I NTRODUCTI ON

Devel opi ng and inplenenting a valid systemof quality assessnent is
essential for effective functioning of the health care system Although a
nunber of groups have produced quality assessnent tools, these tools typically
suffer froma variety of linmtations. Infornation is obtained on only a few
di rensions of quality, the tools rely exclusively on adninistrative data, they
examne quality only for users of services rather than the popul ation, or they
fail to provide a scientific basis for the quality indicators.

Under funding from public and private sponsors, including the Health Care
Fi nanci ng Admi ni stration (HCFA), the Agency for Healthcare Research and
Quality (AHRQ, the California HealthCare Foundation, and the Robert Wod
Johnson Foundati on (RW), RAND has devel oped and tested a conprehensive,
clinically based systemfor assessing quality of care for children and adults.
We call this system QA Tool s.

In this introduction, we discuss how the clinical areas were sel ected,
how t he indi cators were chosen, and what is included in the overall system W
then describe in detail how we devel oped the indicators for children and

adol escent s.

ADVANTACGES OF THE QA TOOLS SYSTEM

QA Tools is a conprehensive, clinically based systemfor assessing the
quality of care for children and adults. The indicators cover 46 clinica
areas and all four functions of medicine including screening, diagnosis,
treatment, and followup. The indicators also cover a variety of nodes of
providing care, such as history, physical examination, |aboratory study,
nedi cation, and other interventions and contacts. Initial devel opnent of
indi cators for each clinical area was based on a review of the literature.

The QA Tools system addresses nany limtations of current quality
assessnment tools by offering the foll ow ng:

e They are clinically detailed and require data typically found in

nmedi cal records rather than just relying exclusively on data from

admi ni strative records



e They examine quality for a popul ati on-based sanple rather than for a
nore restricted sanple of those who use care or have insurance.

e They docunent the scientific basis for devel opi ng and choosi ng the
i ndi cat ors.

e The QA Tools systemis designed to target popul ati ons vulnerable to
underutilization

e Because of the conprehensiveness of the system it is difficult for
health care organi zations to focus on a fewindicators to increase
their quality scores.

e QA Tools is a systemthat can be effective for both internal and
external quality reviews. Health care organizations can use the
systemin order to inprove the overall quality of the care provided.

e Because of the sinple sumary scores that will be produced, it wll
be an inportant tool for purchasers and consuners who are naking
choi ces about health care coverage and which provider to see.

G ven its conprehensiveness, the QA Tools systemcontrasts with | eading

i ndi cators, the nbst conmobn approach to quality measurenent in use today.

Under the | eading indicators approach, three to five specific quality neasures
are selected across a few donmains (for exanple, rates of manmography
screening, preval ence of the use of beta bl ockers anbng persons who have had a
heart attack, and appropriateness of hysterectony).

Leadi ng indicators may work well for draw ng general concl usions about

quality when they correlate highly with other simlar but unneasured

i nterventions and when repeated neasurenent and public reporting does not
change the relationship of those indicators to the related interventions.
However, to date no real evaluation of the utility of leading indicators in
assessi ng health system perfornmance has been done. W also do not know

whet her the selected indicators currently in use consistently represent other
unneasured practi ces.

By contrast, a conprehensive system can represent different dinensions

of quality of care delivery by using a | arge nunber of neasures applied to a
popul ation of interest and aggregated to produce index scores to draw
concl usi ons about quality. A conprehensive systemworks well when evidence
exists of variability within and between the diagnosis and nanagenent of

di fferent conditions and when the question being asked is franed at a high



| evel (for instance, how well is the health system hel pi ng the popul ati on stay
heal t hy, or how much of a probl em does underuse present?).

In the 46 clinical areas they enconpass, the QA Tools adequately
represent scientific and expert judgnent on what constitutes quality care.
However, both the science and the practice of nmedicine continue to evol ve. For
the QA Tools to remain a valid tool for quality assessnment over tine, the
scientific evidence in each area needs to be reviewed annually to determne if
new evi dence warrants nodi fying the indicators and/or clinical areas included

in the system

SELECTI NG CLI NI CAL AREAS FOR THE QA TOOLS

We reviewed Vital Statistics, the National Health Interview Survey, the
Nati onal Hospital Discharge Survey, and the National Anbul atory Medical Care
Survey to identify the | eading causes of norbidity and nortality and the npst
conmon reasons for physician visits in the United States. W exam ned
statistics for different age and gender groups in the population (0-1, 1-5,
6-11, 12-17, 18-50 [nmen and wonen], 50-64, 65-75, over 75).

We selected topics that reflected these different areas of inportance
(death, disability, utilization of services) and that covered preventive care
as well as care for acute and chronic conditions. In addition, we consulted
with a variety of experts to identify areas that are inportant to these
various popul ations but that nay be underrepresented in national data sets
(for exanmple, nmental health problens). Finally, we sought to sel ect enough
clinical areas to represent a najority of the health care delivery system

Table I.1 lists the 46 clinical areas included in the QA Tools system by
popul ati on group; 20 include indicators for children and 36 for adults. The
clinical areas, broadly defined, represent about 55 percent of the reasons for
anbul atory care visits among children, 50 percent of the reasons for
anbul atory care visits for the entire population, and 46 percent of the

reasons for hospitalizati on anong adults.

