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Workgroup on Quality

Summary of 4th Web Conference of this Workgroup

Wednesday, December 13, 2006

PURPOSE OF MEETING

· To hear a presentation on “Health Information Exchange and Quality and Transparency Initiatives”
· To discuss the American Health Information Community (AHIC/the Community) Visioning Process

· To discuss Areas for Recommendations to the Community

KEY TOPICS

1. Meeting Opening 

AHIC Director Judy Sparrow opened the meeting noting that AHIC Workgroup meetings are designed to meet the requirements of the Federal Advisory Committee Act (FACA) and, therefore, are announced in the Federal Register, broadcast over the Internet, recorded and transcribed for later access via the publicly available AHIC Web site. 
The Quality Workgroup (QWG) Meeting Summary for November 1, 2006, was approved without changes. 

2. Presentation on “Health Information Exchange and Quality and Transparency Initiatives” 

Introduction
Kelly Cronin introduced presenter Linda Kloss, Chief Executive Officer (CEO), American Health Information Management Association (AHIMA), noting that, under contract to HHS, AHIMA is developing best practices for State-level Health Information Exchange (HIE). AHIMA made a presentation on this topic to the Community at its September 2006 meeting, at which time the Secretary asked State HIE leaders to reconvene to discuss how better to coordinate ongoing State-level HIE initiatives and State quality and transparency initiatives.  At the Community’s last meeting (December 12, 2006), AHIMA presented potential recommendations regarding the Secretary’s request.  AHIMA’s Letter of Recommendations was made available for today’s meeting as well as Ms. Kloss’ slide presentation, entitled “Health Information Exchange and Quality and Transparency Initiatives.” 
Presentation
Ms. Kloss noted her presentation will be on some limited relevant research conducted by AHIMA as well as on the recommendations. 
In its research, AHIMA learned about the various roles of a limited number of State-level HIE initiatives, at present. No single model predominates except that all are public/private entities. Foundation work as conveners, educators, and facilitators is common to all 9 initiatives studied, then some are also acting as funders and/or removers of barriers to HIE and/or advancers of  State-level agendas and policies and/or conductors of technology and information exchange activities, and/or are selecting technologies and managing attendant subcontracts. 
Recommendations that emerged from AHIMA’s first report to the Community in September were:

· That mechanisms are needed to promote strategic synergy among States and between State and federal efforts, such as a coordinating body for active ongoing collaboration and a roadmap and explicit linkages to the Community and the Office of the National Coordinator’s (ONC’s) vision and projects 

· That salient financial models are needed for sustainable HIE

· That public and private payers need to be engaged and leveraged
· That understanding needs to be advanced of how State policymakers and governmental agencies should be involved

· That vehicles for support and knowledge sharing among State-level HIE initiatives are needed.
When questions about HIE and quality and transparency initiatives subsequently arose, AHIMA conducted its study. 
The resulting “limited” data set (n=9 State-level HIE initiatives) by an AHIMA steering committee (representing the nine initiatives studied), technical advisors, and staff revealed that those surveyed consider quality improvement a critical part of their mission. Specifically: 
· 55 percent are planning to be suppliers of data for performance reporting 

· 33 percent are planning to be suppliers of data for disease or chronic care management

· 33 percent are reporting performance to purchasers/payers 

· 33 percent plan to be involved in advising and overseeing initiatives being managed by other entities
· 22 percent plan to be involved in public reporting functions.  
Ms. Kloss noted that data collection for quality improvement initiatives is highly complicated today, yet quality improvement must be pursued. Therefore, the steering committee made the following second set of recommendations to the Community, as follows: 
· The Secretary and AHIC should clearly articulate the need for explicit coordination between State-level HIE and State quality and transparency initiatives. 

· While each State must determine its preferred model for data capture and aggregation, State-level HIEs may be positioned to facilitate cost-effective access to State-wide data for quality initiatives.  At a minimum, they should partner to assist with data standardization and work to reduce duplicate data acquisition efforts. 
· A more integrated model should be further developed and tested (a model prepared by the steering committee based on experience is that data capture and collection is a basic role for HIE organizations, and some may also take on data aggregation, but HIE organizations largely do not see data analysis as their role).   
· A formal and funded role to provide data services to quality measures may be critical to sustaining HIEs. 

