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INTRODUCTION
The charge of Performance Measurement Workgroup is to make recommendations on what
specific measures of cost, care and health should be considered for adoption, retention or
development in order to evaluate and incentivize performance improvements under the
population-based All-Payer Model. This measurement and payment approach also relates to the
policy objectives of establishing payment levels that are reasonably related to the cost of
providing services on an efficient basis in accordance with the value concepts embodied in the
new All-Payer Model. The Performance Measurement Workgroup participated in discussions of
the overall context of developing efficiency measurement options as well as presentations of
specific examples of efficiency measures. While much of the content touched upon in the
Workgroup meetings is included in the subsections of the report that follow, the Performance
Measurement Workgroup members agreed that first an overall strategy must be developed that
articulates the principles or criteria and stakeholders or users for guiding measure
implementation.
This report summarizes the work to date in this area, including strategy considerations,
discussions, presentations and measurement options to move forward for the efficiency
measurement domain.
EFFICIENCY MEASUREMENT STRATEGY CONSIDERATIONS
Regarding the efficiency measurement strategy, Figure 1 below illustrates the key principles and
stakeholders proposed by the Workgroup that must be addressed in measure selection and
implementation.
Figure 1. Efficiency Measurement Proposed Principles and Stakeholders
Principles/criteria to guide measure domains to be implemented:
 Accountability
 Payment
 Public reporting
 Program monitoring and evaluation
 Improvement
 Alignment with Model targets and monitoring commitments
Stakeholders
 Policymakers – CMS, HSCRC (commission, staff), MHCC, DHMH
 Providers – hospitals, physicians, others
 Payers/purchasers – health plans, employers?
 Patients – consumers
The CMS Measures Blueprint 10.1 identifies several criteria for measurement selection that
overlap with those identified by the Performance Measurement Workgroup and offer additional
criteria that should be considered when developing and implementing new efficiency measures.

Measure is responsive to specific program goals and statutory requirements.
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Measure addresses an important condition or topic with a performance gap and has a
strong scientific evidence base to demonstrate that the measure when implemented can
lead to the desired outcomes and more affordable care (i.e., NQF’s Importance criteria).
Measure addresses one or more of the six National Quality Strategy (NQS) priorities.1
Measure selection promotes alignment with CMS program attributes.
Measure reporting is feasible and measures have been fully developed and tested.
Measure results and performance should identify opportunities for improvement.
Potential use of the measure in a program does not result in negative unintended
consequences like reduced lengths of stay, overuse or inappropriate use of treatment, and
limiting access to care.

Maryland’s near term efficiency measurement and payment approach must focus on the policy
objectives to establish payment levels that are reasonably related to the cost of providing services
on an efficient basis in accordance with the value concepts embodied in, and requirements of, the
new All-Payer Model. From both the policy and hospital providers’ perspectives, it is vital that
Maryland meets the cost reduction targets set forth in the New All-payer Model contract with
CMMI, so measures that track or incentivize cost reduction are important to consider for the
nearer term, with an anticipated implementation timeframe of 2015. Among the possible
measures for this purpose are the Potentially Avoidable Utilization measures and an updated
measure based upon the measure developed by Reasonableness of Charges /Inter-hospital Cost
Comparison methodology used previously by HSCRC.
A set of efficiency measurement tools must also be fine-tuned to assess the fairness rates set for
hospitals in their global budgets, and they should address accountability at multiple levels, as
illustrated below.
Service
 unit of service
 for a single patient
 provided by one entity
o Episode
 bundle of services
 for a single or multiple patients
 provided by one or more entities
o Population
 wide range of services
 for multiple individuals
 provided by one or more entities

More population‐based

o

Examples of measures that may be used for benchmarking and trending Maryland efficiency that
1

http://www.ahrq.gov/workingforquality/about.htm
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should be considered earlier for development include:



A Maryland resident per member per month cost measure, and
Maryland allowed to Medicare allowed ratios, both for state internal comparisons and
national benchmark comparisons.

Measures such as these would likely be first monitored and then used for accountability, with
results targeted for providers and policymakers.
Further work of an efficiency measurement sub-group to be established in July 2014 will be to
consider the audience(s) of the measures staged over time for the various accountability and
transparency purposes and levels. For example, the group needs to consider Maryland’s recent
grade of F for pricing transparency and the timing and staging of public reporting of pricing data
for the consumer audience.
A phased approach to measuring efficiency could begin with measuring cost and appropriateness,
with reporting of measures of cost and clinical quality outcomes side-by-side. The next phase
could progress to using measures of efficiency that roll-up cost and clinical quality, or actually
measure efficiency as a valid and reliable composite measure. It is also important to recognize
that other types of quality measures, such as readmissions and complications/adverse events, also
have implications for cost, and thereby, efficiency.
EFFICIENCY MEASUREMENT
Definition of Efficiency and Value
Efficiency measurement is a complex topic. One reason for the complexity is that people use
different terminology and definitions to describe efficiency. National organizations such as the
Agency for Healthcare Research and Quality (AHRQ), the National Quality Forum (NQF), and
the Ambulatory Quality Alliance (AQA) have undertaken efforts to define efficiency. The
general agreement among these efforts is that efficiency is a function of quality and cost, such
that efficiency = quality/cost. In that way, efficiency can be maximized by increasing quality,
decreasing costs, or both; but cheaper is not necessarily more efficient. It follows that to
measure efficiency, both quality and cost components are necessary.
The terms value and affordability are subjective assessments of efficiency. They depend on
stakeholder perspectives and preferences; that is, the cost to whom and the quality they receive.
For example, consumers want the best quality care, but they are sensitive to out-of-pocket costs.
A policymaker, such as CMS, which is both a purchaser and payer, wants to maximize health
and health care outcomes per unit cost. Hospitals strive for operational efficiency to maximize
their operating margins, but they also need to consider appropriateness, such as the need for a CT
scan after head trauma.
In thinking about whom or what is measured in assessing efficiency, there is a continuum from
less to more population-based. Efficiency can be measured at the service level for one entity, or
for episodes of care for a bundle of services, or through population-based measurement by
examining a wide range of services provided by one or more entities.
4
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As previously mentioned, there is both a cost component and a quality component to measuring
efficiency and there are different inputs for each component. For example, with regard to cost,
there are different types of measures (e.g., utilization, condition, total cost), price implications,
and time periods. There are also multiple dimensions to consider for quality measurement, such
as clinical effectiveness, safety, and patient experience.
Key Efficiency Measurement Components and Potential Sub-Domains
Once the different components of cost and quality measures have been defined for a particular
measurement need, a determination must be made regarding how the components will be linked
to measure efficiency. Generally, more precision requires a more complex measurement
algorithm. Options for linking cost and quality measures to assess efficiency include side-byside display (aggregate or condition-specific), indexing, roll-up scoring with weighting, and a
composite measure.
Another way to assess efficiency is to measure inefficiency, including areas such as waste (e.g.,
appropriateness, overuse), safety (e.g., harm, complications), care coordination (e.g.,
readmissions, duplicate tests), patient engagement (e.g., misalignment with preferences),
population health (e.g., missed prevention or patient education opportunities), and operational
(e.g., throughput, staffing, workforce injuries).
Appendix A of this document provides the results of an initial measure scan for efficiency
measures. Examples of these measures listed with their associated measure category include:







Cost/resource use
o Utilization – counts of services
o Casemix-Adjusted Inpatient Hospital Average Length of Stay, for medical and
surgical admissions (United Health Group)
o Intensive Care Unit Length of Stay, observed and risk-adjusted (Lee Institute)
Condition- or procedure-specific cost/resource use
o Episode Treatment Groups, e.g., hip/knee, pneumonia (Optum)
o CMS draft resource use measures
Total cost/resource use – individual or population
o Payment-Standardized Medicare Spending per Beneficiary (CMS)
o Total Cost of Care/Resource Use Population-Based PMPM Index
(HealthPartners)
Appropriateness/Overuse
o Appropriate Head CT Imaging in Adults with Mild Traumatic Brain Injury
(Partners HealthCare)
o Back Pain series, e.g., surgical timing, imaging (NCQA)
o Cardiac Imaging for Preoperative Risk Assessment for Non-Cardiac Low-Risk
Surgery (CMS)
o Cardiac Stress Imaging: Routine Testing After Percutaneous Coronary
Intervention (ACC)
o Prostate Cancer: Avoidance of Overuse of Bone Scan for Staging Low Risk
Prostate Cancer Patients (AMA-PCPI)
o Cesarean Section, nulliparous women with term, singleton baby in a vertex
position (TJC)
5
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Some specific examples of how cost and quality are being linked together include:




Displaying results as an index
o The NCQA Relative Resource Use (RRU) measures provide total annual resource
use results for diabetes, asthma, COPD, cardiovascular conditions, hypertension,
and low back pain, which are reported as an indexed observed-to-expected ratio
for a plan’s population. The RRU index and quality index are then linked
together.
Roll-up with weighting
o CMS (FY 2015) combines together results from clinical process of care (20%),
patient experience of care (30%), outcomes (30%) and efficiency (20%) to
provide a total performance score.
o Leapfrog Hospital Recognition Program combines the hospital’s quality score
(65%) with their resource use score (35%) to generate an overall value score.

