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* If you have questions during the Q&A session, please use the Raise Hand
function; you will be placed into a queue to ask your question.

Panels =

WebEx Producer (Host)
= Attendees:
Attendee

To ask a question, click on the Raise
Hand button in the Participants Panel
and the Host will unmute your line.

Once your question has been answered,
please click the Lower Hand icon and
the Host will mute your line.
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To ask questions, please:

H At any time, post your questions in the Q&A
box on the right-hand side of your screen and
press “send” to “all panelists”

OR
B Click the “raise your |SeEmE
hand” button to be e
unmuted and pterdes

Intreduced to verbally.
ask a guestion




Welcome and Introductions

B Technical Requests About Reporting QIs

— Follow-up to QILI Web Conference Topics
W Designing Your Reporting Program

B Selecting Measures

- Discussion about computing Qls before or after decision-
makers select them

B Classifying Hospitals
- Discussion about small and large hospitals
H Viarketing Your Report
B Questions and AnSWErs

Update on AHRO: QI Measure Sets and Surreunding QINWaerk
B Questions and ANSWErs



Web Conference Schedule

Orientation:
October - Designing Your Reporting Program
Measures / Data / Analysis:
November - Selecting Measures & Data
December - Key Choices in Analyzing Data for the Report
January - Classifying Hospitals
Reporting / Disseminating / Promoting:
February - Displaying the Data
March - Web Site Design & Content
April - Getting the Public T.e View and Use Your Report
Evaluation:
Viay - Evaluation of Public Reporting Program
Quality Improvement:

July - Working With Your Hespitals en Quality Imprevement: From
Small Steps to Large Leaps
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Designing Your Reporting
Program

B Estimating cost and resources

B Understanding your measurement
expertise needs:

— Measure evaluation, recommendation,
and selection

— Measure computations

— Response, analysis, and stakeholder
support (e.g., hespital guestions and
CORACErns about perfermance
measurement)



Designing Your Reporting
Program (cont.)

B Gaining and growing measurement expertise
Internally or securing access to such services
as needed

B [ earning the consumer perspective and
making that a priority. throughout the
development process:

Measure selection
Report design
Dissemination

National Quality: Ferum’s Guidelines for Censumer-

[Fecused Public Reporting
https:/ahragiliinWweRexone.com/zasp2a=s&1d=95388
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Selecting Measures:
Number, which, types of care

B \Which measures?
— Measures salient to consumers (discussed in another slide)
— Measures appropriate for public reporting, €.g.:
B NOF Endorsement

B Guidance on Using the AHRQ QlIs for Hospital-Level
Comparative Reporting (discussed further in another slide)

B How many, andwhich, types of:care?
— Different strategies:

B Start out with' a smalllnumber: of care areas to focus on
select populations

B \Measure as many areas as possible to appeal to the most

B Hew many: measures?

—  People can realistically only:make judgments about
Perfermance with 5 te 7. varables (Judith Hibhard)

—  Evaluate iffmeasuresiare amenanle to Composites 10
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JAnmc Selecting Measures: Hospital-acquired

gl infection (HAI) measurement

B Big picture, e.q.:
— HAIs are included in the National Priority Partners list

— HAI National Action Plan: DHHS initiative to reduce
HAIs, which includes CDC, CMS, and AHRQ

B AHRQ Qls in regard to HAIS:

— Hospital-acquired vascular-catheter-related infections
m Adult (PSI'7)
H Pediatric (PDI 12)

— Postoperative sepsis
m Adult (PSI'13)
H Pediatric (PD] 10)

— Bloedstream infections inneenates (NQI 3)
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Selecting Measures:
C section measurement

B Studies show that C sections may
result in greater risk for adverse
outcomes

— Obstetrics and Gynecology, 2006, vol 108
— Canadian Medical Association, 2007, vol 176

B Health experts have yet to state a
‘petter” or “‘worse” rate

B Option to a predetermined cut point:

— Statistical testing to yield a result of “more

than average,” “average,” ‘less than average” "



Selecting Measures:
Composites

The composites are weighted averages of
reliability-adjusted observed-to-expected (O/E)
ratios for component indicators

B The value of the composite will be driven by the
O/E ratio for each component indicator and the
welght assigned to each component indicator

