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Re: FY 2015 Inpatient Prospective Payment System Proposed Rule, File Code CMS-1607-PPublic Comment of PC-02 Cesarean Section CMS# 334

On behalf of Baylor, Scott & White Health (BSWH), its 18 acute care hospitals, and the Office of the Chief Quality Officer, BSWH welcomes this opportunity to comment on the Centers for Medicare and Medicaid Services’ (CMS) data collection specifications(’ or the Agency’s) proposed rule entitled “Hospital Inpatient Prospective Payment Systems for Acute Care Hospitals and the Long Term Care Hospital Prospective Payment System and Proposed Fiscal Year 2015 Rates; Quality Reporting Requirements for Specific Providers; Reasonable Compensation Equivalents for Physician Services in Excluded Teaching Hospitals; Provider Administrative Appeals and Judicial Review; Enforcement Provisions for Organ Transplant Centers; and Electronic Health Record (EHR) Incentive Program,” 79 Fed. Reg. 27978 (May 15, 2014). using the EHR for the Cesarean Section (PC-02) measure.  
BSWH is based in Dallas and Temple, Texas representing 43 hospitals, more than 500 patient care sites, more than 6,000 affiliated physicians, 34,000 employees, the Scott & White Health Plan, and the Health Texas Provider Network (HTPN), a physician provider organization.  BSWH thanks CMS for requesting feedback on the FY 2015 Inpatient Prospective Payment System Proposed Rule, File Code -1607-PCesarean Section (PC-02) measure.

The following comments are being submitted on behalf of BSWH:
HAC Reduction Program

Whether the data elements are available in an enterprise EHR (a standard inpatient EHR or an EHR with a maternity-specific component, such as Epic Stork or Cerner Maternity) or a fetal monitoring system (such as Centricity Perinatal or OBTV)
· All data elements for this measure are contained within Allscripts.
· Fetal monitoring system will not be a source for any data elements for this measure.


The method of data transfer from a fetal monitoring system to an enterprise EHR system, if applicable

· Not available at this time.  There will be no interface until 2017.
 
The feasibility of collecting and submitting data on the PC-02 measure as part of CMS’s quality reporting programs
Feasible – all data elements are available in Allscripts
0. ‘Live Birth’ proxy will be ‘Living Children’
0. Will rely on HIM discharge diagnosis (ICD-10)
0. Fields available in 86 OB Delivery Summary
2. Live birth
2. Singleton (Baby A only)
2. Vertex presentation
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Additional Comments
BSWH recognizes that PC-2 Cesarean Birth is an important metric for hospitals in improving the quality of perinatal care and an important public health metric for assessing overall quality of perinatal care. Hospitals should implement best practices to reduce rates of cesarean birth in nulliparous mothers and evaluate their progress by monitoring performance on this metric. 
However, we feel it is neither useful nor appropriate for use in the CMS quality reporting programs. The Joint Commission (TJC) ORYX quality reporting program is designed to encourage hospitals to evaluate and strive to continuously improve their own performance over time on evidence based quality measures. Unlike TJC, the CMS quality reporting programs subject individual hospitals to public comparison and financial rewards or penalties for performance relative to one another. While CMS must use all quality reporting metrics in this fashion, TJC only subjects a subset of ORYX measures, the Accountability Measures, to this level of scrutiny and potential penalty. PC-2 Cesarean Birth is not publicly reported or held to minimum performance standards, because it does not meet all Accountability Measure requirements: 
· Research:  Strong scientific evidence exists demonstrating that compliance with a given process of care improves health care outcomes (either directly or by reducing the risk of adverse outcomes). 
· Proximity:  The process being measured is closely connected to the outcome it impacts; there are relatively few clinical processes that occur after the one that is measured and before the improved outcome occurs. 
· Accuracy:  The measure accurately assesses whether the evidence-based process has actually been provided.  That is, the measure should be capable of judging whether the process has been delivered with sufficient effectiveness to make improved outcomes likely. If it is not, then the measure is a poor measure of quality, likely to be subject to workarounds that induce unproductive work instead of work that directly improves quality of care. 
· Adverse Effects:  The measure construct is designed to minimize or eliminate unintended adverse effects.
 