Note: Table |I.1 reflects the clinical areas that were included in the
systemcurrently being tested. Several clinical areas (e.g., lung cancer
sickle cell disease) for which indicators were devel oped were not incorporated

into the current tool due to budgetary constraints.



Table 1.1

Clinical Areas in QA Tools System By Covered Popul ati on G oup

Clinical Areas

Chi | dren

Adul t's

Acne

Adol escent preventive services
Adult screening and prevention

Al cohol dependence

Allergic rhinitis

Ast hma

Atrial fibrillation

Attention deficit/hyperactivity disorder
Beni gn prostatic hyperpl asia
Breast cancer

Cataracts

Cer ebrovascul ar di sease

Cervi cal cancer

Cesarean delivery

Chroni c obstructive pul nonary di sease
Col orectal cancer

Congestive heart failure

Coronary artery di sease

Depr essi on

Devel opnent al screeni ng

Di abetes Mellitus

Di arrheal disease

Fam |y pl anni ng and contraception
Fever of unknown origin

Headache

H p fracture

Hor mone repl acenent therapy

Human i mmunodefi ci ency virus
Hyper |l i pi dem a

Hypert ensi on

| nruni zat i ons

Low back pain

Ot hopedi ¢ conditions
Csteoarthritis

Qitis nedia

Pai n management for cancer

Peptic ul cer di sease & dyspepsia
Pneunoni a

Prenatal care and delivery
Prostate cancer

Tuber cul osi s

Upper respiratory tract infections
Urinary tract infections

Ut eri ne bl eedi ng and hyst erect ony
Vaginitis and sexually transmtted di seases
VWl |l child care

X
X

X X X X X X

X X X

XXX XXX XXXXX X X

x

x

XXX X XXX XXX

X X X X X X

X X X

Total nunmber of clinical areas

20

36




SELECTI NG QUALI TY | NDI CATORS

In this section, we describe the process by which indicators were chosen
for inclusion in the QA Tools system This process involved RAND staff
drafting proposed indicators based on a review of the pertinent clinica

literature and expert panel review of those indicators.

Literature Review

For each clinical area chosen, we reviewed the scientific literature for
evi dence that effective methods of prevention, screening, diagnosis,
treatment, and follow up existed (Kerr et al., 2000a; Kerr et al., 2000b
Mcd ynn et al., 2000a; Mcdynn et al., 2000b). We explicitly exam ned the
conti nuum of care in each clinical area. RAND staff drafted indicators that

e addressed an intervention with potential health benefits for the

pati ent

e were supported by scientific evidence or fornmal professiona

consensus (guidelines, for exanple)

e can be significantly influenced by the health care delivery system

e can be assessed fromavail abl e sources of information, primarily the

nedi cal record

The literature review process varied slightly for each clinical area, but
the basic strategy involved the foll ow ng:

e ldentify general areas in which quality indicators are likely to be

devel oped.

* Review rel evant textbooks and review articles

e Conduct a targeted MEDLI NE search on specific topics related to the

probabl e i ndi cator areas.

The | evel s of evidence for each indicator were assigned to three
categories: random zed clinical trial; nonrandom zed controlled trials, cohort
or case analysis, or multiple time series; and textbooks, opinions, or
descriptive studies. For each proposed indicator, staff noted the highest
| evel of evidence supporting the indicator

Because of the breadth of topics for which we were devel opi ng indicators,
sone of the literature reviews relied exclusively on textbooks and revi ew
articles. Nonetheless, we believe that the reviews adequately summari ze

clinical opinion and key research at the tine that they were conducted. The



literature reviews used to develop quality indicators for children and

adol escents, and for wonen, were conducted between January and July 1995. The

reviews for general nedical conditions, oncologic conditions, and

car di opul nonary conditi ons were conducted between Novenber 1996 and July 1997.
For each clinical area, we wote a sunmary of the scientific evidence and

devel oped tabl es of the proposed indicators that included the |evel of

evi dence, specific studies in support of the indicator, and the clinica

rationale for the indicator. Because the organi zation of care delivery is

changing so rapidly, we drafted indicators that were not in npst cases

i nextricably Iinked to the place where the care was provided.

Types of Indicators

Quality of care is usually determined with three types of neasures:

e Structural neasures include characteristics of clinicians (for
i nstance, board certification or years of experience), organizations
(for instance, staffing patterns or types of equi pnent avail able),
and patients (for instance, type of insurance or severity of
illness).

e Process neasures include the ways in which clinicians and patients
i nteract and the appropriateness of nedical treatnent for a specific
patient.

e CQutcones neasures include changes in patients’ current and future
health status, including health-related quality of life and
satisfaction with care.

