
with categories served by SNPs. Dialysis patients are responsible for asignificantamount of health care
spendingand resource utilization, tend to have poor care transitions and challenging care needs. HIV is
complicated totreatand to maneuverthe social stigma patients still experience and AIDS patients have a
unique setof care needs (e.g., HIV PCPs and RN Care coordinators with expertise in AIDS care, specialty
network with HIV experience within their specialty and the social/community knowledge to address the
isolation and stigma enrollees face, etc.)

We also urge NQF to distinguish between persons with Serious Mental llIness (SMI) or Severe and
Persistent Mental llIness (SPMI) and Substance Use Disorder (SUD) since the cause of these conditions is
very different, treatment and responses to care interventions differs and these differences create
different measurement needs.

3. Commentson
specialized
measures for
high-need
subgroups of dual
eligible
beneficiaries

SNP Alliance

Valerie
Wilbur

NQF indicated thatit will address measurement needs of those with SMI and cognitive impairmentin
future work. Will thiswork be part of the second phase of the current Report—or a future report
altogether? We understand that NQF, NCQA, the Substance Abuse and Mental Health Services
Administration and ASPE are working collaboratively on behavioral health measurementissues and look
forwardto the product of their collaboration. We assume this effort will also reduce the potentialfor
duplication or conflictsinreporting requirements across agencies.

NQF indicates that we lack reliable methods for distinguishing individuals with MCCs, frailty and disability
and appropriate interventions. We recommend that NQF looks at work done by Linda Fried, MD et al at
Johns Hopkins on Untangling the Concepts of Disability, Frailty and Comorbidity and also Rand’s ACOVE
measures. Fried suggests that frailty can be defined as having 3 or more of the following factors:
unintentional weightloss; general feeling of exhaustion; weakness; slow walking speed; low levels of
physical activity. Kaiser Permanent research published in 1997 indicated that over 90% of the population
could be correctly classified based on4criteriaincluding age; indicating that health conditions interfered
with daily activities; needing or receiving assistance with bathing; and needing or receiving assistance
fromanotherperson fortaking medications. Thereis a large body of literature devoted to frailty that
offers a starting point for the work of distinguishing frailty from other disease states as well as
interventions and measures. Forexample, if we know balance is amarkerfor frailty, reducingfallsis a
possible quality measure.

20




Measure Applications Partnership

Comments on the Interim Report to HHS: “Further Exploration of Healthcare Quality Measurement for Dual Eligible Beneficiary Population”

Comment
Category

Commenter
Organization

Commenter
Name

Comment

3. Commentson
specialized
measuresfor
high-need
subgroups of dual
eligible
beneficiaries

SNP Alliance

Valerie
Wilbur

High Leverage opportunity areasidentified by MAP include quality of life, care coordination, screening and
assessment, mentalhealth and substance use,and structural measures. We recommend adding two more
areas forduals:

e integration of Medicare and Medicaid administration, financing, benefits and services, and oversight;
and

¢ medication management.

Giventhe unprecedented interestin Medicare/Medicaid integration, the establishment of the MMCO
underthe ACA, the Financial Alignment Demos and other state efforts to integrate, it would be a critical
missed opportunitynottoidentify measuresforevaluating the degree to which CMS, states, and plans are
integrating Medicare and Medicaid atvarious levels. The legacy FIDESNP demos are often criticized for
not beingable to produce meaningful quality or cost data, but CMS neverestablished a core set of
common integration measures on the front end for comparative analysis since each of the demos were
state driven and had different goals. Since there are acommon set of goals for the FAD demo, evaluation
criteriaand measures should be established up front so that plans, providers and states know how they
will be evaluated and CMS, states and plans can evaluate the effectiveness of these models. Since the
MMCO isa primary audience for NQF dual measurement work, an integration measure should be in
important part of NQF’s work on behalf of the Dual office. We believe that SNP Structure and Process
measure 6 on Coordinating Medicare and Medicaid Benefitsis the only measure currently being reported
routinely by plans—and only by SNPs so far -- and that measure is not outcome oriented. It provideslittle
of the info Congress would look forto evaluate successful integration and no data on cost savings, the
issue of greatestinterestto Congress, at present, given the multiplebudgetissues they are facing from
sequestrationtothe debt ceiling debate.

