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1. Co-Chair Auerbach provided a brief summary of the committee’s progress to date, and introduced the topic of population health. He then introduced Dr. Paul Jarris, Executive Director of the Association of State and Territorial Health Officials (ASTHO) to give a presentation on community and population health.
2. Dr. Jarris began by emphasizing the lack of standard definitions and concepts in the field of community and population health. He presented results from a study that suggested that only 10% of premature deaths were caused by factors attributable to health care services. 
· A Committee member asked on what basis the percentage was determined
· Dr. Jarris gave the example of a heart attack to demonstrate how premature death is affected by numerous different factors.
· A Committee member stated that the study made assumptions. Dr. Jarris stated that he would not use the word “assumptions,” as the data show the presented results to be accurate.

· A Committee member asked if Dr. Jarris meant to say “medical care” instead of “healthcare.” A Committee member asked Dr. Jarris to clarify what the 10% of health care services meant. 
· Dr. Jarris explained that the numbers represented the percentage of premature deaths that could have been prevented in a perfect healthcare system. 
· Dr. Jarris also noted that the methodology for considering public health measures may take a number of years and is done mostly through surveys and may present a challenge to evaluate which measures are more applicable than others. 

Dr. Jarris continued his presentation by discussing the effectiveness of various types of population health interventions, and the role that hospitals and ACOs play in managing the health of a population. He emphasized that hospitals are required to perform needs assessments and a public health improvement plan, and that this presents a great opportunity for hospitals to play meaningful roles in the health of their communities. He suggested that quality measures that take into account disease burden in an entire population incentivize providers to enter their communities and address public health problems at their source. Dr. Jarris offered a series of goals and standards that should be promoted in local communities. 
· A Committee member asked who should be responsible for promoting the goals in local communities, and stated that a goal of “promotion” without identifying a responsible party allows people to remain passive. Dr. Jarris stated that the action of promoting the goal is not as important as the receipt of the service, and argued that if services are not offered in a timely, affordable way, it does not matter how often or who offered them. He also stated that the goal of the Hospital Engagement Network is to spread these ideas throughout the country, and that the responsible party may vary between communities.

· A Committee member stated that this was problematic, because when everyone is accountable, no one is accountable. Dr. Jarris stated that Massachusetts could certainly specify who is responsible for each goal in each community. 
Dr. Jarris then outlined the process by which NQF solicited measures for community and population health, and the barriers that the group faced in receiving measures. These included a lack of brand recognition among public health professionals, and the onerous application process. He then discussed some of the measures that the group received, and why the group felt that the measures were strong or weak. He emphasized that these measures are new—although endorsed by the NQF—and that there is still a lot to be learned about how they will function in practice.

· A Committee member spoke in support of new measures and measure developers, and stated that the SQAC should be flexible in recommending new measures. 
· Co-Chair Auerbach asked if the measures that Dr. Jarris presented were meant to be used as traditional quality of care measures for an ACO, or if they were meant to provide background to the hospital or ACO to help them focus their community outreach programs. Dr. Jarris gave the example of a rejected measure- length of time that immigrants had lived in a given community- as an example of a measure that would provide good background, but that does not actually indicate better or worse quality. He confirmed that hospitals and ACOs would benefit about knowing more about their communities, but that the goal of these measures is to drive providers towards trying to improve measurable health statistics. 

· Co-Chair Auerbach proposed linking some of the population health measures with more traditional clinical measures, such as number of patients tested for HIV. Dr. Jarris stated that it is important to make sure that implementation of population health measures do not incentivize hospitals and ACOs to de-market to certain populations. 

· A Committee member stated that he agreed on the need for flexibility when recommending new, untested measures. A Committee member stated that new, untested measures often should be endorsed for political reasons: they send a sign that an issue is important to the SQAC. She stated that while the SQAC should recommend NQF-endorsed measures whenever possible, the NQF-endorsed measures do not cover everything. 

· A Committee member asked Dr. Jarris how measures such as number of missed days of school due to illness can be accurately captured: how can one confirm that the missed school day was actually related to illness? Dr. Jarris suggested that health can be interpreted widely, and that school attendance itself is an important public health topic. 

· A Committee member insisted that so many other factors contribute to missed school, that holding providers accountable was difficult. Dr. Jarris replied that it’s not always possible to control whether a mother takes her children to the beach for the day, but it is possible to influence that decision. Co-Chair Auerbach noted that most of the measures that the SQAC is considering are based on an encounter between a patient and a physician. He noted that many of the population health measures are outside of that encounter. He asked if, rather than measuring something outside of the patient-physician encounter, if population health measures should instead evaluate an intervention put in place based on baseline findings. 

· Dr. Jarris noted that many complementary clinical measures exist for population health measures. A population health measure may be the number of adolescents who smoke in a community, and the clinical measure may look at how many adolescents receive smoking cessation counseling. If you look at the data at two different levels- one at the jurisdictional level, and one at the ACO level, you can see the difference between the two rates, and hopefully force ACOs to take on ownership of the health of the community. 
· Co-Chair Auerbach asked if the population measures should exist as a bundle of quality measures that ask whether or not a physician uses the type of intervention that is known to be most effective for a given condition. Dr. Jarris confirmed that there is great potential in bundling measures, and linking these measures with a hospital’s community benefit program. 
· Co-Chair Boros asked if these measures should be tied into the IRS Community Benefit Program. Dr. Jarris explained that the IRS requirements are not proscriptive, but that Massachusetts could be more specific in its state requirements. He emphasized a balance between requiring hospitals to look at specific conditions, and allowing them to treat the conditions most prevalent in their communities. 

