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	2. RELIABILITY & VALIDITY - SCIENTIFIC ACCEPTABILITY OF MEASURE PROPERTIES

	Extent to which the measure, as specified, produces consistent (reliable) and credible (valid) results about the quality of care when implemented. (evaluation criteria)
Measure testing must demonstrate adequate reliability and validity in order to be recommended for endorsement. Testing may be conducted for data elements and/or the computed measure score. Testing information and results should be entered in the appropriate field.  Supplemental materials may be referenced or attached in item 2.1. See guidance on measure testing.

	2a2. Reliability Testing. (Reliability testing was conducted with appropriate method, scope, and adequate demonstration of reliability.)

	2a2.1 Data/Sample (Description of the data or sample including number of measured entities; number of patients; dates of data; if a sample, characteristics of the entities included):  
The data are from 301 physicians and other mid-level providers (eg, nurse practitioners, midwives, and Physician Assistants) in a large, urban safety-net network.

The data were collected from a network of community health centers serving primarily low-income and uninsured patients with multiple, complex needs located in the Midwestern US. 

The total number of quality events assessed is 13,312. The data are from calendar year 2011.

The site used SQL queries of the EHR to select eligible providers.

REGISTRY –  Signal to Noise Ratio Analysis (PQRS)

The data source is Registry data from the PQRS program, provided by the Center for Medicare & Medicaid Services (CMS).  The data are for the time period January 2015 through December 2015 and cover the entire United States.

The total number of physicians reporting on this measure, via the Registry option, in 2015, is 30,033. Of those, 29,949 physicians had all the required data elements and met the minimum number of quality reporting events (10) for a total of 9,391,919 quality events.   For this measure, 90.7 percent of physicians are included in the analysis, and the average number of quality reporting events after exceptions are removed is 312.8 for the remaining 9,368,676 events. The range of quality reporting events for 29,949 physicians included is from 7302 to 10. The average number of quality reporting events for the remaining 9.3 percent of physicians that aren’t included is 4.05.

There were 9,368,676 patients included in this reliability testing and analysis.  These were the patients that were associated with physicians who had 10 or more patients eligible for this measure and remained after exceptions were removed.

CLAIMS –  Signal to Noise Ratio Analysis (PQRS)

The data source is Claims data from the PQRS program, provided by the Center for Medicare & Medicaid Services (CMS).  The data are for the time period January 2015 through December 2015 and cover the entire United States.

The total number of physicians reporting on this measure, via the CLAIMS option, in 2015, is 71,445. Of those, 53,326 physicians had all the required data elements and met the minimum number of quality reporting events (10) for a total of 10,177,218 quality events.   For this measure, 74.6 percent of physicians are included in the analysis, and the average number of quality reporting events after exceptions are removed is 190.5 for the remaining 10,163,456 events. The range of quality reporting events for 53,326 physicians included is from 3,923 to 10. The average number of quality reporting events for the remaining 25.4 percent of physicians that aren’t included is 3.5.

There were 10,163,456 patients included in this reliability testing and analysis.  These were the patients that were associated with physicians who had 10 or more patients eligible for this measure and remained after exceptions were removed.

2a2.2 Analytic Method (Describe method of reliability testing & rationale): 

Analytic Method

Reliability of the computed measure score was measured as the ratio of signal to noise. The signal in this case is the proportion of the variability in measured performance that can be explained by real differences in eligible provider performance.  Reliability at the level of the specific eligible provider is given by:

Reliability = Variance (eligible provider-to-eligible provider) / [Variance (eligible provider-to-eligible provider ) + Variance (eligible provider-specific-error]

Reliability is the ratio of the eligible provider-to-eligible provider variance divided by the sum of the eligible provider-to-eligible provider variance plus the error variance specific to a eligible provider.  A reliability of zero implies that all the variability in a measure is attributable to measurement error. A reliability of one implies that all the variability is attributable to real differences in eligible provider performance.

Reliability testing was performed by using a beta-binomial model. The beta-binomial model assumes the eligible provider performance score is a binomial random variable conditional on the eligible provider’s true value that comes from the beta distribution. The beta distribution is usually defined by two parameters, alpha and beta. Alpha and beta can be thought of as intermediate calculations to get to the needed variance estimates.    

