Health IT Policy Committee: Quality Measures Work Group: Draft Approach and Questions


To: David Lansky, PhD
From: Jesse C James, Meaningful Use Team, Office of the Chief Medical Officer, ONC-HIT
Re: Key Questions from QMWG July II Meeting 
Date: August 23September 19, 2012

PROGRAM PURPOSE:
We understand the fundamental mission of the EHR Incentive Program CQM set is to promote the capabilities of EHRs to capture relevant data and to calculate and report measures used by public recognition and payment programs as efficiently and reliably as possible in order to improve the quality of care and experience of care for providers and patients.
· The measures should reduce effort/burden to the extent possible using data routinely captured during the process of care. 
· The measures should be operated, visible and meaningful at the point of care/ in real time/ concurrent.
· The measures, when embedded in EHR, should calculate scores automatically.
· CQM must not be inherently coded into EHR
· When part of EHR the CQM should calculate automatically.
· An end goal is to shift quality measurement and reporting from sampled retrospective/human chart reviews/ accounting  to  concurrent/ /machine-automated/ improvement while recognizing that there will remain a place for human abstracted quality measurement.
· Capabilities should be flexible and adaptive to future requirements at minimal cost.
Comment Request: Please comment on the appropriateness of the fundamental mission and four key attributes described above for the set for the Stage 3 EHR Incentive Program Clinical Quality Measures.




Patient Centeredness: Broaden Stakeholder Input 
Background: The Quality Measures Workgroup  intendsWorkgroup intends to capture insights broadly from provider, patient, and stakeholder groups across the health landscape that have been previously less engaged in HIT policymaking but actively engaged as providers, purchases and recipients of care.
Comment Request:  How can the HITPC and QMWG capture input from a wide variety of providers, patients,  and, and organizations? What,ifWhat, if any, additional channels for input should we consider?

Patient Centeredness: Patient Directed Data
Background: The QMWG recognizes that both patients and providers consume clinical quality data.  The workgroup anticipates that consumer directed data is most useful if the data spans settings and is oriented to outcomes. XXXXXXX
Comment Request:  XXXXXXXXXXXXXXXX?

CQM Development Pipeline: Measure Development Lifecycle
Background: The QMWG has become aware, from the experience of report of e-CQM measure developers, that “retooling”, the process of expressing translating paper chart/claims abstraction quality measures  narrative specifications into XML code inherently changes measure characteristicss. and   Retooling often alters measure specifications in ways that are not consistently documented and archived. Furthermore, retooled measures often compromise the opportunity to leverage of EHR technology to instead stay for the sake of faithfullness to minute details of legacy paper measurepaper technical specifications. The QMWG is approaching the conclusionhas considering  thatrecommending that  HHS efforts shift from retooling paper chart/claims measures to designing more de novo EHR-enabled measures. should be conceptualized, designed, developed, tested and released. The QMWG supports development of de novo measures that stay faithful to high priority quality measurement concepts. 	Comment by Jesse C James: HELEN be sure to state that there is value, especially the data, in concepts, a de novo measure can be true to a concept but still de novo.
Comment Request: Please comment on challenges and ambiguities in retooling legacy paper abstracted and claims based eCQMs. 
Is this a shift away from retooling legacy paper-based  CQMs in exchange for designing CQMs de novo a reasonable course of action? Some might consider this inefficient or duplication of work. Please comment on the provider/payer/patient experience with using retooled measures as opposed to experience with de novo measures designed and intended for EHR-based measurement. 	




CQM Development Pipeline: Domains and Exemplars 
Background:  The QMWG continues to encourage development and use release of eCQMs that cover the six high priority domains identified by the National Quality Strategy. The QMWG intends to recommend identify exemplar measures/concepts that both address underrepresented NQS priority domains and leverage the current and near future capabilities of HIT. to HITPC exemplar measures that both address underrepresented NQS priority domains and leverage the current and near future capabilities of HIT. 
Comment Request: Which, if any, high priority domains should receive special prioritized attention in Stage 3? What measure concepts, addressing these domains, should be considered for development? What EHR capabilities should be leveraged to realize these concepts? 
Are there EHR based exemplar measures that exist, or that are being conceptualized or developed, that address these domains and theses concepts? What scientific evidence, if any, supports these concepts and exemplars?