BSWH believes that, because this metric does not exclude many situations in which it is clinically appropriate to perform a cesarean birth, it is not appropriate to include it in a program which requires hospitals to strive to achieve perfect performance through public use of comparative data and penalizes hospitals who are not in the top 10 percent of national performance. Additionally, we believe that there is significant risk of adverse effects by including it in the CMS quality reporting programs, as some organizations may implement unsafe processes and policies in an effort to achieve top comparative performance and avoid financial penalty, such as:
· Requiring physicians to get department chair or council permission before performing cesarean births, delaying needed care
· Allowing patients to labor to the point of risk of maternal injury or neonatal damage

The HAC Reduction Program will be implemented for the first time in FY 2015.  As this program begins, BSWH is extremely concerned that CMS’ policies for implementing the program disproportionately affect teaching hospitals. The HAC performance reduction program is unique in that it is the only program applying to add-on payments, as well as base DRG payments.  Teaching hospitals are more frequently identified as poor performers using the program measure scoring approach raising concerns regarding technical issues rather than actual quality.  BSWH urges CMS to use the Agency’s administrative authority to ensure that teaching hospitals performance is appropriately measured and not disproportionately impacted and requests that CMS use its administrative authority section 1886(d)(5)(I)(i) of the Social Security Act to limit the HAC penalty to base operating DRG payments only, at least for a transition period.  BSWH asks that hospital comparisons within peer cohorts be considered as an approach to remove bias that could impact comparisons across different hospital provider types.
INPATIENT QUALITY REPORTING (IQR) PROGRAM

Restrict the HAC Penalty to Base Operating DRG Payments Only  

CMS should use its administrative authority under section 1886(d)(5)(I)(i) of the Social Security Act to limit the HAC penalty to base operating DRG which is consistent with Congressional intent and with the VBP and HRRP programs

Create Fair Comparisons Among Hospitals

BSWH recommends peer cohorts and sociodemographic adjustment to ensure appropriate comparisons of outcome, efficiency, and safety measures for hospital accountability in all pay-for-performance programs.

Ensure Access to Validated Performance Results Before Measures Are Incorporated Into a Payment Program 

Hospitals require timely feedback, an opportunity to implement quality improvement processes, as well time to resolve performance measurement issues before payments are impacted. BSWH believes all measures need to be publicly reported a minimum of one year before the performance period begins in a pay-for-performance program.

Provide Feedback to Hospitals on a Timely Basis  

Medicare has complete readmission and other claims-based outcomes.  Hospitals could more effectively improve their performance if CMS could share data in a timelier manner. 
HAC Reduction Program

BSWH is extremely concerned about the impact of the HAC Reduction Program on major teaching hospitals.  The HAC Reduction Program, as currently designed, disproportionately affects teaching hospitals engaged in providing unique services and disadvantaged care, as well engaging in innovative quality improvement and patient safety initiatives by applying penalties to all payments rather than limiting payment adjustments to base DRG payments. 


Need Equitable Comparison of Hospitals
The HAC Reduction Program automatically penalizes hospitals, even if they have a reduction in infections within their organization as a result of the legislation that created the HAC program requiring one quarter of all hospitals be penalized, it is essential that CMS ensure that the measurement is as fair as possible and does not create a systematic bias that disadvantages a particular type of hospital. 
Based on the HAC Reduction Program’s current methodology, over half of large teaching hospitals are identified as poor performers for FY 2015. This is more than twice the rate of hospitals nationally. BSWH is very concerned that some hospitals are identified as poor performers because of limitations in data collection, risk adjustment, measure methodology, and the size of teaching facilities rather than true differences in the quality of care.  Results based on claims data are impacted by accurate and complete documentation and coding. Some events are rare and measurement difficult with small sample size.  The complexity of patients and types of services provided at academic centers is different than those at small hospitals.  Although risk-adjusted, this may not account for all variations. BSWH requests that additional review of the performance rates be performed to see if there are systematic biases or other reasons impacting performance.  
Support Increasing the Weight for Clinically-Validated Measures (Domain 2) 
In the FY 2014 IPPS final rule, CMS finalized using two measure domains, based on different data sources, for the HAC Reduction Program.  Domain 1 is a composite of eight Agency for Healthcare Research and Quality (AHRQ) patient safety indicators (PSIs) derived from claims data.  Domain 2 consists of measures from the Centers for Disease Control National Healthcare Safety Network (CDC NHSN).  For FY 2015, Domain 2 has only two measures, however, for FY 2016, CMS finalized the addition of a new measure: surgical site infection (SSI) standardized infection rate (SIR) for colon surgeries and hysterectomies.  NHSN’s methodology for collecting information on safety events is more reliable than identifying events from claims.  These measures should utilize clinical data to address any discrepancies in performance.

Support Reporting a Consolidated Surgical Site Infection (SSI) Rate

In the FY 2015 IPPS proposed rule, CMS describes the creation of a single infection rate for the two types of surgical procedures for FY 2016.  With an additional Domain 2 measure, CMS proposes to increase the Domain 2 weight to 75 percent and decrease the Domain 1 weight to 25 percent for FY 2016.