B Performance on the composite can be iImproved by:
— Focusing on AHRQO Ols with the highest O/E ratio
— [Foecusing on AHRQ QIs that are most heavily weighted

—  |dentifying and Impreving precesses and: structures that
cut acress multiple AHRQ: QIs
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Selecting Measures:
Data source

B Data considerations
— Availability / timeliness of the data
— Definitions

— Data edits and cleaning that the entity that manages the
data does (and doesn’t) do

— Level of completeness of the data
— Caveats and updates to the data set
— Cost ofithe data

— Whether ebservation stays are embedded In the impatient
discharge data set

— Allewahle uses ofithe data per your DUA

—  Use of E codes In the data set >



Discussion

Should a report card sponsor first
suggest measures to use Iin the report
with their stakeholders, or compute
the Qls and provide the results to
stakeholders to use In measure
selection?
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¢ If you have questions during the Q&A session, please use the Raise Hand function;
you will be placed into a queue to ask your question.

Panels =

WebEx Producer (Host)
= Attendees:
Attendee

To ask a question, click on the Raise
Hand button in the Participants Panel
and the Host will unmute your line.

Once your question has been answered,
please click the Lower Hand icon and
the Host will mute your line.

| M Lower Hand




Classifying Hospitals:
Rate definitions

The risk-adjusted rate Is the rate the provider would
have If it had the same case-mix as the reference
population given the provider’s actual performance

= (observed rate / expected rate) * population rate

— Population rate>expected rate: less severe hospital case-mix
— Population rate<expected rate: more severe hospital case-mix

The smooethed rate Is the weighted average of the
national rate and the hospital’s risk adjusted rate
(I.e., hierarchical modeling)

—  Hospitals with fewer cases willimigrate teward the mean

—  Seeks 1o mimimize the errer of classiiying a hospital as an eutlier;
WhHenR 1n fact the ' hespital is net an outlier:

17



Classifying Hospitals:
Categories of performance

Relative: Worse than average, average, better than average
— Compared to “peer’ performance

B Absolute: Low performance, medium performance, high
performance

— Compared to “highest achieved” performance

B Change: Increased performance, same performance,
decreased performance

— Compared to the hospital’s own historical performance

Category Advantages Disadvantages
Relative Comparative Quality improvement
repoerting
Absolute Quality imprevement | Pay-for-perfermance
Change Pay-fer-performance | Comparative
[eporting 18




Classifying Hospitals:
Additional categorizations

B 5 Categories: based on percentiles and statistical testing
— e.g., Report developed by CHART www.calhospitalcompare.org

B X Y analysis of guality and cost: value statements

high higher quality &
lower cost
([
o o ¢ - e
i oo °® °
3 e
(]
8’ ® ° .0 .c y 1
° °
([ J ([ J
° ‘o “ * °
(N ] ® - :
° lower quality &
low higher cost
low COST high
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Classifying Hospitals:
Ranking considerations

B Ranking hospitals can be performed based
on:
— Multiple guality measures

B Default or predetermined weight of each measure
B User-defined weights to each measure

— Combination of guality. and coest measures

B Ranking Is an evaluability technigue
discussed by Judy Hibbard

20



Classifying Hospitals:
Uncertainty

B Addressing uncertainty
— Computing a “confidence interval”

Each patient is a separate measure of the hospital’s
performance (the “sample” of N patients)

Compute the mean and variance from the sample
Compute the standard error (SE) as sqrt(variance/N)
Lower bound = mean — 1.96 * SE

Upper bound = mean + 1.96 * SE

Confidence interval 1s “(lewer bound, upper bound)”

— [ est of “statistical significance”

Ifithe benchmark falls within the confidence interval

21



Classifying Hospitals: Uncertainty
and level of confidence

B Primary factors influencing the confidence interval
width:

— Size of the sample
— Rate of numerator events

B Considerations affecting the confidence interval:
— One or multiple years of data
— Computing QIs separately or In composites

— Selection of Qls for ComposItes consIderng:
B Denominator size
B Numerator rate
B Signal ratio

22



e Classifying Hospitals: Level

Advancing

el 0f acceptable uncertainty

How much uncertainty Is acceptable to consumers?

