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 HOSPITAL INPATIENT AND OUTPATIENT PROCESS AND STRUCTURAL MEASURE DEVELOPMENT AND MANTENANCE (HOSPITAL MDM): INFLUENZA IMMUNIZATION AND ADVANCE CARE PANNING MEASURES

[bookmark: _GoBack]For IMM2:
· Whether the data elements can be captured in structured fields in an EHR;
· Yes
· The immunization exclusions for bone marrow transplant within the past 6 months OR history of Guillain-Barre syndrome within 6 weeks after a previous influenza vaccination are captured as structured fields, but the onset date/time field are not separate structured fields.
· Whether the current EHR specification records immunization status as accurately as possible given the possibility of conflicting documentation of immunization status and if not, how it might be improved;
· It mirrors the abstracted version well and provides for more than one opportunity to capture the same information
· Whether a look back period for Guillain-Barre Syndrome (GBS) is necessary in the numerator;
· No, Baylor Scott & White Health urges the measure developers to capture the GBS exclusion as a single observation. The bedside nurse is highly unlikely to have an actual onset date for GBS while screening for immunizations. The look back period overcomplicates the specs without much additional benefit.
· Feasibility of data collection and submission for the purpose of public reporting under CMS’s quality reporting programs;
· It is feasible. 
· Usefulness of the measures to assess the quality of care for Medicare or Medicaid beneficiaries;
· Baylor Scott & White Health supports this measure as a high priority for public health
· Appropriateness of the measure to assess performance of hospitals.
· Baylor Scott & White Health agrees that this is an appropriate measure.
Additional Feedback on the measure specification:
· Capturing the exact date of past surgical history can only be as accurate as information provided by the patient when it was not performed at a Baylor Scott & White Health facility, for example patient may only know year of bone marrow transplant.  This is entered into the EHR as “01/01” and year known. 
· Influenza screening is performed during the admission assessment. Procedures that are performed later in same encounter could not be captured as structured date/time field during the influenza screening process. 

For ACP: 
· The appropriateness of the serious illness denominator value set for capturing patients who would most benefit from advance care planning during their hospitalization;
· Baylor Scott & White Health urges the measure developers to further refine the ICD10 value set for the serious illness population set. The table includes many diagnoses that are not necessarily illnesses that are serious enough to require immediate advance care planning, such as lipomas and noncritical arrhythmias in the absence of more serious underlying cardiac conditions. 
· The 9 chronic diseases tracked by the Dartmouth Atlas for Health Care and the associated ICD-10 codes would likely better capture the population we should be most concerned about in the hospital setting with the exception of Diabetes as a solo serious illness. 
· Whether the numerator criteria appropriately reflect and capture the features of high quality advance care planning for hospitalized, seriously ill patients; 
· No.  The measure developers define "high quality advance care planning" as requiring  "a discussion between the patient/surrogate and providers, and, caregivers or others (with the patient's consent) that addresses the patient's goals, preferences, and values, prognosis, and treatment options and their probable outcomes in order to develop a plan of care. The measure specifications do not accurately capture this concept, as the value set for "Communication: From Provider to Patient: Discussion about Care Goals, Prognosis, & Treatment Plan" only contains nonspecific snomed codes for reviewing or discussing "care planning". "Care planning" could refer to a nursing or other allied health plan of care, which does not appear to be the intent of this measure.	Comment by robertf: Agree, but this is still better than what we currently have, which is nothing. 
· The current and future feasibility of capturing the necessary data elements in an enterprise EHR (a standard EHR or an EHR with an advance care planning component); 
· Capturing presence of and review of advance directives is feasible.  The capture of advance care planning as described by the measure developers is currently not feasible as structured data elements. It is not feasible as we cannot capture physician documentation as structured data elements as part of our current physician workflow. Our EHR vendor does not have a firm timeline for structured physician documentation.
· Whether advance care planning documentation in the EHR are accessible to hospital staff across service lines and units;
· Advance directive information is available, in theory, to all caregivers, but not necessarily in practice for Baylor Scott and White Health. If documents are scanned, labeled correctly and staff are educated as to where to find, this information would theoretically be accessible.
· Feasibility of data collection and submission for the purpose of public reporting under CMS’s quality reporting programs;
· Baylor Scott & White Health strongly urges measure developers to refine and fully test the measure specifications before considering data collection and submission for the purpose of public reporting as detailed below. 
· Usefulness of the measure to assess the quality of care for Medicare or Medicaid beneficiaries;
· This measure is not useful for assessing quality of care in its current form as detailed below, but it is essential that we learn to do this and measure outcomes.  
· Appropriateness of the measure to assess performance of hospitals.
· This measure is not appropriate for assessing hospital performance as detailed below. 
Additional Feedback on the measure specification:
· The numerator descriptions provided in the header by the measure developers are not accurately reflected in the e-specifications. For example, all three numerator population criteria are described as including situations where the patient is unable to provide information or participate in care planning discussions. However, the e-specifications only provide data elements/value sets for "patient declines" for numerator population criteria 1 and 2, and does not even provide for either "patient declines" or patient unable to participate in numerator population criteria 3. There are many situations where a patient is unable to provide any information about advance directives or participate in care planning discussions and family or other caregivers or surrogate decision makers are not present. These situations may include trauma, homeless, or obtunded/incompetent patients.
· The measure specifications should provide exceptions for obtaining advanced care planning documents and surrogate decision maker contact information within 24 hours when patients are unable to provide information and family or other caregivers or surrogate decision makers are not present, as described above. When no information is available, it generally takes more than 24 hours to locate or have a surrogate decision maker legally assigned. 
· The e-specifications data element/value set for "advanced care planning documents" is too generic to capture the measure developer's intent as described. The snomed codes in the value sets are only for "care plan" or "care planning", which could refer to a nursing or other allied health plan of care. This does not appear to be the intent of this measure.
· The e-specifications data element/value set for "surrogate" is too specific to capture the measure developer's intent as described. The Surrogate Information value set only contains snomed codes for power of attorney, which does not include any less formal or more temporary forms of surrogate decision maker, for example, spouse, adult child, etc.
· The measure specifications should contain exclusions for very short lengths of stay. For example, if a patient expires or leaves AMA within less than 24 hours of admission, the case will fail the numerator. Likewise, a 2 day length of stay for less severely ill patients, such as an elective surgery patient who has stable comorbid conditions, may provide insufficient time for the type of comprehensive, high quality advanced care planning described by the measure developer.
· Overall concern about the “serious illness” definition, which is too narrow for the purposes of this measure. 
· Rather than the measure developer’s definition, “serious illness will likely cause death and has no or limited effective treatments to reverse the disease course and/or manage disease symptoms” or list of conditions, measure developers should use the Dartmouth Atlas Chronic Disease list. The ICD 9 and 10 codes for the Dartmouth Atlas Chronic Diseases are known. Dartmouth Atlas have tracked these illnesses for years. 
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