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�Note on Final Version of the Initial DQIP Measure Set


 


On the following pages, you will find the final version of the initial set of diabetes-specific process and outcome measures developed by the Diabetes Quality Improvement Project (DQIP).  DQIP believes these measures reflect the key components of quality diabetes care, are grounded in scientific evidence, and minimize the burden of reporting.  The DQIP steering committee and expert panel reviewed all public comments and incorporated appropriate revisions to the draft version.





This measure set is termed “initial” because DQIP intends to add, in the near future, a number of other measures derived from a patient survey currently being field tested.  These patient-reported measures will be distributed for public comment prior to being incorporated into the initial measure set.





The DQIP measures are NOT guidelines for care and do not reflect either the minimal or maximal level of care that should be provided to the individual patient with diabetes.  The measures are indicators or tools to assess the level of care provided within systems of care to populations of patients with diabetes.  The measures are constructed to make the best use of the evidence available for assessing care or outcomes of care in systems where compliance, test reliability, and patient characteristics (e.g., comorbidity) can affect both treatment and outcome. These measures were created in an environment where the current state of the art does not allow for adequate risk adjustment for all factors outside the control of the physician, provider, plan or health care system.  DQIP has developed these measures to be applied across various health care settings and populations.








Background





Diabetes is a serious disease that affects over 16 million Americans, and over 150,000 people die from diabetes and its complications each year.  It strikes individuals of all ages and socioeconomic groups, and individuals of African, Asian, and American Indian descent are particularly vulnerable.  The annual cost of diabetes has been reported to be nearly 100 billion dollars and thus it ranks as one of the deadliest and most costly diseases known.





Most of the morbidity and mortality of diabetes is due to the complications associated with the disease: blindness, kidney failure, nerve damage, and cardiovascular disease.  Diabetic retinopathy is the leading cause of new blindness in people under 65; diabetic neuropathy is the second leading cause of lower extremity amputation with over 50,000 Americans annually losing a limb because of diabetes; diabetic macrovascular disease leads to accelerated coronary heart disease and peripheral vascular disease, both of which result in premature death.





Studies show that many, if not all, of the complications of diabetes can be slowed or even prevented by better management on the part of the health care team and the patient.  Improved blood glucose control, regular eye examinations, and reduction in cholesterol and blood pressure, are some of the practices that have been unequivocally shown to reduce complications and thereby diminish the heavy personal and financial toll attributed to diabetes.





Fueling the heavy burden of diabetes is the fact that diabetes care in America is suboptimal.  Numerous studies and reports have documented that people with diabetes are not receiving the care known to be beneficial.





Rationale for DQIP





The inability of consumers and health care purchasers to determine if medical care is appropriate, effective and necessary has given rise to the concept that the health care system should be held accountable for what is done and the outcomes achieved.  This principle of accountability has resulted in the development of so-called “performance and outcome measures,” administered through “report card” systems.  Unfortunately, the multiplicity of report card systems, each with their own measures, has created unnecessary work and confusion.  Consensus among the community of health care professionals, scientists, providers, accreditors, and purchasers around a single set of measures provides a powerful tool for focusing on key components of care as a basis for quality improvement, and allows valid comparison of care delivered within and across health care settings (e.g., within a group practice, managed care vs. fee-for-service).  





The Diabetes Quality Improvement Project (DQIP) began under the sponsorship of a coalition of public and private entities (the American Diabetes Association, Foundation for Accountability, Health Care Financing Administration, National Committee for Quality Assurance), and was joined by the American Academy of Family Physicians, American College of Physicians, and Veterans Administration.  A committee of 15 experts in clinical diabetes (including four endocrinologists, three internists, two family physicians as well as epidemiologists and public health physicians) addressed a variety of methodological and technical issues and were responsible for developing the DQIP measure set (see Appendix 1).  DQIP also consulted with a much broader array of experts in developing and evaluating measures.