The indicators included in the QA Tools systemare prinmarily process

i ndicators. W deliberately chose such indicators because the system was
designed to assess care for which we can hold providers responsi bl e. However,
we col l ect data on a nunmber of internedi ate outconmes neasures (for example,
gl ycosyl at ed henogl obi n, bl ood pressure, and chol esterol) that could be used
to construct internediate clinical outcomes indicators.

In many instances, the nmeasures included in the QA Tools systemare used
to determ ne whether interventions have been provided in response to poor
performance on such neasures (for instance, whether persons who fail to
control their blood sugar on dietary therapy are offered oral hypoglycemc

t her apy) .



The Expert Panel Process

We convened expert panels to evaluate the indicators and to nake fina
sel ections using the RAND/ UCLA Appropri ateness Method, a nodified Del ph
net hod devel oped at RAND and UCLA (Brook 1994). In general, the nethod
guantitatively assesses the expert judgment of a group of clinicians regarding
the indicators by using a scale with values ranging from1 to 9.

The nmethod is iterative with two rounds of anonynous ratings of the
i ndicators by the panel and a face-to-face group di scussi on between rounds.
Each panelist has equal weight in deternining the final result: the quality
indicators that will be included in the QA Tools system

The RANDY UCLA Appropriateness Method has been shown to have a
reproducibility consistent with that of well accepted diagnostic tests such as
the interpretati on of coronary angi ography and screeni ng manmrogr aphy (Shekell e
et al., 1998a). It has al so been shown to have content, construct, and
predictive validity in other applications (Brook, 1994; Shekelle et al.
1998b; Kravitz et al., 1995; Selby et al., 1996).

Approxi mately six weeks before the panel neeting, we sent panelists the
reviews of the literature, the staff-proposed quality indicators, and separate
rati ng sheets for each clinical area. W asked the panelists to exam ne the
literature review and rate each indicator on a nine-point scale on each of two
di rensions: validity and feasibility.

A quality indicator is defined as valid if:

1. Adequate scientific evidence or professional consensus exists
supporting the indicator.

2. There are identifiable health benefits to patients who receive care
speci fied by the indicator

3. Based on the panelists' professional experience, health professionals
with significantly higher rates of adherence to an indicator would be
consi dered higher quality providers

4. The mpjority of factors that determ ne adherence to an indicator are
under the control of the health professional (or are subject to
i nfl uence by the health professional Ofor exanple, snoking cessation).
Ratings of 1-3 nean that the indicator is not a valid criterion for

eval uating quality. Ratings of 4-6 nean that the indicator is an uncertain or



equi vocal criterion for evaluating quality. Ratings of 7-9 nean that the
indicator is clearly a valid criterion for evaluating quality.

A quality indicator is defined as feasible if:

1. The information necessary to determi ne adherence is likely to be found
in a typical nedical record

2. Estinmates of adherence to the indicator based on medical record data
are likely to be reliable and unbi ased.

3. Failure to docunent relevant information about the indicator is itself
a marker for poor quality.

Ratings of 1-3 nean that it is not feasible to use the indicator for
evaluating quality. Ratings of 4-6 nean that there will be considerable
variability in the feasibility of using the indicator to evaluate quality.
Ratings of 7-9 nean that it is clearly feasible to use the indicator for
eval uating quality.

The first round of indicators was rated by the panelists individually in
their own offices. The indicators were returned to RAND staff and the results
of the first round were sunmari zed. We encouraged panelists to conmment on the
literature reviews, the definitions of key terms, and the indicators. W also
encouraged themto suggest additions or deletions to the indicators.

At the panel neeting, participants discussed each clinical area in turn
focusing on the evidence, or |ack thereof, that supports or refutes each
i ndi cator and the panelists’ prior validity rankings. Panelists had before
them the summary of the panel’s first round ratings and a confidentia
rem nder of their own ratings.

The sunmary consi sted of a printout of the rating sheet with the
di stribution of ratings by panelists displayed above the rating line (wthout
revealing the identity of the panelists) and a caret (") narking the
i ndi vidual panelist's own rating in the first round di splayed bel ow the line.

An exanpl e of the printout received by panelists is shown in Figure I.1.



panelist _; round 1; page 1

Sept enmber 14, 1997

Chapter 1
ASTHVA Validity

Feasibility

DI AGNCSI S

3. Spironetry should be neasured in patients 1 1231
with chronic asthma at | east every 2 years. 1234567

TREATMENT

7. Patients requiring chronic treatment with

system c corticosteroids during any 12 nonth

period shoul d have been prescribed inhal ed

corticosteroids during the sanme 12 nonth 16
peri od. 1234567

10. All patients seen for an acute asthm
exacerbation should be evaluated with a
conpl ete history including all of the

foll owi ng
222
a. time of onset 1234567
4
b. all current nedications 1234567
c. prior hospitalizations and energency 5
departnment visits for asthma 1234567
d. prior episodes of respiratory 113
insufficiency due to asthm 1234567
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Scales: 1 =lowvalidity or feasibility; 9 = high validity

or feasibility

Figure I.1 - Sanple Panelist Summary Rating Sheet

Panel i sts were encouraged to bring to the discussion any rel evant

published information that the literature reviews had onitted.

they supplied this information which was, in turn, discussed.