HSCRC Approach to Efficiency Measurement
Reasonableness of Charges (ROC)
As stated previously, historically the HSCRC has included some form of efficiency measure in
its arsenal of tools used to set Maryland hospital rates. Most recently, the Reasonableness of
Charges (ROC) was the HSCRCSs tool for measuring efficiency, which assessed the adequacy
of each hospital’s charges on a per case basis relative to their peer institutions in the state. This
is accomplished by placing hospitals into peer groups and comparing the ROC after adjusting for
a number of legitimate factors that account for differences in costs faced by each hospital.
The factors that need to be adjusted for, before comparing hospitals within a peer group, include
the following:








Mark-up – Commission approved markups over costs that largely reflect uncompensated
care built into each hospital’s rate structure.
Direct Medical Education, Nurse Education, and Trauma – Adjustments that remove part
of the costs of residents’ salaries and some of the incremental costs of providing trauma
services for hospitals with trauma centers.
Labor Market Adjustor– an index that reflects differences in labor costs that are outside a
hospital’s control.
Case Mix – Adjustment accounts for differences in average patient acuity across
hospitals.
Indirect Medical Education- Adjustment for inefficiencies and unmeasured patient acuity
associated with teaching programs.
Disproportionate Share – Adjustment for differences in hospital costs for treating
relatively high number of poor and elderly patients
Capital – Costs for a hospital are partially recognized– for each hospital, the ROC
recognizes 50 percent of its actual capital costs and 50 percent of the peer group’s costs.
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After these adjustments the HSCRC uses the ROC to determine rate actions when hospitals are
relatively high compared to their peers. If a hospital is more than 3 percent above its peer group
average, the HSCRC will enter into discussions with the hospital to reduce its rates. The target is
usually to reduce rates to the peer group average on a per case basis.
Maryland Resident Per Member Per Month Costs
As the hospital payment system moves towards global payments, there is a need to align the
efficiency measures with population based metrics. Currently the HSCRC staff is working to
calculate costs per Maryland resident similar to PMPM measures. In addition to determination
of what adjustments should be made to hospital charges such as what HSCRC included in ROC
calculations, defining the denominator for each hospital and adding additional adjustments to
reflect the health status of this defined population will be critical in comparing cost per resident
across hospitals. In addition, the HSCRC needs to expand the cost definitions from hospital
services to include all other health care provision and secure timely access to Medicare,
Medicaid and private claims data to measure total cost.
The formula for calculating PMPM costs is as follows:
PMPM Costs = Adjusted Total Revenue for Maryland Residents / Total Maryland Population
As with the ROC analysis, the PMPM costs for hospitals will be adjusted so that the legitimate
factors that result in costs differences between hospitals are removed.
Potentially Avoidable Utilization (PAU)
While more comprehensive PMPM measures are being developed, the Performance
Measurement Workgroup also has had various discussions on defining potentially avoidable
utilization, which represents immediate opportunities to focus under the new All-payer Model.
The definition of potentially avoidable utilization is as follows:
“Hospital care that is unplanned and can be prevented through improved care
coordination, effective primary care and improved population health”.
The HSCRC work to date has focused on existing measures that are used widely in the public
domain where the potentially avoidable cost of care can be attributed, and include the following:




Rehospitalization
o Inpatient- All Hospital, All Cause 30 Day Readmissions using CMS methodology
with adjustment for planned admissions
o ED – any visit within 30 days of an inpatient admission
o Observation- any observation within 30 days of an inpatient admission
Potentially Avoidable Admissions/Visits
o Inpatient- Agency for Health Care Quality (AHRQ) Prevention Quality Indicators
(PQIs) eke. Ambulatory care sensitive admissions
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Hospital Acquired Conditions as measured by Potentially Preventable Complications
(PPCs)

As the list illustrates, these measures are also used for quality of care measurement and provide
good examples of the intersection between better quality and reduced costs. The Performance
Measurement Workgroup identified the lack of ambulatory care measures and this should be
further explored by the efficiency measures sub-group that will be convened.

CONCLUSION
Ensuring efficient hospital costs have been one of the central missions of the HSCRC and the
new All-payer Model will require developing and redefining the efficiency measures that can be
used to evaluate hospital performance in the state. As the system is moving toward populationbased approaches and in a transitional period, phasing should begin by focusing on the obvious
opportunities to meet model targets.
Potentially avoidable utilization cost measures are currently used as one of the many data points
for constructing global budgets, and are monitoring as they represent clear a relationship between
improved quality of care and reduced cost. In addition, they are highly prevalent in Medicare
population and a focused approach to reduce PAUs in this population will ensure the saving
targets for Medicare are met. Discussions are underway in the Payment Workgroup on how to
incorporate performance on PAUs into some of the payment policies.
HSCRC staff will work in the near term to adjust and adapt the former ROC ICC methodology to
and begin monitoring performance. Adjustments or additional ROC calculation steps may be
needed to account for a shift from case-based measurement to episode- and population-based
measurement.
Staff will also work to develop and adopt a resident per member per month methodology that
encompasses defined hospital populations with a goal to use them for payment adjustments for
FY 2016 at the earliest; at first, it is anticipated that the efficiency measurement will include
inpatient and outpatient services costs, and then expand to the full range services provided or the
total cost of care. Staff will consider other options to combine the cost measures with quality
measures in order to construct a full picture of efficiency.
Going forward, the Commission and external performance measurement stakeholders should
additionally monitor activities related to efficiency measurement that other prominent groups are
undertaking, such as CMS’ implementation of the Hospital Value-Based Purchasing and
Physician Value-Based Payment Modifier programs; NQF’s initiatives in endorsement of cost
and resource use measures and episode grouper evaluation criteria, linking cost and clinical
quality, and the MAP Affordability Family of Measures; and the Choosing Wisely initiative
which focuses on appropriate care choices by physicians and patients.
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Appendix A
EFFICIENCY‐RELATED MEASURES
Initial Scan
COST AND RESOURCE USE MEASURES
Row #

Steward

NQF #

Title

Description
This measure calculates a
casemix‐adjusted inpatient
average length of stay
(ALOS) for medical and
surgical admissions for
Commercial and Medicare
populations. The measure
can be reported at the
hospital level or the service
category level (medical vs.
surgical).
For all patients admitted to
the ICU, total duration of
time spent in the ICU until
time of discharge; both
observed and risk‐adjusted
LOS reported with the
predicted LOS measured
using the Intensive Care
Outcomes Model ‐ Length‐
of‐Stay (ICOMLOS).
Number of discharges with
procedure for pediatric
heart surgery
The number of days
between PICU admission
and PICU discharge.
Percentage of inpatient &
outpatients with excessive
in‐hospital days

UTILIZATION
1

United Health
Group

0328

Casemix‐Adjusted
Inpatient Hospital
Average Length of
Stay

2

Philip R. Lee
Institute for
Health Policy
Studies

0702

Intensive Care Unit
(ICU) Length‐of‐Stay
(LOS)

3

AHRQ

0340

4

Virtual PICU
Systems, LLC

5

Premier, Inc.

6

Leapfrog Group

Pediatric Heart
Surgery Volume
(PDI 7)
0334
PICU Severity‐
adjusted Length of
Stay
0327
Risk‐Adjusted
Average Length of
Inpatient Hospital
Stay
0331
Severity‐
(though
Standardized
no longer Average Length of
endorsed) Stay ‐‐ Routine Care
(risk adjusted)
9

Standardized average
length of hospital stay
(ALOS) for routine inpatient
care (i.e., care provided
outside of intensive care

Notes
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Row #

Steward

NQF #

Title

7

The Society of
Thoracic
Surgeons

0732

Surgical Volume for
Pediatric and
Congenital Heart
Surgery: Total
Programmatic
Volume and
Programmatic
Volume Stratified by
the Five STS‐EACTS
Mortality Categories

Description
units).
Surgical volume for
pediatric and congenital
heart surgery: total
programmatic volume and
programmatic volume
stratified by the five STS‐
EACTS Mortality Levels, a
multi‐institutional validated
complexity stratification
tool

Notes

The risk‐adjusted relative
resource use by patients
with asthma during the
measurement year.
The risk‐adjusted relative
resource use by patients
with diabetes (type 1 and
type 2) during the
measurement year.
The risk‐adjusted relative
resource use by patients
with specific cardiovascular
conditions during the
measurement year.
The risk‐adjusted relative
resource use by patients
with COPD during the
measurement year.
The risk‐adjusted relative
resource use by patients
with hypertension during
the measurement year.
The risk‐adjusted relative
resource use by patients
with low back pain during
the measurement year.

NCQA computes a
relative resource
use index and a
quality index
(derived from the
NCQA quality
measures for each
specific condition)
to allow for
comparison of
plans on both
resource use and
quality at the
same time.