Reliability is estimated at two different points, at the minimum number of quality reporting events for the measure and at the mean number of quality reporting events per eligible provider who met the threshold for inclusion in the analysis. For this measure, the reliability was estimated at 3 different minimum thresholds for inclusion: 10, 20, and 30 events. 

REGISTRY, CLAIMS – Signal to Noise Ratio analysis (PQRS)

Reliability of the computed measure score was measured as the ratio of signal to noise. The signal in this case is the proportion of the variability in measured performance that can be explained by real differences in physician performance.  Reliability at the level of the specific physician is given by:

Reliability = Variance (physician-to-physician) / [Variance (physician-to-physician) + Variance (physician-specific-error]

Reliability is the ratio of the physician-to-physician variance divided by the sum of the physician-to-physician variance plus the error variance specific to a physician.  A reliability of zero implies that all the variability in a measure is attributable to measurement error. A reliability of one implies that all the variability is attributable to real differences in physician performance.

Reliability testing was performed by using a beta-binomial model. The beta-binomial model assumes the physician performance score is a binomial random variable conditional on the physician’s true value that comes from the beta distribution. The beta distribution is usually defined by two parameters, alpha and beta. Alpha and beta can be thought of as intermediate calculations to get to the needed variance estimates.    

Reliability is estimated at two different points, at the minimum number of quality reporting events for the measure and at the mean number of quality reporting events per physician.

2a2.3 Testing Results (Reliability statistics, assessment of adequacy in the context of norms for the test conducted): 

Testing results –
The reliability was estimated for eligible providers who met the minimum number of quality reporting events for inclusion in the analysis.  We conducted the analysis using a minimum of 10, 20, and 30 events.  The number of eligible providers eligible for inclusion went from 175 when the threshould was 10 events to 147 when the threshold was 20 events to 126 when the threshold was 30. The average number of quality reporting events for eligible providers included at 10 events is 76.1 for a total of 13,312 events; at 20 events is 87.8 for a total of 12,908 events and at 30 events is 98.4 for a total of 12,403 events . The range of quality reporting events for eligible providers included is from 389 to 10, 389 to 20, and 389 to 30. 

For this measure, the reliability at the minimum level of quality reporting events varied between the three minimum thresholds for inclusion. At  10 quality events the reliability was 0.46. Increasing the threshold for inclusion to 20 events raises the reliability to 0.61 and at 30 events the reliability is 0.69. The reliability at the average number of quality reporting events was stable in the 0.86 to 0.88 range.

1) Minimum number of events

2) Average number of events

3) Number of eligible providers meeting threshold

4) Reliability at minimum number of  events

5) Reliability at average number of events

1)      2)      3)      4)      5)

10
76.1
175
0.46
0.86

20
87.8
147
0.61
0.87

30
98.4
126
0.69
0.88

This measure has high and stable reliability when evaluated at the average number of quality events. When increasing the minimum threshold for inclusion, the reliability evaluated at that threshold increases. 

Data analyses were conducted by using SAS/STAT software, version 8.2 (SAS Institute, Cary, North Carolina). 
REGISTRY – Signal to Noise Ratio analysis (PQRS)

This measure has 0.78 reliability when evaluated at the minimum level of quality reporting events and 0.99 reliability when evaluated at the average number of quality events.  

Reliability at the minimum level of quality reporting events is moderate.  Reliability at the average number of quality events is very high.

CLAIMS – Signal to Noise Ratio analysis (PQRS)

This measure has 0.71 reliability when evaluated at the minimum level of quality reporting events and 0.97 reliability when evaluated at the average number of quality events.  

Reliability at the minimum level of quality reporting events is moderate.  Reliability at the average number of quality events is very high.