The SNP Alliance believes that effective medication managementis amongthe highestleverage
opportunities forimproving health outcomes for duals and high-need special needs beneficiaries, given,
for example:

¢ the percentage of duals with multiple chronic conditions who are proscribed several distinct
medications;

e the potential forimproving outcomesthrough drugtherapy;

e the potential forserious adverse drug events as a result of poor interaction among multiple providers
serving the same beneficiaries and failure to use a common care planas a general rule;

¢ the number of hospitalizations and readmissions that are related to adverse drugevents; and

e multiplereasonsforlack of compliance.

3. Commentson
specialized
measuresfor

SNP Alliance

Valerie
Wilbur

MAP’s identification of priority areas also was guided by IOMcriteriaforimpact, improvability and
inclusiveness. Are there otherfactors that should be takenintoaccountin prioritizing dual measurement
priorities? Forexample, NQF indicates that few studies examine beneficiaries with a primary physical
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high-need disability separately from other duals underthe age of 65 with othertypes of disabilities. We also note

subgroups of dual that the research/measurement community has neverevaluated plans that exclusively servedualsto

eligible determine the reliability of CAHPS weighing in the downward adjustment of satisfaction ratings for poorly

beneficiaries educated low-income beneficiaries. We also are not aware of any research regarding the reliability of self-
reportsurveys based on plans that exclusively or disproportionately serve beneficiaries with mental,
cognitive or behavioral issues. The same is true for HEDIS, HOS and CAHPS and other measures. As Rand
pointed outintheirwork on ACOVE measures, little scientificresearch on quality measures forthe over 75
population has everbeen conducted. We believe itis critical forthe on-going workin measurementfor
high-need populations to focus on plans that exclusively serve specific high-risk populations—such as the
3 categories we identify aboveas well as the proposed subsets.

3. Commentson SNP Alliance Valerie Table 2- Quality Issues for Adults with Physical Disabilities, Complex Older Adults and Both

specialized Wilbur ¢ Quality of Life issues common across subgroups: We recommend adding “self-determinationin care and

measures for treatmentdecisions.”

high-need e Care Coordination and Safety: We recommend adding health risk assessmentand reassessment to

subgroups of dual common issues; and medication administration forseniorslivingathome (e.g., improvementin

eligible management of oral meds- NQF #0176) to the list for complex olderadults.

beneficiaries

e Screeningand Assessment: We recommend adding pain assessment to the list of commonissues and
abuse to both subsets. We believedomesticabuse is more commonly referenced inthe under 65
populationand elderly abuse forthe over 65 population, but deferto experts on how to classify the issue
appropriately. Both groups are at higherthan average risk of abuse given theirvulnerable physical and
emotional states.

* Mental Health and Substance Abuse: Recommend adding to Social relationships “and isolation.”

e Structural Issues:

0 Addto commonworkforce issues “and safety related to home visitation of enrollees with
substance abuse.” Thisrisk has been reportedto us by SNP members serving adults with
disabilitieswho send home care workers on home visits for people with drug abuse problems.

0 Addnewbullettocommonissues--“Appropriate coverage and payment policies” since the
second bullet on provideraccess is strongly affected by both.

O Addto complexolderadultissues “Accesstofamily caregiversupport”since itis often central to
beneficiaries’ ability to remainin community-based care settings.

NQF indicated that “unique measures would ensurethat high need subgroups are receiving high quality
care to meetthose needs.” SNP Alliance disagrees. Withoutappropriate coverage and payment policies,
plans may not be able to meetunique needs and that reality should be taken into accountinthe
development of measures. Forexample, if NQF proposed that home and community-based measures be
appliedto SNPsthatdo not provide full coverage of Medicaid LTSS services, they may score poorly since
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Medicare supplemental benefit policies are so restrictive.