CONDITION‐ OR PROCEDURE‐SPECIFIC
8

1560

Relative Resource
Use (RRU) for
People with Asthma

9

1557

Relative Resource
Use for People with
Diabetes

10

1558

Relative Resource
Use for People with
Cardiovascular
Conditions

11

1561

Relative Resource
Use for People with
Chronic Obstructive
Pulmonary Disease
Relative Resource
Use for People with
Hypertension

12

13

Relative Resource
Use for People with
Low Back Pain

The RRU
measures are
population based
measures that are
used to compare
health plans or
ACOs on
resources used to
care for
beneficiaries with
six conditions.
Published tables
allow
organizations to
match severity‐
adjusted resource
use within service
categories
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Row #

Steward

NQF #

Title

Description

14

Optum

1609

ETG Based
HIP/KNEE
REPLACEMENT cost
of care measure

15

Optum

1611

The measure focuses on
resources used to deliver
episodes of care for
patients who have
undergone a Hip/Knee
Replacement. Hip
Replacement and Knee
Replacement episodes are
initially defined using the
Episode Treatment Groups
(ETG) methodology and
presence describe the
unique of the condition for
a patient and the services
involved in diagnosing,
managing and treating the
condition.
ETG Based
The measure focuses on
PNEUMONIA cost of resources used to deliver
care measure
episodes of care for
patients with pneumonia.
Pneumonia episodes are
defined using the Episode
Treatment Groups (ETG)
methodology and describe
the unique presence of the
condition for a patient and
the services involved in
diagnosing, managing and
treating pneumonia.
11

Notes
(Inpatient Facility,
Surgery and
Procedure,
Evaluation and
Management
(E&M), and
Pharmacy) to a
standardized
allowed payment
in order to
calculate total
standard costs for
their eligible
members across
different areas of
clinical care.
This measure is a
per episode
evaluation. A
number of
resource use
measures are
defined for
Hip/Knee
Replacement
episodes,
including overall
cost of care, cost
of care by type of
service, and the
utilization of
specific types of
services.
A number of
resource use
measures are
defined for
pneumonia
episodes,
including overall
cost of care, cost
of care by type of
service, and the
utilization of
specific types of
services. Each
resource use
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Row #

Steward

NQF #

Title

Description

16

CMS

N/A Not
endorsed

Condition‐specific
per capita cost
measures for COPD,
diabetes, HF, and
CAD

17

CMS

N/A not
endorsed

18

CMS

N/A not
endorsed

19

CMS

N/A not
endorsed

Draft: Ischemic
Heart Disease
Condition Episode
for CMS Episode
Grouper
Draft: Acute
Myocardial
Infarction Condition
Phase Episode for
CMS Episode
Grouper
Draft: Coronary
Artery Bypass Graft
Treatment Episode
for CMS Episode

The ratio of all actual
Medicare FFS Parts A and B
payments to a physician or
medical group for
beneficiaries attributed to
them over a calendar year
with one of four specific
chronic health conditions—
diabetes, coronary artery
disease, chronic obstructive
pulmonary disease, and
heart failure— to all
expected payments to the
physician or medical group
for those beneficiaries,
multiplied by the payment
for the average beneficiary
in the sample.
Draft: Resources used in
caring for the condition
(duration TBD)

12

Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD

Notes
measure is
expressed as a
cost or a
utilization count
per episode and
comparisons with
internal and
external
benchmarks are
made using risk
adjustment to
support valid
comparisons.

DRAFT

6/13/2014

Row #

Steward

NQF #

20

CMS

N/A not
endorsed

21

CMS

N/A not
endorsed

22

CMS

N/A not
endorsed

23

CMS

N/A not
endorsed

24

CMS

N/A not
endorsed

25

CMS

N/A not
endorsed

26

CMS

N/A not
endorsed

27

CMS

N/A not
endorsed

28

CMS

N/A not
endorsed

Title
Grouper
Draft: Heart
Catheterization
Treatment Episode
for CMS Episode
Grouper
Draft: Percutaneous
Coronary
Intervention
Treatment Episode
for CMS Episode
Grouper
Draft: Hip
Osteoarthritis
Condition Episode
for CMS Episode
Grouper
Draft: Hip
Replacement/Revisi
on Treatment
Episode for CMS
Episode Grouper
Draft: Hip/Femur
Fracture Condition
Episode for CMS
Episode Grouper
Draft: Hip/Femur
Fracture Repair
Treatment Episode
for CMS Episode
Grouper
Draft: Knee
Osteoarthritis
Condition Episode
for CMS Episode
Grouper
Draft: Knee
Replacement/Revisi
on Treatment
Episode for CMS
Episode Grouper
Draft: Shoulder
Osteoarthritis
Condition Episode
for CMS Episode
Grouper
13

Description
Draft: Resources used in
caring for the condition
(duration TBD

Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD

Draft: Resources used in
caring for the condition
(duration TBD

Draft: Resources used in
caring for the condition
(duration TBD
Draft: Resources used in
caring for the condition
(duration TBD

Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)

Notes
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Row #
29

Steward
CMS

NQF #
N/A not
endorsed

30

CMS

N/A not
endorsed

31

CMS

N/A not
endorsed

32

CMS

N/A not
endorsed

33

CMS

N/A not
endorsed

34

CMS

N/A not
endorsed

35

CMS

N/A not
endorsed

36

CMS

N/A not
endorsed

37

CMS

N/A not
endorsed

38

CMS

N/A not
endorsed

39

CMS

N/A not
endorsed

Title
Draft: Shoulder
Replacement/Repai
r Treatment
Episode for CMS
Episode Grouper
Draft: Asthma
Condition Episode
for CMS Episode
Grouper
Draft:
Bronchiectasis
Condition Episode
for CMS Episode
Grouper
Draft: Chronic
Bronchitis/Emphyse
ma Condition
Episode for CMS
Episode Grouper
Draft: Cataract
Condition Episode
for CMS Episode
Grouper
Draft: Cataract
Treatment Episode
for CMS Episode
Grouper
Draft: Glaucoma
Condition Episode
for CMS Episode
Grouper
Draft: Glaucoma
Treatment Episode
for CMS Episode
Grouper
Draft: Retinal
Disease Condition
Episode for CMS
Episode Grouper
Draft: Retinal
Disease Treatment
Episode for CMS
Episode Grouper
Draft: Heart Failure
Condition Episode
for CMS Episode
14

Description
Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)

Notes
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Row #

Steward

NQF #

40

CMS

N/A not
endorsed

41

CMS

N/A not
endorsed

42

CMS

N/A not
endorsed

43

CMS

N/A not
endorsed

44

CMS

N/A not
endorsed

45

CMS

N/A not
endorsed

46

CMS

N/A not
endorsed

47

CMS

N/A not
endorsed

48

CMS

N/A not
endorsed

49

CMS

N/A not
endorsed

Title
Grouper
Draft: Cardiac
Arrhythmia
Condition Episode
for CMS Episode
Grouper
Draft: Heart Block
Condition Episode
for CMS Episode
Grouper
Draft: Cardioversion
Treatment Episode
for CMS Episode
Grouper
Draft:
Pacemaker/AICD
Implantation
Treatment Episode
for CMS Episode
Grouper
Draft: Pneumonia
Condition Episode
for CMS Episode
Grouper
Draft: Respiratory
Failure Condition
Episode for CMS
Episode Grouper
Draft: Hypertension
Condition Episode
for CMS Episode
Grouper
Draft:
Shock/Hypotension
Condition Episode
for CMS Episode
Grouper
Draft:
Nephropathy/Renal
Failure Condition
Episode for CMS
Episode Grouper
Draft: Diabetes
Condition Episode
for CMS Episode
Grouper
15

Description
Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)

Notes
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Row #
50

Steward
CMS

NQF #
N/A not
endorsed

51

CMS

N/A not
endorsed

52

CMS

N/A not
endorsed

53

CMS

N/A not
endorsed

54

CMS

N/A not
endorsed

55

CMS

N/A not
endorsed

56

CMS

N/A not
endorsed

57

CMS

N/A not
endorsed

58

CMS

N/A not
endorsed

59

CMS

N/A not
endorsed

60

CMS

N/A not
endorsed

Title
Draft: Sepsis/SIRS
Condition Episode
for CMS Episode
Grouper
Draft: Ischemic
Cerebral Artery
Disease Condition
Episode for CMS
Episode Grouper
Draft: Carotid
Artery Stenosis
Treatment Episode
for CMS Episode
Grouper
Draft: Breast Cancer
Condition Episode
for CMS Episode
Grouper
Draft: Breast Cancer
Treatment Episode
for CMS Episode
Grouper
Draft: Lung Cancer
Condition Episode
for CMS Episode
Grouper
Draft: Lung Cancer
Treatment Episode
for CMS Episode
Grouper
Draft: Prostate
Cancer Treatment
Episode for CMS
Episode Grouper
Draft: Prostate
Cancer Condition
Episode for CMS
Episode Grouper
Draft: Colon Cancer
Condition Episode
for CMS Episode
Grouper
Draft: Colon Cancer
Treatment Episode
for CMS Episode
Grouper
16

Description
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)

Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in
caring for the condition
(duration TBD)
Draft: Resources used in the
episodes attributed to the
provider
Draft: Resources used in the
episodes attributed to the
provider
Draft: Resources used in the
episodes attributed to the
provider
Draft: Resources used in the
episodes attributed to the
provider

Notes

DRAFT

6/13/2014

Row #
61

Steward
CMS

NQF #
N/A not
endorsed

62

CMS

N/A not
endorsed

Title
Draft: Dementia
Condition Episode
for CMS Episode
Grouper
Draft: Back Pain
Condition Episode
for CMS Episode
Grouper

Description
Draft: Resources used in the
episodes attributed to the
provider

Total Cost Index (TCI) is a
measure of a primary care
provider’s risk adjusted
cost effectiveness at
managing the population
they care for. TCI includes
all costs associated with
treating members including
professional, facility
inpatient and outpatient,
pharmacy, lab, radiology,
ancillary and behavioral
health services.
The Resource Use Index
(RUI) is a risk adjusted
measure of the frequency
and intensity of services
utilized to manage a
provider group’s patients.
Resource use includes all
resources associated with
treating members including
professional, facility
inpatient and outpatient,
pharmacy, lab, radiology,
ancillary and behavioral
health services.
The MSPB Measure
assesses the cost of
services performed by
hospitals and other
healthcare providers during
an MSPB hospitalization
episode, which comprises
the period immediately
prior to, during, and
following a patient’s

Notes

Draft: Resources used in the
episodes attributed to the
provider

TOTAL COST
63

HealthPartners

1604

Total Cost of Care
Population‐based
PMPM Index

64

HealthPartners

1598

Total Resource Use
Population‐based
PMPM Index

65

CMS

2158

Payment‐
Standardized
Medicare Spending
Per Beneficiary
(MSPB)

17

Per capita
(population‐ or
patient‐based).