In a few cases,

I n several

cases, the indicators were reworded or otherwise clarified to better fit

clinical judgnent.

After further discussion, all indicators in each clinica

area were re-

ranked for validity. These final round ranki ngs were anal yzed in a nanner

simlar to past applications of the RAND/ UCLA Appropriateness Met hod (Park et

al ., 1986; Brook, 1994). The nedi an panel rating and neasure of di spersion

were used to categorize indicators on validity.



We regarded panel nenbers as being in disagreenent when at |east three
nmenbers of the panel judged an indicator as being in the highest tertile of
validity (that is, having a rating of 7, 8, or 9) and three nenbers rated it
as being in the lowest tertile of validity (1, 2, or 3) (Brook, 1994).
Indicators with a nedian validity rating of 7 or higher w thout disagreenent
were included in the system

We al so obtained ratings fromthe panelists about the feasibility of
obtaining the data necessary to score the indicators fromnmedical. This was
done to nmake explicit that failure to docunent key variables required to score
an indicator would be treated as though the recomended care was not provided.

Al t hough we do not intend for quality assessnent to inpose significant
addi ti onal docunentation burdens, we wanted the panel to acknow edge that
docunentation itself is an elenent of quality particularly when patients are
treated by a team of health professionals. Because of the variability in
docunent ati on patterns and the opportunity to enpirically eval uate
feasibility, indicators with a nmedian feasibility rating of 4 and hi gher were
accepted into the system Indicators had to satisfy both the validity and
feasibility criteria.

Fi ve expert panels were convened on the topics of children's care, care
for wonen 18-50, general nedicine for adults, oncologic conditions and HV,
and cardi opul nonary conditi ons.

The dates on which the panels were conducted are shown in Table I.2.

Table 1.2
Dat es Expert Panels Convened

Chi | dren Cct ober 1995
Wonren Novenmber 1995

Car di opul nonary Sept enber 1997
Oncol ogy/ H V Cct ober 1997
General Medi ci ne Novenber 1997

Tables 1.3 through I.6 sunmarize the distribution of indicators by |evel
of evidence, type of care (preventive, acute, chronic), function of nedicine

(screening, diagnosis, treatnent, followup, continuity), and nodality (for
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exanpl e, history, physical exam nation, |aboratory test, nedication) (Malin et
al ., 2000; Schuster et al., 1997).

The categories were selected by the research team and refl ect termn nol ogy
conmmonl y used by health services researchers to describe different aspects of
heal th service delivery. The categories also reflect the areas in which we
intend to devel op aggregate quality of care scores. However, a significant
benefit of the QA Tools systemis its adaptability to other franmeworks.

Note: In the followi ng tables, the figures in some colums may not tota

exactly 100 percent due to the rounding of fractional nunbers.

Table 1.3

Distribution of Indicators (% by Level of Evidence

Car di o- Gener a
Level of Evidence Chi l dren Wonen Cancer/H'V pul nonary Medi ci ne
Random zed trials 11 22 22 18 23
Nonr andom zed trials 6 16 37 4 17
Descriptive studies 72 59 26 71 57
Added by panel 12 4 15 7 4
Tot al 101 101 100 100 101

11



Di stribution of

Table 1.4

Indicators (% by Type of Care

Car di o- Gener al
Type of Care Children Woren Cancer/H'V pul nonary Medi ci ne
Preventive 30 11 20 3 18
Acut e 36 49 7 26 38
Chroni c 34 41 74 71 44
Tot al 100 101 101 100 100

Table 1.5
Distribution of Indicators (% by Function of Medicine

Functi on of Car di o- Gener al
Medi ci ne Chil dren Worren Cancer/H'V  pul nonary Medi ci ne
Scr eeni ng 23 18 9 3 12
Di agnosi s 31 30 27 54 41
Tr eat nent 36 43 53 36 41
Fol | ow up 10 12 10 8 6
Tot al 100 103 99 101 100

12



Table 1.6
Distribution of Indicators (% by Mdality

Car di o- Gener al
Modal ity Chi l dren Wonen Cancer/H'V pul nonary Medi ci ne
Hi story 19 18 4 11 23
Physi cal 19 10 5 21 15
Lab/ Radi ol ogy 21 23 24 23 18
Medi cati on 25 29 25 25 26
O her 17 19 42 20 17
Tot al 101 99 100 100 99

DEVELOPI NG QUALI TY | NDI CATORS FOR ONCOLOG C CONDI TI ONS AND HI V
W& now describe in nore detail the process by which we devel oped quality

i ndi cators for oncol ogic conditions and HI V.

Sel ecting Cinical Areas

We began our selection of clinical areas by exami ning national data
sources to identify the | eading causes of nortality, norbidity, and functional
l[imtation among adult nen and wonen. The principal data sources for this
review were Vital Statistics, the National Health Interview Survey (NH'S), the
Nati onal Anbul atory Medical Care Survey (NAMCS), and the National Hospital
Di scharge Survey (NHDS).