· HIE representatives must get involved in national committees such as the National Quality Forum (NQF), Ambulatory Quality Alliance (AQA)/Hospital Quality Alliance (HQA), Agency for Healthcare Research and Quality (AHRQ), and AHIC to design integrative data strategies.  At the same time, they must strengthen relationships with quality organizations at the State and local levels. 

· Broader stakeholder dialogue is urgently needed: 1) to conduct an environmental scan of States that have successfully integrated State-level HIE with quality and transparency initiatives; 2) to develop business models that support State-level HIE involvement in quality and transparency initiatives, incorporating the long-term cost savings due to reduced data variations and collection and aggregation burdens; and 3) to discuss and clarify the governance structures that are required to support the relationship between State-level HIE organizations and quality initiatives. 
Ms. Kloss’ last slide lays out how critical and integrative functions need to be coordinated by the Community or its successor, linking law and regulation, State-level HIEs, population health, quality and transparency, care delivery, and standards and certification. 
Comments/Questions/Discussion 

Ms. Kloss will share the AHIMA steering committee’s full report with the QWG. Members may also view the report at the staterhio.org web site. 
Responding to a question, Ms. Kloss noted that multiple local RHIOs may exist within States, which indicates there is a need for a State-level coordinating body. In short, when looking at models, both local and State-level HIE entities should be considered. 
Responding to a question, Ms. Kloss noted that AHIMA’s research as reported was based on HIE organizations that represent a mix of models and that have been functional for at least a year. Ms. Cronin added that she has information on relevant State-level legislation and State Executive Orders, nearly all of which have a quality mission but are more focused on HIT and information exchange. Staff will work to keep that information current and also reflective of Federal agency activities and available funding. She noted that the next round of National Health Information Network (NHIN) procurement will be focused on States and regions in terms of HIE. The quality use case will be one of the use cases that guide their work. 

In light of this and the need to mobilize clinical data, the QWG needs not only to consider how EHRs will be a source of data over time but also data that will be coming from network services, such as data from labs, pharmacies, and ultimately, EHRs. 
It was noted that AHRQ offers funding for enabling quality measures through HIT (see www.ahrq.gov and search for funding opportunities). 

3. The AHIC Visioning Process

Ms. Cronin and Co-chair Carolyn Clancy noted the Draft Quality Visioning Matrix made available for today’s meeting as the result of the work of a QWG ad hoc subgroup. 

The first page of the Matrix contains the QWG Broad Charge as well as a new “High-Level Vision,” as follows: “The quality enterprise is integral to all aspects of health care in the U.S. Every citizen expects consistently high-quality, safe, and efficient care and understands the nation’s unified quality agenda to work toward that goal. All stakeholders—consumers, purchasers, providers, regulators, policymakers, and researchers—include quality performance, measurement, and improvement in their strategies, projects, and routine work. Information technology and information sharing—in the form of electronic health records, personal health records, and other networked technologies, combines with well-constructed relevant clinical decision support, assists consumers and providers in delivering care and improving health in line with evidence-based practices and in understanding how well the nation as a whole and individual providers are doing in improving care and health status in accordance with the priorities set in the national agenda. The national agenda is in alignment with state and regional health care reform and policies.  Performance information is more timely, more comprehensive, and trusted as a true measure of how well the nation is addressing high-priority gaps in quality and safety.  Performance improvement and health quality improvement are accelerated because information systems make it easy to make optimal care decisions. Progress on the nation’s quality goals is reinforced by public reporting on metrics and by financial incentives for providers from employers, public and private payers that align expectations and resources.”
Ad hoc subgroup member Jane Metzger noted that, in addition, the subgroup decided to expand QWG’s visioning of current, intermediate, and desired end states to address quality improvement all the way to point of care and introduce the notion of a national quality enterprise.  
The core of the Matrix now begins with a description of the National Quality Enterprise, describes key stakeholders’ experience with the enterprise, such as consumers and hospitals, defines characteristics or attributes of the healthcare system with respect to the quality enterprise, defines the characteristics or attributes of the National Quality Infrastructure, then lists enablers and barriers. 
Discussion