Per capita
(population‐ or
patient‐based)

This measure is a
per episode
evaluation.
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Row #

Steward

NQF #

Title

66

CMS

N/A Not
endorsed

Total Per Capita
Cost Measure

Description
hospital stay. Beneficiary
populations eligible for the
MSPB calculation include
Medicare beneficiaries
enrolled in Medicare Parts
A and B who were
discharged from short‐term
acute hospitals during the
period of performance.
The ratio of all actual
Medicare FFS Parts A and B
payments to a physician or
medical group for
beneficiaries attributed to
them over a calendar year
to all expected payments
to the physician or medical
group, multiplied by the
payment for the average
beneficiary in the sample.

Notes

Description
The number of hospital
discharges with a procedure
for abdominal aortic
aneurysm (AAA) repair for
patients 18 years and older
or obstetric patients.
Includes metrics for the
number of discharges
grouped by diagnosis and
procedure type.
Percent of discharges with
heart catheterizations in any
procedure field with
simultaneous right and left
heart (bilateral) heart
catheterizations.
Number of discharges with a
procedure for esophogeal
resection
The number of hospital
discharges with a procedure

Notes

APPROPRIATENESS/OVERUSE
Row #
67

Steward
AHRQ

NQF #
0357

Title
Abdominal Aortic
Aneurysm (AAA)
Repair Volume (IQI
4)

68

AHRQ

0355

Bilateral Cardiac
Catheterization
Rate (IQI 25)

69

AHRQ

0361

70

AHRQ

0366

Esophageal
Resection Volume
(IQI 1)
Pancreatic
Resection Volume
18
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Row #

Steward

NQF #

Title
(IQI 2)

71

AMA‐PCPI

0654

72

Partners
HealthCare
System, Inc.

0755

Acute Otitis
Externa: Systemic
antimicrobial
therapy –
Avoidance of
inappropriate use
Appropriate
Cervical Spine
Radiography and
CT Imaging in
Trauma

73

Partners
HealthCare
System, Inc.

0668

Appropriate Head
CT Imaging in
Adults with Mild
Traumatic Brain
Injury

74

NCQA

0002

Appropriate
Testing for Children
With Pharyngitis
(CWP)

75

NCQA

0069

Appropriate
treatment for
children with upper
respiratory
infection (URI)
19

Description
code of partial or total
pancreatic resection for
patients 18 years and older
or obstetric patients.
Excludes acute pancreatitis
admissions.
Percentage of patients aged
2 years and older with a
diagnosis of AOE who were
not prescribed systemic
antimicrobial therapy
Percent of adult patients
undergoing cervical spine
radiography or CT imaging
for trauma who have a
documented evidence‐
based indication prior to
imaging (Canadian C‐Spine
Rule or the NEXUS Low‐Risk
Criteria).
Percent of adult patients
who presented within 24
hours of a non‐penetrating
head injury with a Glasgow
coma score (GCS) >13 and
underwent head CT for
trauma in the ED who have
a documented indication
consistent with guidelines(1)
prior to imaging.
The percentage of children
2–18 years of age who were
diagnosed with pharyngitis,
dispensed an antibiotic and
received a group A
streptococcus (strep) test
for the episode. A higher
rate represents better
performance (i.e.,
appropriate testing).
Percentage of children 3
months to 18 years of age
with a diagnosis of URI who
were not dispensed an
antibiotic medication.

Notes
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Row #
76

Steward
NCQA

NQF #
0058

Title
Avoidance of
Antibiotic
Treatment in
Adults with Acute
Bronchitis
Back Pain:
Appropriate
Imaging for Acute
Back Pain

77

NCQA

0315

78

NCQA

0309

Back Pain:
Appropriate Use of
Epidural Steroid
Injections

79

NCQA

0312

Back Pain: Repeat
Imaging Studies

80

NCQA

0305

Back Pain: Surgical
Timing

20

Description
The percentage of adults
18–64 years of age with a
diagnosis of acute bronchitis
who were not dispensed an
antibiotic prescription.
Percentage of patients at
least 18 years of age and
younger than 80 with a
diagnosis of back pain for
whom the physician ordered
imaging studies during the
six weeks after pain onset,
in the absence of “red flags”
(overuse measure, lower
performance is better).
Percentage of patients at
least 18 years of age and
younger than 80 with back
pain who have received an
epidural steroid injection in
the absence of radicular
pain AND those patients
with radicular pain who
received an epidural steroid
injection without image
guidance (i.e. overuse
measure, lower
performance is better).
Percentage of patients at
least 18 years of age and
younger than 80 with a back
pain episode of 28 days or
more who received
inappropriate repeat
imaging studies in the
absence of red flags or
progressive symptoms
(overuse measure, lower
performance is better).
Percentage of patients at
least 18 years of age and
younger than 80 with a back
pain episode of 28 days or
more without
documentation of red flags
who had surgery within the

Notes
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Row #

Steward

NQF #

Title

81

CMS

0669

Cardiac Imaging for
Preoperative Risk
Assessment for
Non‐Cardiac Low‐
Risk Surgery

82

American College
of Cardiology
Foundation

0670

83

American College
of Cardiology
Foundation

0671

84

American College
of Cardiology
Foundation

0672

Cardiac stress
imaging not
meeting
appropriate use
criteria:
Preoperative
evaluation in low
risk surgery
patients
Cardiac stress
imaging not
meeting
appropriate use
criteria: Routine
testing after
percutaneous
coronary
intervention (PCI)
Cardiac stress
imaging not
meeting
appropriate use
criteria: Testing in
asymptomatic, low
21

Description
first six weeks of back pain
onset (overuse measure,
lower performance is
better).
This measure calculates the
percentage of low‐risk, non‐
cardiac surgeries performed
at a hospital outpatient
facility with a Stress
Echocardiography, SPECT
MPI or Stress MRI study
performed in the 30 days
prior to the surgery at a
hospital outpatient facility
(e.g., endoscopic,
superficial, cataract surgery,
and breast biopsy
procedures). Results are to
be segmented and reported
by hospital outpatient
facility where the imaging
procedure was performed.
Percentage of stress SPECT
MPI, stress echo, CCTA, or
CMR performed in low risk
surgery patients for
preoperative evaluation

Percentage of all stress
SPECT MPI, stress echo,
CCTA and CMR performed
routinely after PCI, with
reference to timing of test
after PCI and symptom
status.

Percentage of all stress
SPECT MPI, stress echo,
CCTA, and CMR performed
in asymptomatic, low CHD
risk patients for initial
detection and risk

Notes
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Row #

Steward

NQF #

Title
risk patients
Inappropriate
Pulmonary CT
Imaging for
Patients at Low
Risk for Pulmonary
Embolism

85

Partners
HealthCare
System, Inc.

