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Thank you Chairman Baucus and Ranking Member Hatch for inviting me to participate in today’s hearing
on behalf of the National Quality Forum (NQF).

My name is Dr. Christine Cassel, and | am the newly appointed President and CEO of NQF. Most
recently, | was Presidentand CEO of the American Board of Medicine and ABIM Foundation. |am board
certified in geriatrics and internalmedicineand have authored or co-authored 14 books and over 200
articles about quality, medical ethics, and geriatrics. lalso currently serve as one of 20 scientistson the
President’s Council of Advisors on Science and Technology (PCAST).

Thank you for inviting me to give my first testimony as head of NQF before this distinguished panel.

Why We Are Here Today

Chairman Baucus, we commend your leadership and that of the entire committee in making ita priority
to enhance the performance of the US healthcare system by establishing initiatives focused on public
reporting, value based purchasing, and care delivery reforms.

As you know, these efforts are reliant on “quality measures” to assess where improvements are needed
and what strategies work toimprove quality. Quality performance measures can help youandother
policymakers understand, forexample, if linking payment to hospital readmissions rates drives down
unnecessary readmissions, or if Patient-Centered Medical Homes and ACOs enhance clinical quality and
help control costs.

Performance measures — if they themselves are “high quality” — help us answerthese and other
criticallyimportant questions about whetherour publicand private efforts toimprove quality are paying
off.

Overview of NQF

Foundedin 1999, NQF is a non-profit, non-partisan organization with over 440 organizational members
that spanthe health care spectrum — including physicians, nurses, hospitals, businesses, consumerand
patientrepresentatives, health plans, certifying bodies and other healthcare stakeholders. NQF’s two
mainrolesare:reviewingand endorsing quality measures; and convening diverse sectors that have a
stake in healthcare to agree on key priorities and related measures to use in improving our nation’s
health.

Improving careiswhy | chose to serve on NQF committees before | became CEO. Last year, | was joined
by over 850 other NQF volunteers — who logged about 55,000 hours or the equivalent of roughly $4
millionin donated hours — to furtherthe quality cause. Collectively, we embody NQF’s publicservice
mission toimprove the health of the nation.



Our Board of Directorsis composed of 33 members—key public- and private-sectorleaders who
represent major stakeholdersin America’s healthcare system (see Appendix A). Adistinguishing
characteristicof NQF is that our by-laws stipulate that a majority of the Board must be representatives
of patients/consumers and purchasers. This assures astrongvoice forthose who receive and pay for
care. By practice, patientrepresentatives are prominentin all NQF committees and workgroups.

In terms of funding, NQF is supported by membership dues, foundation grants, and Federal funding.
How Do We Ensure that “High Quality” Measures Are Used?

It may sound simple, butitistrue, thatfocusing on quality will only be effective if the tools we use to
measure are themselves “high quality.”

For quality measurement to have animpact, the measures must be understandable to patientsand
payers; they needto be actionable by providers; and they need to meet high medical and scientific
standards. Also, itis critical that a range of stakeholders agree on whatisimportant to measure and that
thereis evidence thatthe measures selected can drive improvementsin care.

To ensure high quality measures, we need criteriaorstandards. And to make sure that these measures
are regularly used across the country, we need consensus or buy-in by all the sectors that have a stake
inhealthcare. That’'swhere NQF comesin.

NQF has two distinct but complementary roles focused on enhancing healthcare quality and value —
endorsing measures based on rigorous criteriaand, secondly, convening diverse stakeholders to gain
agreementonwhere improvementis needed and what measures can be used to reach our goals.

More specifically:
1. NQF reviews and endorses quality performance measures against rigorous criteria.

A keyrole of NQF is conveningclinical and other experts to review and endorse quality measures
through a multi-stakeholder process. Measuresrecommended by these experts are then voted upon
by the diverse NQF membership.

More specifically, NQF brings clinical experts from across the healthcare spectrumtogetherto evaluate
sets of quality measures. These measures are submitted to NQF from about 65 different developers
from across the country, including physician specialty societies and certifying boards, the American
Medical Association, The National Committee for Quality Assurance (NCQA), and others. These
measures are developed largely from scientifically based clinical guidelines.