CQM Development Pipeline: Process and Outcomes
Background : The Quality Measures Workgroup also recognizes the challenges inherent to designing, developing and deploying real-time, point-of-care, process measures for immediate clinical use and value-oriented, outcomes measures for efficiency and payment discrimination. 
Comment Request: Should the HITPC focus its efforts on building point-of-care process measures or value-centered outcome measures? Is this a false or unnecessary dichotomy? Should we instead  consider a third approach, to promote process-outcome measure “suites”, combinations of end outcome measures that are potentially associated with  process measures? For example, the Notice of Proposed Rule MakingStage 2 eCQM set will include proposed three measures for Stage 2HIV measures. , Thean outcome of viral load suppression is accompanied by two , two related process measures for an HIV medical visit and for Pneumocystis Pneumonia prophylaxis.	Comment by Jesse C James: Kate change this to reflect uncertainty

CQM Development Pipeline: MU Objectives as Opportunity for CQM Alignment and Synergy
Background: The QMWG recognizes that successful attestation weighs an administrative burden on providers and their staff. For Stage 3, the workgroup intends to further align and synergize the eCQMs with EHR Incentive Program Meaningful Use Objectives. For example care coordination CQMs can be refined/or designed de novo to better align with the Summary of Care objective.  The QMWG seeks comments to guide our recommendations for Stage 3 in this area.
Please comment on aligning CQMs with MU Objectives.
Would eCQM-MU Objective alignment be clinically valuable to providers or might this be a redundant exercise in shifting resources?
Which measures and objectives, in particular, have the greatest potential to maximize meaningful alignment? Please recommend eCQM/Objective alignment opportunities.

Quality Improvement Support: Architecture and Standards 
Background: The QMWG recognizes that there is an opportunity, in the next stage of Meaningful Use, to design measures that  improve the user experience and leverage technologic capability of certified EHR software. The workgroup considers the features below for eCQMs and EHRs to valuable both for users and meaningful in clinical practice. 
Please comment on the value and feasibility of the eCQM and EHR features listed below:
· Ability to accept downloaded specifications for new measures with little tailoring or new coding
· Virtually no manual data collection or manipulation
· Ability to aggregate measure data to varying business units (practice, episode, ACO, medical home, MA plan, etc)
· Ability to build measures that incorporate cross-setting records for episodes, medical homes, outcomes (e.g., readmissions)
· Ability to build multi-source data records, including claims, patient reported data
· Ability to accommodate new measures and conduct real-world testing and validation
· Ability to drill-down on reported measures for QI analyses

Quality Improvement Support: CQM Population Quality Improvement Platform
Background: The QMWG is considering intends to encourage ging the production development and expansion of HIT tools that leverage use of eCQMs for population management. The work group is especially interested in development of CQM population mapping  and  task-management platforms that allow users to view, track, and identify care gaps and complete assign tasks both for individual patients and for user user-determined cohorts. The workgroup understands that this technology is desired by providers and would like input on our potential role in this space.requests comments on the potential role of the HITPC and HHS in this space.
Comment Request:
Is there an evidence basis for clinical population management platform use? Is there a business case? Is this an area that could benefit from HITPC policy guidance or will the market mature and evolve without input? 
What information or features might be present in a basic clinical CQM Population management  viewmanagement view (population score, denominator members, patient-level data element drill down, provider comparison, risk adjustment, ad-hoc queries, etc)? 
What are the technological challenges to widespread release and adoption?  Can the HITPC encourage technology in this area without being prohibitively prescriptive? Should the HITPC and HHS pursue avenues outside of regulation to support this technology: e.g. design open source prototypes, challenge grants, demonstration projects, guidance document, etc ?.

