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Meeting Objectives Nlﬂf‘,%lju

* Provide input to the MAP Coordinating Committee on the
draft measure selection criteria

» Evaluate CMS measure sets for the Hospital Inpatient
Quality Reporting (IQR), Outpatient Quality Reporting
(OQR), and Value-based Purchasing (VBP) programs

« |dentify a proposed core set of hospital measures

» Provide input to the Coordinating Committee on the
approach to accomplishing the pre-rulemaking input to HHS

» Provide input to the Coordinating Committee on the selection
of performance measures for cancer care, particularly PPS-
exempt Cancer Hospitals
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Meeting Agenda: Day 1 NQF

Nanona Quay Forum

* Introductions and Disclosures of Interest

* MAP Hospital Workgroup Task

» Proposed Approach for the Pre-Rulemaking Task

» Hospital IQR Measure Set Survey Exercise Results
» Hospital OQR Measure Set Exercise

» Building a Hospital Core Measure Set

* Input into Approach for the Pre-Rulemaking Task

e Summary of Day 1 and Look-Forward to Day 2

» Adjourn for the Day




NQF

NATIONAL QuALITY ForuM

Introductions and
Disclosures of Interests

Hospital Workgroup Membership NQF

Nanona Quaty Forum

Frank G. Opelka, MD, FACS

Alliance of Dedicated Cancer Centers Ronald Walters, MD, MBA, MHA, MS

American Hospital Association Richard Umbdenstock

American Organization of Nurse Executives Patricia Conway-Morana, RN

American Society of Health-System Pharmacists Kasey Thompson, Pharm.D

Blue Cross Blue Shield of Massachusetts

Building Services 32BJ Health Fund

Jane Franke, RN, MHA

Barbara Caress

lowa Healthcare Collaborative Lance Roberts, PhD
Cristie Upshaw Travis, MSHA

Helen Haskell, MA

Memphis Business Group on Health

Mothers Against Medical Error

National Association of Children’s Hospitals and

o Andrea Benin, MD
Related Institutions

National Rural Health Association Brock Slabach, MPH, FACHE

Premier, Inc. Richard Bankowitz, MD, MBA, FACP

George Isham, MD, MS

Beth McGlynn, PhD, MPP




Hospital Workgroup Membership NQF

NATIONAL QuALITY ForuM

Patient Safety Mitchell Levy, MD, FCCM, FCCP
Palliative Care R. Sean Morrison, MD
State Policy Dolores Mitchell
Health IT Brandon Savage, MD
Patient Experience Dale Shaller, MPA
Safety Net Bruce Siegel, MD, MPH
Mental Health Ann Marie Sullivan, MD
Agency for Healthcare Research and Quality (AHRQ) Mamatha Pancholi, MS
Centers for Disease Control and Prevention (CDC) Chesley Richards, MD, MPH, FACP
Centers for Medicare & Medicaid Services (CMS) Shaheen Halim, Ph.D., CPC-A
Office of the National Coordinator for HIT (ONC) Leah Marcotte
Veterans Health Administration (VHA) Michael Kelley, MD
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Nanona Quaty Forum

MAP Hospital
Workgroup Task




MAP Hospital Workgroup Charge NQF

NATIONAL QuALITY ForuM

The Hospital Workgroup will advise the Coordinating Committee
on measures to be implemented through the rulemaking process
for hospital inpatient and outpatient services, cancer hospitals,
the value-based purchasing program, and psychiatric hospitals.

The Workgroup will:

— Provide input on measures to be implemented through the Federal
rulemaking process, the manner in which quality problems could be
improved, and the related measures for encouraging improvement.

— Identify critical hospital measure development and endorsement gaps.

— ldentify performance measures for PPS-exempt cancer hospital quality

reporting by:

* Reviewing available performance measures for cancer hospitals, including
clinical quality measures and patient-centered cross-cutting measures;

+ Identification of a core set of performance measures for cancer hospital
quality reporting; and

» ldentification of measure development and endorsement gaps for cancer
hospitals.
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Guidance from the Coordinating Committee NQF

Nanona Quay Forum

» Consider alignment between public and private
sectors

e Focus on models of care in addition to individual
measures

» Consider cancer care beyond PPS-exempt
cancer hospitals.

» Maintain appropriate expectations given the time
constraints (e.g., identify work for subsequent
phases)

10



Workgroup Member Terms NQF

NATIONAL QuALITY ForuM

While NQF’s current scope of work with HHS lasts through June
2012; MAP’s work is expected to continue.

— Specific tasks will change over time

— The workgroup structure is designed to be flexible and groups may shift to
align with evolving priorities

» The terms for MAP members are for three years.

* The initial members will serve staggered 1-, 2-, and 3-year
terms, determined by random draw.

» There are equal numbers of 1-, 2-, and 3-year terms.

* Members whose terms expire are eligible to re-nominate
themselves during the open Call for Nominations.

e There is no term limit for MAP members at this time
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Hospital Workgroup Membership NQF

NATIONAL QuALITY ForuM

Patient Safety

Mitchell Levy, MD, FCCM, FCCP

Palliative Care

R. Sean Morrison, MD

State Policy

Dolores Mitchell

Health IT

Brandon Savage, MD

Patient Experience

Dale Shaller, MPA

Safety Net

Bruce Siegel, MD, MPH

Mental Health

Ann Marie Sullivan, MD

Agency for Healthcare Research
and Quality (AHRQ)

Mamatha Pancholi, MS

Centers for Disease Control and
Prevention (CDC)

Chesley Richards, MD, MPH, FACP

Centers for Medicare & Medicaid
Services (CMS)

Shaheen Halim, Ph.D., CPC-A

Office of the National
Coordinator for HIT (ONC)

Leah Marcotte

Veterans Health Administration
(VHA)

Michael Kelley, MD
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Proposed Approach for the
Pre-Rulemaking Task
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Pre-rulemaking Analysis NQF

NATIONAL QuALITY ForuM

Measures to Be Implemented
Through the Federal Rulemaking Process

Task Description Deliverable Timeline
Provide input to HHS on measures to be Final report containing | Draft Report:
implemented through the federal rulemaking | Coordinating January 2012
process, based on an overview of the Committee framework
quality issues in hospital, clinician office, for decision-making
and post-acute/long-term care settings; the |and proposed Final Report:
manner in which those problems could be measures February 1, 2012
improved; and the metrics for encouraging
such improvement.

Coordinating Committee with input from all
workgroups
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MAP Coordinating Committee Timeline and Processes —  NQF
February 1, 2012 Pre-Rulemaking Analysis Report Namona QuaLTY FoRum

Measure
Selection Clinician
Criteria R Lo " Waorkgroup
Subcontractor ] Dec. 12,
Work Analysis 2011

PAC/LTC
Waorkgroup
Dec. 14,

S S
2011 Coordinating

Hospital
Warkgroup Feb 1,2012
Dec, 15,

Dual
Eligibles

Support
Subcontractor
Wark
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MAP Pre-Rulemaking Proposed Approach

Vision
¢  Cascading measure sets
*  Harmonized measures across settings and populations
* Integrated and accountable care delivery models

Hospital
(Starting w/ Inpatient
Quality Reporting, Value-
Based Purchasing)

PAC/LTC
(Starting w/ Nursing
Home Compare, Home
Health Compare)

Clinician
(Starting w/ Value-Based
Modifier)

Core = Available Measures +
Gap Concepts

Core = Available
Measures + Gap
Concepts

Core = Available
Measures + Gap
Concepts

MAP Input on HHS Proposed Measure Sets

Programs
for Illustr
Purposes

Integrated Delivery Progral .

