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THESE ARE NOT DIRECT QUOTES

DL:  We should start by reviewing our goals for the next 8 weeks.  Our major output will be an approach and questions for the RFC.
KL: We should also consider how can we set up the infrastructure for quality measurement and how can we use CQMs to support a flexible, national, varied QI infrastructure.
PT: We should also consider exemplars and their connection to both technology and goals for QI.
AC: We need to listen to contributors from outside of the typical organizations and societies.  We really  have to  do a better job at communicating to the public our aims, goals and strategies.
EP:  Absolutely, part of the point of public access is to keep a broad stakeholder view and to capture both stakeholder and consumer input very broadly.
DL: This is an excellent segue into the core mission for the EHR CQM program and e-measure set:
	-Move to real time POC quality measurement. Two schools of thought, our charge to build a measurement set to NQS domains  but also to build a framework for CQMs that are accessible, credible and feasible for payment decisions and quality discrimination. There is a tension between CQMs for proven Process and CQMs for payment Value
	-Our mission has moved from being broad: capture/calculate/report efficiently and reliably AND/OR to do so for payment programs in particular
-There are questions about where should calculations happen, how prescriptive should we be?
JW: Be willing to consider not harmonizing, perhaps both payment and process measure set is too broad. After years in this area,  I have found that when teams are asked to be  faster and cleaner and to be destructive to the current framework, this can lead to confusion in mission and in message and in output.
DR for Norma Lang: Not all processes map directly to outcomes. Often there are process with value in themselves
JW: The dichotomization is not necessarily the best way to go. Process measures are important. There is of course a spectrum. Few outcomes measures are meaningful in and to broad populations. Even with larger populations, some measures will have less validity. I think we need ecology of measures and we need to know which are leading and which are lagging indicators. We need measures that demonstrate variability in populations and allow discrimination in population. This is not a choice between either process or outcomes; it is between which processes and which outcomes. To know if patients are getting optimal care we should be willing to identify optimal as sometimes a process sometimes an outcome
DL: Then what is the scope that you see for the program?
JW: We could commission someone to identify a body of measures that are most meaningful and scientific and accepted. We also need the process measures most closely associated/correlated with high performance in the related outcomes. We also need some measure of the usefulness of the measures to improve care.
WC: We do need measures that remain meaningful at the patient end of healthcare. 
PT: We do need to insert exemplars that allow providers to use a QI platform with measures that are useful 
JW: my point exactly, 
EP: we do need to recognize the limits of HIT, it is a critical component. It does make possible some types of measures that were not feasible but are will be/or could easily be in the future. Even valid and reliable measures that are not useful and meaningful are by and large a waste of time. We really need to be more focused on communicating from multiple sources. That’s what patients want. There is something larger than a single EHR that will be required to make meaningful measures to patients. We can do less and having less measures but have measures that are meaningful broadly to patients.
DL: I see our role as narrow to allow vendors the opportunity to insert innovation into capture/calculate/report
Our job is to see to it that the technologic environment is flexible and capable of meeting unknown needs. We can anticipate some needs. Eva made an important point about our long term goals:
Longitudinal outcomes, pt oriented data collection:
VERSUS
Data exchange/interoperability:
PT:
1. Flexible platform to get data from EHRs. We don’t have this yet. We should.
2. We need to incorporate info from pts.
3. We need enhanced interoperability.
I think the flexible platform would be great, and possibly in scope for 3. Pt access and improvement is somewhat possible but interoperability is probably not. 
Drill down at the physician point of care with a real-time dashboard is within scope and MUWG would like to push the industry towards that end.
JW: The dashboard for process management might actually be yesterday’s features.
Heidi: Some parts of this scope should be driven by demand from provider as consumer market
Tripp: From practitioner, pov, there is value in a population level tool that gives a view and can provide tasks.  That actually would be helpful to me as a practitioner.
What would be helpful is the logic that ties process to outcome and ties the data from both to one another. Concern of outcome measures for accountability as opposed to simply for QI. 
What would be helpful is the logic that ties process to outcome and ties the data from EHR to measure.
Designing the future state changes our approach to creating and validating measures.
EP: Keep in mind that meaningful use requires reporting but that is all that is currently required. This is currently attestation not accountability. Let’s not lose our sight of the present as we think of the future. This is an opportunity to leverage this program for testing and innovation. We have an opportunity now to use providers own HIT systems to test measures in real time.
DL: We have had a discussion about using MU as a test grounds by stakeholders. If we can set criteria then we can use this program for more developmental and innovative work. 
DL: Big picture: value in close to real time data on processes and outcomes
-consumers need data as well, it should be cross setting and likely outcomes oriented
-fold the data from multiple sources back to EHR with a broader perspective on information that can be used to manage care.
PT: There is a two dimensional map coming into view.
As a driver, a patient, I need information to assist me in what I do: I want to choose providers and courses of treatment.
POV of manufacturer, what do I need inside my product is to give the consumer that data. To collect it and move it but maintains quality over transfers of it.
Meaningful measures need to handed off to consumers and pts
KL: If CDS doesn’t fall into the domain of the QMWG then we would like to work with some part of the HITPC to move it along. What we need more than just having measures described as linked, we need to also think about a platform for decision support as well.
AC: also at HRSA is a committee that addresses the needs of vulnerable populations with HIT and HIE. Both processes are linked and we support the link going forward
KG: The CMS group would benefit from specificity of CQM concepts that fit the NQS domains. We get what the gaps are,BUT  we don’t receive many comments on what specifically a group sees as filling that gap. We can all imagine interesting and pt centered concepts but what we don’t always iget are concepts that can leverage the future capabilities and functionality from EHRs. 
Let us know when and where we are missing something we enjoy the feedback
PT: [Followup to presentations] Retooling changes measures; this is true and needs to be appreciated. We all seem to be honing in on the fact that we really can’t just retool…we need to make some new measures. It seems like we have to rebuild new measures more than just pretend that whats on paper is preserved in an EHR based measurement.
I also agree wholeheartedly in that we need more external review. How do we change this environment so that the data holders, and stakeholders, and end users give input throughout the process and in the future.
Sara: I agree with you completely, this is very different than our previous retrospective review of data. You first build capacity, then decide if you can calculate the right thing. Then you have to see if implementation will capture what you wanted to capture and capture it how you wanted to capture it. 
You can’t really have the reliability and validity type data as you build the e-measure. 
PT: The consequence of not doing the different types of testing is that, at times, the measure will just fail later.
Bold Statement: I wonder if flexible reporting platform…we actually have to consider a 
FLEXIBLE TESTING AND FLEXIBLE DESIGN PLATFORM