3. Commentson SNP Alliance Valerie We believe thatthe need for population specific measures should be given greateremphasisinthe
specialized Wilbur Report. We do not believethat condition specific measures are needed in only asmall number of cases.
measuresfor Further, the discussion of dual stratification did not seem to be consistentinthe report; in some cases
high-need NQF appearsto be supporting stratification, such asin the identification of 4 or more specifichigh-need
subgroups of dual subgroups, while in other cases, NQF seems to be recommending against, such asin the case of ESRD
eligible which happensto be one of the categories CMS identified as one of 15 “severe and persistent chronic

beneficiaries

conditions” that qualify for C-SNP designation. Also, since CMSinitiated a C-SNP demonstration that
specifically targets the ESRD population, we assume CMS identified methods to address potential
measurement challenges so the agency could establish criteriaforevaluate the effectiveness of the
demonstration.
We invite NQF to work with the SNP Alliance and its clinical and measurement experts to identify
population specificmeasures for high-risk/high-need subsets we identified above. We think high-need
measures should include:

e Cross-cutting measures such as care management, care transitions, etc.;

e Conditionspecificmeasures such as CD4 counts and viral loads for AIDS beneficiaries; and

e Greateruse of outcome measures such as avoidable inpatient admissions, readmission rates,

long-term nursing home stays over 90 days, and adverse drug events/improved drug compliance.

We believe that population specific measures should be identified for each high-need subgroup identified
inaddition to common measures that cross high-need groups. Forexample, CD4 counts and viral loads
are unique measures for AIDS patients thatare critical to their health and well-being. In fact, our AIDS plan
has indicated that evenif they scored 100% on all of their HEDIS measures but did not closely monitor
these AIDS specificmeasures, their patients could die or quickly decline. Good measures forthe mental
illnessinclude ER visits and behavioral health (BH) hospitalization rates measured continuously for 24
months to determine if the ERand BH hospitalization rates drop overtime as a result of behavioral health
interventions. Since alcohol abuse is amajorissue for persons with SPMI, detoxification rates/1000and
detoxification bed days/1000also would be good measures to monitorin six monthsincrements to
determine if rates decline overtime. New members skew plan statistics atagiven pointintime since new
members typicallyhave high ERand inpatient rates until planinterventions begin to reduce high use.
Medication adherence is anothercritical issuefor persons with severe and persistent mental illness since
anti-psychotic, depression and anxiety meds are crucial to controlling their conditions and helpingthem to
adhere to other aspects of theirtreatment. Periodically (e.g., every 2- 3 years) beneficiaries can come to
believethattheir medications are makingthem mentallyilland if they stop takingthem they will feel
better. Otherssimply don'twanttospendtheirlimited funds on medications. Some plansstriveforan
85% possessionrate. These are justa few examples of population-specific measures that could be used.
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3. Commentson United Spinal Carol Tyson | United Spinal supports the quality issues associated with high-need subgroups on pages20and 21. We

specialized Association are especially supportive of the following measures: maintaining community livingand community

measures for integration; meaningful activities and involvementin community life; timely initiation and delivery of

high-need servicesand supportinthe plan of care; cultural sensitivity and cultural competence; person-centered

subgroups of dual planninginscreeningand assessment.

eligible

beneficiaries United Spinal supports each of the structural measures identified, specifically: access to specialty care,
durable medical equipment, rehabilitation and habilitation; access to community resources such as non-
medical supports; understanding and accessing available services (ADA compliance, physical accessibility);
adaptive technology and provideraccess for habilitation.

4. Commentson Abbott Danna Abbott supports the potential measure additions to the “Evolving Core Measure Set” in future work. As

measure gaps or Laboratories Caller malnutrition can lead toincreased rates of hospital morbidity, including increased incidence of hospital-

future work acquired pressure ulcers and infections, delayed wound healing (Stechmiller 2010), as well as increased

risk for falls (Tinetti etal, 1996; Vivanti etal, 2009; Neyens etal, 2013), we support measures listedin
Table 3 that focus on decreasing pressure ulcers, falls, and patient dehydration (understanding that even
well-hydrated patients can still be malnourished).

Recommendation: As nutrition plays afundamental role in improving the high-leverage opportunity areas
of patientsafety, screening & assessment, and care coordination, evaluate Malnutrition Screening &
Assessmentasan independent measure gap.