NQF does not itself develop measures. Rather, ourjobisto assure that measures submitted to NQF
meet the following rigorous standards:

= Importance to measure and report — These criteria evaluate whetherthe measure has potential
to drive improvements, including care improvements, and includes a careful evaluation of the
clinical evidence.



= Scientificacceptability of measure properties —These criteria evaluate whether the measure
will generate valid conclusions about quality; if measures are notreliable (consistent) and valid
(correct), they may be improperly interpreted and providers may be mis-classified.

= Usabilityand use—These criteria evaluate whetherthe measure can be appropriately usedin
accountability and improvement efforts.

= Feasibility—These criteriarequire evaluators to review the administrative burden involved with
collectinginformation onthe measure. If a measure is deemed too burdensome, alternative
approaches needtobe considered.

= Anassessment of related and competing measures — These criteriarequire evaluators to
determine whetherthe measure is duplicative of other measuresin the field. NQF endorses
best-in-class measures and where appropriate combines (harmonizes) similar measures to
reduce burden associated with requests to report near-identical or “look-alike” measures.

2. NQF convenesdiverse, private sector healthcare stakeholders to provide input into the quality
improvement efforts of both private purchasers and the Department of Health and Human
Services (HHS).

In addition to bringing clinical experts togetherto provide ascientificand clinical review of quality
measures, NQF also brings diverse publicand private sector stakeholders together to drive consensuson
quality improvement goals, priorities, and activities. These stakeholders include patient representatives,
physicians, nurses, hospitals, labor, health plans, other quality organizations and government
representatives.

More specifically, the NQF-convened National Priorities Partnership (NPP) provides input to HHS on its
overarching National Quality Strategy (NQS), whichis focused on improving care, increasing
affordability, and building healthier communities. Gettingthe publicand private sectors “on the same
page” about where to focus quality improvement efforts is critical given the size, heterogeneity, and
complexity of our healthcare system.

In addition, the NQF-convened Measure Applications Partnership (MAP) makes recommendations on
which measures should be usedin Federal publicreportingand payment programsin advance of HHS
issuing related regulations, including Hospital Value Based Purchasing and the Physician Quality
Reporting System (PQRS), amongothers. MAP recommendations help facilitate Federal programs as
well as publicand private “alignment” by focusing on coordinating the use of the same measures across
sectors, where appropriate. Forexample, are blood pressure measures defined the same wayin the
PQRS and Meaningful Use programs? Are patient deaths calculated in astandardized way so that they
may be tracked and compared across hospitals and acrosstime?

A majorresultof this consensus buildingis creating astandard portfolio of measures thatis accepted as
the “gold standard,” with the measuresincreasingly used by publicand private purchasers aswell as
accrediting/certifying organizations. This uniformity of quality priorities and specificmeasures helps
lessen reporting burden on providers and sends strong signals about quality improvement goals. Tothis
point:a recentanalysis shows that about 28 percent of NQF’s library of measures are being used by two
or more sectors, including the Federal government, private payers, states, communities, physician
specialty societies, and others. Also, we know thatthe Federal governmentis actively using about half
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of NQF’s portfolio of measuresinits various programs. Givenits size and reach, the Federal government
isan importantactor in encouragingall sectors to focus on the same quality improvement goals, and
NQF measures are a critical tool in this effort.

Despite this progress, some recent Congressional payment reform proposals suggest room foran
additional measurereview process. Settingup anadditional process forapproving measures would
simply resultin more costand redundancy and will do little to improve care.

| strongly urge that youretain one central hub of measure review and endorsement — such as has been
created at NQF — which allows forthe mostinclusive and effective process for bringing new quality
measuresintothe system. Toaddress concernsthat| have heard, | am also committed to making NQF’s
endorsement process more efficient and responsive to community needs, including exploring the notion
of establishing criteriaforand endorsing measurement systems such as registries. Further, having multi-
stakeholderinputinto measure selectionis acritical strategy fordriving alighment and needs to be
retained.

An Overall Assessment of the Current State of Quality Measures
A key question before the Committee is “Where are we on quality measurement activities?”
As described above, NQF began endorsing performance measures about a decade ago.