BSWH supports CMS’ proposal to create a single consolidated standardized infection rate for colon surgeries and hysterectomies.  BSWH requests that CMS and the CDC monitor the impact of the consolidated rate for hospitals that have higher rates of hysterectomies. Based on Hospital Compare data, where the SSI rates for the two procedures are reported separately, hysterectomies have a higher infection rate compared to colon surgeries, and fewer hospitals have a reported hysterectomy SIR.  If the consolidated rate adversely impacts hospitals that perform more hysterectomies, then the rate should be modified to account for the different mix of services. 

Remove Overlapping Measures Between VBP and HAC Program 

BSWH believes that hospitals should not be penalized twice for the same measure in two different performance programs.  Several measures in the HAC program are also in VBP. While both programs are important, they serve different functions.  The HAC program penalizes relatively poor performance and does not reward improvement, while VBP offers the opportunity to obtain credit for improvement as well as achievement. As CMS implements more safety measures, the measures should move into VBP first to allow hospitals the opportunity to understand and improve performance.  Once established protocols to improve performance have been developed, the measure should be included into the HAC program where a hospital can be measured on performance alone.
BSWH asks CMS to remove the following FY 2016 HAC measures from VBP (PSI-90, CLABSI, CAUTI, and SSI for colon surgery and hysterectomy) 

Remove Methicillin-resistant Staphylococcus aureus (MRSA) from HAC and VBP Programs
BSWH does not support MRSA for either the FY 2017 HAC or the FY 2017 VBP program and urges CMS to remove the measure from the FY 2017 HAC Reduction Program. The MRSA measurement may inaccurately capture community versus hospital-acquired infections.  

Remove Clostridium difficile (C. difficile) from HAC Reduction Program and Add the Measure to VBP for FY 2017 
CMS is proposing C. difficile for VBP in FY 2017.  As a relatively new measure published on Hospital Compare in December 2013, BSWH supports its inclusion in VBP, where improvements can be credited if the measure is removed from the HAC Reduction Program. 
HOSPITAL READMISSIONS REDUCTION PROGRAM (HRRP)
CMS proposes major changes to the HRRP program for FY 2015 that increases the amount of penalties that can impact hospitals. These program changes include a maximum penalty increased 3 percent of base DRG payments, as well as readmissions for Chronic Obstructive Pulmonary Disease (COPD) and Total Hip Arthroplasty/Total Knee Arthroplasty (THA/). 
Readmission Rates Need to be Adjusted for Sociodemographic Factors

BSWH is concerned that CMS’ current policy for readmissions for the HRRP payment program does not account for sociodemographic factors for the patients and community that a hospital serves. BSWH supports a methodology that considers sociodemographic variables such as running separate models for dual eligible patients or comparing readmission rates within peer cohorts.

BSWH does not support CMS’ proposal for the CABG readmissions measure. The CABG readmissions measure is proposed for the Inpatient Quality Reporting Program at the same time as the Readmissions Reduction Program. BSWH believes that all measures should be reported first in the IQR program for one year before the performance period in a payment program begins. Publicly reporting measures in the IQR program provides transparency, allows stakeholders to gain experience submitting the measures, and allows time for hospitals to identify errors, unintended consequences, or other concerns with the measure methodology. While The Measure Applications Partnership (MAP) approved the measure contingent on NQF endorsement, this has not yet occurred.  Endorsement by the NQF ensures that the measure is tested, reliable, and can be used in a specific setting.  BSWH suggests implementation of the CABG readmission measure in the IQR Program beginning in FY 2017, contingent on NQF endorsement and consideration for Readmission Reduction Program beginning in FY 2019 to address data processing and reporting. The ACA requires CMS “to the extent possible” to expand the number of readmissions measures to include four conditions, including CABG. This language provides the opportunity to delay implementation of the CABG readmission measure until NQF endorsement and IQR reporting. Finally, BSWH recommends risk-adjusted to account for sociodemographic factors for the CABG readmissions measure. 

Planned Readmission Algorithm Revisions (version 3.0) Needs NQF Review
BSWH does not support the proposal to use the new CMS Planned Readmission Algorithm 3.0 in HRRP for FY 2017 without NQF review.  By statute, HRRP is required to exclude planned readmissions from the calculation. The planned readmission algorithm affects the readmission rates for all rates in HRRP. BSWH believes that revisions to the algorithm logic must go through NQF review and stakeholder comment.    
For FY 2017, CMS is proposing to use a new algorithm Planned Readmission Algorithm (version 3.0) that includes changes based on a CMS validation study. Due to the limited size of the study (a sample of charts for seven hospitals) making recommendations without external review from NQF could have significant unintended consequences. 