We agree these are the bestavailable measures toinclude in the Evolving Core Measure Setand to
considerin future work. However, existing quality measures are limited as they only address individual
metrics that may predictrisk or identify asubset of malnourished orat-risk patients. There continuesto
be a measure gap with nutritional screening, assessment, and intervention for malnourished and at-risk
patientsinthe acute care setting. Asnutrition plays afundamental role inimproving the high-leverage
opportunity areas of patient safety, screening and assessment, and care coordination for Dual Eligible
beneficiaries, we recommend MAP evaluate Malnutrition Screening and Assessment as an independent
measure gap.

Today, malnutritionisidentified as one of the important contributing factors of the emerging “post-
hospital syndrome,” which was recently characterized as an acquired, transient condition of generalized
risk (Krumholz, 2013). Importantly, the poorhealth outcomes andincreased costs associated with
malnutrition are generally avoidable. Screening, assessmentand intervention for malnutrition are cost-
effectiveand have been shown to bothimprove health outcomes and reduce costs. Hospital accreditation
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standards require anutrition screening when warranted by the patient’s needs or conditions within 24
hours afterin-patientadmission; however, itis left to the individual hospital to define the at-risk
populationsforscreening and the time frame fora nutrition consult. In arecent study conducted by Johns
Hopkins only 20% of malnourished patients had a nutrition consultation and the time to consultation was
4.90 to 7.34 daysfromadmission. Studies have demonstrated thatimplementation of acomprehensive
nutrition pathway from in-patient to post-discharge improved identification of high-risk patients,
decreased time to nutrition consultand decreased length of stay and 30-day readmission rates (Brugler et
al 1999, Somanchi et al 2011, Lacson etal 2012).

4. Commentson
measure gaps or
future work

American
Geriatrics
Society

Susan
Sherman

We are in favor of the way the measure gap concepts emphasize a person-centered approach ratherthan
disease specificmeasures. One small suggestion would be to revise the focus on painto symptom
management, as painis not the only symptom commonly experienced by the complex olderadult
population.

Fall and fall injury measures: We are concerned that care settings will resortto chemical and physical
restraintsinan attemptto decrease falls. Ata minimum, this measure needs to be paired with all types of
restraints (bed alarms, net beds, as well as physical/chemical restraints) to ensure that the focus on falls
doesnotleadto increased restriction of elders activities. Organizations will be accountableforthe failure
of those methods if falls measures are retained. We recommend equally transparent and rigorous
measures of efforts to maximize clients’ physical and cognitive functioning. We also recommend broader
and more transparent measures of restraints for patientsinvolved in theirown activities of daily living.

Lastly, we are concerned about the tight control of both diabetes and high blood pressure inthe frailest
patients, given emerging evidence around the risk of hypoglycemiain these populations.

4. Commentson
measure gaps or
future work

America's
Health
Insurance Plans

Carmella
Bocchino

The term “Core Measure Set” implies standard and essential metrics to be used to assess the quality of
care provided and we are supportive of this set of metrics as a first step toward more effectively
measuringthe care of the vulnerable dual eligible population. We encourage an increased focus on areas
such as care transitions, medication reconciliation and safety (with special attention to psychotropicuses
and doses of vascular/antihypertensives), and advanced directives. Specifically, care coordination of
medical care and community long-term care and the coordination of Medicare and Medicaid services are
needed. In addition, we recommend measurement efforts that track completion of advanced directive
documents, as well as communicating patients’ wishes to the appropriate medical personnel. We
encourage development of measuresthat capture self-determination, integrated care, and patient-
centered outcomes measures such as functional status. Effortstoaddress measure gapsinthese areas
should build upon existing state programs such as Kansas Medicaid program. Lastly, we recommend that
MAP develop aprocessfora timely response to identified shortcomings of measurement efforts as the
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dual eligible population has unique challenges thatimpact the cost of care and the effectiveness of efforts.
4. Commentson AmeriHealth Thomas AMFC appreciates the the opportunity tocomment onthe Report. We agree with and support the
measure gaps or Mercy Family of | James comments of AHIP. In addition we believethat the future success of filling measure gaps will come as the
future work Companies result of prioritization of areas where the greatest gaps between goals and practice occur, especially those
where there are significant disparities in achievement of those goals. The process may be more tightly
defined and use the work group to discuss those priorities. Ultimately, however, there needsto be a new
process for the measurement of quality that can measure the overall quality of care at the personal,
behavioral, physical, spiritual, environmental, and social levels. Thisfuture direction may evolve fromthe
social sciences ratherthan from the true scientific process the MAP currently expects.
4. Commentson DREDF Mary Lou MAP notes that structural measures caninclude quality issues such as understanding and assessing
measure gaps or Breslin available services (e.g., ADA compliance, physical accessibility) and these can affect multiple subgroups. In
future work recognition of this measure gap, MAP has specifically added as a new and refined topic, “Presence of