NQF

Nanona Quaty Forum

Pre-Rulemaking Analysis Proposed Process

BEFORE
NOVEMBER 1

MAP
WORKGROUPS

« Develop core
measure sets

« Identify priority
measure gap
concepts

NOVEMBER 1-2

COORDINATING
COMMITTEE

* Review MAP
workgroup
evaluations of
core measure
sets

« Confirm and
prioritize

measure gap
concepts

DECEMBER

MAP
WORKGROUPS

» Assess HHS
proposed
IMEESITEES

« Evaluate
INEERIES
relative to core
measure sets,
gaps, and
measure
selection criteria

JANUARY 5-6

COORDINATING
COMMITTEE

* Review setting-
specific
recommendatio
ns from MAP
workgroups

* Finalize input to
HHS for
February 1
Report




Before November 1 NQF

NATIONAL QuALITY ForuM

MAP « Preliminary core measure sets for each setting

WORKGROUPS Key (i.e., clinician, hospital, PAC/LTC) that reflect the

' ideal characteristics of a measure set and

De I ive rab I e identified priority measure gaps concepts
« Develop core

measure sets

. Id.ent'lfy o o » Complete evaluation of initial starting point for
priority ACt|V|ty core measure set, including identification of
measure gap priority measure gap concepts

concepts

B ackg (§7aYe B - List of measures used in federal programs

 Federal program descriptions

Materials « Measure selection criteria

November 1-2

Nanona Quaty Forum

COORDINATING
COMMITTEE Key « Finalize core measure sets and prioritized

« Review MAP DeIIVe rable measure gap concepts

workgroup
evaluations of
core measure
sets

* Review MAP workgroup evaluations of
preliminary core measure sets and identified
measure gap concepts

Activity

« Confirm and
prioritize
measure gap
concepts

« List of measures used in federal programs
B aCkg roun d » Workgroup evaluations of existing measure

H sets and associated measure concept gaps
M aterlals * Measure selection criteria
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December NQF
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MAP 2
WORKGROUPS Key « Input to MAP Coordinating Committee on

VNN Deliverable HHS proposed measure sets

proposed
measure sets

* Assess HHS proposed measure sets
against MAP core measure sets and
prioritized gaps concepts

* Evaluate P
measures ACtIVIty
relative
measure sets,
gaps, and
measure « HHS proposed measure sets list
selection BaCkg I’OUﬂd « Finalized MAP core measure sets and

criteria M ate ri a| S prioritized measure gap concepts
* Measure selection criteria

January 5-6

Nanona Quaty Forum

COORDINATING Key

OIS » Finalized input to HHS on

Deliverable proposed measure sets
* Review the
setting-specific

recommendation .
s frolrn NAP * Review MAP workgroup

workgroups Activity input regarding HHS
proposed measure sets

* Finalize input to
HHS for
February 1 i

« MAP workgroup input to
Report
epor Backg round Coordinating Committee on
WEIEELS

HHS proposed measure sets

11



Hospital IQR Measure Set
Survey Exercise
Results

NQF

Nanona Quaty Forum

Experience Applying Measure Selection Criteria

Majority of respondents agreed
the MAP measure selection

criteria are a goc_)d starting -

place for assessing the Agree - 77%
Disagree - 0

adequacy of a measure Strongly Disagree - 0

set for a specific purpose

Criteria would ideally better ascertain if a set contains the best or
right measures to address a given criterion.
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Experience Applying Measure Selection Criteria NQF

NATIONAL QuALITY ForuM

Hospital WG Feedback:
» Good principles, but difficult to apply; very “all or nothing”

» High-impact conditions have gaps (e.qg., child health, cancer
care, behavioral health)

e Suggest that criteria include functional health status outcomes
for patients

« There is a need to assess individual measures alongside this
“set-level” criteria

» Criteria does not address how infrastructure (e.g., data sources,
tools, etc.) can be used for improvement purposes

« Overall consensus that the criteria is focused on the right things
(e.g., consensus, patient-centeredness, burden)

25

IQR Measure Set Survey Exercise Results NQF

Nanona Quay Forum

Overall, the IQR program measure set is a
good starting place. It addresses many of
the measure selection criteria.

However, measure gaps were identified,
specifically:

- Some priorities of the National Quality Strategy
- Some measure types

- Disparities sensitive measures

26
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IQR Measure Set Survey Exercise Results NQF

NATIONAL QuALITY ForuM

* Nearly all IQR measures are NQF-endorsed or meet
requirements for NQF submission (Criterion #1)
— Some concern expressed about the HAC measures

* The IQR measure set does not address all of the
NQS priorities. Does address safety (67% of
measures), prevention/treatment, and person/family-
centeredness (Criterion #2)

— Evident gaps include measures for alcohol, tobacco, care
coordination, depression, functional health status, and
patient-reported outcomes
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IQR Measure Set Survey Exercise Results NQF
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« Agreement that the IQR measure set addresses
high impact conditions (Criterion #3)
— Gaps include child health and cancer care

« Agreement that measure set promotes alignment
with specific program attributes (Criterion #4)

— Varying opinion on how well it bridges care from
inpatient to outpatient

28
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IQR Measure Set Survey Exercise Results NQF

NATIONAL QuALITY ForuM

* Measure set adequately includes process and
experience of care measures (Criterion #5)
— Gap areas include:
e QOutcome measures

» Cost/resource use/appropriateness measures
 Structural measures

» General agreement that the set enables
measurement across the patient-focused episode
of care for settings and across time (Criterion #6)

— Some question as to whether or not it's applicable
across providers

29

IQR Measure Set Survey Exercise Results NQF

Nanona Quay Forum

» Workgroup felt strongly that the measure set
does not have special considerations for health
care disparities (Criterion #7)

* General consensus that the measure set
promotes parsimony (Criterion #8), although the
following concerns were raised:

— Some measures are “topped out”

— Measures not e-specified (so not useful for
Meaningful Use)

— Unclear if measure are useful for PQRS

30
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Opportunity for Public
Comment

OQR Measure Set Exercise NQF

Nanona Quay Forum

Instructions:

1. Individual evaluation of the OQR program
measure set using the MAP measure
selection criteria (approximately 15 minutes)

2. Small group discussion regarding results of
individual assessments (approximately 30
minutes)

3. Report out of small group findings and
discussion (approximately 45 minutes)

32



Building a Hospital Core
Measure Set

Input into Approach for
Pre-Rulemaking Task

17



Input into Approach for Pre-Rulemaking Activity NQF

NATIONAL QuALITY ForuM

Hospital WG feedback:

» Use what is currently available in first round;

identify gaps as MAP moves forward

» Challenges will include:

o Data collection
o Identifying meaningful ways to fill gaps

Feedback to the Coordinating Committee NQF

Nanona Quay Forum

MAP Measure Selection Criteria:

Good principles, but difficult to apply; very “all or nothing”

High-impact conditions have gaps (e.g., child health, cancer
care, behavioral health)

Suggest that criteria include functional health status outcomes
for patients

There is a need to assess individual measures alongside this
“set-level” criteria

Criteria does not address how infrastructure (e.g., data sources,
tools, etc.) can be used for improvement purposes

Overall consensus that the criteria is focused on the right things
(e.g., consensus, patient-centeredness, burden)

36

18



Opportunity for Public
Comment

Summary of Day 1 and
Look-Forward to Day 2

19



NATIONAL QuALITY ForuM

Recap of Day 1 and
Review of Day 2 Agenda

NQF

B re akfaSt ACt I V I ty Nanonat QuaLrry Forum

* Please rank the core set and the measure set
gaps on the left side of the table at your seat.
* 3= Yes, include in core set
e 2= Maybe/Not sure
* 1=No, do not include in core set

40



Meeting Agenda: Day 2 NQF

NATIONAL QuALITY ForuM

* Priorities for Cancer Care Measurement

* Review Work of the CMS Cancer Care Measures

Technical Expert Panel
* NQF-endorsed® Cancer Care Measures
» Data Sources and HIT Implications
* Propose a Cancer Care Measurement Strategy