Co-chair’s Opening Request and Observations

Dr. Clancy asked the WG to give her a sense by the end of the meeting of the status of the high-level vision because it will be presented to the Community at its January 23, 2007, meeting. She noted that the Matrix is still mutable in terms of progress between the mid and end states in part due to small-scale testing already underway but asked that that not be the primary focus of QWG’s work today.  
Dr. Clancy also noted that the Centers for Medicare and Medicaid Services (CMS) has received instructions from the U.S. Congress regarding quality initiatives and physician reports to Medicare and Medicaid beginning July of 2007. Vendors have expressed interest in whether the QWG will be primarily addressing AQA and HQA vendors or whether the new charge to CMS will provide more flexibility. At the next QWG meeting that will be discussed with regard to the WG’s Specific Charge. 

Matrix-Wide Comments/Questions

Reflecting seeming consensus that the subgroup’s work was highly useful, George Isham congratulated the subgroup then asked the following questions/made the following observations:

· How will the Matrix address the development of quality measures over the timeframe covered to get from the current state of the art to a person-centered system? 

· How can the Matrix reflect the need for dynamism/responsiveness in the system, where quality measurement and system requirements can be updated as priorities and foci change?

· Priorities ought to be closely linked to existing quality problems and solutions, not just to what can be measured.   

Population Health

Dr. Isham also commented that Matrix’s population health section does not address the relationship of population health to public health and public health surveillance systems. Linkages to public health databases and registries, for example, on immunization, are needed.

Ms. Cronin noted that the Community has asked the Biosurveillance Workgroup (BSV WG) to expand its scope to population health and health information technology and  that the BSV WG has already tentatively identified five population health domains for its future work and related work across the Workgroups. The BSV WG and the QWG share much in common when it comes to population-based clinical care, making sure that good measures are evidentiary but also that infrastructure is in place to do quality measurement and improvement. Coordination between the Workgroups is a goal, so that the work of each builds on the other and also so that recommendations emerging from the Workgroups are complimentary. 
Discussion ensued on the section of the Matrix that addresses Population Reporting and Feedback (pg. 14). There seemed to be a decision to expand this section to address greater levels of interoperability and coordination between public and private health. 
Decision Point: The section of the Matrix that addresses Population Reporting and Feedback should be expanded to address greater levels of interoperability and coordination between public and private health.
Dynamic Process 

There was discussion of how dynamism would be addressed in the Research Community section of the Matrix (pg. 7), specifically by indicating in the mid-state expectation that identification of evidence gaps through a national priority goal setting process would be a dynamic process. 
High-Level Vision 
It was proposed that using the term “financial incentives” in the last sentence of the High-Level Vision is too narrow. Margaret van Amringe suggested the following substitute language: “Progress on the nation’s quality goals is reinforced by public reporting on metrics and by a payment framework that aligns expectations for quality with resources…” 

Decision Point: Dr. van Amringe’s proposal to change the last sentence of the High-level Vision to “Progress on the nation’s quality goals is reinforced by public reporting on metrics and by a payment framework that aligns expectations for quality with resources…” was accepted.  

National Quality Infrastructure and HIEs

Charlene Underwood proposed that the section on the National Quality Infrastructure (beginning on pg. 11) should address the status of HIEs, using text that reflects the AHIMA presentation today. Ms. Cronin noted specific text could be added on demonstrations in 12 local markets that will occur over the next month, as well as to reflect that many HIEs consider provision of data for quality measures to be an important part of their long-term (year 3 or 4) business models. As the market develops, such information could be aggregated more easily. That and other details could be added as relevant to the mid state. Enablers and barriers could also be added. 
Decision Point: The section on the National Quality Infrastructure will be altered to include text reflecting the discussion on National Quality Infrastructure and HIEs.  
Need for Prioritization and the National Quality Agenda 
Co-chair Rick Stephens’ designee Pam French applauded the Matrix as a good start but asked that its specific components be prioritized, particularly in terms of mid state visions/expectations. 
Jane Metzger noted a fundamental assumption underlying the mid state and the desired convergence of change in the end state in the Matrix is the high-level vision of a unified National Quality Agenda. Janet Corrigan agreed, noting that national priorities under a national agenda are critical. 
Critical Issues 
Bill Rollow commented that critical issues need to be identified, for example, those involving measurement standardization as well as how performance reporting could be advanced—simply through an administrative data aggregation effort or an IT-based effort emerging from clinical systems? On the latter point, CMS at present thinks both should be available, and early in the process. 