CQM Requirements: MU and Innovation 
Background: The QMWG recognizes that IDNs,  ACOs, ACOs, and other provider networks have developed, tested and released  uniquereleased   CQMsunique eCQMs that are HIT-enabled and enhance quality care for diverse patient populations across the nation. The QMWG also recognizes that these practice-level eCQMs typically have not beenare often not vetted by national quality endorsers. The QMWG encourages CMS HHS to use the EHR Incentive Program and the eCQM measure set MU as a forum to focus national attention on practice-level innovation in eCQM deployment.
As the EHR Incentive Program is currently an attestation and not accountability program, we see this program as a golden valuable opportunity to encourage promote practiceovider-level eCQM innovation and perform provider-level eCQM testing. If we can set reasonable criteria, then we can use this program for more developmental and innovative work. We In response to the Stage 2 NPRM, HHShave received comments that recommend providers individual providers that havebe permitted to designed/develop/submited their ownunique eCQMs measures should be allowed to submit these measures and data as part of attestation. The QMWG is considering  the feasibility of provider-submitted eCQMs and request comments on  reasonable criteria and constraints required to allow developmental and innovative work while preserving program and measure validity.	Comment by Jesse C James: Add specific wording that the goal is for these local CQMs have opportunity to be adopted by MU	Comment by Jesse C James: AC Is it possible to include the community of practice or community of solutions as a source of innovation. 

Comment Request: Please comment on using MU the use of the EHR Incentive Program as a test bed for a wider variety of measure innovation.s.	Comment by Jesse C James: DL and Joachim: should we be more explicit in what constraints might be in place…such as:
An pre endorsement requirement
MAT

Lets get reaction to all three approaches to innovation:
Conservative: the professional societies
Moderate: the large provider systems
Liberal: the docs

KATE: we need measures that are “meaningful to us”



DL: Call out the paradigm shift?
USER DEFINED MEASURES
HOW TO AVOID FRAUD AND ABUSE?
The QMWG envisions threehas considered two approaches to institution-initiated eCQMs. A conservative approach would might  allow “Certified CQM Development Organizations”, such as professional societies and IDNs to design, develop, release and report proprietary CQMs for MU. An alternate approach is to might leave process open the process too any EP/EH with but constrain allowable eCQMs with certain design constraintstandards. There are advantages and disadvantages to both. Please submit comments on either, or bothboth or unique approaches..
 Should the MU program develop a process for practice-level novel measures and/or State and professional society measures to be integrated into the program? 
What minimal criteria should any measure satisfy? : eEvidence-basis, address measurement gap, national endorsement, etc?
What constraints should be in place? Should individual providers have an option to choose and/or design their own measures outside of the established CQM EHR Incentive Program set? Should these “practice-level” e measures be required to use conform to the Quality Data Model defined data elements and/or entered into the Measure Authoring Tool? 
What precautions should bmight be necessarytaken to mitigate fraud, waste and abuse?
For the existing and/or in the proposed expanded institution-initiated CQMs, how can federal agencies better support consistent implementation of measures for vendors and local practices (e.g., test case patients, template workflow diagrams, defined intent of measure and valueset)?  
The Final Rule for Stage 32 may increase the number of measures EPs and EHs calculate and report. The CQM program intends to Considering provider burden, how many measures are enough? iIs there a limit to the number of measures that a provider should be expected to calculate? Is there evidence to support a limit?
Patient Centeredness: Patient Directed Data
The QMWG understands that consumers need data as well, and expects that consumer directed data is most useful when it spans setting and is oriented to outcomes…XXXXXXXXXXX
Comment Request:  XXXXXXXXXXXXXXXX?
























Architecture and Standards
Quality Improvement Support
Intermediate Platform (reporting and feedback)
Data from External (non EHR) PHR, claims, extra clinical, HIE
Core/Menu 
Plug and Play / Tools (MAT, Cypress, QDM, HQMF,Pophealth, USHIK)—what do we have…what do we need
Alignment: Signal again what is occurring (KG input) ask need to allow the knowledge assets to be accessed and implemented
MU Objectives as Opportunity for CQM Alignment and Synergy