Support Use of Secondary Diagnosis to Identify Fractures for Total Hip Arthroplasty and Total Knee Arthroplasty (THA/TKA) Readmission Rate  
BSWH supports CMS’ proposal to examine the principal and secondary diagnosis fields of the admission index to identify femur, hip, or pelvic fractures.  The THA/TKA readmission rate is intended to be restricted to elective procedures and excludes patients who have fractures on their index admission.  Previously, the measure only excluded fractures if the fracture was recorded as the principal diagnosis in the index admission. Beginning in FY 2015, CMS proposes to exclude fractures recorded in the secondary diagnosis, as well.  This proposed change improves the accuracy of the exclusion criteria without modifying the clinical logic of the measure. BSWH supports making this change immediately.
CMS Should Grant Access for Real-Time Reporting on Readmission Rates
The CMS Office of Information Products and Data Analytics (OIPDA) utilize logic to track unadjusted readmission rates using more recent data. This data is not risk-adjusted and cannot be publicly reported by hospital, but BSWH believes it would be useful to grant hospitals access to this information. Only Medicare has complete information on which patients experience a readmission. Previous analysis has estimated that up to 37 percent of AMI readmissions at COTH hospitals are readmitted to other hospitals, which means that teaching hospitals often are missing important information about their patients.  It is crucial that CMS provide data to fill that data gap.  BSWH requests that this real-time readmission data be made available, in a confidential manner, to hospitals. 
HOSPITAL VALUE-BASED PURCHASING (VBP)

Starting FY 2017, CMS proposes to adopt three new measures, re-adopt one measure that was previously finalized, and remove six “topped out” process measures from the VBP Program. Due to the removal of many of the process measures, CMS proposes a reduction in the weights for process measures from 10 percent to 5 percent and an increase in the weights for the safety domain from 15 percent to 20 percent.  Beginning in FY 2019, CMS proposes to add a complications measure and re-adopt a measure that is finalized for the VBP program through FY 2018.  

Domain Weight for Clinical Care- Process Should Not Be Changed

BSWH does not support lowering the domain weights for process measures.  BSWH agrees that outcome and safety measures should take a higher priority over process measures, but the current domain weights (25 percent for outcomes and 15 percent for safety) reflect that goal.

Individual Measure Recommendations

Measures Proposed to Be Removed in FY 2017

Starting in FY 2017, CMS proposes to remove six topped out process of care measures in the VBP Program.  BSWH agrees that topped out measures or those measures where “performance among hospitals is so high and unvarying that meaningful distinctions and improvements in performance can no longer be made,” should not be included in the VBP program.  

BSWH does not believe that the domain weights should be changed.

Measures Proposed to Be Added 2017

Hospital-onset Methicillin-Resistant Staphylococcus Aureus (MRSA) and C. Difficile 

CMS proposes that two CDC NHSN infection measures be added to the Safety Domain in the VBP program starting in FY 2017 that include Hospital-onset Methicillin-Resistant Staphylococcus Aureus (MRSA), and Clostridium difficile (C. difficile).  While BSWH agrees it is important to monitor and measure MRSA and C. difficile infection rates, BSWH is concerned with adding these measures. C. difficile is already finalized in the HAC Reduction Program.  BSWH does not support having the same measure in multiple performance programs.  This measure is relatively new (reported on Hospital Compare in December 2013). BSWH supports its inclusion in VBP, where improvements can be credited if the measure is removed from the HAC Reduction Program. 

BSWH does not support MRSA for either the FY 2017 VBP program or the FY 2017 HAC. The ability to accurately distinguish community from hospital-acquired infections is problematic for this measure with variations in community MRSA rates; BSWH is concerned about accuracy and urges CMS to remove these measures from the FY 2017 HAC Reduction Program.

Do Not Include Elective Deliveries Prior to 39 Completed Weeks Gestation Until Independent Validation and Verification is Required

BSWH does not support the proposal to include a measure assessing “elective deliveries prior to 39 completed weeks gestation” for the VBP Program starting in FY 2017. BSWH opposes the inclusion of any unvalidated data; therefore opposes inclusion of PC-01 until CMS requires submission of the measure in a manner that is subject to CDAC validation. 

Remove Central Line Associated Blood Stream Infection (CLABSI) from VBP

CMS proposes to re-adopt the CLABSI measure for FY 2017 that was previously adopted in FY 2015, but was not subject to immediate re-adoption.  The Agency continues to re-propose this measure, with the intention of adopting the CDC’s reliability-adjusted version of the CLABSI measure in the future.  The reliability-adjusted measure has not yet been reviewed by the NQF or adopted for the IQR Program.  In addition to being proposed for VBP, this measure has also been finalized for the HAC Reduction Program.  BSWH believes that measuring rates of CLABSI is a critical aspect of managing hospital-acquired infections; however, BSWH strongly believes that CLABSI should not be reported in both the HAC Reduction Program and VBP, because hospitals may be unfairly penalized twice on the same measures.  BSWH urges CMS to remove this measure from VBP. 