0667

86

CMS

0514

MRI Lumbar Spine
for Low Back Pain

87

AMA‐PCPI

0655

Otitis Media with
Effusion:
Antihistamines or
decongestants –
Avoidance of
inappropriate use

88

AMA‐PCPI

0657

89

AMA‐PCPI

0656

90

AMA‐PCPI

0562

Otitis Media with
Effusion: Systemic
antimicrobials –
Avoidance of
inappropriate use
Otitis Media with
Effusion: Systemic
corticosteroids –
Avoidance of
inappropriate use
Overutilization of
Imaging Studies in
Melanoma

22

Description
assessment
Percent of patients
undergoing CT pulmonary
angiogram for the
evaluation of possible PE
who are at low‐risk for PE
consistent with guidelines
prior to CT imaging.
This measure calculates the
percentage of MRI of the
Lumbar Spine studies with a
diagnosis of low back pain
on the imaging claim and for
which the patient did not
have prior claims‐based
evidence of antecedent
conservative therapy.
Percentage of patients aged
2 months through 12 years
with a diagnosis of OME
were not prescribed or
recommended to receive
either antihistamines or
decongestants
Percentage of patients aged
2 months through 12 years
with a diagnosis of OME
who were not prescribed
systemic antimicrobials
Percentage of patients aged
2 months through 12 years
with a diagnosis of OME
who were not prescribed
systemic corticosteroids
Percentage of patients,
regardless of age, with a
current diagnosis of Stage 0
through IIC melanoma or a
history of melanoma of any
stage, without signs or
symptoms suggesting
systemic spread, seen for an
office visit during the one‐
year measurement period,
for whom no diagnostic
imaging studies were

Notes
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Row #

Steward

NQF #

Title

91

The Joint
Commission

0469

PC‐01 Elective
Delivery

92

The Joint
Commission

0471

PC‐02 Cesarean
Section

93

AMA‐PCPI

0389

Prostate Cancer:
Avoidance of
Overuse of Bone
Scan for Staging
Low Risk Prostate
Cancer Patients

94

CMS

0513

Thorax CT: Use of
Contrast Material

95

NCQA

0052

Use of Imaging
Studies for Low
Back Pain

96

CMS

N/A Not
endorsed

Overuse of
Diagnostic Imaging
for Uncomplicated
Headache

23

Description
ordered
This measure assesses
patients with elective
vaginal deliveries or elective
cesarean sections at >= 37
and < 39 weeks of gestation
completed.
This measure assesses the
number of nulliparous
women with a term,
singleton baby in a vertex
position delivered by
cesarean section.
Percentage of patients,
regardless of age, with a
diagnosis of prostate cancer
at low risk of recurrence
receiving interstitial
prostate brachytherapy, OR
external beam radiotherapy
to the prostate, OR radical
prostatectomy, OR
cryotherapy who did not
have a bone scan performed
at any time since diagnosis
of prostate cancer
This measure calculates the
percentage of thoracic CT
studies that are performed
with and without contrast
out of all thoracic CT studies
performed
The percentage of members
with a primary diagnosis of
low back pain who did not
have an imaging study (plain
x‐ray, MRI, CT scan) within
28 days of the diagnosis.
DRAFT: Percentage of all
adult (>=18 years old)
uncomplicated headache
patients who received an
order for a brain computed
tomography (CT), computed
tomography angiogram
(CTA), magnetic resonance

Notes
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Row #

Steward

NQF #

Title

97

CMS

N/A Not
endorsed

Appropriate Use of
DXA Scans in
Women Under 65
Who Do Not Meet
the Risk Factor
Profile

98

ACEP

N/A Not
endorsed

Avoidance of
inappropriate use
of head CT in ED
patients with minor
head injury

99

ACEP

N/A Not
endorsed

Avoidance of
inappropriate use
of imaging for adult
ED patients with
atraumatic low
back pain

100

American Society
of Clinical
Oncology

0213

101

American Society
of Clinical
Oncology
American Society
of Clinical
Oncology

0215

103

American Society
of Clinical
Oncology

0211

104

Alabama
Medicaid Agency

1381

Proportion
admitted to the
ICU in the last 30
days of life
Proportion not
admitted to
hospice
Proportion
receiving
chemotherapy in
the last 14 days of
life
Proportion with
more than one
emergency room
visit in the last days
of life
Asthma Emergency
Department Visits

102

0210

24

Description
(MR), or magnetic
resonance angiogram (MRA)
study during the
measurement period.
DRAFT: Percentage of
women ages 18 to 64
without select risk factors
for osteoporotic fracture
who received an order for a
dual‐energy x‐ray
absorptiometry (DXA) scan
Percentage of emergency
department patients with
minor head injury who
received inappropriate
imaging study (not clinically
indicated)
Percentage of emergency
department patients aged
>= 18 years with atraumatic
low back pain who received
an inappropriate imaging
study (not clinically
indicated)
Percentage of patients who
died from cancer admitted
to the ICU in the last 30 days
of life
Percentage of patients who
died from cancer not
admitted to hospice
Percentage of patients who
died from cancer receiving
chemotherapy in the last 14
days of life
Percentage of patients who
died from cancer with more
than one emergency room
visit in the last days of life
Percentage of patients with
asthma who have greater
than or equal to one visit to
the emergency room for
asthma during the

Notes
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Row #

Steward

NQF #

Title

105

CMS

0173

Emergency
Department Use
without
Hospitalization

25

Description
measurement period.
Percentage of home health
stays in which patients used
the emergency department
but were not admitted to
the hospital during the 60
days following the start of
the home health stay.

Notes

Hospital Name:
Revenue
Total Inpatient Revenue
Total Outpatient Revenue
Total Revenue
Total Revenue Resident
Total Revenue Medicare Resident
Total Resident Revenue per Capita
Total Medicare Resident Revenue per beneficiary
Volume
Total Inpatient Discharges
Total Inpatient Discharges- Resident
Total Inpatient Discharges, Medicare Resident
Total ED Visits
Total ED Visit - Resident
Total ED Visits- Medicare Resident
Total Equivalend Case Mix Adjusted Discharge (ECMAD)
Total ECMAD - Resident
Data Sharing
Principle Provider Notification

Monthly
Monthly
Monthly
Monthly
Monthly
FUTURE
Development
FUTURE
Development
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Quarterly

BETTER CARE
HCAHPS: Patient’s rating of the hospital
HCAHPS: Communication with doctors
HCAHPS: Communication with nurses

Maryland Hospital Acquired Condition Rates
All Cause Readmissin Rate (CMS Methodology with
exclusions)
Percent of ED/Observation visits within 30 days post
discharge
Number of ED to Inpatient Transfers
Number of Inpatient to Inpatient Transfers
BETTER HEALTH
SHIP 2- Low Birth Weight Births
SHIP 33- Diabetes-related ED visits

Quarterly
Quarterly
Quarterly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthy
Monthly

SHIP 34- Hypertension-related ED visits

Monthly

SHIP 36- ED visits for mental health conditions

Monthly

SHIP 37- ED visits for addictions-related conditions

Monthly

SHIP 41- ED visits for asthma
REDUCE COSTS
Potential Avoidable Utilization Costs
Inpatient- All Hospital, All Cause 30 Day Readmissions using
(CMS with adjustment)
ED/Observation – any visit within 30 days of an inpatient
admission
Potentially Avoidable Admissions (as measured by AHRQ
PQIs)
Hospital Acquired Conditions as measured by Potentially
Preventable Complications (PPCs)

Monthly

Monthly
Monthly
Monthly
Monthly

4
pt
1

Target

14

Base Period
Value

Se

Definition

Au
g

Measurement
Interval
Data Source

Ju
ly
14

DOMAIN/ MEASURE

Revenue
Total Inpatient Revenue
Total Outpatient Revenue
Total Revenue
Total Revenue Resident
Total Revenue Medicare Resident
Total Resident Revenue per Capita
Total Medicare Resident Revenue per beneficiary
Volume
Total Inpatient Discharges
Total Inpatient Discharges- Resident
Total Inpatient Discharges, Medicare Resident
Total ED Visits
Total ED Visit - Resident
Total ED Visits- Medicare Resident
Total Equivalend Case Mix Adjusted Discharges (ECMAD)
Total ECMAD - Resident
Data Sharing
Principle Provider Notification

Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Quarterly

BETTER HEALTH
Rates of Acute Composite AHRQ Prevention Quality Indicators

Monthy

Rates of Chronic Composite AHRQ Prevention Quality Indicators

Monthy

Maryland State Health Imrpovement Process
SHIP 33- Diabetes-related ED visits

Monthly

SHIP 34- Hypertension-related ED visits

Monthly

SHIP 36- ED visits for mental health conditions

Monthly

SHIP 37- ED visits for addictions-related conditions

Monthly

SHIP 41- ED visits for asthma

Monthly
Monthly

SHIP 2- Low Birth Weight Births
BETTER CARE
HCAHPS: Patient’s rating of the hospital

Quarterly

HCAHPS: Communication with doctors
HCAHPS: Communication with nurses
Maryland Hospital Acquired Condition Rates

Quarterly
Quarterly
Monthly

All Cause Readmissin Rate (CMS Methodology with exclusions)
Rates of ED/Observation visits within 30 days post discharge
Percent of ED to Inpatient Transfers
Percent of Inpatient to Inpatient Transfers

Monthly
Monthly
Monthly
Monthly

REDUCE COSTS
Potentially Avoidable Utilization Costs
Inpatient- All Hospital, All Cause 30 Day Readmissions using (CMS
with adjustment)
ED/Observation – any visit within 30 days of an inpatient admission
Potentially Avoidable Admissions (as measured by AHRQ PQIs)

Monthly
Monthly
Monthly

Hospital Acquired Conditions as measured by Potentially Preventable
Monthly
Complications (PPCs)

4
t1
Se
p

Target

4

Base Period
Value

g1

Definition

Au

Data Source

14

Measurement
Interval

Ju
ly

State/County/Region:
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Maryland HSCRC
Performance Measurement
Workgroup
June 20, 2014
Empowering Health Systems to Improve Performance Through Effective Use
of Information Technology
www.Medisolv.com

CMS Quality Reporting Programs
Facility Quality

Ambulatory
Physician
Quality

“Payment Model”
Quality

“Population”
Quality *

IQR / OQR
IRF QRP
LTCHQR
PCHQR
IPFQR
ASCQR

PQRS

Medicare Shared
Savings Program

Medicaid
Adult &
CHIPRA
Quality
Reporting

HAC / HAI
Readmission

eRx Quality
Reporting

Hospital Value
based Purchasing
(VBP)