From these data sources, we selected the conditions that represent the
top causes of nortality, hospitalization, and outpatient visits. This process
led to the selection of sone areas that were devel oped for the wonen's care
panel (Mcdynn et al., 2000b).

To facilitate the review and rating process, we grouped the selected
areas into three categories: cardiopul nobnary conditions, oncol ogic conditions
and H'V, and general nedical conditions. Table |I.7 lists the clinical areas

covered by each of these categories. “Cancer Pain and Palliation” was not
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anmong the originally selected clinical areas, but was added during the panel

process as a result of strong reconmendati ons from several oncol ogy panelists.

Table 1.7
Clinical Areas Covered by Each Expert Panel
Car di opul nonary Oncol ogy and H V General Medi ci ne
(N=12) (N=11) (N=22)
Ast hnma* Breast Cancer Screening Acne*
Atrial Fibrillation Breast Cancer Diagnosis Al cohol Dependence*

Cer ebr ovascul ar Di sease
Chroni c Qostructive
Pul nonary Di sease
Cigarette Counseling*
Congestive Heart
Failure
Coronary Artery Di sease
Di agnosi s and
Scr eeni ng
Coronary Artery Disease
Prevention and
Tr eat ment
Hyper | i pi dem a
Hypert ensi on*
Pneunoni a
Upper Respiratory
I nfecti ons*

and Treat nent*

Cervi cal Cancer
Scr eeni ng*

Col orectal Cancer
Scr eeni ng

Col orectal Cancer
Di agnosi s and
Tr eat nent

H V D sease

Lung Cancer

Prostate Cancer
Scr eeni ng

Prost ate Cancer
Di agnosi s and
Tr eat nent

Ski n Cancer Screening

Cancer Pain and
Pal l'i ation

Allergic Rhinitis*
Benign Prostatic
Hyper pl asi a
Cat aract s
Chol el ithiasis
Denenti a
Depr essi on*
D abetes Mellitus*
Dyspepsi a and Peptic
U cer D sease
Hor none Repl acenent
Ther apy
Headache*
H p Fracture
Hyst er ect ony
I ngui nal Hernia
Low Back Pain (Acute)*
Ot hopedi ¢ Condi tions
Osteoarthritis
Preventive Care*
Urinary Tract
I nfections*
Vaginitis and Sexual |y
Transmitted D seases*
Vertigo and Di zzi ness

* Previously addressed by the panel

(Mcd ynn et al., 2000Db).

on quality of care for wonen

Conducting Literature Reviews

The literature reviews were conducted as described earlier in this

Introduction by a team of 14 physician investigators, many of whom have

clinical expertise in the conditions selected for this project. Each

investigator drafted a review of the literature for his or her topic area,

focusing on inmportant areas for quality neasurement (as opposed to a clinical

review of the literature, which would focus on clinical managenent) and

drafted potential indicators.
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Every indicator table was then reviewed by Drs. Asch or Kerr for content,
consi stency, and the likely availability of information necessary to score
adherence to the indicator fromthe nmedical record. On a few occasions, when
guestions renai ned even after detailed literature review, we requested that a
clinical leader in the field read and commrent on the draft review and
i ndi cat ors.

In addition, the physician investigators updated the 16 clinical areas
carried over fromthe wonen's care panel. This included reading the reviews
and indicators fromthe wonen's care panel, updating the supporting literature
to 1997, and nodi fying the pre-existing indicators as appropriate. |In nost
cases few changes were nade, but indicators were deleted if the evidence
changed or if our inplenentation experience proved that it was not feasible to
coll ect the data necessary to determine eligibility and/or a scoring
indicator. Indicators were added if strong evi dence since 1995 supported the
need for a newcriterion. In the clinical areas previously addressed, the
expert panels for this project rated only those indicators that had been added
or significantly revised (indicated by bold type in the indicator tables in
the chapters that follow).

This quality assessnent system was designed to enconpass a substantia
portion of the inpatient and ambul atory care received by the population. In
order to estinmate the percentage of anmbulatory care visits covered by this
system we aggregated applicable 1CD-9 codes into the clinical areas for which
we are developing quality indicators. W then cal cul ated the nunber of adult
visits for each condition in the 1993 National Anbul atory Medi cal Care Survey
(NAMCS). W used the sane nethod to estinmate the percentage of inpatient
adm ssions accounted for by each clinical area in the 1992 National Hospita
Di scharge Survey.

Aggregating ICD-9 codes into the clinical areas covered by this system
was an inprecise task, requiring a rather broad definition of what is
“included” in each clinical area. The 45 clinical conditions covered by this
qual ity measurenent system enconpass 50 percent of all anbulatory care visits

and 46 percent of non-federal inpatient hospital adnissions.