Figure 1
Consumer Tolerance for Inaccuracy of Physician Performance Ratings, by
Rating Application
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Source: Davis, M., Hibbard, J., Milstein, A. “Consumer tolerance for inaccuracy in physician performance
ratings: One size fits none.” Center for Studying Health System Change. Issue brief 110. March 2007. 23



Discussion

How have QILlI members addressed the
Issue of reporting and ranking hospitals
that are large and small?

— What has been the result of these
approaches In your area?

— \What do you see as the pres and cons of
these different approaches?

24
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< If you have gquestions during the Q&A session, please use the Raise Hand
function; you will be placed into a queue to ask your question.

Panels =

WebEx Producer (Host)
= Attendees:
Attendee

To ask a question, click on the Raise
Hand button in the Participants Panel
and the Host will unmute your line.

Once your question has been answered,
please click the Lower Hand icon and
the Host will mute your line.

| M Lower Hand |




y Marketing Your Report:
Media and messaging

B Establish your organization as an expert and
credible source

B Relay to the press specific messages on public
reporting of quality in general and your public
report in particular. Examples from the Model
Reports:

— This report can encourage hospitals to iImprove

— All'hoespitals do net previde the same guality. of care

— A particular hoespitallmight do a very. geod |6l 6n seme
health preblems and not such a geod |6l 6n Gthers
(https://ahraailinWeREXCRE.COM/zasp2a=12&1d=16210)

26
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Marketing Your Report:
Social marketing principles

dentifying your audience(s)
dentifying the behaviors you want them to take

dentifying the benefits your audience believes
they can get from your report

ldentifying the barriers your audience will
PEerceive In enacting the behaviors we mentioned

Motivating your audience to take desired :
Denaviors by stressing benefits and evercoming
arriers

dentifying when the audience will need the
report

ldentifying NewW. te pesitien the report

27



Marketing Your Report:
Social marketing principles

B To better understand what people want
to see — what they value — In a public
report, go to the literature and / or
consider testing various measures with
consumers. Examples:

— Kaiser Family Foundation: Update on Consumers’
\iews of: Patient Safety and Quality Infermation

— VA Blue Cross Blue Shield: LLeoking for: Answers
— CMS listening sessions (White paper)

— Sheshanna Sefaer’s (Baruch College) consumer
testing of nursing sensitive measures

28
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To ask questions, please:

H At any time, post your questions in the Q&A
box on the right-hand side of your screen and
press “send” to “all panelists”

OR
B Click the “raise your |SeEmE
hand” button to be e
unmuted and pterdes

Intreduced to verbally.
ask a guestion
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Welcome and Introductions

Technical Requests About Reporting QIs
— Follow-up to QILI Web Conference Topics
W Designing Your Reporting Program

B Selecting Measures

- Discussion about computing Qls before or after decision-
makers select them

B Classifying Hospitals
- Discussion about small and large hospitals
H Viarketing Your Report
Questions and ARSWETS

Update on AHRO @I Vieasure Sets and Surreunding @INWaerk
Questions and ARSWETS
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—rm AHRQ QI Measure Sets
o i Upd ate to v4.0

Version 4.0 software now available (SAS, WINQI)

FY2009 ICD-9-CM and DRG coding update (effective
October 1, 2008)

— New staging coding (I-1V) for pressure ulcers (formerly
called decubitus ulcer)

Specification changes (esophageal resection volume
and mortality, hip replacement mortality, hip fracture
mortality, etc.)

Implement UB-04 (effective October 1., 2007)
— Point-of-erigin
— Present on admission (discussed Iin anoether: slide)

TThe MS-DRG (Vversion 25) adopted Octeher 1., 2007 a1




B Implement the composites

— Both SAS and WINQI software include the 3 recently
NQF-endorsed composite measures

B Mortality for Selected Conditions
B Patient Safety for Selected Indicators

B Pediatric Patient Safety for Selected Indicators
— Capabllity to select measures for ComposItes
B [wo new neonatal indicators
— Neonatal Mortality.
— Bloodstream Infections
B Update benchmarking data te 2007

B More details about tupdates can be found at:
htip://iwaw.gualitvindicators: ahng.aev/dewnleads/listseV/IEiIstSern220062609! final.dec

32
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Present on Admission (POA)

B Benchmark created based on 9 States

B The software will use POA when
availlable on the claim

B POA data are not required in the AHRQO
QI v4 software

H \Where It Is not available on the claim the
software will produce estimates i POA
would have been present inthe data. In
other words, the Ols will be “adjusted” to
acecount for the albsence of POA.