Health
Information
Exchange
Reporting

EHR Incentive
Program EH/CAH

EHR Incentive
Program - EP

Medicare
Part C & D

* Future

IQR & EHR Incentive Program Alignment
Proposed Timelines
• Voluntary eCQM* Reporting

16/28 eCQM Across 3 NQS Domains*

© 2014 Medisolv, Inc. All Rights Reserved

WWW.MEDISOLV.COM

IQR & EHR Incentive Program Alignment
Proposed Timelines
• Voluntary eCQM Reporting

• Mandatory CY 2016 reporting period for FY 2018
payment determination
© 2014 Medisolv, Inc. All Rights Reserved

WWW.MEDISOLV.COM

IQR Proposed FY 2017 PY Changes*
• Fewer “Abstracted” Process of Care Measures
-

“Topped Out” Process Measures
MAP Recommendations
Provider Burden Outweighs Importance of Measure
Lost NQF Endorsement

• More Outcomes Measures
- Claims Based with Risk Adjustment (? EHR CCDE Data)
- Three Years of Data for Condition / Procedure Specific
Measures
- Episode of Care Cost Measures
* IPPS NPRM 42 CFR Parts 405, 412, 413, 415, 422, 424, 485,
and 488

© 2014 Medisolv, Inc. All Rights Reserved

WWW.MEDISOLV.COM

eMeasures (aka eCQM, CQM)

• eMeasures are performance measures that have
been developed for use in an EHR or other
electronic system. eMeasures pull the information
needed to evaluate performance directly from the
electronic record. They can be far more efficient
than traditional approaches of extracting data from
paper charts or claims databases.
- NQF Glossary

© 2014 Medisolv, Inc. All Rights Reserved

WWW.MEDISOLV.COM

eCQM Workflow & Standards

DW

eCQM Application

QDM Data Element

eCQM Standards: QRDA

• HL7 CDA R2 Quality Reporting Document
Architecture (QRDA)
- Specifies a framework for quality reporting
- Standardizes the representation of measure-defined data
elements

• QRDA Category I-Single patient report
- Exported from EHRs and other Data Systems
- Consumed By Quality Reporting Engines

• QRDA Category III-Aggregate report
- Calculated using HQMF and a calculation engine

© 2014 Medisolv, Inc. All Rights Reserved

WWW.MEDISOLV.COM

QRDA Category I

QRDA Category III

eMeasures: Many Differences

eMeasures Infrastructure “1.0”
STANDARDS
HQMF* CDA
RIM

CMS.gov

NQS
HITSP TN 906

QDM

eCQMs
Specifications

NQF
MAP
Rules
Certification
Cypress

Reporting
to
CMS/TJC
“Others”

cEHRT and eCQM
Modules

Page 14

eMeasures Infrastructure “2.0”
ONC JIRA

CMS.gov

USHIK

STANDARDS
HQMF CDA
QRDA
RIM

eSpec
Navigator

NQS
VSAC

QDM

MAT

eCQMs

NQF
MAP
Rules
Certification

CDS
vMR

NTB
HeD
Reporting
to
CMS/TJC
“Others”

Bonnie

cEHRT and eCQM
Modules

Cypress

Core eCQM Issues
• “Re-Tooling” vs. “Re-Engineering” vs. “de-Novo”
• Data Capture Feasibility
- EHR Capability
- Provider Adoption / Readiness
- Provider Workflow Variations

• Performance Validation
-

Comparability / Equivalency with Existing Measures
Specification Issues
Field Testing
“Point of Failure” Analysis
© 2014 Medisolv, Inc. All Rights Reserved

WWW.MEDISOLV.COM

eCQMs and Risk Adjustment
• Risk models are not standardized.
• Currently limitations of the MAT do not allow
for direct specification of risk adjusted
measures.
• eCQM metadata includes a reference to
the complete risk model.
• HQMF R2.x is able to create explicit Risk
Adjustment Variable data criteria section.

© 2014 Medisolv, Inc. All Rights Reserved

WWW.MEDISOLV.COM

HSCRC: eCQM Performance Measurement
• Alignment with CMS IQR eCQM’s
- Retooled & De Novo Process Measures
- EHR Data enriched Risk Adjusted Outcomes Measures

• Develop / Partner for eCQM Infrastructure
- “Receive” & “Consume” QRDA I Data
- eCQM Calculation Engine to generate QRDA III
- Data and Performance Validation

• “Multi-modality” Performance Measurement
- Integrate eCQM with Other Types of Measures
- Develop De Novo Measures
© 2014 Medisolv, Inc. All Rights Reserved

WWW.MEDISOLV.COM

eMeasures Infrastructure “3.0”
ONC JIRA

CMS.gov

USHIK

VSAC

QDM

STANDARDS
HQMF CDA
QRDA
RIM

eSpec
Navigator

MAT

eCQMs

NQF
MAP
Rules

Certification

CQF
QUICK

NTB

FHIR

Bonnie

CDS
vMR

NQS

HeD
Reporting
to
CMS/TJC
“Others”

cEHRT and eCQM
Modules

Cypress

Thank you !!

Zahid Butt MD,FACG
zbutt@medisolv.com
443-539-0505 Ext 223
410-925-7005 (cell)
Twitter:@zbytes
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Report to the Commission:
Strategy for Population Based, Patient Centered
Performance Measurement

Health Services Cost Review Commission
4160 Patterson Avenue Baltimore, MD 21215
(410) 764-2605
July 9, 2014
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INTRODUCTION
The charge of Performance Measurement Workgroup is to provide input on what specific
measures of cost, care and health should be considered for adoption, retention or development in
order to evaluate and incentivize performance improvements under the population-based AllPayer Model. A comprehensive measurement strategy must first be developed to support
achievement of the Model goals; this strategy must align with the All-payer Model development
and implementation timeline as well as recognize and support the priorities at each phase of the
process. In beginning to address this charge, as illustrated in Figure 1, the Workgroup
acknowledged that the performance measurement strategy must first focus on measurement of
global hospital-based services and care that support immediate success in achieving the new Allpayer Model targets, then expand to measurement of population-based quality and efficiency,
and ultimately measurement that supports patient-centered, coordinated, cost effective care that
achieves better outcomes (Figure 1).
Figure 1: Performance Measurement Strategy Priorities Over Time

Short Term (2014):
Hospital Global
Quality and Cost,
Potential Avoidable
Utilization Measures

Mid-Term (20152017):
Population Based
Quality and Outcome,
Efficiency Measures

Long Term (2016Beyond):
Care Coordination,
Care effectiveness,
Total Care and Cost
Measures

The Performance Measurement Workgroup participated in discussions regarding the context for
developing an overall measurement strategy as well as presentations of specific examples of
measures in some relevant categories of measures where we specifically need to expand over
time. The Workgroup also discussed the need to monitor performance as “real time” as possible,
and to this end vetted draft hospital/system- and statewide-level dashboards that should be
finalized and put into place in the short term.
This report summarizes the Workgroup’s efforts to date as well as other important proposed
considerations toward fleshing out a robust performance measurement strategy.
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PPERFORMANCE MEASUREMENT STRATEGY CONSIDERATIONS
Figure 2 below illustrates the key principles and stakeholders that must be addressed in the
overall performance measurement strategy for each of the domains and measures proposed or
selected for implementation to support the All-payer Model.
Figure 2. Measurement Strategy Principles and Stakeholders
Principles/criteria to guide measure domains to be implemented:
 Accountability
 Payment
 Public reporting
 Program monitoring and evaluation
 Improvement
 Alignment with Model targets and monitoring commitments
Stakeholders
 Policymakers – CMS, HSCRC (commission, staff), MHCC, DHMH
 Providers – hospitals, physicians, others
 Payers/purchasers – health plans, employers?
 Patients – consumers

Achieving the Three-Part Aim of Better Care, Better Health and Lower Cost
The National Quality Strategy (NQS) first published in March 2011 and led by the Agency for
Healthcare Research and Quality on behalf of the U.S. Department of Health and Human
Services (HHS) articulated the three-part aim. Maryland’s All-payer Model has directly aligned
its aims with those of the NQS’s three-part aim. So too, Maryland’s performance measurement
strategy needs to address the NQS priorities and use the available levers as identified by the
NQS, either directly through policy implementation or indirectly in working with partners, to
maximize success in achieving the aims.
To advance the aims, the NQS focuses on six priorities, as illustrated in Figure 3 below.
Figure 3. National Quality Strategy Priorities.
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Each of the nine NQS levers, listed below, represents a core business function, resource, and/or
action that Maryland can use to align to the NQS and maximize our opportunity for improvement
and success under the new Model. HSCRC already uses several of the levers in its performance
measurement programs.