medical equipment accessible to people with disabilities (e.g., exam tables, scales).” We are pleased that
MAP has incorporated these issuesinto a quality measures paradigm. However, we urge MAP to consider
seeking ways to measure the well-known additional communication and policy barriers with which the
disability community has long been familiar. Such barriersinclude lack of access to Sign Language
interpreters forindividuals who are deaf or hard-of-hearing; lack of print materials and instructionsin
accessible formats such as audio, digital, large print or Braille for people who are blind or who have vision
impairments; orinflexible policies that fail to allow additional examination time forindividuals with
speech, cognitive, orotherimpairments who require more timeto communicate effectively with their
healthcare provider.

We propose development of measures that directly assess health care provider processes used to deliver
healthcare for patients with specificimpairments—oftenreferred to as Programmatic Access.[i] In
additiontofillingacritical gap, such measures would also meet MAP’s stated criteria of buildingonits
“...established position thata measurement strategy should be targeted and focused on areas with
substantial room forimprovement.” The California Department of Health Care Services (DHCS) now
requiresthe use of a primary care provideraccess survey that could serve as a starting point. The survey
includes queries on accessible tables and scalesandis being used by over 20 Medicaid managed care
health plansinthe state.
http://www.dhcs.ca.gov/formsandpubs/Documents/MMCDAPLsandPolicyLetters/PL2011/PL11-
013.pdfData collected usingan earlier, similar survey shows thatamong 2389 provider officesin
California, an accessible weight scale was presentinonly 3.6% and a height adjustable examination table
inonly 8.4% of the sites.[ii]
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[i]Mudrick, N.R., Yee, S., “Defining Programmatic Access to Healthcare for People with Disabilities.”
Disability Rights Education and Defense Fund (DREDF), Berkeley, California. Spring 2007. (Available at
http://www.dredf.org/healthcare/Healthcarepgmaccess.pdf) (January 29, 2013).

[ii]lMudrick, N.R., Breslin, M.L., Liang, M., Yee, S., “Physical Accessibility in Primary Health Care Settings:
Results from California On-site Reviews.” Disability and Health Journal 5(2012) 159 - 167.

4, Commentson
measure gaps or
future work

GlaxoSmithKline

Deborah
Fritz

GSK supports the measures that MAP identified as development gaps, particularly the gapsin care
coordination, focused on comprehensive medication management and patientactivation, aswell as
appropriate screeningand assessment.

GSK supports the development and implementation of CMM performance measures that focus on
improving patient outcomes, including mortality. GSK encourages future developmental work to be
focused on clinical status of the patient, clinical goals of therapy for each medication, number of drug
therapy problems, and guideline clinical goals of therapy achieved.

GSK supports the guidelines of practice and documentation for CMM as suggested by the Patient-
Centered Primary Care Collaborative (PCPCC).

As described by PCPCC, essential elements for successful CMMinclude patient-centered consistentand
systematic processes through which care plans are developed. Care plans should include individualized
therapy goals and personalized interventions and should be developed in conjunction with the patientand
the patient’s health care providers.

The care plan recommends interventions to help alleviate any medication related problems thatare
interfering with the intended goals of therapy. Follow-up evaluations should occurto determine the
outcomes resulting from the recommended interventions and improvementsin clinical and patient goals
of therapy.