33



“Guidance on Using the AHRQ Qls for
Hospital-Level Comparative Reporting”

B Released July 1, 2009

B Denotes:
— NOF endorsement status and type
— Tier assigned to AHRQ 1QI, PSI, and PDI

B Each QI Is discussed in terms of applicable:
— Supporting evidence
— Considerations for use
— Future development

B Some changes since the OILI Webinar on
this toepic:
— NOF endorsement: 3 CompoesIteS
— PSI 11 moved from tier 2 to 1.
nttps:H/anrgaiiEWEREXORE.COM/Izaspra=5&10=96164 34
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| MONAHRQ

B My Own Network Powered by AHRQ
(formerly known as EQUIPS)

B For State and local data organizations,
regional health improvement collaboratives,
hospitals, health plans, and providers

B Currently beta-testing
B Released to public fall 2009

B MONAHRO Leaming Netwerk coming this
fall

35



=‘7HRO

g MONAHRQ (cont.)

VIONAREROISIENSUIEEREVVIZANG
VIGVESTHESHUSERUIIOUTRNNENOCESS

Raw RIOgramsithati oaciaataiiman s Pagewiterss : | Website query
data ValleS transionmidatarana * Glaphics Interface seen

from puIldidatarCubes JENEraters by end user
USser (ferrUllizatieniand

O)) elziizh)

HTML and
JPGS for
QlIsand
Utilization
Infermation

WERISYSIEN]
s Caniextana
flely/lefztije]
peys WHILETS

o : $ISCHPAWITENS
. ensus a(tjat {. ezisezielige) » Navigation
omparison:aaia StyleIsheet s Formats

Labels

WHIETS



AHRQ

04 MONAHRQ (cont)

“Wizard” built on the WIinQI software, but allows user with hospital
administrative data to generate a Web site that provides the
following information:

— AHRQ QIs in two forms — for consumers and hospitals

— Tables on utilization of hospital services (numbers of discharges, length of
stay, charges and costs)

by region and individual

hosp|tal Welcome to our Healthcare Efficiency and Quality Improvement
QUICK LINKS Center.

=Visit our Home Create custom reports to help you make decisions about health care.

—  Maps and tables for adult
area-level AHRQ QIs using D—
the Preventable Hospitalization M e

This website provides information on hospitals in MD2006_v0.8 Load Janaury 23, 2009 for
patients, policymakers, and other users of health care information. Choose from the information
options below.

Indicators for Hospitals and Geographic Areas

View Maps Showing Potentially Avoidable Hospitalizations

I I lapplng tOOI . y The AHRQ Preventable Hospitalization Costs Tool (PHC) maps selected

AHRQ Quality Indicators (Qls) for a State, by county; and estimates
the cost savings associated with reducing the level of potentially

M a S and tables th at rovide avoidable hospitalizations. The tool assists health care decisionmakers
— p p in identifying communities for future interventions, such as improving

preventive and primary care services or improving patient safety.

i nform ati On 0 n rates Of d iag n OseS | Rates of Health Conditions andr Procedures

View statistics on prevalence of disease and medical procedures for

counties. You may view the information broken down clinical diagnosis
or procedure.

and precedures by county.

Utilization Statistics for Health Conditions and Procedures

view information about number of discharges, charges, costs, length of
hospitalization and percent of patents who died in specific hospitals,

hospitals in geographic regions, or all hospitals in Your State. You can
select patients by medical condition or treatment procedure.



CMS’s Use of Qls in a “Dry
Run” Report to Hospitals

CMS conducted a “dry run” of 9 AHRQ Qls for potential

use in Hospital Compare

AHROQO has been called upon periodically to assist with
technical questions during the dry run

CMS has stated they plan to use Medicare claims In
computing the AHRQ QIs

AHRQ currently does not have plans to update the
regression coefficients for Hospital Compare

In the June HOA meeting CMS noted they plan te report
the AHRQ Ols on Hospital Compare in June 2010

CMS Hoespital-Specific Report Dry-Run Version Is on the
extranet at:
RitpS:/anngailiWeReEXene.Com/Easp2a=5&10=92496

38
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CMS’s Use of QIs (cont.)