The charge to the DQIP expert committee was to evaluate and recommend a set of diabetes-specific performance and outcome measures with which plans, physicians, clinics and other health care providers could be compared for the purposes of accountability.  It was agreed that the measure set should be comprehensive with respect to the complexity of the disease, but as parsimonious as possible in terms of the financial and logistic burden of data collection on providers and health plans.  DQIP also agreed that the measures should well grounded on scientific evidence.





DQIP utilized NCQA’s “Desirable Attributes of Measures” and formulated its own “Criteria for Measure Selection” (see Appendix 2) that addressed issues of relevance, scientific soundness and feasibility.  In the course of numerous discussions held by the DQIP expert committee, these criteria were critical for reconciling the tensions among the scientific evidence, the context in which the measure was to be applied, the cost of data collection, and the specific concerns of patients, physicians, educators, health plans and purchasers.





In recommending these measures, the following issues deserve special mention:





The measures in the Accountability Set are designed to compare the performance of entities (e.g., health plans, physicians, medical groups) for the purpose of accountability; they are not guidelines, and do not represent a desired standard of care for individual patients, nor should they be used for benefit coverage decisions by purchasers. These measures are designed for assessment of care or outcomes of care for populations of patients covered by the denominator definition.





DQIP attempted – where feasible – to link process measures (e.g., whether a hemoglobin A1c (HbA1c) test was performed) to outcome measures (e.g., whether the patient’s HbA1c level represents poor control).  Process and outcome indicators related to a common element of care are a powerful tool to evaluate performance.





No measure can be appropriate for all patients.  DQIP will continue to investigate the development of case-mix, risk-adjustment or risk-stratification indices to improve the measures further so that all providers and plans can be evaluated against the most precise standards.  While DQIP has made some progress on this front (e.g., a stratification approach was developed for the periodicity of retinal exams), some measures were approved with the recognition of the current scientific limitations and that future risk adjustment would be beneficial.





DQIP believes that patient-reported measures of quality of care will be critical in comprehensively evaluating diabetes care.  To this end, DQIP is field testing a patient survey to accompany the administrative and medical record data collected for the existing initial Accountability Set measures.





Although the evidence for some measures were supported by many clinical studies, some compromise was necessary because of questionable reliability or feasibility (e.g., the standardization of HbA1c laboratory values is not yet complete and the reliability of the medical record as a data source for the foot examination is uncertain).





For some valuable process measures, there remain unanswered questions about their optimal periodicity, particularly for key subgroups.  Extending an interval from one to two years for all patients when it is appropriate for only some, can have substantial implications on cost, data collection resources and clinical impact.  Conversely, maintaining an interval of one year for all patients, when a low-risk sub-group can be identified that could be screened biannually, is not cost-effective.





Wherever possible, literature on clinical effectiveness along with data collected for quality-of-care studies for patients with diabetes were used as part of the evidence base that guided decision-making. Published and unpublished data from the Diabetes Patient Outcomes Research Team (PORT), the ADA Provider Recognition Program (PRP) pilot project, the NCQA/Robert Wood Johnson Chronic Care Initiative, HCFA and its work with peer review organizations, FACCT and NCQA were considered.





Definitions and Assumptions





Accountability measures.  These measures are well grounded in evidence, have received consensus support from the scientific and medical community, and have been field tested in a variety of health care settings.  The measures are to be used for plan-to-plan or provider-to-provider comparisons, and performance information should be made available to consumers and purchasers of care.  The accountability measure thresholds stratify or standardize populations, or they have been chosen so that case-mix adjustments are unnecessary.





Quality improvement measures.  These measures are currently not appropriate for comparing plans or providers because of one or more important methodological or feasibility concerns.  However, it is highly recommended that performance information be collected on these measures so that internal quality improvement efforts can be developed.  It is possible that these measures, upon additional testing, will become accountability measures.