GSK supports healthcare that establishes a partnership among practitioners, patients, and their families
(whenappropriate)to ensure that decisions respect patients’ wants, needs, and preferences and that
patients have the education and supportthey need to make decisions and participate intheirown care.”
GSK encouragesthe utilization of the CAHPS survey to assess patient activation as defined as patients
having specificqualities, such as knowledge, confidence, and skills, to manage their own health, function
effectively onacare team, and participate in decision-making regarding their health care. Patient
activationis similarto patientengagementand alsorefers tothe dynamicrole of the patientintheirown
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care.
GSK strongly supports MAP’s focus on measure transition from core measures to a family of measures.GSK
believes thatafamily of measures play animportantrole in quantifying optimal care fora patient
populationthatisboth holisticand outcomes-based. However, GSK recommends caution when
developing families of measures thatthey don’t become composite measures were reportingis doneinan
“all or nothing” fashion.
4. Commentson Healthfirst Joyce Chan | We appreciate the requestforreview and comment on MAP’s work so far. We look forward to future
measure gaps or opportunities to provide feedback.
future work
4. Commentson PhRMA Jennifer PhRMA supports the gapsin measurement that MAP identified. We commend MAP for recognizing
measure gaps or Van Meter | medicationrelated gaps, particularly comprehensive medication management, appropriate prescribing of
future work medication, and medication adherence and persistence forall behavioral health conditions. We also
supportdevelopmentregarding ameasure about patientactivation, since a patient’s willingness to
engage in his care affects his health outcomes. Ultimately, improved health outcomes are the desired
goal.
4. Commentson SNP Alliance Valerie Gap Areas
measure gaps or Wilbur Below are a list of measurement gaps for high-need dualsthat are not addressed inthe draftreport:
future work * Validation of self-report survey methods for people with compromised self- reporting capabilities,
including validity of proxy methods.
e CAHPS weighting of member satisfaction scores forlow-income, poorly educated beneficiaries.
¢ Case mix adjusted measures thataccountfor healthrisk, socioeconomic, geographicand demographic
factors and otherfactors affecting quality independent of planinterventions and outside plan control.
e Core set of benchmarks that are case mix adjusted and particularly relevant to high-risk, high-need
populations such as care management, care transitions, and MOC requirements as well as a core set of
outcome measures related to utilization.
e Measures to evaluate the degree of integration between Medicare and Medicaid benefits, services,
administration, financing and oversight.
* The needforgreateralignmentbetween SNP and MMP models of care and performance measures.
¢ Identification of strategies to achieve data parsimony by reducing duplicative reporting such as separate
Medicare and Medicaid reporting of HEDIS and CAHPS surveys and information found in HOS such as
functional status; multiple separate quality improvement projects (CCIP, QIP, CQl, PIP), etc.
4. Commentson SNP Alliance Valerie The SNP Alliance strongly supports MAP’s desire to address social determinants of health as a critical issue
measure gaps or Wilbur in quality and performance measurementand recommend that MAP consider Shawn Bishop’s paper “Are
future work MA Star Ratings Biased Against Plans Serving Disadvantaged Populations” as well asthe 5 specific
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recommendationsincluded in the paper. This paper notes that notes that “a sizeable body of evidence
from social epidemiological literature shows that non-health characteristics of individuals contribute
significantly to health and health outcomes” includingincome, education and occupation and that
“income, education, occupation, race/ethnicity, and income inequality have alarge and significant effect
on a person’s health, self-rated health and utilization of health care services, all of which the MA quality
ratings system attempts to measure.” It also notes that since the MA plan rating system does not control
for these factors thatare known to affect outcomes, “the rating system assumes that physicians and
hospitals as well as activities by health plans are responsible for the full differences observed in these
measures between MA plans.” The paperalso notes that significant disparities in health are likely to
persistin populations with the lowest socioeconomicstatus, regardless of the interventions employed by
plansand providers and that the plan rating system should develop amethodology to accountforthese
differencestoavoid biasing quality results. To address these issues, the paperrecommends case mix
adjusting HEDIS and HOS data; constructing standards/cut-points based on performance in the same
geography, not nationally; making quality improvement a greater part of the Star rating system; selecting
measures for SNPs that are more relevantto the populationsthey serve; and conducting rulemakingon
the MA Star rating system.