B Examples of questions in the FY2010 IPPS
proposed rule related to the AHRQ Qls:

— Whether an all-payer claims database should be
used for AHRQO QIs

— Whether additional AHRO Qls should be added
{0 Hespital Compare

— Whether PSI 4 should be harmonized with
Nursing Sensitive-Failure te Rescue

Stay tuned. FinmalllPPS rule expected this fall.

39



AHRQ QI Development

B |n progress
— Emergency Preparedness

— POQIs for the Medicaid Home and Community Based
Services (HCBS) Population

B Discussed further in next slide
B Near future

— Efficiency measurement

B A number ofitypes of measures are being considered for
initial measures in this set (e.g., readmits; Cost, OVEruUse)

— (Care coordination measures
— Emergency dept. PSIs

— Emergency dept. POIS

— Health plan POIs

40



AHRQ QI Development: PQIs
for the HCBS population

B Project to adapt and develop measures for
HCBS population

— Part of the project Is to revise the PQIs for HCBS

B Key activities and deliverables:
— Indicator specifications and software
— Ongoing technical assistance
— Sharing of best practices and use of the measures

B [he aboyve Is planned te eccur May te Sept 201.0

41



Enhancing the Clinical Content
of Administrative Data

B The pilot to add clinical data

— Currently completing data collection and analysis
of the linked clinical-administrative data

— Plilots in their final stage
— Completed in September 2009
— AHRO will disseminate lessons learned

— Additienal infermation on the pilots is available at:
RURH/WWW.HCUP-US.alrg.qeVv/Eeperis/clinicaldata.|sp

42
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Ql Validation Pilot, Phase 1

B Quality Indicators
— Accidental Puncture or Laceration

atrogenic Pneumothorax

Postoperative DVT or PE

Postoperative Sepsis

Hospital-Acquired Vascular-Catheter-Related

nfections

43



Validation Pilot, Phase | (cont.)

B Pilot objectives:

Gather evidence on the scientific
acceptability of the PSIs

= Medical record reviews, data analysis, clinical
panels, evidence reviews

Consolidate the evidence base

Improve guidance on the interpretation and
use of the data

Evaluate potential refinements te the
SPEcIfications

44



k4 Validation P”Ot, Phase | (cont.)

B Conclusions

— The 5 PSls evaluated have variable PPVs
(false positives), which should be considered
INn selecting indicators for public reporting and
pay-for-performance

— Pllot-tested a mechanism for supporting
ongoing validation work, which can be
applied te estimate sensitivity in Phase |

B Conducted Phase |l selicitation for volunteers
— Report due out seen
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Validation Testing, Phase 2

B Quality Indicators

~oreign Body Left in During Procedure
Postoperative Hemorrhage or Hematoma

Postoperative Physiologic and Metabolic
Derangement

Postoperative Respiratory Failure

Postoperative Wound Dehiscence

m Study will lbegin fall 2009
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Future

of the QILI

B Extranet will be accessible until further

notice

B MONAHRQ Learning Network

— Provide education and training en how to
use MONAHRQ for reporting Initiatives

— All current Ol
join this new.

— Beginning fal

_| members will be invited to
oroject

2009
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To ask questions, please:

H At any time, post your questions in the Q&A
box on the right-hand side of your screen and
press “send” to “all panelists”

OR
B Click the “raise your |SeEmE
hand” button to be e
unmuted and pterdes

Intreduced to verbally.
ask a guestion
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= or More Information

QI Learning Institute Web Forum:
https://ahrgaili.webexone.com/

Login Name: First letter of first name followed by last name; capitalize
first two letters (Example: JBott).

If you forgot your password, enter your Login Name and press “Forgot
your password?” and Webex will e-mail you a temporary password.

QI Learning Institute E-Mail:
QualitylndicatersiLeanring@anrg.nhs.gey

QI'Wel Site: hittp://Mmww.gualityindicators.annd.aoy)

QI Suppert E-Vail:
sUpperi@gualityindicalers.alnrg.oeV,
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8 QIL| Evaluati
Excellence in
' Health Care V a u a. I O n

B Please fill out the evaluation form that
will pop up on your screen after you
leave the Web conference. We
appreciate your feedback.

B Thank you for your participation in the
QILIN It has been a pleasure and we
ook forward te Werking with yeu in the
future.
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