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Overview

Â HCUP and the AHRQ Quality Indicators

Â Goals and scope of current project

Â Literature review

Â Conceptual frameworks

Â Matrix of potential indicators

Â Specification and testing

Â Future steps



The HCUP Partnership: A Voluntary 

Federal-State-Private Collaboration
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The Making of HCUP Data
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Types of HCUP Databases
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AHRQ Quality Indicators (QIs)

Â Developed through contract with UCSF-Stanford 
Evidence-based Practice Center & UC Davis, maintained 
and extended through contract with Battelle

Â Use existing HCUP (hospital discharge) data, based on 
readily available data elements

Â Incorporate a range of severity adjustment methods, 
including APR-DRGs* and comorbidity groupings 

Â Disseminate software and support materials free via 
www.qualityindicators.ahrq.gov

Â Provide technical support to users

Â Continuous improvement through user feedback, annual 
coding updates, validation projects

* All Patient Refined - Diagnosis Related Groups
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http://www.qualityindicators.ahrq.gov/


Evidence-based indicator development

PANEL EVALUATION

(MODIFIED DELPHI 

PROCESS)
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Face validity/consensual validity: Does the 

indicator capture an important and modifiable aspect of care?

Minimum bias: Is it possible to account for differences in 

severity of illness & other factors that confound comparisons?

Precision: Is there substantial ñtrueò variation at the level 
of provider measurement?

Construct validity: Does the indicator identify quality of 

care problems that are suspected using other methods?

Fosters real quality improvement: Is the 

indicator unlikely to be gamed or cause perverse incentives?

Application/experience: Is there reason to believe 

the indicator will be feasible and useful?

Key considerations in the evaluation of 

each prospective indicator



Inpatient QIs

Mortality,

Utilization,

Volume

AHRQ Quality Indicator modules

Prevention QIs
(Area Level)

Avoidable 

Hospitalizations /

Other Avoidable 

Conditions

Patient Safety 

QIs

Complications,

Unexpected Death

Pediatric QIs

Neonatal 

QIs
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Goals and Scope

Â Goals

ï Develop two sets of quality indicators that are 
applicable to the emergency department setting

Â Patient Safety Indicators (PSI)

Â Prevention Quality Indicators (PQI)

ï Set the stage for future incorporation into publicly 
available AHRQ QI software 

Â Scope

ï Implement the established AHRQ QI measurement 
development process

ï Adapt existing AHRQ QI to ED setting when possible

ï Identify and evaluate new candidate indicators based 
on established measurement concepts



Literature review: strategy

Search goal: 

Â To find studies that introduced or used quality of care measures to assess 
patient safety in hospital emergency departments. 

Search strategy using MESH headings in PubMed:

Â ("Quality Assurance, Health Care"[Mesh] OR "Quality Indicators, Health 
Care"[Mesh] OR "Quality of Health Care"[Mesh] OR "Health Care Quality, 
Access, and Evaluation"[Mesh] OR "United States Agency for Healthcare 
Research and Quality"[Mesh] OR "Outcome Assessment (Health 
Care)"[Mesh]) 

AND "Emergency Service, Hospital"[Mesh] 

AND ("Medical Errors"[Mesh] OR "Malpractice"[Mesh] OR "Safety"[Mesh] OR 
"Equipment Safety"[Mesh] OR "Safety Management"[Mesh])

Validation using title and/or abstract keywords: 

Â ñpatient safetyò OR ñadverse eventò OR ñavoidable conditionò

AND ñqualityò

AND (ñemergency roomò OR ñemergency departmentò 

Â For the most important papers, we searched for óall related articlesô.



Literature review: process

Â PubMed:
ï 1,050 abstracts, decreased to 687 when limited to human 

subjects, English language, date within 10 yrs.

ï All abstracts were reviewed for relevance (i.e., describing one or 
more measures of ED quality/safety).

Â National Quality Measures Clearinghouse
ï http://qualitymeasures.ahrq.gov/

Â Organizations and websites
ï National Quality Forum

ï Federal: AHRQ and CMS/QualityNet

ï ED: ACEP and SAEM

ï AMA: Physician Consortium for Performance Improvement

ï Other developers: NCQA and The Joint Commission

ï Institute of Medicine/National Academy of Sciences

ï Canada: Institute for Clinical Evaluative Sciences, Canadian 
Institute for Health Information

http://qualitymeasures.ahrq.gov/


Literature review: key themes
40 journal papers, 23 documents and reports

Â Some TJC Core Measures address processes of care in ED 
management of  pneumonia or myocardial infarction 

Â Critical trauma or shock care, generally based on detailed "peer" review 
of medical records to assess appropriateness and timeliness of 
diagnostic and therapeutic interventions

Â Time-based measures, generally focused on waiting time, total LOS in 
the ED, ED disposition time for admitted/transferred patients

Â Appropriate prescribing and avoidance of medication errors for common 
conditions such as asthma, bronchiolitis, gastroenteritis, laceration

Â Appropriate use of imaging studies, laboratory, ECG

Â Appropriate assessment of pain, oxygenation, mental status/cognition

Â ñLeft without being seen" or "left AMA" (premature discharge from ED)

Â Other adverse consequences of crowding/boarding

Â ñMissed diagnosisò identified by return within defined time window for a 
serious condition

Â Revisits to ED within defined time window for same or related condition



Conceptual framework for prioritization:
American College of Emergency Physicians, 

2009

Domain Examples

Access to emergency 
care

Access to providers, access to treatment centers, 
financial barriers, hospital capacity

Quality and patient 
safety environment

State-supported systems, institutional barriers

Medical liability 
environment

Legal atmosphere, insurance availability, tort reform

Public health and injury 
prevention

Traffic safety and drunk driving, immunization, 
injury control, state injury prevention efforts, health 
risk factors

Disaster preparedness Financial resources, state coordination, hospital 
capacity, personnel



Conceptual framework for prioritization:
Institute of Medicine, 2010