Based on this work, the field now has a library of about 700 NQF-endorsed measures from which
hospitals, nursing homes, health plans, physicians, nurses, and others can select to focus their quality
improvement activities. Most of the measuresinthe NQF-library are condition specific(e.g., cardiac
care) and focus on clinical quality or patient safety. NQF looks to prioritiesin the HHS National Quality
(see chartbelow) as a guide to where we should focus ourendorsement efforts to support the nation’s
qualityimprovement goals. Current goals includeanincreased focus on person and family centered
care, improving affordabilityand increasing population health (part of health/well-being).



How NQF-Endorsed Measures Stack Up Against National Quality Strategy Priorities (2012)
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Thereisalso a needtoramp up our review of “cross-cutting measures” that can evaluate the impact of
care provided across settings and onincreasing the proportion of “outcome measures” (i.e., measures
that reflectthe end results of care) in our portfolio.

Regarding outcome measures, we are working hard to transform our quality system away from focusing
on “process measures,” which have served as the building blocks for quality improvement efforts, toa
systemfocused onthe end results oroutcomes. Based onthese efforts, the percentage of outcome
measuresinthe NQF portfolio has grown from 18 percentto 27 percentoverthe last2 years.

As we increase ourfocus on outcome measures, we have made progressin some areas, like surgery and
cardiac care, butmuch work lies ahead to bring more outcome measuresinto oursystem. See the chart
below for more specificity about NQF-endorsed, condition-specificmeasures.



Measures Receiving NQF Endorsementin 2012, by Category
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*Additional outcome measures captured in safety areas (not shown).

While we are working to bring more “high impact” measuresintothe system, we are alsoworkingto
strategically streamline our measuresto ensure only the best-in-class are on the market.

In thisvein, in 2012 NQF retired more measures fromits portfolio thanitadded with respectto new
measures. NQF removes measures that are no longer effective orevidence-based; replaces existing
measures with those thatare better, reflect new medical evidence, orare more relevant; and expands
the portfolioto bringin measures thatfill gapsand can help achieve the National Quality Strategy.

That said, there is always more work to be done to ensure NQF is retaining and endorsing the best
possible measures so as to limit the reporting burden on health care providers, where appropriate.

NQF’s Portfolio of Endorsed Measures: 2012 at a Glance
Let me provide furtherdetails on NQF’s measure endorsement effortsin 2012.

Last year, NQF completed 16 endorsement projects — reviewing 430 submitted measures and
endorsing 301 new and existing measures, or about 70 percent of those reviewed. Thisincluded 81 new
measures and 220 measures that maintained theirendorsement after being consideredin light of any
new evidence and/oragainst new competing measures submitted to NQF for consideration.



More specificallyin 2012, NQF endorsed:

= Patientsafety measures. Preventable medical errors costthe United States close to $29 billion per
yearin additional healthcare expenses, lost worker productivity, and disability.' NQF endorsed 32
patientsafety measuresin 2012, including healthcare-associated infections, falls, medication safety,
and pressure ulcers.

= Resource use measures. The full spectrum of healthcare stakeholders, including consumers and
business leaders, isincreasingly attuned to affordabil ity and focused on how we can measure and
reduce healthcare expenditures while improving care. NQF endorsed itsfirst set of resource use
measuresinJanuary 2012, and it endorsed an additional setin April 2012. These measures are
primed to offera more complete picture of what drives healthcare costs. Used in concert with
guality measures, they willenable stakeholders to identify opportunities for creating a higher value
healthcare system.

= Patientexperience measures. Measures endorsed includeameasure evaluating patient
satisfaction during hospitalization for surgical procedures; measures focused on effective provider
communication with patients regarding disease management, medication adherence, and test
results; sevenrelated measures thataddress health literacy, availability of language services, and
patient engagement with providers; and measures that evaluate how bereaved family members
perceive care providedtoloved onesin long-term care facilities and hospitals.