A related issue, he added, is attribution between physicians and patients. Would this be handled retrospectively or prospectively? The latter would be a good option if IT-systems-based reporting was used. One bottom line, he concluded, is that identification of some of these critical issues by the QWG could synergize with work underway at CMS on physician reports. 

Jane Metzger commented that some members of the subgroup felt that no other AHIC Workgroup is tackling the subject of the contribution of EHRs to quality improvement and perhaps that is a priority for the QWG’s initial set of recommendations. Ms. Cronin indicated that Ms. Metzger is correct about the relative uniqueness of the QWG’s work.   

Discussion then returned to the concept of priorities, critical issues, and, possibly, identification of critical next steps. 

Need for Alignment and Consistency in Document

Dr. Rollow also commented that parts of the document do not line up with other parts; for example, the section on consumers addresses measurement and reporting but fails to mention consumer empowerment realized through Personal Health Records (PHRs), although this is mentioned later, in another section. In addition, not all critical stakeholders are addressed, such as nursing homes. 

Discussion Conclusion  
Dr. Clancy suggested that the following be highlighted in the QWG’s presentation to the Community in some way: that convergence, including through national priorities, is an explicit assumption in the QWG’s vision.

Decision Point: QWG’s presentation to the Community at its January 23 meeting should highlight that convergence, including through national priorities, is an explicit QWG vision assumption.

Dr. Clancy also commented that the Matrix seems to make an implicit assumption that data captured for quality improvement should be made publicly available; however, some of these data will be too granular for external audiences.  This subject can be addressed in the WG’s next near-term phase of work. 
Dr. Clancy also observed that measurement will be a hybrid activity for the foreseeable future, raising the question of how to work with EHR vendors now but also to consider how to enrich administrative reports with clinical data elements that can be obtained from other sources. She stated that this will need to be addressed in the QWG’s recommendations. 

Dr. Clancy noted that QWG member comments and suggestions will be incorporated into the next draft of the Matrix. She also suggested that the document could be color-coded to reflect the ongoing work of other Workgroups, if feasible. 
Action Item # 1: Staff will make an updated draft of the Matrix available to members prior to the next meeting. 
Dr. Clancy asked Ms. French to review the Consumers section of the Matrix and make suggestions on what an improved state might look like, prior to the revised draft being sent to members.  
Action Item # 2: Ms. French will review the Consumers section of the draft Matrix for additions or changes to the current state and possibly to the mid and end states. 

4. Areas for Recommendations to the Community 

Background

Ms. Cronin noted that Co-chairs Dr. Clancy and Rick Stephens will present QWG Specific Charge recommendations to the Community at its January 23, 2007 meeting, focused on what needs to be implemented in 2007 to advance the Specific Charge in the short term, with more work on longer term recommendations to advance the Broad Charge to follow in subsequent months.   

The Recommendations document made available for today’s meeting is preliminary. It contains a set of recommendations related to the short term as well as a set of parallel recommendations for the longer term. Who, what, and when have not yet been determined for each recommendation. 