15



Devel opi ng | ndicators

In each clinical area, we devel oped indicators defining the explicit
criteria by which quality of care would be eval uated. These indicators focus
on technical processes of care for the various conditions and are organi zed by
function: screening, diagnosis, treatnent and foll ow up. Al though we have
devel oped indi cators across the continuum of managenent for each condition, we
have not attenpted to cover every inportant area or every possible clinica
circunstance. The indicators were designed to apply to the average pati ent
with the specified condition who is seeing the average physician

Qur approach nmakes a strong distinction between indicators of quality of
care and practice guidelines (see Table 1.8). Wile guidelines are intended to
be conprehensive in scope, indicators are neant to apply to specific clinica
circunstances in which there is believed to be a strong |link between a
nmeasur abl e health care process and patient outcones.

I ndicators are not intended to neasure all possible care for a condition
Furthernore, guidelines are intended to be applied prospectively at the
i ndi vidual patient |evel, whereas indicators are applied retrospectively and
scored at an aggregate level. Finally, indicators nust be witten precisely in
order to be operationalized (that is, to formuseful measures of quality based

on nedi cal records or administrative data).

Table 1.8

Clinical Quidelines versus Quality Indicators

Cui del i nes I ndi cators

Conprehensive: Cover virtually all | Targeted: Apply to specific
aspects of care for a condition. clinical circunmstances in which
there is evidence of a process-
outcone |ink.

Prescriptive: Intended to onservational : Measure past
i nfl uence provider behavior provi der behavi or at an aggregate
prospectively at the individual | evel .

patient |evel

Fl exi ble: Intentionally allow room| Operational: Precise | anguage that

for clinical judgnent and can be applied systematically to
i nterpretation. nmedi cal records or adm nistrative
dat a.
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The indicator tables at the end of each chapter of this book

e note the population to whomthe indicators apply

e list the indicators thensel ves

e provide a "grade" for the strength of the evidence that supports each
i ndi cat or

e Jlist the specific literature used to support each indicator

e provide a statenent of the health benefits of conplying with each
i ndi cat or

e include comments to further explain the purpose or reasoni ng behind

each indicator.

Sel ecting Panel Participants

We requested nom nations for potential expert panel participants fromthe
rel evant specialty societies for oncol ogy and H V: the American Coll ege of
Physi ci ans, Anerican Acadeny of Fam |y Physicians, Anerican Geriatrics
Soci ety, American Cancer Society, Anerican Society of Cinical Oncol ogy,
Infectious Disease Society of America, and the Society of General Interna
Medi ci ne. W received a total of 206 noninations for the panels on genera
i nternal medicine, oncology and HV, and cardi opul nonary conditi ons.

Each nom nee was sent a letter summari zing the purpose of the project and
i ndi cati ng which group recommended them |Interested candi dates were asked to
return a curriculumvitae and cal endar with avail able dates. W received
positive responses from 156 potential panelists. The quality of the
recommended panelists was excell ent.

We sought to ensure that each panel was diverse with respect to type of
practice (academ c, private practice, managed care organi zational practice),
geographi c location, gender, and specialty. The oncol ogy panel included seven
oncol ogi sts and two general internists. Dr. Lodovicco Bal ducci, an oncol ogi st,
was sel ected by RAND staff to chair this panel (see the Acknow edgenents

earlier in this book for the list of panelists).

Selecting the Final Indicators
The panel process was conducted as described earlier in this
I ntroducti on.
During the course of the Oncol ogy and H V panel neeting, several

panelists noted the rapidity with which clinical practice in this field is
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changi ng. Therefore, process of care criteria that represented standard
practice at the tine of the panel neeting nmay soon becone obsol ete as new
practices are found to be efficacious.

For many patients, the best option may be enrollnment in a clinical tria
of a new therapy (where standard therapy is the random zed alternative). To
ensure that the inportance of clinical trials is recognized, we have incl uded
enrollment in such trials, with docunentation of inforned consent, as neeting
the intent of several oncology indicators for which panelists felt this option

was appropriate. For all other indicators included in the system patients

participating in a relevant clinical trial will be considered ineligible for
the intervention specified in the indicator(s) and will not be included in the
scori ng.

Anal yzi ng the Final Set of Indicators

A total of 145 quality indicators (including subparts) were reviewed by
t he oncol ogy and H V expert panel. Al 11 indicators retained fromthe wonen's
care panel were accepted by the oncol ogy/ H V panel on the basis of the wonen's
panel's ratings. Six indicators were del eted before the final panel ratings in
response to revisions suggested by panelists prior to or during the pane
neeting. Of the renmaining 128 indicators that received final ratings fromthis
panel , 20 were added by the oncol ogy and H V care panel itself. This occurred
ei t her when panelists agreed that a new indicator should be witten to cover
an inportant topic, or, nore frequently, as a result of splitting a staff-
proposed i ndi cator.

The panel accepted 106 (83% of the 128 indicators it rated. Twenty-two
i ndicators (17% were dropped due to lowratings: 17 for low validity scores,
3 for substantial disagreenent on validity, and 2 for low feasibility scores.