= Harmonized behavioral health measures. In 2012, NQF endorsed 10 measures related to mental
health and substance abuse, including measures of treatment for individuals experiencing alcohol or
drug dependent episodes; diabetes and cardiovascular health screening for people with
schizophreniaorbipolardisorder; and post-care follow-up rates for hospitalized individuals with
mental illness. As a part of this process, NQF also brought together CMS and the National
Committee for Quality Assurance (NCQA) tointegrate two related measuresinto one measure,
addressing antipsychotic medication adherence in patients with schizophrenia.

= A measurementframeworkfor those with multiple chronic conditions. People with multiple
chronicconditions (MCCs) now comprise more than 25 percent of the U.S. population®* and are
more likely to receive care thatis fragmented, incomplete, inefficient, and ineffective. *>*’® Despite
the growing prevalence of people with MCCs, existing quality measures typically do not address
issues associated with their care, largely because of data-sharing challenges and because measures
are typically limited to addressing asingular disease and/or specificsetting. As aresponse tothese
challenges, NQF endorsed a measurement framework for developers to use that establishes a
shared vision for effectively measuring the quality of care forindividuals with MCCs.

= Healthcare disparities measures. Research from the Institute of Medicine shows that racial and
ethnicminorities often receive lower quality care than their white counterparts, even after
controlling forinsurance coverage, socioeconomicstatus, and comorbidities.’ NQF commissioned a
paperoutlining methodologicalissues and an approach to identifymeasures that are more sensitive
to disparitiesand as such should be stratified. From there, NQF endorsed 12 performance measures,
focused on patient-provider communication, cultural competence, language services, and others.



What are Some Examples of How NQF-Endorsed Quality Measures Have Driven Care Improvements or
Reduced Costs?

While there is still great progress to be made, NQF-endorsed measures have helped spur care

improvements on the ground and, in some cases, have helped make a dentin our nation’s rising

healthcare costs.

A few examples of how NQF-endorsed measures have made a difference include:

= Quality Measures have Helped Drive Patient Safety Improvements

O

Many hospital acquired infections are on the decline through the use of standardized
quality measures, including central line associated blood stream infections (CLABSIs): The
use of quality measures and the underlying clinical guidelines they are based on have
contributed to patient safety gainsin hospitals, includinga CDC-reported 58 percent
reduction in CLABSIs between 2001 and 2009. Thisrepresents up to 6,000 lives saved and
approximately $1.8 billion saved in cumulative excess healthcare costs. "™

Hospitals that implementsafe practices have better outcomes: A peerreviewed study of
more than 650 hospitals showed adecline in mortality in those hospitals that have fully
implemented NQF-endorsed Safe Practices.'

e Quality Measures have Contributed to Better Health Outcomes

O

Improvements in Medicare’s ESRD Quality Incentive Program: In justtwo years, the
majority of dialysis facilities showed significantimprovement on the program’s three clinical
process measuresrelated to dialysis adequacy and anemia management, which have atight
link toimprovementsin ESRD patient outcomes. Improvements onthese process measures
and earlyfistula placement are associated with adecrease in ESRD-related hospitalizations
and death."*"?

A reductionin inappropriate, early elective deliveries before 39 weeks is resultingin
healthier babies and lower costs: Reports from the field suggest that currentearly delivery
rates of 10 to 15 percentcan be brought below 5 percent if quality guidelines developed by
the American College of Obstetrics and Gynecology are followed, avoiding an estimated
500,000 daysin NICUs and about $1 billionin costs. Once this measure is publicly reported
in 2014, it will allow patientsto assess whether hospitals are prioritizing the safety of babies
and Moms or unwittingly putting themin jeopardy.**

Hospital readmission rates are coming down: Before the adoption of hospital readmission
measures and a related quality improvement and payment program, the 30-day all-cause
hospital readmission rate held steady between 2008 and 2011 at an average of 19 percent.
Once NQF-endorsed readmissions measures were adopted, the readmission rate droppedto
18.4 percentfor the full yearof 2012 and to 17.8 percentforthe final quarter of 2012. While
thisisan early finding, itis promising.™

= Quality Measurementis Also Helping in Prevention Efforts and Chronic Care Management