Measurement and Feedback: Provide performance feedback to plans and providers to
improve care
Public Reporting: Compare treatment results, costs and patient experience for consumers
Learning and Technical Assistance: Foster learning environments that offer training,
resources, tools, and guidance to help organizations achieve quality improvement goals
Certification, Accreditation, and Regulation: Adopt or adhere to approaches to meet
safety and quality standards
Consumer Incentives and Benefit Designs: Help consumers adopt healthy behaviors and
make informed decisions
Payment: Reward and incentivize providers to deliver high-quality, patient-centered care
Health Information Technology: Improve communication, transparency, and efficiency
for better coordinated health and health care
Innovation and Diffusion: Foster innovation in health care quality improvement, and
facilitate rapid adoption within and across organizations and communities
Workforce Development: Investing in people to prepare the next generation of health
care professionals and support lifelong learning for providers

MEASUREMENT UPDATES AND NEW DOMAINS
The Workgroup vetted near term measurement updates for the Maryland Hospital Acquired
Conditions (MHAC) and Readmission Reduction Policies, and provided important input on
efficiency measurement which is addressed in a separate report.
The Workgroup also considered options for implementing hospital- and regional-level
dashboards that present of a mixture of key financial and non-financial measures that would be
monitored closely (most measures monthly) and consistently across hospitals and for the state or
other defined regions, and provide a “snapshot” trends over time. The dashboard is intended to
articulate the links between leading inputs, processes, and lagging outcomes and focuses on the
importance of managing these components to achieve the strategic priorities. The Workgroup
noted the dashboard is not meant to be a replacement for traditional financial or operational
reports but is intended to provide a succinct summary to help users with situational awareness.
In vetting the hospital/system- and regional-level draft dashboard templates, there was agreement
among the Workgroup members to begin by including the domains and measures for monitoring
listed in Appendix A.
In addition, the Workgroup participated in presentations and discussions of measurement
domains/areas that are perhaps the most aspirational in terms of achieving robust valid and
reliable measures and measurement, but are also perhaps where there is great added potential for
success in reaching the three-part aim. These “new frontiers” of measures include Population
Health and Patient Centered Care measures.
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Population Health Measures
Population health is defined as “A state of complete physical, mental, and social well-being and
not merely the absence of disease or infirmity.” It entails improving overall health status and
health outcomes of interest to the clinical care system, the government public health system, and
stakeholder organizations. It is influenced by physical, biological, social and economic factors in
the environment, by personal health behavior, and by access to and effectiveness of healthcare
services. Sub-domains of population health measures with specific measure examples are listed
below.


Health Outcomes- high-level indicators
Measure examples: mortality, longevity, Infant mortality/ low birth weight/ preterm birth,
Injuries/ accidents/homicide, suicide rate



Access- availability and use of services
Health insurance status; primary care access; access to needed services; condition
specific hospital admissions; Measure examples:
(NQF#1337) Children with Inconsistent Health Insurance Coverage in the Past 12
Months,
(NQF #718) Children Who Had Problems Obtaining Referrals When Needed,
(NQF #277) Heart Failure Admission Rate (PQI 8)



Healthy Behaviors- choices by individuals and communities
Addictive substances assessment and counseling; weight assessment and physical activity
counseling; Measure examples:
(NQF #2152) Preventive Care and Screening and Counseling: Unhealthy Alcohol Use
(NQF #1656) Tobacco Use Treatment Offered at Discharge
(NQF #1406) Risky Behavior Assessment or Counseling by Age 13 Years
(NQF #421) Body Mass Index (BMI) Screening and Follow-Up



Prevention- screening and early intervention
Disease and condition screening; immunizations; maternity care; newborn and child
development; Measure examples:
(NQF #34) Colorectal Cancer Screening
(NQF #1659) Influenza Immunization
(NQF #278) Low Birth Weight Rate (PQI 9)
(NQF #1385) Developmental screening using a parent completed screening tool
(NQF #104) Adult Major Depressive Disorder: Suicide Risk Assessment



Social Environment- health literacy and attention to disparities
Health literacy; education (e.g., graduation rate); community safety; poverty level;
disparities-sensitive measures; Measure example:
(NQF #720) Children Who Live in Communities Perceived as Safe



Physical Environment- built infrastructure and natural resources
Healthy food options, neighborhood walkability, air quality; Measure example:
5

DRAFT

6/19/2014

(NQF 1346) Children Who Are Exposed To Secondhand Smoke Inside Home
Hospitals have an interest in population health management for many reasons, including:
 Caregivers are passionate about promoting health.
 Length of stay, readmissions, and complications are linked to health and wellness of
patients before and after hospital stay.
 Increased policy efforts to improve care coordination between hospitals, primary care,
pharmacy, entire medical neighborhood.
 Hospital data can be used to assess community health.
 Community health initiatives build goodwill and reinforce non-profit status.
Hospitals’ expanded interest and work to improve population health overlaps significantly with
their own quality measurement and performance, as illustrated in Figure 4 below.
Figure 4. Hospital Measurement Overlap with Population Health Measurement

In terms of phasing of implementation and use of population health measures, the Workgroup
discussed first measuring healthy behaviors and preventive services for hospital patients, then
expanding to assessing community health needs and developing a measurement strategy around
improvement, and finally collaborating with pubic health officials and community services on
measuring progress in addressing community needs.
Person (Patient and Family) Centered Care Measures
NQF conducted a Person-Centered Care Measure Gaps Project in which this care is defined as
“an approach to the planning and delivery of care across settings and time that is centered around
collaborative partnerships among individuals, their defined family, and providers of care.” This
care also “supports health and well-being by being consistent with, respectful of, and responsive
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to an individual's priorities, goals, needs, and values.” Key principles for these measures
include:
 They are meaningful to consumers and built with consumers
 They are focused on their entire care experience, rather than a single setting or program
 They are measured from the person’s perspective and experience (i.e., generally patientreported unless the patient/consumer is not the best source of the information)
Person centered care measure sub-domains with examples of measures are listed below.


Experience of Care
Measure examples:
(NQF #166) HCAHPS- Survey for Hospital Inpatients on Communication with doctors,
Communication with nurses, Responsiveness of hospital staff, Pain control,
Communication about medicines, Cleanliness and quiet of the hospital environment,
Discharge information.
Communication Climate Assessment Toolkit (C-CAT)- American Medical Association
Survey Tool Measure domains: Health literacy, Cross-cultural communication,
Individual engagement, Language services Provider leadership commitment,
Performance evaluation.



Health-Related Quality of Life
Functional Status; mental health assessment; “whole person” well-being; Measure
examples:
(NQF #260)Assessment of Health-Related Quality of Life (Physical and Mental
Functioning) Using KDQOL-36
(NQF #’s 0422-0428)Functional States Change for Patients with Orthopedic
Impairments
(NQF #0418) Screening for Clinical Depression and Follow-Up Plan



Burden of Illness
Symptom management (pain, fatigue); treatment burden (patients, family, community);
Measure examples:
(NQF #0050)Osteoarthritis: Function and Pain Assessment
(NQF #0420)Pain Assessment and Follow-up
(NQF #0101)Falls: Screening, Risk Assessment and Plan of Care to Prevent Future Falls



Shared Decision-Making
Communication with patient and family; advance care planning; establishing goals; care
concordant with individual preferences; Measure examples:
(NQF #326)Advance Care Plan
(NQF #0310)Back Pain: Shared Decision-Making
(NQF #557)Psychiatric Post-discharge Continuing Care Plan Created
(NQF #1919)Cultural Competency Implementation Measure



Patient Navigation and Self-Management
Patient activation; health literacy; caregiver support; Measure examples:
7
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(NQF #1340)Children with Special Health Care Needs (CSHCN) Who Receive Services
Needed for Transition to Adult Health Care
(NQF #0603)Adults Taking Insulin with Evidence of Self-Management
A phased approach for person centered care measurement begins by measuring experience of
care (HCAHPS) which HSCRC has measured for Quality Based Reimbursement since 2009 ,
then could expand to burden of illness (pain), cultural competency, and shared decision-making
(care plans/procedures) measures, and finally advance to measuring improvement in functional
status and patient self-management. Performance in this domain is important not only for
policymakers and providers but would have particular significance for consumers.

NEXT STEPS: PERFORMANCE MEASUREMENT PLANNING STRUCTURE
As the many factors comprising a robust and successful performance measurement strategy that
is population based and patient centered come to bear — priorities and levers for achieving the
three-part aim, performance measurement principles/criteria, and stakeholders that must have a
voice—collaboration among agencies, workgroups and stakeholders will be critical. Going
forward, an updated Performance Improvement and Measurement Workgroup, for example, may
work with multiagency and stakeholder groups such as those focused on consumer engagement
and care coordination and infrastructure, and potential ad hoc subgroups such as those focused
on efficiency, ongoing monitoring activities, total cost of care, etc. Much work will also need to
focus on developing and implementing measurement where there are gaps in important
measurement areas/domains. To this end, staff will work with all the identified stakeholders
through the various workgroups and ad-hoc groups to review inventories of currently available
measures for each targeted domain where measurement must occur, and to identify where we
must develop measures. For each of the domains and measures proposed, the Workgroup will
again need to consider the purpose(s) for use of the measures—accountability (payment, public
reporting, program monitoring and evaluation), improvement, to align with Model targets and
monitoring— as well as the stakeholders for whom these data are intended—policymakers
(CMS, HSCRC, MHCC, DHMH), providers (hospitals, physicians, etc), payers/purchasers,
health plans, employers, patients, consumers.
The Performance Measurement Workgroup has reviewed a proposal of the staff as a part of the
strategy for moving performance measurement work forward; Appendix B illustrates a draft plan
that sketches out performance measurement expansion over time, including potential purposes,
domains and potential audiences of measures/domains.
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Appendix A. DRAFT Hospital and Regional Dashboard Domains and Measures
Hospital and Regional (State, County, etc) Measures
Revenue
Total Inpatient Revenue
Total Outpatient Revenue
Total Revenue
Total Revenue Resident
Total Revenue Medicare Resident
Total Resident Revenue per Capita
Total Medicare Resident Revenue per beneficiary
Volume
Total Inpatient Discharges
Total Inpatient Discharges‐ Resident
Total Inpatient Discharges, Medicare Resident
Total ED Visits
Total ED Visit ‐ Resident
Total ED Visits‐ Medicare Resident
Total Equivalent Case Mix Adjusted Discharges (ECMAD)
Total ECMAD ‐ Resident
Data Sharing
Principle Provider Notification