Table 1.9 summari zes the disposition of all 145 proposed oncol ogy and H V
quality indicators by the strength of their supporting evidence. The final set
consists of 117 indicators (106 rated by this panel and 11 approved based on
rati ngs by the wonen's panel), or 81 percent of those proposed. Table 1.9
reveal s that indicators that are not based on random zed clinical trials (that
is, Level Il and Level 11l indicators) were nuch nore likely to be rejected by

the panel. Simlarly, indicators proposed by the panelists thenselves fared
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poorly relative to those with Level | evidence. This pattern has been observed

consi stently across several RAND quality of care panels.

Table 1.9

Di sposition of Proposed Oncology and H'V Quality Indicators
by Strength of Evidence

I ndi cat or Di sposition
Ret ai ned Dr op

Strength of Evidence _ Total : Drop Due to

g Proposed Accepted fromVemen's  bef ore Low Rati ng
Panel Rati ng

I . Random zed 27 26 0 0 1

controlled trials (100% (96% (0% (0% (4%

I'l. Non-random zed 57 41 2 2 12

trials (100% (729 (4% (4% (21%

I'1l. Opinions, 41 22 9 4 6

descriptive studies,

or textbooks (100% (549 (22% (10% (15%

V. Added by 20 17 0 0 3

Cinical Panel (100% (85% (0% (0% (15%

Tot al 145 106 11 6 22

(100% (739% (8% (4% (15%

The sunmary ratings sheets for oncology and H V are shown in Appendi x A
of this book.

Figure I.2 provides an exanple of a final sunmary rating sheet. The
chapter number and clinical condition are shown in the top left margin. The
rating bar is nunbered from1l to 9, indicating the range of possible
responses. The number shown above each of the responses in the rating bar
i ndi cates how many panelists provided that particular rating for the
i ndi cator. Below the score distribution, in parentheses, the nmedian and the
absol ute deviation fromthe nedia are |listed. Each dinmension is assigned an A
for “Agreenment”, D for “Disagreenent”, or | for “lndeterm nate” based on the

score distribution.

Not e: We reconmend caution when reviewi ng the ratings for each indicator.

The overall median does not tell us anything about the extent to which the
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i ndi cators occur in clinical practice. To deternm ne that, actual clinical data

to assess the indicators nmust be collected and anal yzed.
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Chapter 6

HI V DI SEASE Validity Feasibility
SCREENI NG AND PREVENTI ON
1. HV+ patients should be offered PCP
prophyl axis within one nonth of neeting any
of the follow ng conditions:
18 3
a. CD4 count dropping bel ow 200 123456789 123456738 ( 1- 2
(9.0, 0.1, A (9.0, 0.3, A
212 11 2 2 1112
b. Thrush 123456789 123456738 ( 3- 4
(3.0, 2.2, 1) (7.0, 2.3, 1)
27 3
c. Conpletion of active treatnent of PCP 123456789 123456738 ( 5 6)
(9.0, 0.2, A (9.0, 0.3, A
1116 3
d. CD4 bel ow 15% 123456789 123456738 ( 7- 8)
(9.0, 0.7, A (9.0, 0.3, A
2. HV+ patients who do not have active TB
and who have not ever previously received TB
prophyl axi s should be of fered TB prophyl axi s
within one nmonth of neeting any of follow ng
condi tions:
135 13
a. Current PPD > 5 mm 123456789 123456738 ( 9- 10)
(9.0, 0.6, A (9.0, 0.6, A
b. Provider noting that patient has had PPD
> 5 nm admi ni stered at anytime since HV 243 1 131
di agnosi s 123456789 123456738 ( 11- 12)
(8.0, 0.6, A (7.0, 1.2, A
2 1 1 122 2 1213
c. Contact with person with active TB 123456789 123456738 ( 13- 14)
(7.0, 2.7, D (4.0, 1.6, I)
3. HV+ patients who do not have active
t oxopl asnosi s shoul d be of fered toxopl asnosi s
prophyl axis within one nonth of meeting
either of the follow ng conditions:
- Toxo 1 gG positive and CD4 count dropping
bel ow 100
- Conpl etion of therapy for active 3 6 22
t oxopl asnosi s 123456789 123456738 ( 15- 16)
(9.0, 0.7, A (9.0, 0.7, A
4. HV+ patients should have toxopl asnosi s 414 34
serol ogy docurent ed. 123456789 123456738 ( 17- 18)
(8.0, 0.9, A (8.0, 0.6, A
5. H V+ patients should be offered MAC
prophyl axis within one nonth of a CD4 count 225 32
dr oppi ng bel ow 50. 123456789 123456738 ( 19- 20)
(9.0, 0.7, A (8.0, 0.8, A
6. H V+ patients with a | owest recorded 1332 1 15
CD4 > 200 shoul d have a documented pneunmbvax. 12 3456789 123456738 ( 21- 22)
(8.0, 0.8, A (7.0, 1.1, A
7. HV+ patients with a | omwest recorded CD4
count of |ess than 100 shoul d have had a 423 123
yearly dilated fundoscopi c exam 123456789 123456738 ( 23- 24)
(8.0, 0.8, A (8.0, 0.8, A
8. H V+ patients should have a VDRL or RPR 324 23
docurmented in the chart. 123456789 123456738 ( 25- 26)
(8.0, 0.8, A (8.0, 0.7, A
9. Sexually active H V+ patients shoul d be 7 1 1 511 2
of fered a VDRL/ RPR annual |y. 123456789 123456738 ( 27- 28)
(1.0, 1.0, A (1.0, 1.2, A