» Adjourn for the Day

NQF

Nanona Quay Forum

Review Work of the CMS
Cancer Care Measures
Technical Expert Panel

'S
N
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CMS Technical Expert Panel Work NQF
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PPS-exempt Cancer Hospital background and

statutory requirements

Prioritization process for selecting measures

Review the five measures recommended

Opportunities identified for future measurement

CMS Technical Expert Panel Work NQF

Nanona Quay Forum

Five measures selected by the TEP

» Adjuvant chemotherapy for Stage Il colon cancer

» Combination chemotherapy for AJCC T1c or Stage Il or llI
hormone receptor-negative breast cancer

* Hormone therapy for AJCC T1c or Stage Il or Il hormone
receptor-positive breast cancer

» Catheter-associated urinary tract infections (CAUTIS)

» Central line-associated bloodstream infections (CLABSIS)

44



NQF-endorsed® Cancer Care
Measures

Angela J. Franklin, JD
Performance Measures
National Quality Forum

45

Past NQF Work Related to Cancer NQF
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* Cancer Care Phase | — 2002

— Focus: Identified priority areas for public reporting &
accountability

— Defined what should be included in a core set for cancer care:
access to care/critical trials/cultural competence;

diagnosis and treatment of breast cancer;

diagnosis and treatment of colorectal cancer;

communication and coordination of care,

including information technology issues;

prevention/screening;

diagnosis and treatment of prostate cancer; and

symptom management/end-of-life care

© N s DR

— No measures were endorsed during this phase

46

23



Past NQF Work Related to Cancer NQF

NaTioNAL QuALITY Forum

e Cancer Care Phase Il — 2004
— Focus: Public reporting & accountability
— Endorsed 19 performance measures for gauging the quality of
cancer care in the areas of
* breast cancer
« colorectal cancer
e symptom management, and
« end-of-life care
— Areas for consideration under this project were selected based on
five criteria:
 alignment with national goals
« key leverage points
« addressed variation in care
* patient centered, and
» addressed disparities in vulnerable populations

Past NQF Work Related to Cancer NQF

NanonaL QuaLrry Forum

* Cancer Care Phase Il — 2004

— One conclusion of the Steering Committee was that because
cancer—especially if one type is to be evaluated—is a
relatively infrequent disease, most measures for
accountability may be at the institutional level rather than at
the physician level.

* Breast cancer: 6 measures
¢ Colorectal cancer: 4 measures
« Symptom management and end-of-life care: 9 measures

— The 19 endorsed measures do not reflect all the NQF-
endorsed measures and practices; these cancer measures
can be used with other NQF-endorsed measures to provide
a more complete picture of the quality of care provided




Past NQF Work Related to Cancer NQF

NaATioNAL QuALiTY Forum

» Cancer Measure Set: Value-Based Episodes of Care — 2008

— Focus: Recommendations for a path forward for cancer quality
measurement and a defined research agenda.

— Building on the previous two projects, this project developed
recommendations for a comprehensive cancer measure set to
potentially apply the NQF framework for assessing “episode
efficiency” for chronic conditions to cancer care.

— The project:

« Reviewed the current state of cancer care quality measurement

« Presented one method of measuring quality care through the episode of
care approach and a conceptualization this approach for breast and
colorectal cancers

« Highlighted recognized gaps in measures of cancer care quality, and
« Offered recommendations for a path forward

Past NQF Work Related to Cancer NQF

NanonaL QuaLrry Forum

* Cancer Measure Set: Value-Based Episodes of Care — 2008
Figure 1: Context for Considering a Breast Cancer Episode of Care

Pathways datermined by
type of breast cancer
Treatment Plan spans
Phases 283
= A
=

B

Desired
- Survival
- Heath Related Quality of Life
Follow-up Gare - Symptom Management
- Risk-acjusted tolal cost of care
- Reintegration into Sockety

Clirical episode begins Prevention of recumanca/

chronic iliness

Issues to bo Considered Throughout the E o

- Access to Care - Genatic Testing/Counsaling

- Payehosscial needs - Symploem AssessmenUMaragament
- Treatment preferances - Rehabitation

- Informed decision-making - Care Coordination

- Palliative Care - Advanced Care Planning

- Family engagement - Comorbidities

- Heaith ed/Behavicr change - Risk of Therapy

50
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Past NQF Work Related to Cancer NQF

NaATioNAL QuALiTY Forum

» Cancer Measure Set: Value-Based Episodes of Care — 2008

Figure 2: Context for Considering Colon and Rectal Cancers Episodes of Care

Pathways determined by

Tragtment Plan spans.
Phases 283

- Health Reated Quality of Life
- Symplom Management

- sk -adjusted total cost of cane
- Reirdegration iro Society

Chinical episode begins Prevention of recurmencelchronic iliness

Issues to be Considersd Throughout the Episade:

- Accass io Care - Genetic Testing/Counseling

- Peychosocial needs - Symptom AssessmantManagemeant

- Treaiment preferances - Rehabilaation

- b sking - CareC

- Pafiative Care - Advanced Care Planning

- Family angagement - Comorbidities

- Heatth ed /Behavior change - Risk of Therapy * Applins 10 roctal cancer orly -

Past NQF Work Related to Cancer NQF

NanonaL QuaLrry Forum

* Cancer Measure Set: Value-Based Episodes of Care — 2008
— Recommendations and Next Steps in Four categories:

« patient-centered measurement

— Prioritize outcomes and cross-cutting issues (e.g. symptom management, end of life,
communication around transitions, psychosocial distress)

— Focus on shared decision-making and clear communication
+ data and measurement issues

— Ensure correct and relevant data elements (including those around initial stages and
disease status)

— Expand on current guidelines (e.g. NCCN) and evidence bases
— Push for outcomes measures
— Develop a framework and system for all measurement needs
» models of accountability
— Focus on multidisciplinary care coordination: shared accountability across health
professionals and providers
« explicit consideration of palliative and psychosocial care needs

— Assess psychosocial and palliative care needs of the patient and family much earlier
in the episode of care, if not at the very start

52
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Cancer Endorsement Maintenance Project NQF
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e Cancer Endorsement Maintenance 2011

— Focus: to identify and endorse additional cancer care
measures for accountability and QI

» Seeking composite, outcome, and process
measures proximal to outcomes, applicable to
any setting. Will prioritize measures:

— addressing specific National Quality Strategy areas
— specified for use with EHRs (eMeasures), and
— harmonized across settings (e.g., outpatient and hospital)

* Will evaluate measures endorsed before 2009

Cancer Endorsement Maintenance Project NQF

NanonaL QuaLrry Forum

e Cancer Endorsement Maintenance 2011
Timeline:
— Nominations: Oct 14" — Nov 11t
— Measures: Oct 14t — Jan 13, 2012
— Implementation Comments: Oct 14 —Nov 11t

27



Current Set of Endorsed Cancer Measures NQF

NaATioNAL QuALiTY Forum

» Thirty-four (34) NQF-endorsed measures directly
related to cancer

» Current measures cover a wide range of topic
areas including:
— breast cancer,
— colorectal cancer,
— blood cancers,
— symptom management, and
— end-of-life care

Workgroup Discussion and
Questions

‘
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NATIONAL QuALITY ForuM

Opportunity for Public
Comment

L U n C h ACtIVIty NAHO§-QU%YPFO;RUM

* Please rank the NQF-endorsed cancer
measures on the left side of the table.
* 3= Yes, include in core set
e 2= Maybe/Not sure
* 1=No, do not include in core set

58




NATIONAL QuALITY ForuM

Data Sources and HIT
Implications

Data Sources and HIT Implications NQF

Nanona Quaty Forum

American College of Surgeons Commission
on Cancer

— Stephen B. Edge, MD

American Society of Clinical Oncology
— Michael Nuess, MD
— Kristen McNiff, MPH

60
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NQF
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Propose a Cancer Care
Measurement Strategy