Measurement
Interval

Applicability

Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Monthly
Quarterly

BETTER HEALTH
Rates of Acute Composite AHRQ Prevention Quality Indicators

Monthy

Regional Only

Rates of Chronic Composite AHRQ Prevention Quality Indicators

Monthy

Regional Only

Maryland State Health Imrpovement Process
SHIP 33‐ Diabetes‐related ED visits

Monthly

SHIP 34‐ Hypertension‐related ED visits

Monthly

SHIP 36‐ ED visits for mental health conditions

Monthly

SHIP 37‐ ED visits for addictions‐related conditions

Monthly

SHIP 41‐ ED visits for asthma

Monthly
Monthly

SHIP 2‐ Low Birth Weight Births
BETTER CARE
HCAHPS: Patient’s rating of the hospital

Quarterly

9

DRAFT

6/19/2014

Hospital and Regional (State, County, etc) Measures
HCAHPS: Communication with doctors
HCAHPS: Communication with nurses
Maryland Hospital Acquired Condition Rates
All Cause Readmissin Rate (CMS Methodology with exclusions)
Rates of ED/Observation visits within 30 days post discharge
Numbers/Percent of ED to Inpatient Transfers
Numbers/Percent of Inpatient to Inpatient Transfers
REDUCE COSTS
Potentially Avoidable Utilization Costs
Inpatient‐ All Hospital, All Cause 30 Day Readmissions using (CMS
with adjustment)
ED/Observation – any visit within 30 days of an inpatient admission
Potentially Avoidable Admissions (as measured by AHRQ PQIs)
Hospital Acquired Conditions as measured by Potentially
Preventable Complications (PPCs)
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Interval
Quarterly
Quarterly
Monthly
Monthly
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Monthly
Monthly

Monthly
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Monthly
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Appendix B
Measure Domains, Potential Uses and Target Audiences
Purposes/Uses
Measure
Domains

Improvement

Target Audiences

Account- Payability
ment

Public
Reporting/
Transperancy

Program
Monitoring/
Evaluation

Policy
Makers

Providers

Payers

Patients

X

X

X

X

X

X

X

X

X

SHORT TERM
QBR

X

X

X

X

MHAC

X

X

X

X

PAU

X

X

X

X

PQI

X
(statewide
/ regional)

X
(statewide/
regional)

X

X

FALL 2014 UPDATES
QBR

X

X

X

X

X

X

X

MHAC

X

X

X

X

X

X

X

PAU

X

X

X

X

X

X

X

PQI

X
(statewide

X
(statewide/

X

X
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Purposes/Uses

Measure
Domains

Improvement

Target Audiences

Account- Payability
ment

Public
Reporting/
Transperancy

/ regional
Cost
Efficiency
Measures

X

Program
Monitoring/
Evaluation

Policy
Makers

Providers

Payers

Patients

regional)
X

X

X

X

X

‘X

X

X

X

X

X

X

X

X

JULY 2014- JUNE 2015 DEVELOPMENT
Risk
Adjusted
Readmissions

X

Care
Improvement

X

X

X

X

PatientCentered
Care

X

X

X

X

EHR
Measures

X

X

X

X

Care
Coordi-

X

X

X

X

X

X
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Purposes/Uses

Measure
Domains

Improvement

Target Audiences

Account- Payability
ment

Public
Reporting/
Transperancy

Program
Monitoring/
Evaluation

Policy
Makers

Providers

X

X

X

Payers

Patients

X

X

nation
Total Cost
of Care

X

LONG TERM
QBR

X

X

X

X

X

X

X

MHAC

X

X

X

X

X

X

X

PAU

X

X

X

X

X

X

X

PQI

X
(statewide
/ regional

X
(statewide/
regional)

X

X

Cost
Efficiency
Measures

X

X

X

X

X

X

X

X

X

Risk
Adjusted
Readmissions

X

X

X

X

X

X

X

X

X
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Purposes/Uses

Target Audiences

Measure
Domains

Improvement

Account- Payability
ment

Public
Reporting/
Transperancy

Program
Monitoring/
Evaluation

Policy
Makers

Providers

Payers

Patients

Care
Improvement

X

X

X

X

X

X

X

X

X

PatientCentered
Care

X

X

X

X

X

X

X

X

X

EHR
Measures

X

X

X

X

X

X

X

X

X

Care
Coordination

X

X

X

X

X

X

X

X

X

Total Cost
of Care

X

X

X

X

X

X

X

X

X
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Performance Measurement
Future Role of Work Group and Work Plan

June 20, 2014

HSCRC Model Development and
Implementation Timeline

Short Term
(2014)


Hospital global
model

2

Long Term
(2016Beyond)

Mid-Term
(2015-2017)


Populationbased



Preparation for
Phase 2 focus
on total care
model and costs

HSCRC Public Engagement
Short Term Process Phases


Phase 1:



Fall 2013: Advisory Council - recommendations on broad
principles
January 2014- July 2014: Workgroups






Four workgroups convened
Focused set of tasks needed for initial policy making of
Commission
Majority of recommendations needed by July 2014

Phase 2: July 2014 – July 2015
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Always anticipated longer-term implementation activities
July Workgroup reports to address proposed future work
plan
Advisory Council reconvening

Public Engagement Process
Accomplishments


Engaged broad set of stakeholders in HSCRC policy
making and implementation of new model






4 workgroups and 6 subgroups
85 workgroup appointees
Consumers, Employers, Providers, Payers, Hospitals

Established processes for transparency and
openness
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Diverse membership
Educational phase of process
Call for Technical White Paper Shared Publically
Access to information
Opportunity for comment

Role of Workgroups






Purpose of Workgroups is to encourage broad input
from informed stakeholders
Commission decision-making is better informed with
robust input from stakeholders
Workgroups identify areas where there is consensus
as well as areas where there are differences of
opinion
Non-voting groups
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Current Process, Looking Forward


Aggressive work plans needed to meet deliverable schedule







Time and resource intensive for HSCRC and stakeholders
Staff driven work plans and leadership needed for tight timelines
Coordination among groups sometimes challenging
Subgroups effective strategy to address more technical topics and
coordination among groups

Looking ahead to next phase:
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Less frequent meetings would allow more time for analysis and
review between meetings
Ad hoc subgroups effective in engaging stakeholders in
development of implementation plans
Work plan may require different configuration of workgroups
Opportunity to engage stakeholders to lead different initiatives
More focus on outreach and education about new model

Performance Measurement Workgroup
Products


Policy Recommendation Updates







Draft Balanced Dashboard Template for
Hospital/System and Regional (State, County,
etc.) Monitoring to be finalized
Report Drafts to be Finalized by Early July
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Maryland Hospital Acquired Conditions
Readmission Reduction Program

Efficiency Measurement
Strategy for Population Based, Patient Centered
Performance Measurement

Performance Measurement– Remaining
Tasks
Summer/Early Fall Tasks
• Efficiency Measurement
• Risk Adjusted
Readmissions
• PAU Measurement and
Applications
• GBR Infrastructure
Investment Reporting
• GBR Reporting Template
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Fall/Winter Tasks
• Efficiency Measurement
• MHAC Program Update
• Readmission Reduction
Program Update
• New Measure Domains
Planning
• Post-acute Bundled
Payment
• Evolution of Model
• Regional Collaboration
• Bundled Payments

Other Short-Term Subgroups
Efficiency

Total Cost of Care

• Finalize Cost/Efficiency MeasuresUpdated PAU Applications, ROC, PMPM

• Measure Medicare and All-Payer Total
Cost of Care for Patients

Physician Alignment • Hospital and Physician Alignment of
Goals and Incentives

LTC/Post Acute
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•Engagement of LTC/Post Acute Provider
Communities in New Model Care Delivery

Payment Models – Short-Term Subgroups
Transfers

Market Share

GBR Revenue/Budget Corridors

GBR Reporting Template

GBR Infrastructure Investment
Reporting

Others As Needed
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• Review Data and Analysis for GBR Transfer
Adjustments
• Review Data and Methodology for Market Share
Measurement
• GBR Contract Review

•Finalize GBR Reporting Template for Compliance
• Policy and Reporting for Infrastructure
Investments
• TBD

Next Steps


Finalize Reports on






Efficiency Measurement
Strategy for Population Based, Patient Centered
Measurement

Implement balanced dashboard measurement
No meetings currently scheduled for Performance
Measurement Workgroup
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Schedule meetings starting September