Goal of Today’s Discussion 

The goal today will be to begin discussion of what members think should be covered in the set of short-term recommendations, then to begin to refine who will take responsibility for each recommendation, what that entity will do, exactly, and when the task(s) involved need to be completed, taking practicality and feasibility into consideration. Further evaluation criteria and possible specific questions to ask about each recommendation are provided on the first page of the document. 
Short-Term Recommendations Categories

The short-term recommendations categories are:

· Automate data capture and reporting to support a core set of Ambulatory Quality Alliance (AQA) quality measures

· Automate data capture and reporting to support a core set of Hospital Quality Alliance (HQA) quality measures

· Provide feedback to providers in real or near-real time

· Enable data aggregation

· Align performance measurement with the capabilities and limitations of HIT

First Category Recommendations 

The recommendations under the first category are:

· Analyze the data elements required for each AQA measure to identify groups of measures with similar data collection changes and identify a core set of measures to move forward in 2007.
· Map data elements required for a core set of AQA measures to available standards to identify any gaps in agreement or availability of standards. 

· Identify documentation and other workflow changes that need to be adopted by providers and vendors to enable data capture concurrent with care delivery for a core set of AQA measures. 

· Define standards enabling exchange of data required for quality measurement for a core set of AQA measures. 

· Forward to CCHIT requirements for EHRs to capture data to support automation of a core set of AQA measures. 

Second Category Recommendations

The recommendations under the second category are identical to the first category but substitute HQA for AQA.

Discussion of the First and Second Category Recommendations
Dr. Clancy commented that references to AQA and HQA may be revisited in the future as CMS’s work on physician reporting becomes clearer. 
Discussion of the First Recommendation under the First Two Categories

Dr. Clancy addressed the question of who would do what when in the first recommendation under the first two categories of recommendations regarding AQA and HQA quality measures. She proposed that, where appropriate, private organizations as well as CMS that are involved in analyzing data elements for quality measures and related work should be named as “who,” “when” will need to take into consideration the work of these organizations, in part, as well as the workflow process of named entities, such as the Health Information Technology Specifications Panel (HITSP) or CCHIT (when that is relevant). The “what” column should contain the substance of the recommendations. 
Discussion of the Fifth Recommendation—Commission on Certification of HIT (CCHIT)

There was discussion of the fifth recommendation and whether it should be focused more broadly on functionality and operability criteria that would be relevant not only to quality measurement but also clinical decision support (CDS). It seemed to be decided that the recommendation should be altered to reflect that point, both as it pertains to AQA and HQA. 

Decision Point: It was agreed that the fifth recommendation in the first and second categories of recommendations should be altered to focus more broadly on functionality and operability criteria that would be relevant to clinical decision support as well as quality measurement. 

There was further discussion of what guidance might benefit CCHIT, such as a model of what needs to happen to drive improved outcomes. Also, there was discussion of whether HHS or the Community needs to provide CCHIT with a framework for how data would emerge from EHRs. 
Decision Point: It was agreed that the fifth recommendation in the first and second categories of recommendations should be altered to reflect the discussion on CCHIT’s need for a model and/or need for HHS or the Community to provide a framework for CCHIT on how data would emerge from EHRs. 
CCHIT Roadmap and QWG Guidance 
There was discussion of the roadmap that exists for certification criteria, in part to provide purchasers and vendors with advanced notice of what the CCHIT is considering. There was discussion of the need to provide CCHIT with specific recommendations that could be reflected in the roadmap and/or indicate priorities, including the need for timely CCHIT action on requiring EHRs not only to capture data to support automation of a core set of AQA and HQA measures but also require vendors to provide capability for external report formats. It was suggested that one obstacle to this so far has been the lack of “agreed upon measures.”  There was also discussion of the need for the QWG to frame any guidance with reasons for why what is being recommended is critical or important. It was generally agreed that the need for guidance to CCHIT should be noted to the Community for its consideration, particularly the need for urgent CCHIT action, and that staff would work on specific language to reflect the discussion on this point. 
Decision Point/Action Item # 3: It was generally agreed that the need for guidance to CCHIT should be noted to the Community for its consideration, particularly the need for urgent CCHIT action, and that staff would work on specific language to reflect the discussion on the CCHIT Roadmap and QWG Guidance.  

Discussion of the Third Recommendation under the First Two Categories

It was proposed that the third recommendation on identifying documentation and other workflow changes could address not only data capture but also CDS and that “very” early CDS work products in this area being developed for CMS by MassPro could be helpful. Jerry Osheroff will provide further information about those work products.   
Action Item #4: Dr. Osheroff will provide further information on early stage work products being developed for CMS (MassPro) that map out work flows, the goals of each step in the work flow process, and opportunities for clinical decision support intervention that could inform a broadening of the third recommendation under the first two recommendation categories.    