Proposed Measures for FY 2019

Support Addition of Hospital-Level Risk-Standardized Complication Rate (RSCR) Following Elective Primary Total Hip Arthroplasty (THA) and Total Knee Arthroplasty (TKA) Contingent on a Sociodemographic Adjustment

CMS proposes to include the THA/TKA complications outcome measure, which assesses complications following THA/TKA surgery 90 days post index admission.  BSWH supports this measure contingent on the addition of a sociodemographic adjustment.

Do Not Support the Re-adoption of the AHRQ PSI-90 Claims-Based Composite measure for the VBP 

In the FY 2014 IPPS Final Rule, CMS declined to finalize the PSI-90 Composite, unintentionally signaling that the measure would not be finalized for the VBP Program in FY 2019. CMS has said the Agency intended to keep the measure in the program, but withheld re-adoption at the time to obtain a more recent baseline period.  To clarify the measure’s status, the Agency is re-proposing the measure for FY 2019. BSWH is concerned with the use of the AHRQ PSI measure in hospital quality programs as this measure is calculated using administrative claims data. Measure results can be less accurate in identifying a patient’s severity level than clinical data abstracted from the medical record due to performance based on coding. The measures were originally intended for internal quality improvement not for public reporting and payment purposes and do not have a strong risk-adjustment methodology.  BSWH is also concerned that the PSI measures have a tendency to penalize hospitals with larger case volumes, as compared to those with smaller case volumes.  

The measure is currently undergoing NQF maintenance review but has not been recommended for continued endorsement at this time.  The NQF’s Patient Safety Standing Committee, tasked with reviewing the composite, cited concerns with the measure’s weighting scheme. 

The PSI-90 Composite has already been finalized for the HAC Reduction Program starting in FY 2015.  CMS should avoid penalizing hospitals twice for the same measures in two different performance programs and remove this measure from the VBP Program.

Future Measures/Conceptual Measures  

In addition to the proposed measures, CMS asked for feedback on measures under consideration for future years. CMS is considering adding the 3-Item Care Transition Tool (CTM-3) to the VBP program in FY 2018.  The measure will be first reported on Hospital Compare in October 2014.  BSWH supports the inclusion of patient experience measures. 

Future Efficiency and Cost Reduction Domain Topics Require NQF Endorsement, MAP review, Public Reporting 

CMS seeks feedback on several new efficiency measures that would supplement the Medicare Spending per Beneficiary (MPSB) measure in the VBP efficiency domain.  Specifically, CMS is seeking feedback on three medical episodes (kidney/urinary tract infection; cellulitis; and gastrointestinal hemorrhage) and three surgical episodes (hip replacement/revision; knee replacement/revision; and lumbar spine fusion/refusion).  These episodes would use logic similar to the MSPB measure, such as utilizing a 3-days prior to 30-days post discharge methodology. 

BSWH believe that all measures need to be NQF endorsed, reviewed by the MAP, and publicly reported before inclusion. BSWH believes that MSBP incorporates these in the admission.  BSWH is concerned that the specifications and episode construction rules are not aligned with the Bundled Payments for Care Improvement (BPCI) initiative.  Bundlers in BPCI have a 90-day episode period, rather than 30-days. Reporting new measures that do not align with that project may add confusion and result in marginal utility.  

Feedback on Preparation for ICD-10-CM/PCS Transition 

CMS’ transition from ICD-9-CM/PCS to ICD-10-CM/PCS was delayed one year due to passage of the Protecting Access to Medicare Act of 2014, and is scheduled to start October 1, 2015. BSWH has concerns that the transition to ICD-10-CM/PCS coding could significantly alter how measures in the program are specified, creating a disconnect between a measure’s score in the baseline period compared to the same measure’s score in the performance period.  It would be unfair and impractical to compare a hospital’s measurement results using ICD-9-CM/PCS in the baseline period and ICD-10-CM/PCS in the performance period.  BSWH appreciates the opportunity to provide feedback on potential options to address this concern. 

In the proposed rule, CMS discusses various corrective steps, including retrospectively adjusting performance standards, measure rates, or total performance scores (if there is a need), or only using achievement points to calculate performance for measures affected by this transition. 