Data collection.  In order to minimize the burden of data collection for plans and providers, it is the intent of DQIP that all performance information can be derived from the same sample of diabetes patients.  The number of patients from whom data will be derived will also depend upon the intended use of the data (e.g., the NCQA’s HEDIS( may require a different sample size than the ADA Provider Recognition Program).  Unless otherwise indicated, all measures apply to Type 1 and Type 2 diabetic patients between 18 and 75 years of age.  The age limits were determined based upon the best available evidence and reflect the fact that pediatric patients comprise only approximately 1% of the overall diabetes population.  Representing the measures as reflective of both adult and pediatric care could be misleading due to the small percentage included for performance measurement.  Therefore, some of these measures can be applied to the pediatric population, but – where they are measured – they should be measured separately.





Appropriateness of the measures.  Each of the proposed accountability measures has already undergone field-testing, in some cases in multiple studies and in a variety of practice settings.  Each of the measures has substantial support from studies that document its clinical relevance and appropriateness.  For example, the NCQA/Robert Wood Johnson Chronic Care Initiative tested variations of all of these measures in five health plans, representing IPA, group, and mixed-model HMOs.  In addition, the measures have been field tested in 29 physician groups participating in the ADA’s Provider Recognition pilot study, and by 300 fee-for-service sites and 23 health plans in eight states through HCFA’s ambulatory care and managed care quality improvement studies.  Field tests have also been conducted by FACCT.  Results of those field tests, data from additional research, and the input of clinical and methodological experts have helped to slightly revise the measures to ensure their utility and fairness.





Other Considerations.  DQIP considered whether any of the measures in the initial set could be a surrogate for another measure, but no data were available to justify such action.  Conversely, there are some data indicating just the opposite: a high score on one measure may not be predictive of the score on another.  Given the differences in patient characteristics on outcomes, measures have been selected to minimize these differences.  Further work by DQIP will attempt to achieve an even more equitable adjustment system.





The DQIP measure set is not to be interpreted as guidelines for individual care, or minimal or maximal standards of care.  They are quality-of-care indicators, and a tool to be used to evaluate performance between plans and providers for a population of patients.





For example, as specified in this measure set for the eye exam, a patient with


prior retinopathy who is not taking insulin and has an HbA1C less than 8.0% may


not have a yearly eye exam.  However, it would clearly be inappropriate not to perform an annual eye exam on a patient with established retinopathy.  This emphasizes the


importance of the appropriate use of the measures for comparison of populations


of patients and NOT as guidelines for care of individual patients.





Last, there are other measures not currently specified by DQIP (e.g., pre-pregnancy counseling for diabetes) that are very relevant to diabetes care.  For many reasons (e.g., reliability, validity, imprecise definitions, extent of the impact, sampling issues), these measures were not recommended at this time.  In future versions of the DQIP measure set, and as more information becomes available, it is likely that some measures will be added, or current measures modified.








�
Synopsis of the DQIP Initial Measure Set*





Accountability Set�
Quality Improvement Set�
�
Percentage of patients receiving > 1 glycohemoglobin (HbA1c) test/year�
HbA1c levels of all patients reported in six categories (i.e.,<7.0%, �
�
Percentage of patients with the highest


risk HbA1c level  (i.e., HbA1c>9.5%)�
7.0%-7.9% 8.0%-8.9%, 9.0%-9.9%,>10.0%, no value documented)�
�
Percentage of patients assessed for nephropathy�
�
�
Percentage of patients receiving a lipid profile once in 2 years�
�
�
Percentage of patients with a low-density lipoprotein (LDL)** <130 mg/dL�
Distribution of LDL values** (i.e., <100, 100-129, 130-159, >159 mg/dL, no value documented)�
�
Percentage of patients with blood pressure**<140/90 mm Hg�
Distribution of blood pressure values** (i.e., <140, 140-159, 160-�
�
Percentage of patients receiving a dilated eye exam (see description for frequency) �
179, 180-209, >209 mm Hg systolic; <90, 90-99, 100-109, 110-119, >119 mm Hg diastolic; no value documented)�
�
�
Proportion of patients receiving a well-documented foot exam to include a risk assessment�
�



*  Some of the measures have exclusions based on co-morbidity or based on the results from a previous exam.  All measures apply to people with diabetes between 18-75 years of age, regardless of type of diabetes, and measures 1, 2 and 7 can be applied to children 10-17 years old as well.  See following pages for details.