Data Elements/Data Requirements 
There was discussion of work being conducted by the American Medical Association (AMA), NCQA, and CMS Consortium and how the recommendations in the first two categories could take that into account—specifically in terms of identifying data elements or data requirements for measures that would affect certification. Jon White noted that a Consortium workgroup has conducted an exercise of taking a quality measure, applying it to an Electronic Medical Record (EMR), and examining how to pull relevant data from the record. It was agreed that the Consortium would be contacted about this work. 
Action Item # 5: The AMA, NCQA, and CMS Consortium will be contacted regarding its data elements/data requirements work. 
Addressing Hybrid Data Sources 
There was discussion of how CMS expects to be dealing for some time with a combination of manual and EHR-generated measurement data. Figuring out how that will work and how it will be handled is important.  
Dr. Clancy proposed that Marc Overhage from IHIE be contacted and the AHIMA report culled for examples of how RHIOs and HIEs are dealing with hybrid data sources. The goal will be to gather lessons learned by these organizations and the possible refinement of specific recommendations to reflect them.  
Action Item # 6: The IHIE will be contacted and the AHIMA report culled for examples of how RHIOs and HIEs are dealing with hybrid data sources.  
Also, Dr. Isham will share lessons being learned by HealthPartners about protocols needed that allow medical groups to interact with health plans’ need to collect data in a more streamlined fashion.  In addition, it was decided that the QWG would devise a general strategy for finding out further what other private health plan systems and/or medical groups are doing and learning in order to refine relevant recommendations. 
Decision Point/Action Item #7: Dr. Isham will share lessons being learned by HealthPartners about protocols needed that allow medical groups to interact with health plans’ need to collect data in a more streamlined fashion.  It was decided that QWG will devise a general strategy for contacting other private health plan systems and/or medical groups to assist further refinement of relevant recommendations. 
Need for the First Recommendation to Reflect Multiple Data Sources 

There was further discussion of how, even when EHRs are in use for capturing quality measurement data, data will still be needed from other sources, such as pharmacy data, not only because reliance on hybrid data will be a reality for some time but also because some data may never reside in EHRs. There was discussion of how this needs to be validated, possibly in the first recommendation of the first two recommendation categories. 

Decision Point: It was decided that Dr. Osherhoff’s information about MassPro’s project for CMS (see Decision Point/Action Item #8) will be useful in informing changes in the first recommendation of the first two categories of recommendation to reflect discussion on multiple data sources and hybrid systems. 

Redefining Core Sets of Measures 
There was extensive discussion of lessons that would be learned through identification of documentation and other workflow changes (the third recommendation) about possible changes needed in core sets of measures and the implications of that for the current recommendations in the first two categories as well as possibly future recommendations related to the mid and end states of the visioning Matrix. It was noted that the entire quality improvement system environment needs to be dynamic and amenable to some change based on experience and according to possible shifts in priorities.  

Summarizing the discussion, Dr. Clancy said that the current set of recommendations as they relate to data capture should try to address the implications of shifts in priorities, changes in the scientific base, and needed changes in the construction of the measures themselves.  

There was further discussion of how to enable dynamic HIT. Ms. Cronin mentioned development of a software kit that could be updated. There was further discussion of providing guidance in this area to CCHIT. 
Discussion of Common Framework to Enable Dynamic HIT 
There was further discussion of the advisability of having a common framework for major players, including vendors and CCHIT , that shows who does what in a workflow context, what the goals are, and what CDS measurement strategies are needed when enabling data capture concurrent with care delivery and providing for flexibility or dynamism as previously discussed. It was decided that Dr. Osherhoff would provide the framework that has developed out of MassPro’s work for CMS. Data capture and reporting work groups within the AMA, NCQA and CMS Consortium were also mentioned as good sources of information, including Karen Kmetik. 