NQF

Nanona Quaty Forum

Screening Diagnosis Survivorship
Prevention Under Treatment Surveillance
Treatment Quality of life
Overtreatment Palliative Care
End of life

Cross cutting measures, NQS priorities: safety, care
coordination, patient preferences (including patient
outcomes, patient shared decision making, patient
experience of care, family engagement)

Breast

Colon

Lung

Prostate
Gynecological cancers

Pediatric Cancers
Subgroup: leukemia

Other cancers (measures: esophagus, pancreas,
multiple myeloma, leukemia, melanoma) (no measures:
brain, adrenal, other skin)

62




Cancer Care Measurement Strategy NQF
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» Define a core set of cancer care measures
« Identify priority measure gap concepts

» Consider the relationship to the hospital core
measure set

» Review data source and HIT implications

» Synthesis of Hospital Workgroup guidance to the
Coordinating Committee

63

Proposed Cancer Care Measure Set NQF

NanonaL QuaLrry Forum

Five measures selected by the TEP:
» Adjuvant chemotherapy for Stage Il colon cancer

« Combination chemotherapy for AJCC T1c or Stage Il or llI
hormone receptor-negative breast cancer

* Hormone therapy for AJCC T1c or Stage Il or Il hormone
receptor-positive breast cancer

» Catheter-associated urinary tract infections (CAUTISs)
» Central line-associated bloodstream infections (CLABSISs)

+ Additional measures

64



Opportunity for Public
Comment

Hospital Workgroup
Next Steps

33



Next Steps NQF

NATIONAL QuALITY ForuM

Pre-rulemaking Task:

» Feedback on MAP measure selection criteria to
Coordinating Committee — Oct. 19 Coordinating
Committee web meeting to finalize criteria

» Pre-rulemaking Task — Hospital Workgroup in-person
meeting on Dec. 15

Cancer Care Measures Task:

» Follow-up survey exercise to confirm workgroup
recommendations (if needed)

» Draft Report to Coordinating Committee — Mar. 15-16
in-person meeting

67

SUPPLEMENTAL
MATERIALS

o
®
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Measure Applications
Partnership Meeting:
Cancer Measurement

ASCO

Michael Neuss, MD
Vanderbilt-lIngram Cancer Center
Kristen McNiff, MPH
ASCO

Who Are We?

The American Society of Clinical
Oncology

= Society for oncology professionals
= 30,000 members

= 115 countries

= Multi-specialty

= Multidisciplinary

=  Multi-setting

ASCY

AMERICAN SOCIETY OF CLINICAL ONCOLOGY
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Our Membership

Practice {
- Academic

Excluding Members in Training

; — 30%
International m

Domestic

All ASCO members

ASC(J AMERICAN SOCIETY OF CLINICAL ONCOLOGY

Quality Oncology Practice Initiative (QOPI)

Launched in 2006 as free member benefit for
outpatient adult Med Onc practices

Retrospective chart abstraction offered
twice/year, secure web-based submission

Data analyses and confidential practice
reporting

Practice-specific and aggregate comparison
data for data-driven QI

Nearing 50,000 patient year (1,400,000 new
casesl/year, 3-4%)

ASC( ) AMERICAN SOCIETY OF CLINICAL ONCOLOGY
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National QOPI Participation

800

700

600

500
Practices
400 15000 Charts
Registration

300

Practices

mm Certified
Practices
mm Charts

oToZ lled -

900¢ Sunids
9002 I|ed
£00Z Bunids
£002 I1ed
800¢ Sunids
800 Iled
6002 I1ed
0102 Sunds
T10Z Sunds

Measures

QOPI & QCP: Spring 2006 — Spring 2011
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QOPI Process
Measures*

*Underuse and
overuse measures

ASCY)

» Care Documentation
* Chemo Administration
» Pain Management

e Smoking Cessation

» Psychological Support

Core
Measures

. * Breast Cancer
Disease— » Colorectal Cancer
Specific + Non-Hodgkin’s Lymphoma
Module + Non-small cell Lung

Cancer

Domain-— + End of Life Care
SpeCIfIC * Symptom/Toxicity
Module Management

AMERICAN SOCIETY OF CLINICAL ONCOLOGY

Sources for ASCO Measures

ASCO guidelines, other organizations’

guidelines

ASCO committees (e.g., Cost of Care;

Disparities, Survivorship)
National reports (e.g., IOM reports)

Suggestions for external organizations (e.g.,
patient advocacy organizations, other
societies)

AMERICAN SOCIETY OF CLINICAL ONCOLOGY
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QOPI Rapid Reporting

QOPI Measures Summary Report

QOPL_(C)

QOFPI® Fall 2008 Measure Swmnmary Report

Graphical Measures Summary Report/
Trend Report

AMERICAN SOCIETY OF CLINICAL ONCOLOGY

QOPI Measure Examples...

Rate of Recommendation of Chemotherapy for Breast, Colon and Lung
Cancers by Round

Concordance Rate

Multi-agent chemo recommended -

Breast

1.00

0.98

0.96

0.94

0.92

0.90

0.88

0.86

0.84

0.82

Chemotherapy recommended -

Colorectal

—— Chemotherapy Recommended-

NSCLC

/_h-\‘__’_,’

AMERICAN SOCIETY OF CLINICAL ONCOLOGY
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QOPI Measure Examples...

Appropriate Documentation of Smoking Status, Smoking
Cessation, Infertility Risk, Fertility Preservation

0.40
0.35
0.30

0.25
0.20 - Smoking Cessation
0.15 Counseling
0.10 m Infertility Risks Discussed
0.05 -
- W Fertility Preservation
1 2 3 4 5 6

Options Discussed

B Smoking Status

Concordance

Participation Round

ASC(J AMERICAN SOCIETY OF CLINICAL ONCOLOGY

QOPI is Nimble

QOPI development cycle is days

Definition of data elements serves
educational function

New concepts can be introduced easily
Platform independent

ASC( Z;) AMERICAN SOCIETY OF CLINICAL ONCOLOGY
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Next Steps/ldentified Needs

* More robust quality measures

— Including outcome measures, patient experience
and outcome measures

 EHR-based, prospective and longitudinal
data to populate QOPI

 Ability to meet CMS reporting requirements
while participating in more comprehensive
quality reporting and improvement initiatives

ASC(J AMERICAN SOCIETY OF CLINICAL ONCOLOGY

eMeasures

» ASCO has engaged with AMA PCPI and NQF in
‘retooled’ cancer measures

* ASCO will develop additional measures for EHR-

based reporting

* Major issue: lack of standards to capture staging
and state

— Not captured by ICD-9 codes, ICD-10 codes, or any
administrative data

— Inadequate, incomplete, incorrect SNOMED codes

ASC( ) AMERICAN SOCIETY OF CLINICAL ONCOLOGY
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Future Cancer Quality Measures

Where should we go?