**For all measures requiring a value (e.g., LDL-C, blood pressure), the most recent test result will be used.








Patient-Reported Measures in Field Testing


�
�
Self-management education (including nutrition)�
�
Interpersonal care from provider (e.g., patient involvement in care decisions, provider communication skills)�
�
Patient satisfaction (e.g., access to care)�
�
Health status (generic and disease-specific) 


Annual foot exam �
�
Smoking cessation counseling�
�






Description of Measures





Accountability Set





1.	HbA1c Testing


This process measure assesses the percentage of diabetes patients who have had at least one glycohemoglobin (HbA1c) test in the past year.  HbA1c testing is fundamental to assessing the underlying control of the disease.  Measurement of HbA1c quantifies glucose control over the previous three to four months and is the preferable measure of long-term glycemic control.





Optimal care for many patients may require more frequent testing (e.g., 3-4 times per year).  However, because of variability in patient characteristics, the level of glycemic control desired and the treatment plan, it is not possible to relate test frequency to glucose control.  Since stratifying the diabetic population on these variables is very difficult, DQIP recommends that plans and providers be accountable for at least one test per year.





2.	Highest-Risk HbA1c Level


This intermediate outcome measure assesses the percentage of patients that are in poor glucose control (HbA1c greater than 9.5%) or have a level of control unknown by the plan or provider, suggesting poor management of diabetic patients.  The most recent test result within the reporting period will be used. Randomized clinical trials have demonstrated that improved glycemic control (as evidenced by HbA1c levels) correlates well with a reduced risk of developing, or the progression of, microvascular complications that lead to blindness, kidney failure and neuropathic disease.





There are two compelling reasons to set a high threshold indicative of poor control versus a threshold indicative of good control.  First, nationwide standardization of the HbA1c has not yet occurred, although it is anticipated that a majority of the labs in the country will have overcome this problem in the next few years.  Second, studies demonstrate that certain large subgroups of patients, especially those with the complications of diabetes and other co-morbid diseases, will have a shorter life expectancy or have greater difficulty achieving good glucose control because of their medical conditions.  There currently is no validated methodology to control for either of these factors, although some recently developed approaches are promising.  Therefore, a “good control” level that can compare confidently the results between laboratories, and fits most diabetic patients, cannot be established.  In contrast, DQIP believes that very few individuals should have an HbA1c >9.5% regardless of the test used or the condition of the patient.  Therefore, this measure: 1) will target improvements in those individuals who will have the greatest likelihood of benefiting (i.e. reduced complications) from improved control; 2) will have an optimal impact from a population, public health, perspective; 3) will stimulate implementation of cost-effective strategies for improving diabetes care; 4) does not require risk stratification; and 5) does not mandate a standardized laboratory test.  It is anticipated that, in the near future, DQIP measures will require that HbA1c values will be calculated using a method certified by the National Glycohemoglobin Standardization Program (NGSP).





3.	Monitoring for Diabetic Nephropathy


This process measure assesses the percentage of patients monitored for nephropathy by:


having been given an annual screening test for microalbuminuria, or in the past two years if any two of the following three conditions are met: 1) the patient is not taking insulin; 2) the patient has an HbA1c less than 8.0% (the most recent test result within the reporting period will be used); and 3) the patient did not have any evidence of albumin on the previous year’s exam; or


having a positive test for macroalbuminuria in the past two years; or


having documented evidence of medical recognition for nephropathy in the past two years.


The proposed measure addresses whether plans or providers are identifying high-risk patients in terms of potential renal complications.  This information is critically important in helping clinicians decide whether additional steps should be taken in patient treatment, such as intensifying blood glucose control, intensified blood pressure control, or the utilization of certain medications known to retard the progression of diabetic renal disease. 