O

Focus on diabetes care greatly reduces worse effects of the disease on patients. A long-
time effort at HealthPartnersin Minnesotato effectively care for patients with diabetes has
greatly reduced the long-term effects of the disease. More specifically, datagivento NQF
from HealthPartners comparing over 32,000 HealthPartners members with diabetes in 2011
to the same number of membersin 2000, members suffered 386fewerheart attacks and 71
fewerlegamputations,and 692 people did not experience eye complications. Thisisa
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majorsuccessin chroniccare management.

o Publicly reporting measures improved physician group performance: Physician groupsin
Wisconsin that publicly reported NQF-endorsed quality measures between 2004 and 2009
improved patient care on keyindicators, e.g., cholesterol control and breast cancer
screening, outperforming the rest of Wisconsin, nearby states of lowa and South Dakota,
and the United States as a whole.™

o A multi-prong approach to measurement plus payment incentives demonstrated results
over 10 years: Two hundred physician groupsin California associated with the Integrated
Healthcare Association have participated in a pay-for-performance program overanumber
of years. In 2012, 47 of the physician groups received performance awards for meeting
benchmark performance for meaningfuluse of health IT, patient experience, and clinical
measures in key areas: cardiac, diabetes, musculoskeletal, respiratory, and prevention."’

o The bar for quality measures gets raised over time. Along-standing NQF-endorsed
measure related to the use of beta blockers within seven days after an acute myocardial
infarction (AMI) provides an example of driving real change in our health system. Asfocus
on this measure ramped up overtime, mortality for heart attack patients fell. Based onthe
progressinthisarea (nearly 100 percent compliance at thistime), this measure was retired,
and a new measure entered the system where progress stilllacks. Thisnew measure
focuseson patient use of betablockers for six months afteran AMI which can help prevent
another AMI and furtherreduces patient mortality.

Despite these compelling examples, the nation has not come as fast or as far as expected.

Thereisno single reason why we haven’t made even greater gains, butanumber of roadblocks continue
to standin the way of improving quality further and reducing costs. These include:

=  Qur ability to capture and report clinically rich and meaningful performance measures
information, despite increased penetration of electronic healthrecords. Although between70and
75 percent of practicing physicians™® and approximately 80 percent of all eligible hospitals and
critical access hospitalsin the United States have received anincentive payment foradopting,
implementing, upgrading, or meaningfully usingan EHR,"’ this has not yet translated into accurate
electroniccapture and reporting of performance results as part of the care process. In fact, only
about 10 percent of measures submitted to NQF for endorsement are e-Measures, or specified for
useinan electronicenvironment. Also, reports from the field suggest that EHRs are not consistently
producing reliable quality data; *°

= The quality measurement community now has the data to begin developing outcome measures,
but more must be done to encourage all stakeholders to work togethertowards shared quality
goals. Recent publicand private campaigns to address well recognized quality problems, e.g.,
healthcare acquiredinfections and early elective deliveries, have proved orare beginningto prove
successful and should be replicated for other pressing problems.?! These campaigns should also
include afocus on trainingin quality measurementscience, culture change, and work redesign.

= Alack of alignment across sectors, which has produced a tsunami of quality reporting
requirements. Despite efforts to align across stakeholders, hospitals and physicians still face
requests forreporting of “look alike” measures and are inundated with requests for data. More
must be done to find consensus among sectors on which measures should be used toimprove care.
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= Leaders of physician and nursing organizations need to invest more in qualityand helplead the
way forward. Quality and resource stewardshipisakeytenetofa 21 century definition of
professionalism and should be woven into the fabric of practice and viewed as afundamental focus
of clinician leadership.

What is on the horizon for measurement and quality improvement?

Against the backdrop of the progress we’ve made and the challenges we still face, we are now looking
toward what is on the horizon for the quality measurement movement.

As in strategies related to care delivery and payment reform, our efforts will continue to focus on how
quality measurement can be used to make our system more patient-centered and better coordinated.
Our efforts will also continue to focus on how measurement can be used to drive down costs, while
also increasing value in our health system.