» Existing NQF endorsed measures are important to assess
— Especially at the system/institution level

» Additional measures are needed

— More comprehensive and patient-centric measures across
specialties and domains

— Mix of structure, process and outcome measures
— Measures developed for EHR as unigue data source

— Means to address methodologic issues (risk adjustment, small
denominator [especially at provider level])

ASC(J AMERICAN SOCIETY OF CLINICAL ONCOLOGY

Future Cancer Reporting

» Specialty-led registry programs can provide
comprehensive data collection and
actionable reporting which cannot be

replicated by federal reporting programs

» Federal programs should leverage
established and proven programs and
promote participation

ASC( ) AMERICAN SOCIETY OF CLINICAL ONCOLOGY




Realizing Potential of HIT:
IOM ‘Rapid Learning System for
Cancer Care’

* “In this framework, routinely
collected real-time clinical
data drive the process of
scientific discovery, which
becomes a natural outgrowth
of patient care”

— Abernethy et al, Rapid-Learning
System for Cancer Care, JCO
2010

ASC(J AMERICAN SOCIETY OF CLINICAL ONCOLOGY

—
/ PATIENT DATA

PATIENT KNOWLEDGE
part Central
Knowledge

-

ASC( ) AMERICAN SOCIETY OF CLINICAL ONCOLOGY

43



Summary

» Use of existing, proven registries will maximize
comprehensive quality measurement and opportunities for
improvement
ASCO has developed and implemented more than 100
gquality measures; however, additional measure
development and endorsement work is needed for oncology

» Emeasures are needed but there is a requirement for
— Staging data standards
Combined input cross time and location (e.g. tumor registry)
— Universal reporting
Patient input
Outcomes

ASC(J AMERICAN SOCIETY OF CLINICAL ONCOLOGY

Cancer Care Measurement

MAP Hospital Workgroup
October 13, 2011

44



First, some housekeeping...

Yes, cancer care is complex and involves many
types of providers and procedures

Yes, there are many types and subtypes
Yes, there is much work to do

This only means that it is challenging, not
impossible

And, unfortunately, you are not going to hear a
“we’ve done it well” talk. WHY??

Who are the exempt cancer centers?

The Ohio State Comprehensive Cancer Center — Arthur G. James Cancer
Hospital and Solove Research Institute, Columbus, OH

City of Hope Comprehensive Cancer Center, Duarte, CA
Dana-Farber Cancer Institute, Boston, MA

Fox Chase Cancer Center, Philadelphia, PA

H. Lee Moffitt Cancer Center & Research Institute, Tampa, FL
The University of Texas MD Anderson Cancer Center, Houston, TX
Memorial Sloan-Kettering Cancer Center, New York, NY

Roswell Park Cancer Institute, Buffalo, NY

Seattle Cancer Care Alliance, Seattle, WA

Sylvester Comprehensive Cancer Center, Miami, FL

USC Norris Cancer Hospital, Los Angeles, CA
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SEC. 3005. QUALITY REPORTING FOR PPS-EXEMPT CANCER HOSPITALS.

(k) Quality Reporting by Cancer Hospitals-

(1) IN GENERAL- For purposes of fiscal year 2014 and each
subsequent fiscal year, a hospital described in section
1886(d)(1)(B)(v) shall submit data to the Secretary in
accordance with paragraph (2) with respect to such a
fiscal year.

(2) SUBMISSION OF QUALITY DATA- For fiscal year 2014
and each subsequent fiscal year, each hospital
described in such section shall submit to the
Secretary data on quality measures specified under
paragraph (3). Such data shall be submitted in a form and
manner, and at a time, specified by the Secretary for
purposes of this subparagraph.

H.R. 3590
Patient Safety and Affordable Healthcare Act

SEC. 3005. QUALITY REPORTING FOR PPS-EXEMPT CANCER HOSPITALS.

‘“(4) PUBLIC AVAILABILITY OF DATA SUB-
MITTED.—The Secretary shall establish procedures
for making data submitted under paragraph (4)
available to the public. Such procedures shall ensure
that a hospital deseribed in section 1886(A)}(1)(B)(v)
has the opportunity to review the data that is to be
made public with respect to the hospital prior to
such data being made public. The Secrctary shall re-
port quality measures of proecess, structure, outcome,

patients’ perspective on care, cefficiency, and costs of
care that relate to services furnished in such hos-
pitals on the Internet website of the Centers for

Medicare & Medicaid Services.”’.
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Measuring The Value Delivered Across
The Cancer Care Cycle

Process Outcomes
metrics metrics
Teens PREVENTION Trial enroliment Reduction in
Smoking cessation cancer incidence
education rates
Rate of cancers ;
SCREENING diagnosed s
appointments AN
- Stage at diagnosis —
Following guidelines (D
early to \\ Q @
mid adults Lab SPC quality (0)] 3
: . Trial enroliment control charts, (
Historical DIAGNOSIS Sensitivitylspecificity Radiology (-D
metrics interpretation -
. Following guidelines concondance m Q
Primary \ 0n =
Surgery: Operative m
S pan of Time from diagnosis o Mortality, infection rate, —
TREATMENT treatment readmissions D
. Treatment guideli c
Business \ rate, complications
Tracking patients oA
. ppts. Kept
Life-long SURVEILLANCE |  Scheduling Second Primary Detection
Education early stage
Tracking patients S u erVal
SURVIVORSHIP - Re-emrol to Quality of Life Measures
]
Return to Pre-cancer
Function
6
Uni h teristi d
[ ]

focus

Hospital-outpatient blend

requires coordinated data systems

Short-term (months) and long term (years)

Longitudinally-patient centered database

Generally care is across many providers which

a7



Unique characteristics and
measurement needs

Generally across many settings

Prognostic factors (data elements) very
complex

Significant interplay between disease
characteristics and host characteristics

Risk adjustment methodological limitations

Gap analysis
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Current State of NQF Metrics Applied to Cancer Care

Treatment - Treatment - Radiation Surveillance/ Subsequent
Chemotherapy Therapy Survivorship Disease Care

Screening Access || Diagnosis/Staging Treatment - Perioperative

A A

CoordCare-
0224 PathRep-AC0S 0381 RX Commun-AMA PCPI
0377 MDS CG-AMA )t e 0383/4 Pain Score/Plan-AMA
PCPI 8 PCPI
0378 Fe stores-AMA | .
PCPI 0559 BC AdjChem- 0212 2 hosp 30d-NCI
0379 CLL Flow-AMA Healthcare AC0S 0215 No Hospice-NCI
0301 Hair Removal-TJC Core SCIP. 0380 Myel Bispho-
0527 Abx 1hr prior-T.JC Core SCIP. AMA PCP}
0528 Proph Abx Sel-TJC Care SCIP 0383/4 Pain
0529 Proph Abx D/C-TJC Core SCIP
0371 VTE Prophyl-TIC Core VTE
0268 Prophy! Cephalo-AMA PCPL
0269 ProAbx Timing-AMA PCPI

‘ent Bundle-1H
0872 ICU DVT Prophyl-TJC Core
VTE
0271 Proph Abx DIC-AMA PCPI
0464 CRBSI CVC-AMA PCP|
ED Arr to Depart Adm-CMS

*Not formally proposed in Health Reform Legislation

Current NQF-Endorsed Cancer Metrics
Across the Continuum of Care
Current State Of Endorsed Quality Measures Applied To Cancer Care
Measures Cancer-specific measures

Cancer care continuum Number Percent Number Pereent

BUTCOMES

Treatment 36 24 4 7

Subsequent disease rare 2 1 2 4

Subtotal 33 25 6 il

STRUCTURE

All stages of care 14 a 2 4

PROCESS

Treatment 56 37 18 23

Diagnosis/staging 13 9 1 20

Subsequent disease care 12 8 5] n

Screening/prevention 0 7 S El

Surveillancefsurvivarship 5 3 5 9

Subtotal 96 64 45 83

EFFICIENCY

All stages of rare 0 0 0 0

COST OF CARE

All stages of rare 0 0 0 0

PATIENTS' PERCEPTION OF CARE

All stages of rare 3 2 1 2

TOTAL

151 oo 54 o

sourcE Authors’ analysis of measures endarsed by the National Quality Forum See Mote 12 in text. woTes The list of endarsed
measures includes measures that are applicable to cancer disesse only [for example, Mational Quality Forum-endorsed measure
0386: documentation of cancer stage) and measures that are applicable to a broad range of diseases [for example, Mational
Quality Forum-endarsed measure 0533: postaperative respiratory failure]