Screening for microalbuminuria can be done by three methods:  1) 24-hour collection with creatinine, allowing the simultaneous measurement of creatinine clearance; 2) timed (e.g., four-hour or overnight) collection; or 3) measurement of a microalbumin to creatinine ratio in a random collection.  A positive test for macroalbuminuria is also acceptable, however a negative test for macroalbunimuria requires testing for microalbuminuria.





Other evidence of an individual being treated for nephropathy or kidney disease (by use of CPT-4, ICD-9 or other coding) will also count positively in the numerator.





4.	Lipid Profile


This process measure assesses the percentage of people with diabetes who had an LDL-C performed in the last two years.  The greatest cause of diabetic mortality and expense is cardiovascular disease, of which dyslipidemia is often a major component.  Assessing lipid levels is the first step in addressing whether the diabetic patient should receive lipid-lowering treatment.  











5.	LDL-Cholesterol Control


This intermediate outcome measure assesses the percentage of diabetic patients who had an LDL-C in the last two years less than 130 mg/dL, the last time it was measured.  Studies indicate that there is a direct relationship between LDL-C level and the risk of myocardial events or mortality.  LDL-C lowering has been shown to greatly reduce morbidity and mortality.  Since people with diabetes are at increased risk of cardiovascular disease, it is extremely prudent to achieve reduced LDL-C levels.  





6.	Hypertension Control


This intermediate outcome measure assesses the percentage of diabetic patients with a blood pressure below 140/90 during the last year. The most recent test result within the reporting period will be used.  Hypertension is a major case of stroke, and is a risk factor for cardiovascular disease.  Since people with diabetes are at greater risk for CVD, good blood pressure control becomes imperative.  





7.	Eye Exam


This process measure assesses the percentage of the diabetic population receiving a dilated eye exam in the past year, or in the past two years if any two of the following three conditions are met: 1) the patient is not taking insulin; 2) the patient has an HbA1c less than 8.0% (the most recent test result within the reporting period will be used); and 3) the patient did not have any evidence of retinopathy on the previous year’s exam.  





The exam in this measure must be performed by an eye care professional: ophthalmologist or optometrist. An alternative to the dilated eye exam is seven-field stereoscopic 30-degree fundus photography read by an optometrist or ophthalmologist.





Diabetes is the leading cause of blindness in the United States, and studies show that a periodic dilated eye exam is cost-effective in reducing the burden of diabetic retinopathy and blindness.  DQIP recognizes that the dilated eye exam may not be necessary for everyone every year, and thus has developed a risk stratification scheme. 








Quality Improvement Set 





1.	Glycohemoglobin Control Distribution


This intermediate outcome measure would describe the proportion of diabetic patients with HbA1c values in the following categories: 





<7.0% 


7.0%-7.9% 


8.0%-8.9%


9.0%-9.9%


>10.0%


not value documented





The most recent test result within the reporting period will be used. 





This analysis gives more information about the glycemic control in the population of patients served.  As noted above, there is substantial evidence showing a direct relationship between HbA1c levels and the risk of microvascular complications.








2.	Lipid Control Distribution


This intermediate outcome measure would describe the proportion of diabetic patients with LDL values in the following categories (as suggested by the National Cholesterol Education Program):





<100


100-129


130-159


>159 mg/dL


no value documented





The most recent test result within the reporting period will be used.





3.	Blood Pressure Distribution


This intermediate outcome measure would describe the proportion of diabetic patients with blood pressure values in the following categories (as suggested by the Joint National Committee of the National High Blood Pressure Education Program):





Systolic mm Hg


<140


140-159


160-179


180-209


>209 mm Hg systolic


no value documented





Diastolic mm Hg


<90


90-99


100-109


110-119


>119 mm Hg


no value documented





The most recent test result within the reporting period will be used.





4.	Documented Comprehensive Foot Exam 


This process measure assesses the percentage of patients who receive an annual documented foot exam that includes an evaluation of protective sensation, vascular status (i.e., palpation for pulses), and a visual inspection for foot deformities/ulcers.  A proper foot exam is a low-cost and effective means to detect foot disease and assess the risk of future serious foot disease.  DQIP recognizes that a proper foot exam is usually not recorded, even if performed.  This measure should bring greater awareness to what should be done, and to recording it properly. 