BSWH suggests that CMS run both the baseline data and the performance data using ICD-9-CM (using crosswalk software) and make the results of the testing publicly available and rule out the possibility of only using achievement points for measures affected by this transition. Improvement points are a statutory requirement for VBP, and actions taken by hospitals to improve care processes should continue to be rewarded.

INPATIENT QUALITY REPORTING PROGRAM

All Performance Program Measures Should Be Publicly Reported in IQR First

BSWH believes that all quality measures need to be publicly reported before being proposed and providers should have their performance reported at least one year prior to the beginning of a performance period. Publicly reporting measures in the IQR program supports opportunities for stakeholders to experience submitting the measures, and allows time to identify errors, unintended consequences, or other concerns with measure methodology.  The VBP statutory language requires all measures in the program first to be publicly reported in IQR for the reasons outlined above.  BSWH believes that CMS should apply this requirement for measures proposed for the HRRP and HAC Reduction Program, as well.  

IQR Quality Measure Recommendations

Measures Proposed for Removal FY 2017

CMS proposes to remove 20 measures from the IQR program starting in FY 2017, while retaining 10 of these measures for use as a voluntary EHR measure.  
Measures Proposed to be Removed from the IQR Program for FY 2017

· AMI-1: Aspirin at Arrival (Previously Suspended)	
· AMI-3: ACEI or ARB for Left Ventricular Systolic Dysfunction- Acute Myocardial Infarction (AMI) Patients 
· AMI-5: Beta-Blocker Prescribed at Discharge for AMI (Previously Suspended)	
· HF-2: Evaluation of Left Ventricular Systolic Function 
· SCIP-Inf-3: Prophylactic Antibiotics Discontinued Within 24 Hours After Surgery End Time (48 Hours for Cardiac Surgery) 
· SCIP-Inf-4: Cardiac Surgery Patients with Controlled Postoperative Blood Glucose 
· SCIP-Inf-6: Surgery Patients with Appropriate Hair Removal (Previously Suspended)
· SCIP-Card-2: Surgery Patients on Beta Blocker Therapy Prior to Arrival Who Received a Beta Blocker During the Perioperative Period 
· SCIP-VTE-2: Surgery Patients Who Received Appropriate Venous Thromboembolism (VTE) Prophylaxis Within 24 Hours Prior to Surgery to 24 Hours After Surgery 
· Participation in a Systematic Database for Cardiac Surgery 

Measures Proposed to Be Removed as a Required Measure in the IQR Program, But Retained as Voluntary EHR Measures for FY 2017 

· AMI-8a: Primary PCI Received Within 90 Minutes of Hospital Arrival
· PN-6: Initial Antibiotic Selection for Community-acquired Pneumonia (CAP) in Immunocompetent Patients
· SCIP-Inf-1: Prophylactic Antibiotic Received Within One Hour Prior to Surgical Incision
· SCIP-Inf-2: Prophylactic Antibiotic Selection for Surgical Patients
· SCIP-Inf-9: Urinary Catheter Removed on Postoperative Day 1 (POD1) or Postoperative Day 2 (POD2) With Day of Surgery Being Day Zero
· STK-2: Discharged on Antithrombotic Therapy
· STK-3: Anticoagulation Therapy for Atrial Fibrillation/flutter
· STK-5: Antithrombotic Therapy by the End of Hospital Day Two
· STK-10: Assessed for Rehabilitation
· VTE-4: Patients Receiving un-fractionated Heparin with Doses/labs Monitored by Protocol

BSWH supports the removal of measures that are topped out, do not lead to improved outcomes, or cannot be feasibly implemented.  

Measures Proposed to be Added Starting FY 2017

Do Not Support Severe Sepsis and Septic Shock Management Bundle

CMS proposes a Sepsis Shock Management Bundle for inclusion in the IQR Program starting FY 2017.  This measure was endorsed by the NQF (# 0500) and conditionally supported by the MAP.  Sepsis is a dangerous occurrence and it is important to manage such situations as soon as symptoms appear.  BSWH supports the concept of measuring sepsis, but is concerned with the measure’s readiness for implementation, including the ability of hospital quality staff to accurately collect this information and the required invasive procedures that may lead to additional infections. BSWH is also worried that the measure, as defined, may have a high rate of false positives. BSWH believes this measure is not suitable for IQR in FY 2017 as specified.  This measure is currently under NQF review, and the NQF Patient Safety Standing Committee has recommended changes to the measure.  BSWH recommends that CMS consider a version of the measure that is evidence-based and collected consistently and reliably, with minimal burden, and a high degree of accuracy.