The Outcome Measures Hierarchy

Tier Survival
1
Health Status
Achieved Degree of health/recovery == 5
1
____________________________________________ 1
1
1
Tier Time to recovery or return to normal activities 1
1
2 1
1
Process of 1
Recovery Disutility of care or treatment process (e.g., discomfort, !
complications, adverse effects, errors, and their consequences) :
1
_____________ 1
1
Sustainability of health or recovery and nature of N
Tier recurrences .
3 1
1
Sustainability of . 1
Long-term consequences of therapy (e.g., care-induced
Health ;
illnesses)

From : Porter, ME, Harvard Business School, 2009

The Outcome Measures Hierarchy
Head and Neck Cancer

e  Survival rate
(Two-year, five -year)

e Degree of remission e Can swallow normally

Degree of recovery / health ¢ Can talk normally

¢ Functional status

e Time to remission e Completion of all

Time to recovery or return to normal treatments for cure within

activities e 100 days
Disutility of care or treatment process (e.g., *  Postoperative complications
treatment-related discomfort, complications, . Readmissions
adverse effects, diagnostic errors, treatment . o

errors) . Time-to’s” (referral, appt.,
treatment,etc)
S e Disease-free survival

Sustainability of recovery or health ¢ Cancer recurrence

over time

¢ Incidence of secondary
Long-term consequences of therapy cancers
(e.g., care-induced illnesses) M Porter, Redefining Healthcare,

2006




Tier 1 - Surv

Pt -centered

Tier2 -
Normalcy and
Disutilities
Tier3 -

Sustainability
and long term
complications

1,2 yr surv

Swallowing,
speaking

Time to
complete RX

System
thruput

Complication
s of care

Secondary
cancers (lung
or upper
resp)

RX toxicities

Clinical Outcomes

Esoph
(sLc)

2 yrsurv

Swallowing,
weight

Time to
complete RX

System
thruput

Complications
of care

Secondary
cancers (upper
Gl)

RX toxicities

1,2 yr surv

Pulm fn

Time to
complete RX

System
thruput

Complications
of care

Secondary
cancers (lung
or upper resp)
RX toxicities

Breast

(AHRQ
grant)

5, 10 yr DFS

Cosmesis,
hormonal

Time to
complete RX

System
thruput

Complications
of care

Secondary
cancers (arm
sarcoma)

RX toxicities

ColoRect
(AHRQ
grant)

2,5 yrsurv

Bladder and
bowel fn
Stoma rate

Time to
complete RX

System
thruput

Complications
of care

Secondary
cancers (Gl)
RX toxicities

Prostr
(AHRQ
grant)

5, 10 yr surv

Bladder and
bowel fn
Sexual fn

Time to
complete RX

System
thruput

Complications
of care

Secondary
cancers (GU)
RX toxicities

Gyne
(new
interest)

2,5 yrsurv

Bladder and
bowel fn

Time to
complete RX

System
thruput

Complications
of care

Secondary
cancers
RX toxicities

What are the database prospects?

e Of course, administrative claims data for the
usual stuff
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ASCO QOPI

Tested, valid, reliable, usable

“Registry” type — abstracted data

Very process-oriented

Very physician practice oriented

Covers many steps in the process

— Diagnosis, staging, lab testing, treatment,
symptom management, screening and detection,
prevention, followup, end of life care

http://gopi.asco.org/program

ASCO QOPI

* Gaps:
— Patient preferences
— Patient satisfaction
— Complications of care
— Long-term outcomes
— Handoffs and care coordination
— Inpatient care
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ACOS NCDB

Tested, reliable, valid, usable

“Registry” type — abstracted data

Heavily weighted towards initial interventions

Specifically geared to measure survival

Longitudinal measures that span the
care continuum
NONE ARE ENDORSED

SURVIVAL (or, if you wish, more than 30 day
mortality)

Patient perceived quality of life
Functional status

Disease status

Long term consequences of treatment
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Patient reported measures

* HCAHPS Octbr 3000 1o Soptmbar 270 Dlschurges
— Inpatient i 7 } !
— Not cancer specific LI R kIR
— Halo effects E »! : ! g g £ i 1 I i }
— Endorsed AR l i i HEIEIEH

* Press-Ganey

— Inpatient and Outpatient
— Customized for cancer
— Not endorsed

Patient centered approach to public
reporting, i.e. FACIT

Very cancer
specific
Validated tool

True patient
reported
outcomes

Primarily been
used in
research

Need registry
or EHR
development
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For example, ovarian

NCON-FACT FOSI-18

Below is a list of statements that other people with vour illness have said are important.
Please circle or mark one number per line to indicate your response as it applies to
the p davs.

Notat  Alittle  Some-  Quite Very

all it what a bit much
o Thave a lack of energy ..o 1] 1 2 3 |
are TRAVE PAIL ..o 0 1 2 3 |
ar Teel il s 0 1 2 3 4
o T have cramps inmy stomach area ... 0 | 2 3 4
= I feel fatigued...o s 0 1 2 3 4
ot T am bothered by constipation ..................... 0 | 2 3 4
o T have swelling inmy stomach area ... 0 1 2 3 |
o 1 have control of my bowels ............ooovnineee 0 1 2 3 |
o Tam sleeping well...oo. 0 1 2 3 4
s I worry that my condition will get worse ... 0 1 2 i 4
P T Have mAamsea oo 0 1 2 3 I

e Administrative &=

Palliative and end of life measures

#0210 Proportion receiving No identified steward Percentage of paticnts wih
chemotherapy in the last 14 days from cancer receiving

of life

o died

chemotherapy in the last 14 days

#0211: Proportion with more Noidennified steward Percentage of patients wh

o died

data “close”

* Do require
human
interpretation

* Very important
tie to resource
utilization

than one emergency room visit in
the last 30 days of life

#0212: Proportion with more
than one hospitalization in the
last 30 days of life

#0213: Proportion aduutted to
thie ICU m the last 30 days of life

#0214; Proportion
Cancer m an acute care \:“ill:_'

2 from

#0215 Proportion not admutted
1o hospice

Nodennfied steward

No identified steward

Nodennfied steward

No idennified steward

from cancer with more than one
CIMErZency room visit in the last
30 days of life

Percentage of patients who died

from cancer with more than one
hospitalization m the last 30 days
of ife

Percentage of patients who died
from cancer admined to the ICU
i the last 30 days of life

e of patients who died
ncer i an acule care

Percent
from

ercentage of panents who died
from cancer not admited 1w
hospice

#0216: Proportion admitted to
hospice for less than 3 days

No identified steward

Percentage of patients who died
from cancer. and admitted to
hospice and spent less than 3
days there

Note: Some similarities to ASCO QOPI measures
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Resource utilization measures

Colon CA (1583} Epsode of care. Resource use and costs aﬁ.ooabedwﬂ'\(olnlns(op’f Pabents ABME-REF
H for 21-day period wertfied ind
i Inltlal attempts aroumd 3 cherescopy mn1mmmnm\:’:&wmwm1ysmnm‘ﬂn
sure aned the 14
fa i I ed For the grous orwwumn a colecomy that inchudes a prmary
dmwhl EM"zI“mW? MUI"M I‘ﬁlrfdlﬂiwwmddaum
days p ys
pracading the colstomy. Thase i 3 coleciomy w1t
* VERY KEY! - - o oot o o v iont oo
‘axeiudad from the maasure.
over-, under-, oo = S e
. dentted a0 o
mis-use hjuw‘*"m" nmmwrmmmwnmxmmuumw

0 11 months Sallowing £ proCedue ane Measused

Beaast CA | (157%) Epmoda of care | Fiescures uas and coals assecisted with breast biepsy. Wamen with | ABMS-SEF

. i ; for Bllday period abrea are idersified and the resour v costs

Very emotional D o ey | Y e sertbod and e wiourrs e and o
. . . thee seven days following the biopsy ane medsured.