Patient-Reported Measures Undergoing Field Testing  





1.	Self-Management Education Including Nutrition Education





There is great consensus that the proper management of diabetes relies to a considerable extent on patients’ knowledge and understanding; patients need to be properly educated in order to self-manage their blood sugar levels, plan meals and exercise appropriately.  This patient-survey-based measure is comprised of the following components:





was the information provided to you;


was it delivered in an understandable way/did you understand it; and


are you using the information in the treatment of your diabetes.





2.	Interpersonal Care from provider





patient report of involvement in care decisions;


patient report of communication/interaction with providers.








3.	Satisfaction with, and Access to, Care





Diabetes care requires a complex coordination of many aspects of patient care.  Ensuring communication and access presents unique challenges for diabetes providers, which probably can only be assessed through a diabetes-specific patient-reporting approach.  This patient survey-based measure is comprised of the following components:





patient report of overall satisfaction with diabetes health professionals; and


patient report of satisfaction with access to treatment or health professionals.





Health Status 





generic; and


disease specific.





5.	Foot Exam


This process measure assesses the percentage of diabetic patients who have had a foot exam in the past year.  There is evidence that identification of high-risk feet and appropriate foot care programs result in reduced amputations, foot ulcers, and other foot complications. 





6.	Smoking Cessation Counseling


People with diabetes who smoke have a substantially increased risk of cardiovascular disease, above and beyond that attributed to diabetes itself.  Smoking cessation is the most important and effective way to reduce diabetes-related morbidity and mortality in smokers.  This measure assesses whether the patient was counseled to stop smoking.�
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Criteria for Measure Selection





Important Note





These criteria should be viewed a list of desired attributes; it recognized that no measure will be perfect with respect to each of these attributes.  Not all attributes will be equally important for all measures.  For example, if a measure requires information that is not currently available in plans’ information systems, it may still be considered if it has other desirable attributes, and if it will stimulate the improvement of information systems.  In addition, measures relating to clinical effectiveness may be judged against different criteria than measures relating to access, satisfaction and informed health care choices; alternatively, the criteria used for other domains of measurement may be weighted differently than measures of clinical effectiveness.





1.  Relevance.  The measure should address features of the health plan or provider that are relevant to purchasers and/or consumers for making choices between plans or providers, that are useful in negotiating with these entities, or that will stimulate internal efforts at quality improvement.





A.  Meaningful.  The measure should be meaningful to the following audiences:  Individual consumers, purchasers, or health plans/providers.  Decisionmakers should be able to understand the clinical and economic significance of differences in how well plans/providers perform on the measure. The measure should help consumers to make informed, value-based health care selections and should meet consumers’ expectation for information.  The meaningfulness of a measure is enhanced if benchmarks and targets can be defined and used as surrogates or strong risk factors for morbid outcomes.





B.  Clinically important.  The  measure should capture as much of the plan’s/provider’s activities relating to quality as possible.  Factors to be considered in evaluating the health importance of a measure include the type of measure (e.g., outcome vs. process), the prevalence of the medical conditions to which the measure applies, and the seriousness of the health outcomes affected.





C.  Financially important.   The measure should be related to outcomes that have high financial costs to health plans/providers, or purchasers or consumers of health care.





D.  Cost-effective.  The measure should encourage the use of cost-effective activities and/or discourage the use of activities that have low cost-effectiveness.  A cost-effective activity is defined as one that yields a substantial benefit relative to the cost of performing it, and results in an efficient targeting of resources by a health plan or provider.  Cost-effectiveness does not necessarily mean that the activity yields more in long-term savings than resources that were expended on it.





E.  Strategically important.  The measure should encourage activities that deserve high priority in terms of using resources most efficiently to maximize the health of the population for which the organization is responsible.  In general, measures that have high clinical importance, high financial importance, and are cost-effective will also be high priority.