Scales: 1 = lowvalidity or feasibility; 9 = high validity or feasibility

Figure I.2 - Sanple Rating Results Sheet
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The tabl es in Appendi x B show t he changes made to each indicator during
t he panel process, the reasons for those changes, and the final disposition of
each indicator. Wierever possible, we have tried to briefly sunmarize the
di scussion that led the panel to either nmodify or drop indicators. These
expl anati ons are based on extensive notes taken by RAND staff during the pane
process, but should not be considered representative of the views of all of
t he panelists, nor of any individual.

Because the final quality assessnment systemw || produce aggregate scores
for various dinensions of health care, it is useful to exanmi ne the
distribution of the final indicators across sone of these dinmensions. Table
.10 summari zes the distribution of quality indicators by type of care
(preventive, acute, and chronic), the function of the nedical care provided
(screening, diagnosis, treatnent, and follow up), and the nodality by which
care is delivered (history, physical exam nation, |aboratory or radiologic
study, medication, other interventions,1 and other contacts?. Indicators were
assigned to only one type of care, but could have up to two functions and
three nodalities.

Indicators with nore than one function or nodality were all ocated
fractionally across categories. For exanple, one indicator states, “For
pati ents who present with a conplaint of sore throat, a history/physical exam
shoul d docunent presence or absence of: a) fever; b) tonsillar exudate; c)

anterior cervical adenopathy.” This indicator was all ocated 50 percent to the

history nodality and 50 percent to the physical exam nation nodality.

1 O her interventions include counseling, education, procedures, and
surgery.

2 (ther contacts include general followup visit or phone call, referra
to subspecialist, or hospitalization
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Table [.10

Distribution of Final Oncology and HV Quality
I ndi cators by Type of Care, Function, and Mdality

Nunber of Per cent of
I ndicators I ndi cators

Type

Preventive 23 20%

Acut e 8 7%

Chronic 86 74%
Function

Screeni ng 11 9%

Di agnosi s 32 27%

Tr eat nent 62 53%

Fol I ow up 12 10%
Modal i ty*

Hi story 5 4%

Physi cal Exami nation 6 5%

Laboratory or 28 24%

Radi ol ogi ¢ St udy

Medi cati on 29 25%

O her Intervention 50 43%

O her Cont act 0 0%
Tot al 117 100%

* Total does not sumto 117 due to rounding.

CONCLUSI ON

This report provides the foundation for a broad set of quality indicators
covering oncol ogy and H'V health care. The final indicators presented here
cover a variety of clinical conditions, span a range of clinical functions and
nodalities, and are rated by the | evel of evidence in the supporting
l[iterature. When conbined with the indicators approved by the wonmen's care,
child and adol escent care, cardiopul nonary, and general medicine expert
panel s, the conplete quality assessnment systemw || be nore conprehensive than
any quality assessment systemin use today.

The conprehensive nature of this systemis denonstrated by the broad
scope of the indicators. O the 145 indicators reviewed by the oncol ogy and
H V expert panel, 117 (81% were retained. These indicators cover a m x of

preventive, acute, and chronic care. However, given the chronic nature of the
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conditions covered by this panel, a large proportion of the indicators (74%
fall into the chronic care category. They address all four functions of
nmedi ci ne, including screening, diagnosis, treatnent and foll ow up. Mreover,
the indicators cover a variety of nodes of care provision, such as history,
physi cal exam nation, |aboratory study, and nedication. Many of the

oncol ogy/ HV indicators (42% are in the “Qher Intervention” nodality, which
i ncl udes surgery and radi ation therapy.

There are many advantages to a conprehensive quality assessnment system
Not only does it cover a broad range of health conditions experienced by the
popul ation, but it is also designed to detect underutilization of needed
services. |In addition, because of its broad scope, it will be difficult for
health care organi zations to inprove their quality scores by focusing their
i mprovenent efforts on only a few indicators or clinical areas.

Finally, this systemcan be effective for both internal and externa
quality reviews. Sufficient clinical detail exists in the systemsuch that
organi zations will be able to use the resulting information to inprove care
while the sinple sunmmary scores that the systemgenerates will be an inportant

tool for health care purchasers and consuners.

ORGANI ZATI ON OF THI' S DOCUNENT
The rest of this volume is organized as foll ows:
e [Each chapter summari zes
- Results of the literature review for one condition
- Provides a table of the staff’'s reconmended indicators based on
that review
- Indicates the level of scientific evidence supporting each
i ndi cator along with the specific relevant citations.
e Appendix A provides the sumary rating sheets for each condition
e« Appendi x B shows the changes made to each indicator during the pane
process, the reasons for those changes, and the final disposition of

each indicator.
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