[ ]
Adm lnIStr.atlve Breast CA (1579 Epsode of care Rescurte use and costs associated with managenent of newly ABMS.REF
data possible ooy | syt sl e e 1o pe e

cancer ower a 15 month inial ngm P1MRZNINJIMII| the cohort hased on

i iduntificatio

¢ [nteresti ng - Saocth ckman i s diogrrss oo ot beogel e s

year

recent NYT lelhood ¢35 i hey !mcalup(mtdmeclams related to

. g ot s o v mkh  prry dhagrass f bt e
article re: Wicnen e denifed 2 nonvhigh Skeihood cases ity 0o ot
. et these criteria. These wonven ane inchaded as potential cases if

thery mueet caertan criteria related 1o surgery, muliph daims, other

Su rgery cancers and secondary breast cancer. Fatents with 3 preious
magneais of Berast eanese, malasiabe Msaass and non

non-skin cancer are axcluded. Elgble patients are followed for 15

et follranng the el dali o e deagrenss dunng i

muesurement period and data from the three months Fuoudum the

entry date are also captured for identification of breast cancer-related

care Paants are w:w_-cmnom mutisally e'xuusl\e aroups: 1)

:4| d Chewral
breast cancar-redated costs and reacurce use 3re calculated for ach
straturn, Conts of carn are caliulated 21 3 spatom hivel dus 8 the
inabiity 1o measune impertant case-mix Kaclors such as stage of
Progestenone receptor status in current

adntinistrative datasets.

BARBARA ANN

ROSWELL
NCERCENTER y
KARMANOS [y " PARK
- CANCER INSTITUTE
THE SIDNEY KIMMEL

COMPREHENSIVE CANCER CENTER SEATTLE

ALLIANCE

The James "1 Memorial Sloan-Kettering
‘Ohi Stateis a Comprehensive Cancer Center i # Cancer Center

DANA-FARBER designated by the National Cancer Insttute

CANCER INSTITUTL THE UNIVERSITY OF TEXAS

MDAnderson UsC
//// LanecerCenter SRR

Making Cancer History" COMPREHENSIVE
Daeseourh-Hischoodk CANCER CENTER
NORRIS COTTON —

CANCER CENTER @ Sr[w;bi N F(} R D
SRR e SITEMAN CANCER CENTER

MOFFITT R P e

CANCER CENTER

ul Duke Comprehensive EIRINONGRIRLL lJSYLVES[‘ER

Cancer Center n\-.TlTLTL COMPREHENSIVE CANCER CENTER
UNIVERSITY OF MLAMI HEALTH SYSTEM
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Recommendation
“The journey starts with.....”
At least start measuring — nothing will be perfect
Learn the lessons from previous core measures
Refine and improve over time

Enhance the data systems for patient reported
outcomes

Specifics

Process measures in QOPI with staged
implementation — diagnosis, staging,
treatment

“Re-commission” end of life measures

Re- invigorate the resource utilization
measures around breast and colon cancer

Utilize cancer-specific patient satisfaction

Work towards true patient reported outcomes
including quality of life and functional
outcomes

S7



Specifics
e Can incorporate non-specific measures in the
interim, i.e. NHSN, NDNQI, SCIP, PSl’s, etc

e Recognize that what matters to cancer

patients is LIVING, and with what quality of
life

e Acknowledge the true continuum of care

American College of Surgeons
Commission on Cancer

Focus on Quality
Measurement and Improvement

Stephen B. Edge, MD, FACS
Chair, Commission on Cancer

@ AMERICAN COLLEGE OF SURGEONS )] Commission
’ : an Canee
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Most Cancer Care in America
at CoC Programs

US Acute Care Hospitals Cancer Treatment

B CoC
Accredited
~ Not

Accredited

SSeaasa————————————asesaaeaaessss——e—
CoC Program Accreditation Requirements

Cancer Program Oversight

— Administrative

— Medical

Community involvement / outreach

Cancer Care Review
— Cancer Conferences

— Cancer Registry

Report registry data to CoC in Chicago
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Updated Accreditation Standards 2011

Promoting the use of quality measurement at at
the point of care to improve patient outcomes

—Enhanced use of existing quality metrics with
required performance / improvement plan

—Assessing and implement new measures
—Studies of quality and improvements

—Public reporting

Quality Measurement Tools
Based on

National Cancer Data Base
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ee—————————————————u
National Cancer Data Base

e Cancer registry data from all CoC accredited
programs

e Uses of NCDB

— Comparative Effectiveness Research / Evaluation
of patterns of care

— Retrospective quality monitoring / reporting
— Active quality management

On Line Reporting Available to All CoC

Accredited Programs
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Cancer Program Practice Profile Reports (CP°R):
for Breast, Colon and Rectal Cancers
2004 - 2008 Diagnoses

Retrospective
Reporting of
Quality
Performance:

Roswell Park Cancer Institute, Buffalo, NY

Interpreting This Report: The gstimated performance rates shown below provides your cancer program with an indication
of the proportion of breast and colorectal patients treated according to recognized standards of care by diagnosis year.
These proportions are computed based on data directly reported from your registry to the NCDEB. This Cancer Program
Practics Profile Reports (CP3R) apelication prox vides er programs with the opportunity to examine dats to determine
th of the care provided at the institution. Cancer programs have the ability to
=e review” for the measure of interest. Displayed performance rates are

the CP3R are completed by cancer pragram staff, comparison rates are

ions made online should be reflectsd =t the local cancer ragistry. Cancer programs
2d cases to the NCDE.

¥ ’
immadiately Updated snce mod feation
updated nightly. Note: Any modi
=re encoursged to resubmit reco

Estimated Performance Rates

(click rate for comparissons)

97.3% | 95.3% | 94% 94.8% | 94.3%

Select Breast & Colorectal Measures

NQF
Approved
Measures

Radistion therapy is administered within 1
year (365 days) of diagnasis for woman under
age 70 receiving breast conserving surgery for
breast cancer. [BCS/RT]

Combination chemotherapy is considarad or
=dministered within 4 months (120 days) of
d\EgﬂUSIS for women under 70 with AJCC T1c
NO MO, or Stage II or ITI ERA and PRA
negative breast cancer. [MAC]

o
=
5

97.2% | 92.7% | 84.6% | 82.1%

Tamoxifen or third generation aromatase
inhibitor is considered or administered within 1
year (365 days) of dizgnosis for women vith 93
AJCC Tic NO MO, or Stage LI or III ERA and/or
PRA positive breast cancer. [HT]

£
£

93.8% | 93.5% | 95 94.7%

Adjuvant chemotherapy is considerad or
=dministarad within 4 months (120 days) of
diagnosis for patients under the =ge of 80 with | 100% | 94.7% | 87.5% | 100% | 100%
AICC Stage III (lymph node positive) colon
cancer. [ACT]

At least 12 regional lymph nodes are removed
=nd pathologically examined for resected 75% 94.7% ( 90.9% | 90.5% | 100%

colon cancer. [12RLN

Radistion therapy is considarad or

sdministered within & menths (180 days) of

diagnosis for patients under the age of 80 of 90

vith clinical or pathologic AJCC T4NOMO or

Stage I racsiving surgical resection for ractal
iRI]

5

100% | 92.9% | 83.3% | _100%

ElEEE|EE

[ee—————
Retrospective lua

Cancer Program Practice Profile Reports (CP°R):
for Breast, Colon and Rectal Cancers
2004 - 2008 Diagnoses

Roswell Park Cancer Institute, Buffalo, NY

Interpreting This Report: The gstimated performance rates shown below provides your cancer program with an indication
of the proportion of breast and colorectal patients treated according to recognized standards of care by diagnosis year.
These proportions are computed based on data directly reported from your registry to the NCDB. This Cancer Program
Practica Profile Reports (CP3R) application provides er programs vith the opportunity to examine dats to determine if

y these performance rates are representative of the care provided st the institution. Cancer programs have the ability to
review and modify rates are
P f s |immediately updated onc sia the CP3R are completed by cancer program staff, comparison rates are
EITOIrMANCE . | o gk, note: any madi

ions mads online should be reflacted st the local cancer registry. Cancer programs
are encouraged to resubmit reconciled cases te the NCDB.