Do Not Support Hospital-Level, Risk Standardized 30-Day Episode-of-Care Payment Measures for Heart Failure and Pneumonia

These measures assess hospital risk-standardized payments associated with 30-day episodes of care for patients with heart failure and pneumonia.  The heart failure episode-of-care measure was initially reviewed by the NQF’s Resource Use Steering Committee in March 2014.  Multiple members of the Steering Committee expressed concerns that the measure’s risk adjustment model does not properly account for differences in patient case mix and severity, which may lead to the misinterpretation of differences in episode cost performance. Additionally, concerns were raised about the lack of sociodemographic adjustment in the measure methodology. BSWH has concerns about missing necessary clinical data needed to risk adjust episodes. For these reasons, BSWH does not support the heart failure measure.
The pneumonia episode-of-care measure was reviewed by the NQF Resource Use Steering Committee at the end of June 2014. The measure is early in the review process and BSWH believes it is too soon to finalize the measure for FY 2017 IQR. If the measure receives NQF endorsement, CMS should re-propose the measure next year. 
Withdraw Coronary Artery Bypass Graft (CABG) 30-day Mortality

This measure assesses a hospital’s 30-day, all-cause risk-standardized rate of mortality following admission for a CABG procedure.  This mortality measure has not yet been reviewed by the NQF.  BSWH recommends that CMS withdraw this measure, and re-propose it upon receiving NQF endorsement.   

Supports Coronary Artery Bypass Graft (CABG) 30-day Readmission Contingent on NQF-endorsement and an Appropriate Sociodemographic Adjustment

The CABG readmission measure is currently undergoing the NQF consensus development process, and has been recommended for endorsement by the Admissions and Readmissions Standing Committee. The Committee also noted that their “recommendations…should be revisited following final recommendations from the NQF expert panel charged with developing new guidance on risk-adjustment for outcome measures.” BSWH supports this measure in IQR contingent only on NQF-endorsement and the application of an appropriate sociodemographic adjustment. 

Mandatory E-Measure Reporting Should Not Be Incorporated into IQR at This Time 

Starting in FY 2017, CMS proposes a total of 16 voluntary e-specified measures for the IQR program. Ten of these measures, listed earlier in this section, were previously required measures; CMS proposed to remove these ten as required measures in FY 2017, while simultaneously retaining them as voluntary reportable EHR measures.  The additional six voluntary EHR measures include:

· Hearing Screening Prior to Hospital Discharge 
· PC-05 Exclusive Breast Milk Feeding and the subset 1042 measure PC-05a Exclusive Breast Milk Feeding Considering Mother’s Choice 
· CAC-3 Home Management Plan of Care (HMPC) Document Given to Patient/Caregiver
· Healthy Term Newborn 
· AMI-2 Aspirin Prescribed at Discharge for AMI 
· AMI-10 Statin Prescribed at Discharge 


CMS proposes these 16 voluntary e-specified measures to promote alignment between the IQR and EHR Incentive Programs.  The 16 voluntary measures are among the 29 eligible e-measures that hospitals can report to receive credit under Meaningful Use (MU), Stage 2. (28 of the 29 eligible quality measures in the MU program are also included as e-measures in the IQR program.)  CMS states many of these measures are topped out allowing hospitals an opportunity to test the accuracy of their electronic health record reporting system. CMS also notes that it is the Agency’s intention to require reporting of clinical quality measures beginning with the CY 2016 reporting period or FY 2018 payment determination. 

BSWH appreciates that CMS has not yet taken steps to mandate electronic reporting of measures for the IQR Program.  While interested in the voluntary submission of electronic measures, hospitals may be unable to do so because their EHR vendor is incapable of collecting and transmitting data to CMS, or because the data is invalid.  

Electronically Specified Clinical Quality Measures (CQMs) Reporting for 2015

The requirements specified in the EHR Incentive Program Stage 2 final rule allow for the reporting of different versions of the CQMs. For 2015, CMS noted that it is not technically feasible to accept data that is electronically reported according to the specifications of the older versions of the CQMs, including versions that may be allowed for reporting under the EHR Incentive Program. CMS also stated in the EHR Incentive Program Stage 2 final rule that, consistent with section 1886(n)(3)(B)(ii) of the Act, in the event that the Secretary does not have the capacity to receive CQM data electronically, eligible hospitals and CAHs may continue to report aggregate CQM results through attestation (77 FR 54088). 

CMS is proposing that eligible hospitals and CAHs that seek to report CQMs electronically under the Medicare EHR Incentive Program must use the most recent version of the electronic specifications for the CQMs and have CEHRT that is tested and certified to the most recent version of the electronic specifications for the CQMs. Eligible hospitals and CAHs that do not wish to report CQMs electronically using the most recent version of the electronic specifications (for example, if their CEHRT has not been certified for that particular version) would be allowed to report CQM data by attestation for the Medicare EHR Incentive Program. 