Decision Point/Action Item #8: Dr. Osherhoff will provide the framework that has developed out of Mass Pro’s work for CMS. The data capture and reporting work groups within the AMA, NCQA and CMS Consortium will be contacted, primarily through Karen Kmetik. 
Third Category of Recommendations: “Provide Feedback to Providers in Real or Near-Real Time” 
Dr. Clancy turned the discussion to the third category of recommendations: “Provide feedback to providers in real or near-real time.” 

The only recommendation in this category reads as follows: “Create common patient identification algorithms for AQA and HQA measure populations to support development of clinical decision support.” 

Discussion on the Third Category of Recommendations
Dr. Clancy commented that the recommendation in this category compliments but does not replace previous discussion of recommendation changes around CDS.

There was discussion of what “common patient identification algorithms” are—as a function of how data will be captured from different sources and placed in, for example, a master patient index. It was noted the providing such data in one place is critical to good clinical decision making. 

It was proposed that prior to calling for creation of such algorithms, the QWG should recommend evaluation and identification of such algorithms. It was proposed that  “create” be replaced with “evaluate and/or identify.” There was further discussion of the need to address patient exclusions even prior to this point. It seemed to be agreed that this kind of specific, important topic could be addressed in a framework of what different aspects of data capture and CDS workflow need to be taken into consideration in the certification process. 
Decision Point: It was agreed that the recommendation would be altered to call for the evaluation and/or identification of patient identification algorithms. 
Fourth Category of Recommendations: “Enable Data Aggregation”

The recommendations in this category are:

· Articulate the key challenges associated with linking claims data from multiple sources (e.g., physician ids, claims adjudication processes, data storage/deletion policies).

· Explore the benefits and challenges of linking clinical data to other data sources, including claims.

· Define decision rights and responsibilities for use of data once they leave a provider system.

· Define security and privacy considerations to address issues related to patient identification once data leaves the provider system.

Comments/Questions/Discussion on the Fourth Category of Recommendations

General Comments

Dr. Clancy commented that the first recommendation in this category of recommendation addresses issues raised earlier about articulating the key challenges associated with linking claims data from multiple sources. 

Dr. Clancy commented that the substance of the second recommendation was raised earlier during discussion of taking advantage of the experience of the IHIE and other HIEs. 

Dr. Clancy commented that the third and fourth recommendations are not limited to quality efforts but, rather, address the much larger issue of secondary uses of data. 

There was discussion of the extent to which HIEs have experience linking clinical data to claims data. Ms. Cronin commented that it is unlikely that many RHIOs will be able to demonstrate lessons learned in this area within the next three to six months.  However, the next round of NHIN procurement could provide an opportunity to conduct trials. While it is not clear how many regions of the country will participate, if those who do are required to follow the quality use case under development, there will be an opportunity to link clinical data coming from trial implementation to claims data.  AHRQ and CMS-funded regional collaboratives could also be involved. The timeframe for all of this would be 18 months or more, however.   

Fifth Category of Recommendations: “Align performance measurement with the capabilities and limitations of Health IT”
The only recommendation in this category is as follows: “Define the testing process that measure developers should use to ensure that both data collection burden and measure validity are appropriately considered in measure design.” 

General Comment and Discussion

Dr. Clancy commented that the recommendation gets into the issue previously discussed of measure developers considering data capture as they are developing measures. She added some, mostly proprietary developers do that now, but this is less likely the case with developers working with or for physician specialty and other clinical organizations. The recommendation may, therefore, not be short term. 

Discussion ensued on the need for the recommendation in the near future and the need for data strategy to precede development of different measures. 
There seemed to be consensus that the recommendation is needed sooner rather than later. Dr. Clancy noted the need to follow up with Karen Kmetik of the AMA, NCQA, and CMS Consortium on this issue. 
Action Item # 9: Karen Kmetik of the AMA, NCQA, and CMS Consortium will be contacted to provide additional information to the QWG on the substance and timing of the fifth category recommendation. 