· Co-Chair Boros asked if Dr. Jarris could summarize the NQF-endorsed measures related to community and population health. He also asked if validity and practicality information on these measures is known. Dr. Jarris stated that the measures he discussed during the presentation were meant to serve as examples, not specific recommendations, and agreed to send the list of NQF-endorsed community and population health measures to the SQAC. 

· A Committee member asked if anyone had used these measures before. Dr. Jarris stated that Massachusetts would be the first state to implement a bundle of population health measures. 
· A Committee Member asked about the value to a family in having these kinds of measures reported. Dr. Jarris stated that it’s an issue of public health: these measures will force providers to try and influence things that can be improved. 

· Co-Chair Boros asked if you could use the measures to compare a specific provider practice’s rate to the community rate. Dr. Jarris said that risk adjustment would be necessary for this type of comparison. 
· A Committee member emphasized the need for using local benchmarks in this type of comparison. Co-Chair Boros noted that these measures serve the dual purpose of creating hospital accountability not only for a outcome, but also for an activity at the hospital. He spoke of the measures’ ability to drive both teaching hospitals and community hospitals into the local community. 
· A Committee Member asked how one could define a community in a city like Boston, in which many hospitals share geographical boundaries and communities. She suggested that one might need a patient census from every hospital to determine the population served.

· A Committee member stated that these censuses show that in general 70-80% of a hospital’s population comes from the surrounding communities. Dr. Jarris discussed the importance of involving state and local government to ensure that hospital don’t try to avoid specific groups within a community. 
3. Co-Chair Boros presented a “strawperson” to the committee as a model for how to pare down the list of proposed measures to a manageable size. The model included 3 settings: hospitals, community health centers, and care transitions. Each setting had specific priority areas and domains. The model suggests that there are different measures that evaluate those domains, but that different measures often serve different purposes. He suggested that the best measure for deciding payment may not be the best measure for driving clinical quality improvement, which may not be the best measure for improving public health.

· A Committee member asked if the purpose of the strawperson was to help the SQAC decide which measures to recommend. Co-Chair Boros confirmed this as one purpose, and stated that the second purpose was to use the strawperson to communicate the SQAC’s goals to the public. 
· A Committee member asked why “improving public health” was one of the types of measures, akin to deciding payment and driving clinical quality improvement. He stated that he felt that all measures had a public health purpose. Co-Chair Boros stated that a measure could end up in multiple columns, but that it may be better for some purposes than other. He confirmed that the Committee does not need to fill all of the columns of the strawperson. He also stated that this framework may better allow the Committee to test new measures that have not been widely implemented in other settings.

· Dr. Biondolillo stated that there could be unintended consequences of implementing measures if providers feel that they are being judged. This is why some measures- such as those that use risk adjustment- are often better for public reporting. It is important to ensure that quality measures do not jeopardize health. Dr. Biondolillo confirmed that having measures that aren’t publically reported can make piloting new measures more palatable.
· A Committee member stated that her assumption is that all measures should be transparent and publically reported, except under very rare conditions. She was not comfortable with the idea of having a subset of measures that are collected but never publically released. Dr. Biondolillo reminded the committee that the measures will be used to tier providers as well, and that this is a different process than driving quality improvement or public reporting.

· A Committee member asked if the SQAC was trying to choose 15 measures total, or for each area. Dr. Biondolillo confirmed that the goal for the first year was to choose 15 different measures in each priority area.

· Co-Chair Auerbach stated that the Division of Insurance and the Department of Public Health will be using the measures in different ways, and while the SQAC has no jurisdiction over the Division of Insurance, he believed that they would pull out the measures that best served their needs, rather than using measures that the committee had recommended for quality improvement for tiering. 
· Co-chair Boros asked for feedback on the usefulness of the strawperson, and stated that the Committee could, if it chose, just recommend all of the proposed measures. 
· A Committee member asked what the alternative to the strawperson was. Co-chair Boros stated that the SQAC could recommend all of the proposed measures, and trust DPH and DOI to use them as they see fit.

· A Committee member asked if everyone was comfortable with this framework, considering that it presumes that some measures may be made confidential initially. A Committee member stated that all of the proposed measures are NQF-endorsed, meaning they’re not new, and do not require extensive testing to prove their validity. She felt that these measures did not merit confidentiality because they are well established.

· Co-Chair Boros reminded the SQAC that not all NQF-endorsed measures are widely reported or well known. Co-Chair Auerbach stated that he agreed that unless the data are faulty or inaccurate, he felt that all data should be publically reported. He also stated that he felt the SQAC had an obligation to choose specific measures—not just recommend them all—in order to demonstrate how important they think the process is. 

4. Iyah Romm, from the Department of Public Health, told the Committee members what documents to expect before the next meeting of the SQAC. 

The Meeting was adjourned. 
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