BSWH requests that CMS more clearly define the allowable time between publication of the revised electronic specification and the quarter in which hospitals must begin using the new version. BSWH believes that stakeholders must be allowed sufficient time for vendor updates to the CEHRT and for EHRs revisions that address updated specifications.  Additionally, in order to plan accordingly, hospitals require additional clarifications to identify the subsets of eCQMs that will be required for submission in the first year. For example, will STK, VTE, EDT, and PC01 all be required? If the data is to be publicly reported or used for performance comparison, BSWH believes that all hospitals must be required to use the same specifications version to ensure that the data is comparable.

BSWH is concerned with the validity of e-measures, particularly if they are to be used in a performance program. BSWH supports CMS’ validation plan for eCQMs and agrees that the development or identification of existing computerized applications that can assist hospitals in self-validation & functionalities will be useful in self-validation of eCQMs. BSWH believes this process could take the place of the current internal IRR efforts (on abstracted data) and ensure accurate data capture practices. 

Before any e-measure data is reported on Hospital Compare, CMS should ensure that there is a robust validation process in place and should establish a process for hospitals to review their data and correct any errors.  CMS should also identify how differences in measure rates by different data sources could affect integration of those measures in performance programs such as VBP.

Before CMS takes additional steps towards mandatory electronic reporting, BSWH strongly recommends that the Agency reach out to EHR vendors, hospital quality staff, and other affected stakeholders to identify underlying structural problems and barriers to reporting these measures.  BSWH also requests that CMS publicly report how many hospitals are able to successfully report e-measures for IQR.

Proposed Modifications to the Existing Processes for Validation of Chart-abstracted
Hospital IQR Program Data

Clinical Process of Care Measures: Topic Areas and Sample Design/ Immunization Measure Validation

For the FY 2017 payment determination and subsequent years, CMS proposes that 5 of the 8 clinical process-of-care charts be drawn from a systematic random sample of charts across all topic areas containing required measures other aside from those in the immunization and perinatal care topic areas. CMS believes this approach will ensure adequate numbers of patient charts are sampled for each topic area; ensures STK, VTE, ED, and sepsis measures would be included in the pool of clinical process-of-care measures for validation; that charts are sampled proportionate to the number of charts submitted for each topic. CMS believes this approach simplifies the sampling plan for clinical process-of care measures and provides flexibility of introducing or removing new topic areas into validation each year without having to redesign and propose a new sampling strategy.

BSWH believes that targeting three charts every quarter from the IMM topic has the opportunity to return charts with no data during the six months (2q & 3q) of the year that is not flu season. BSWH requests further clarification on CMS’ methodology. For example, will ED Throughput (EDT) be validated on those charts instead? Additionally, will CMS validate EDT on every IMM chart, since they’re both part of the global sample? If so, is there an opportunity for the validation methodology to weigh more heavily in favor of EDT topics?

BSWH Does Not Support the CDC-NHSN Data Sharing Proposal
CMS proposes to access patient-level information from the CDC-NHSN database for “monitoring and evaluation activities including validation, appeals review, program impact evaluation and development of quality measurement specifications” (Emphasis added).  The CDC-NHSN is a valuable, clinically rich data source.  CDC has been working with hospitals to ensure data is captured in a rigorous (and confidential) way.  The CDC staff understands the nuances of data collection, measure specifications, and limitations, which is important for using the information in a scientifically valid way.  
BSWH does not support the current proposal.  NHSN contains detailed information on non-Medicare patients.  BSWH requests that CMS be specific about the individual data elements the Agency needs and for what purposes, particularly for development of quality measure specifications and validation.  The BSWH encourages CMS to work with CDC to maximize the value of the NHSN data set and minimize reporting burdens to hospitals.

CONCLUSION

The preceding responses represent general concerns from Baylor Scott & White Health. Thank you for the opportunity to present our views. If you have any questions or issues regarding our feedback, please feel free to contact me at the information provided below.

Baylor, Scott & White Health is providing responses in the preceding pages, leveraging the opinions of the AAMC and AHA that were available to us as a member organization. The preceding responses represent general concerns from Baylor Scott & White Health. Thank you for the opportunity to present our views. If you have any questions or issues regarding our feedback, please feel free to contact me at the information provided below.

Sincerely, 
[image: ]
Marisa Valdes, RN, MSN, CPHQ
Director, Strategy and Operations
STEEEP Measurement, Analytic and Reporting Teams
Baylor Scott & White Health 
8080 N. Central Expressway, Suite 500
Dallas, TX 75206
214-265-3697
Marisa.Valdes@baylorhealth.edu
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