F.  Controllable.  There should be actions that plans/providers can take to improve their performance on a measure.  If the measure is an outcome measure, there should exist one or more processes that can be controlled by the plan/provider that have important effects on the outcome.  If the measure is a process measure, the process should be substantially under the control of the plan/provider, and there should be a strong link between the process and desired outcomes.  If the measure is a structural measure, the structural feature should be open to modification by the plan/provider, and there should be a strong link between the structure and desired outcomes.  The measure’s time period also should reflect the time horizon over which the plan/provider has control.





G.  Variance.  If the primary purpose of the measure is to differentiate among plans/providers, then there should be potentially wide variations with respect to the measure.





H.  Potential for improvement.  If the primary purpose of the measure is to support negotiations between plans/providers and purchasers, or to stimulate self-improvement, there should be substantial room for plans to improve their performance with respect to the measure.  





I.  Easily Interpretable.  The measure should be clear and easily understood by consumers and other users of the information.  Furthermore, the direction of the measure must be easily interpretable; it should be clear to users of the information whether a higher score is better or worse.





2.  Scientific Validity





A.  Reproducible.  The measure should produce the same results when repeated in the same population and setting, including instances in which the measurement is made by different instruments used by different plans/providers.





B.  Valid.  The measure should make sense logically, clinically, and, if it focuses on a financially important aspect of care, financially (face validity), and should correlate well with other measures of the same aspect of care (construct validity).  In addition, the measure should provide as comprehensive a picture of the care being provided as possible (content validity).





C.  Accurate.  The measure should accurately measure what is actually happening, and should do so with a reasonable level of precision.





D.  Risk adjustable.  If the measure is being used for comparison, either the measure should not be appreciably affected by any variables that are beyond the plan’s/provider’s control (“covariates”), or any extraneous factors should be known, they should be measurable, and there should be validated models for calculating an adjusted result that corrects for the effects of covariates. The population characteristics of varying delivery systems should be understood, in that the measure should be applicable to different settings, where the population may be different in terms of size, disease or other characteristics.  In some instances, risk stratification may be preferable to risk adjustment in order to prevent the measurement from masking differences in treating different sub-groups.





E.  Comparability of data sources.  The accuracy, reproducibility, risk-adjustability and validity of the measure should not be affected if different organizations have to use different data sources for the measure. We recognize that strict comparability may be difficult to obtain with current information systems; however, we wish to minimize any potential bias that might be introduced by different data sets, and to stimulate continuous improvement in information systems.  Biases or variations in data sources should be understood.





F.  Degree of professional agreement.  A strong degree of clinical consensus should exist and little clinical controversy should remain regarding the efficacy of a given process or outcome.  The strength of evidence should be viewed on a continuum and a distinction should be made between a lack of existing evidence and evidence that no scientific basis exists to support a process or outcome measure.





G.  Acceptable to the patient.  The measure should not judge the plan or provider on a service that patients do not want performed.





3.  Feasibility





A.  Precisely specified.  The measure should be clear in its operational definitions, specifications for data sources, and methods for data collection and reporting. 





B.  Reasonable cost.  The measure should not impose an inappropriate burden on those collecting the data.  Either the measure should be inexpensive to produce, or the cost of data collection and reporting should be justified by improvements in outcomes that result from the act of measurement.





C.  Confidential.  The collection of data for the measures should not violate any accepted standards of member confidentiality.





D.  Logistically feasible.  The data required for the measure should be available during the time period allowed for collection.  The measure should not be susceptible to cultural or other barriers that might make data collection infeasible.  (e.g., in patient or physician surveys, there may be cultural or personal barriers that lead to biased responses; these would need to be addressed).  The measure should not be so complex that delivery systems do not have the essential capacity to measure it.





E.  Auditable.  If the primary purpose of the measure is to compare among plans/providers, one should be able to audit the measure to verify that the plan/provider has reported it accurately and honestly.  The measure should not be susceptible to dishonest manipulation or easy gaming that is undetectable through audit.
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