4. Commentson
measure gaps or
future work

SNP Alliance

Valerie
Wilbur

Care transitions was identified as one of the highlighted measure gaps. We agree that care transitions are
one of the mostimportantareas of focus for high-need populations and one of the mostimportant areas
for study, given the inadequacy of many existing care transition measure which are focus on structure,
processand papercompliance instead of outcomes, and create atremendous administrative burden
without provenimprovementsin outcomes.

The Report on Multiple ChronicConditions notes that “strict adherence to disease-specificmeasures for
patients with MCCs may lead to the unintended consequences of deliveringinappropriate care thatis not
aligned with the patients goals and preferences” (and needs). Anumber of the recommendations made
by MAP inthe chapter on MCCs undoubtedly would also be appropriate for this Report on measures for
high-need duals.

Similarly, research by Cynthia Boyd, MD, et al from Johns Hopkinsindicates “adheringto currentclinical
practice guidelinesin caringforan older person with several comorbidities may have undesirable effects.
Basing standards for quality of care and pay for performance on existing CPGs could lead toinappropriate
judgment of the care providedto olderindividuals with complexcomorbidities and could create perverse
incentives thatemphasizethe wrong aspects of care for this population and diminish the quality of their
care. Developing measures of the quality of the care needed by older patients with complex comorbidities
iscritical to improvingtheircare.” These issues are criticallyimportant for high-need duals as well.
Proposed Interim Measures for High Need Beneficiaries: The SNP Alliance Performance Evaluation
Leadership Group identified a core group of measures thatitrecommends for evaluation of SNP and
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Medicare Medicaid Plan (MMP) performance evaluation until agap analysis can be conducted and new
measurementrequirementsidentified. These measures could be used for comparingvarious SNP types
and targeted subgroups with findings for comparable subpopulationsin Medicare FFS and/or standard MA
plans. We suggestthat MAP consider ourrecommendations in Attachment 1.

4. Commentson United Spinal Carol Tyson | The Consortium for Citizens with Disabilities (CCD) has identified six gaps in existing quality standards for

measure gaps or Association persons with disabilities. United Spinalsupports CCD’s identified measuregaps, including those on pages

future work 26 and 27. The presence of accessible medical equipment, assessments of unmet needs such as housing,

guality of home and community-based services, cultural competence of health systems, including
disability culture, the quality of healthcare teams and providers, as well as self-determination are critical
for consumerswith SCI/D. We appreciate yourattention to person-centered directed service, timely
access to care, integrated primary and specialty care as well asunmet needs such as housing that reflects
a consumer’s choice. We urge the National Quality Forumtoimplementfunding streams for all of these
measure gapsto ensure bettercare, more affordable care and quality care delivery to people with
disabilities enrolled in both Medicare and Medicaid, also known as dual-eligibles.

United Spinal urges MAP to considerincludinginyourlist of measure gaps consumersatisfaction levels
with services and supports as well as measures of quality employment. United Spinal is dedicated to
ensuringindependence, integration and a high quality of life for people with disabilities. Employment that
isappropriate fora consumerand allows forthe utilization of their full range of skillsis key to ensuring
community integrationandindependence. Asthe MAP report notes, “86 percent [of dual eligible
beneficiaries] had annual incomes less than 150 percent of the federal poverty line in 2008 ($15,600 for
individuals or $21,000 for couples)” (p. 18). Withoutaccessto employment, many low-incomedual
eligible consumers and consumers with multiple chronicconditions have difficulty payingforhousing,
transportation, food and the daily billsthat enable them to maintain their chosen level of independence
and community integration that many Americans take for granted.

We appreciate the opportunity tocommentonthe interimreport. Should you have any questions, please
contact United Spinal Association’s Vice President, Government Relations, Alexandra Bennewith, at 202-
556-2076, ext, 7102 or at abennewith@unitedspinal.org.
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