Estimated Performance Rates

Select Breast & Colorectal Measures (click rate for comparissans)

NQF
Measures E

Radistion therapy is administered within 1
year (365 days) of diagnasis for wemen under

2ge 70 recaiving braast conserving surgery for | 27-3% | 95.3%6 | 94% | 04.80% | 94.3%
breast cancer. [BCS/RT]

Combination chemotherapy is considered or
sdministerad within 4 months (120 days) of
diagnosis for women under 70 with AJCC Tic 20
A NO MO, or Stage II or III ERA and PRA
negative breast cancer. [MAC]

Center can T ot 1

days) of diagnosis for wemen rith 93
AICC Tic NO MO, or Stage II or ITI ERA and/or

a u d it d ata fo r PRA positive breast cancer. [HT]
Adjuvant chemotherapy is cansidered or
[ 8| =dministerad within 4 months [120 days) of
diagnesis for patients under the age of 80 vith | 100% | _94.7% | 87.5% | 100% | _100%4g
comp CTENESS B s i et mate soce) saion
L
o]
N
R
E
C

5

97.2%

5

93.8% | 93.5% | 95% 94.7

cancer. [ACT]

At l=ast 12 ragional lymeh nodes ars removad
and pathalogically examined for resected 75
colon cancer. [12RLN]

5

94.7% | 90.9% | 90.5% | 100%

Radiation therapy is cansidered or

administerad within 6 months (180 days) of

diagnosis for patients under the sge of 80 of

vith dinical or pathologic AJCC T4NOMO ar

Stage III receiving surgical resection for rectal
iRT

o
=)
5

100% | 92.9% | _83.3% | 100%




Case Count Summary — Chemotherapy

with ER Negative Breast Cancer
Drill Down to Case Level Data

Roswell Park Cancer Institute, Buffalo, NY

FACILITY SELECTION ALL MEASURES EPR

Combination chemotherapy is considered or
a!:lmmistered within 4 months (120 days) of

diagnesis for women under 70 with AJCC

T1cNOMO, or Stage II or III hormone receptor

negative breast cancer. [MAC] 2004 2005 2006 2007 2008 J
Estimated Performance Rates 90% 7.2% | 92.7% | 84.6% ’ 82.1% l

Performance Rate Numerator / Denominator 36/40 | 35/36 38/41 33[39 32/39

Cases eligible for the measure (Denominator)
[Comp]+ [rRx]

Performance Rates and Reported Cases

Cases not assessable due to incomplete tumor
characteristics [I]

Cases not applicable for this measure by
definition [NA] 186 209 19
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Cases not eligible for consideration for any
breast measure [NE] _— _—
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Total number of breast cancer cases ‘

reported to NCDB

Case Level Review:
a) Auditing completeness; b) Quality Evaluation
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Chemo started more than 120 days following
diagnosis (12222) 200801319 00 CS04

Chemo started more than 120 days following
diagnosis (12220)

Chemo started more than 120 days following

200802385 00 C504

diagnosis (12220) 200801591 00 Cs08
Chemo started more than 120 days following Sep-29-

diagnosis (12220) 2010 200803850 00 Cs502
Chemo started more than 120 days following v il

diagnosis (12222)

Chemo started more than 120 days following
diagnosis (12220)

Chemo started more than 120 days following

200803631 00 CS05

dlagiosls (12330) 200800709 00 CS04
Chemo considered, not administered (12120) Sy 200800940 00 C508
Chemo considered, not administered (12122) 200802066 00 Cso8

Chemo started within 120 days following

diagnosis (12110) 200803883 01 C504
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Use of CoC
Cancer Registry System for
Rapid Quality Monitoring and

Active Care Management

Rapid Quality Reporting System (RQRS)
— Immediate case ascertainment

* Case tracking to allow active management

* Ongoing reporting of quality metrics

* Integration with survivorship plans and patient reported data
— Currently includes 3 breast and 1 colon National

Quality Forum-endorsed quality measures
* New breast measure to be added Fall 2011
* Plans to expand with additional Ql measures in Gl and lung

— Piloted last 18 months
— Released September 2011 for all CoC programs




Rapid Quality Reporting System

Opening Dashboards:
Most Recent Quality Measure Data

AmERICaN CoLL

OF SURGEONS

Inspiring Quality:
Highest Standards, Better Outcomes

cancer.

»

Radiation therapy is administered within 1 year (365
days) of diagnosis for women under age 70
recening breast consening surgery for breast

Combi is or
administered within 4 months (120 days) of
diagnasis for women under 70 with AJCC T1eNOMD,
or Stage Il or Il harmone receptor negative breast
cancer.

‘Tamoxifen or third generation aromatase irhibitor is
considered or administered within 1 year (365 days)
of diagnosis for women with AJCC T1cNOMO, or
Stage Il or lll hormone receptor positive breast
cancer.

COLON MEASURES

—

RECTAL MEASURE )

At least 12 regional lymph nodes are removed and
pathologically examined for resected colon cancer.

BCS MAC _/
__ )

Adjuvant chemotherapy is considered or
administered within 4 months (120 days) of
diagnosis for patients under the age of 80 with
AJCC Stage Ill (flymph node paositive) colon cancer.

12RLN / \_ ACT

Radiation therapy is considered or administered
within 6 months (180 days) of ciagnosis for patients
under the age of 80 of with clinical or pathologic
AJCC T4NOMO or Stage Il receiving surgical
resection for rectal cancer.

AdjRT

RQRS Monthly e-mail Alerts to Programs
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e
Integration of Jmn
Treatment T
Summary for
Staff and
Patient:

Autocompletion |= oo =
from e
registry data = -

Plans for Expansion of NCDB-Based
Quality Measurement System

National implementation of RQRS
— Voluntary at this point — opened Sept 2011

Collection of patient-reported data

Linkage with administrative data

— Claims; EHR; others

NCDB is fertile ground to identify and test
new measures

— Current program to expand measure library

— Multidisciplinary teams identifying measures
for “accountability” and “quality improvement”
» Breast; Esophagus; Gastric; Non-small cell lung
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Collaboration in CoC Quality Programs

» Patient advocacy groups
— American Cancer Society
— NCCS; LiveSTRONG; CSC

e« ASCO and ASTRO

— Evaluating linkage to ASCO Quality Oncology
Practice Initiative, EHR pilot project and

Rapid Health Learning System

* Continued collaboration with NCQA and NQF

Concerns on Use of Cancer Registry

for Quality Measurement
Issue NCDB / CoC Solutions

Cancer registry data not Implementing Rapid Ascertainment
available for 2 —3 years System 2011

Data on outpatient data a) Best information is that NCDB fails to

(e.g. RT and systemic capture < 15% of data

therapy) incomplete b) When used for public reporting,
centers and CMS likely to apply
additional auditing to assure
complete case and data capture

Insufficient granularity  Enhancing data set; evaluating linkage to
on specific therapy other data sets and oncology practices
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Opportunities for Collaboration
* Work with others — e.g. ASCO

e Evaluate NCDB for opportunities for other
measures based on Level | evidence in
collaboration with experts at CoC; others

* Collaborate with NCQA and NQF on measure
development, approval, application

The Future is Now

Commission
on Cancer

A multidisciplinary program qf the
American Cr:rﬂege ::j'Surgsons
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