Short-Term Recommendations Discussion Conclusion

It was noted that the remaining recommendations in the document are for the longer term and would be discussed later. 
4. Next Steps

The next QWG meeting is scheduled for January 9, 2007. There was discussion of whether an additional, short meeting could be scheduled before the January 23, 2007 presentation of recommendations to the Community, primarily to refine and wordsmith the recommendations. Staff will look into January 11 or 12, 2007. If these dates are not feasible, members will be able to submit additional comments after the January 9th meeting electronically. 

Action Item # 10: Staff will look into the feasibility of an additional January meeting, possibly on the 11th or 12th. Submission of additional refining and/or word smithing comments on the January 23 recommendations to the Community will be accepted electronically if an additional meeting is not feasible. 
5.  Public Comments 

None. 
SUMMARY OF DECISION POINTS AND ACTION ITEMS
Decision Point: The section of the Matrix that addresses Population Reporting and Feedback should be expanded to address greater levels of interoperability and coordination between public and private health.

Decision Point: Dr. van Amringe’s proposal to change the last sentence of the High-level Vision to “Progress on the nation’s quality goals is reinforced by public reporting on metrics and by a payment framework that aligns expectations for quality with resources…” was accepted.  

Decision Point: The section on the National Quality Infrastructure will be altered to include text reflecting the discussion on National Quality Infrastructure and HIEs.  

Decision Point: QWG’s presentation to the Community at its January 23 meeting should highlight that convergence, including through national priorities, is an explicit QWG vision assumption.

Action Item # 1: Staff will make an updated draft of the Matrix available to members prior to the next meeting.
Action Item # 2: Ms. French will review the Consumers section of the draft Matrix for additions or changes to the current state and possibly to the mid and end states. 

Decision Point: It was agreed that the fifth recommendation in the first and second categories of recommendations should be altered to focus more broadly on functionality and operability criteria that would be relevant to clinical decision support as well as quality measurement. 
Decision Point: It was agreed that the fifth recommendation in the first and second categories of recommendations should be altered to reflect the discussion on CCHIT’s need for a model and/or need for HHS or the Community to provide a framework for CCHIT on how data would emerge from E H Rs. 

Decision Point/Action Item # 3: It was generally agreed that the need for guidance to CCHIT should be noted to the Community for its consideration, particularly the need for urgent CCHIT action, and that staff would work on specific language to reflect the discussion on the CCHIT Roadmap and QWG Guidance.  

Action Item # 4: Dr. Osheroff will provide further information on early stage work products being developed for CMS (Mass Pro) that map out work flows, the goals of each step in the work flow process, and opportunities for clinical decision support intervention that could inform a broadening of the third recommendation under the first two recommendation categories.    
Action Item # 5: The AMA, NCQA, and CMS Consortium will be contacted regarding its data elements/data requirements work. 

Action Item # 6: The IHIE will be contacted and the AHIMA report culled for examples of how RHIOs and HIEs are dealing with hybrid data sources.  

Decision Point/Action Item #7: Dr. Isham will share lessons being learned by HealthPartners about protocols needed that allow medical groups to interact with health plans’ need to collect data in a more streamlined fashion.  It was decided that QWG will devise a general strategy for contacting other private health plan systems and/or medical groups to assist further refinement of relevant recommendations. 

Decision Point/Action Item #8: Dr. Osherhoff will provide the framework that has developed out of MassPro’s work for CMS. The data capture and reporting work groups within the AMA, NCQA and CMS Consortium will be contacted, primarily through Karen Kmetik. 
Decision Point: It was decided that Dr. Osherhoff’s information about MassPro’s project for CMS (see Decision Point/Action Item #8) will be useful in informing changes in the first recommendation of the first two categories of recommendation to reflect discussion on multiple data sources and hybrid systems. 

Decision Point: It was agreed that the recommendation would be altered to call for the evaluation and/or identification of patient identification algorithms. 

Action Item # 9: Karen Kmetik of the AMA, NCQA, and CMS Consortium will be contacted to provide additional information to the QWG on the substance and timing of the fifth category recommendation. 

Action Item # 10: Staff will look into the feasibility of an additional January meeting, possibly on the 11th or 12th. Submission of additional refining and/or word smithing comments on the January 23 recommendations to the Community will be accepted electronically if an additional meeting is not feasible.
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