To achieve these goals, | believe the future of quality measurementincludes:

e A continued and increasing focus on patient experience and patientreported outcomes. Our
healthcare systemisstill more provider-centered than patient-centered, and our measures reflect as
much. To turn ina new direction, we need more emphasis on assessments of patient experience of
care and self-reporting of health status and functioning. One way to do this may include partnering
with othersectors to leverage technologies (such as smart phone applications) that can help
facilitate the sharing of information. This and otherinnovative ideas should be explored.*

¢ Placing a priority on bringing measures into the market that move beyond a single, discrete focus
to a broader view of patient care. A key goal of NQF is bringing more “composite measures” and
cross-cutting measuresinto the health system. The composite measures combine quality
information within agiven clinical area to provide patients, providers, and payers amore holistic
and summary view of care in a given area; cross-cutting measures can provide information about
care that spansclinical settings and providers.

e Ramping up our efforts to figure out how to really assess “value.” We must continue to strive
toward driving value — the intersection of cost and quality — in our healthsystem. Thisis a key
focus of the hundreds of expertsinvolved in NQF processes and is critical as the health system
continues to shift toward value based purchasing programs.

e Continuingto work within NQF to ensure we are operating as efficiently, effectively, and
inclusively as possible. At NQF, we are continuously evolving our endorsement process as the
science of measurement changes and as the needs of measure developers and otherstakeholders
evolve. More specifically, we are:

o Continuingto strategically manage the NQF portfolio of endorsed measures —bringingin
high priority measurestofill gaps and removing measures whose value has diminished;

o Speedingupthe review and endorsement processes — This plan builds upon the success
NQF has already had in reducing the measure review cycle time from 12to 7 months. It
includes setting up standing committees and moving away from committees appointed for
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each project. Standing committees would reduce project start-up time; reduce time
between measure submission and measure review; and move to single flow processing of
measures, encouraging developers to submit measures wheneverthey are available and
ready for consideration.

o Continuingto leverage existing multi-stakeholder forums to further alignmentand
address challenging measure and measure information issues. Recent examplesinclude
using our multi-stakeholder processes to review and work through difficultissues related to
the implementation of hospital readmissions measures and fostering tighteralignmentin
use of the same measures across different stakeholders.

What will it take to get there?

As | close out my testimony, | thought | would take a few more moments to outline critical activities
that we — as a quality community — should undertake to help move our quality improvement efforts
forward.

These ideasinclude:

e More upstream, strategic, and coordinated measure developmentthatis laserfocused on filling
high priority gaps. Today, while there are many talented individuals and organizations outin the
field developing measures, there is little coordination or organizationin this area. This hasresulted
in duplicative measures being developed, and there is no clear sense in the community about the
top ten measure gaps that needfilling. HHS can help drive thisand NQF can play an important
role.”®

e Electronicsystems to facilitate measure development and endorsement processes. Electronic
systems will help facilitate a more iterative, faster measure development process and help supporta
more seamlessinter-digitation between development and endorsement. NQF is working on this
with CMS, ONC, and measure developers.**

e An evolution of the current review and endorsement process to meet changing needs.
A recognition that registries and otherstrategies such as Choosing Wisely contribute to quality
improvement. More mustbe done to appropriately leveragethese activities toimprove quality and
reduce administrative burden on providers. Congress hasrecognizedthe need for more flexibility
and the recentfiscal cliff bill suggested opennesstoinnovation.

e More measurementinformation “sense making” for patients/families and policymakers.
We needto move froma focus on many measures, to measures that really matterto providers, to
patients, andto purchasers — afterall, our primary audience should be the end users of healthcare
and those charged with oversight of healthcare resources.

¢ Finally, we need continued support in both the public and private sectors for the measurement
and quality improvement enterprise. Neitherthe publicnor private sector can make progress
alone. Continued achievements will require commitments of resources, time, and focus. Without
this support, quality improvement efforts will stop shortata time when real progressis on the
horizon.”
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While the quality communityis proud of the advancements we have made over the last decade, we are
also excited forthe opportunities and possibilities that lay ahead to furtherimprove our nation’s
healthcare system. We look forward to continuing down this quality road together.

Thank you, again, forthe opportunity to provide this testimony on behalf of the National Quality Forum.

| look forward to answering your questions
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Chair, Board of Trustees
American Medical Association
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