	2b. VALIDITY. Validity, Testing, including all Threats to Validity:    H FORMCHECKBOX 
 M FORMCHECKBOX 
 L FORMCHECKBOX 
 I  FORMCHECKBOX 


	2b1.1 Describe how the measure specifications (measure focus, target population, and exclusions) are consistent with the evidence cited in support of the measure focus (criterion 1c) and identify any differences from the evidence: 

The measure focuses on routine tobacco screening for all adults and tobacco cessation interventions for those who use tobacco products.
Clinical practice guidelines from the U.S. Public Health Service (PHS) and recommendations statements from the U.S. Preventive Services Task Force (USPSTF) recommend that clinicians ask all adults about tobacco use and provide tobacco cessation interventions for those who use tobacco products.  The PHS guideline noted that the majority of clinician attention and research in the field has focused on the treatment and assessment of smoking.  Nevertheless, they indicated that "[t]he interventions found to be effective in this Guideline have been shown to be effective in a variety of populations. In addition, many of the studies supporting these interventions comprised diverse samples of tobacco users.  Therefore, interventions identified as effective in this Guideline are recommended for all individuals who use tobacco, except when medication use is contraindicated or with specific populations in which medication has not been shown to be effective (pregnant women, smokeless tobacco users, light smokers, and adolescents)."

As a basis for their recommendations, the USPSTF reviewed new evidence in the PHS guideline.


	2b2. Validity Testing. (Validity testing was conducted with appropriate method, scope, and adequate demonstration of validity.)

	2b2.1 Data/Sample (Description of the data or sample including number of measured entities; number of patients; dates of data; if a sample, characteristics of the entities included):  
An expert panel was asked to empirically assess face validity of the measure. This panel consists of 30 members, whose specialties include: family medicine, internal medicine, geriatric medicine, gastroenterology, general surgery, colon & rectal surgery, infectious disease,  radiology, cardiology, obstetrics & gynecology, emergency medicine, preventive medicine, occupational medicine, nursing, psychology, occupational therapy, chiropractics, dietetics, optometry.
Our expert panel included 30 members including:

Martin C. Mahoney, MD, PhD (Co-Chair) (family medicine) 

Stephen D. Persell, MD, MPH (Co-Chair) (internal medicine) 

Gail M. Amundson, MD, FACP (internal medicine/geriatrics) 

Joel V. Brill MD, AGAF, FASGE, FACG (gastroenterology) 

Steven B. Clauser, PhD 

Will Evans, DC, Phd, CHES (chiropractic) 

Ellen Giarelli, EdD, RN, CRNP (nurse practitioner) 

Amy L. Halverson, MD, FACS (colon & rectal surgery) 

Kay Jewell, MD, ABHM (internal medicine/geriatrics) 

Daniel Kivlahan, PhD (psychology) 

Paul Knechtges, MD (radiology) 

George M. Lange, MD, FACP (internal medicine/geriatrics) 

Trudy Mallinson, PhD, OTR/L/NZROT (occupational therapy) 

Nasseer Masoodi, MD (geriatrics)

Jacqueline W. Miller, MD, FACS (general surgery) 

Adrienne Mims, MD, MPH (geriatric medicine) 

G. Timothy Petito, OD, FAAO (optometry) 

Rita F. Redberg, MD, MSc, FACC (cardiology) 

Barbara Resnick, PhD, CRNP (nurse practitioner) 

Sam JW Romeo, MD, MBA 

Carol Saffold, MD (obstetrics & gynecology) 

Robert A. Schmidt, MD (radiology) 

Samina Shahabbudin, MD (emergency medicine) 

James K. Sheffield, MD (health plan representative) 

Arthur D. Snow, MD, CMD (family medicine/geriatrics) 

Richard J. Snow, DO, MPH 

Brian Svazas, MD, MPH, FACOEM, FACPM (preventive medicine) 

David J. Weber, MD, MPH (infectious disease) 

Deanna R. Willis, MD, MBA, FAAFP (family medicine) 

Charles M. Yarborough, III, MD, MPH (occupational medicine)
The expert panel included 10 members. Panel members were comprised of the newly convened PCPI Preventive Care Technical Expert Panel did not participate in the original work group.

The list of expert panel members are as follows:

Sandra Dunbar, PHD, RN

Peter Briss, MD, MPH

Yngve Falck, MD

Susan Friedman, MD, MPH

Marc Ghany, MD

Ashley Halle, OTD, OTR/L

Selena Hariharan, MD

Lori Karan, MD

Andrew J Saxon, MD

John Wong, MD
2b2.2 Analytic Method (Describe method of validity testing and rationale; if face validity, describe systematic assessment):

All PCPI performance measures are assessed for content validity by a panel of expert work group members during the development process. Additional input on the content validity of draft measures is obtained through a 30-day public comment period and by also soliciting comments from a panel of consumer, purchaser, and patient representatives convened by the PCPI specifically for this purpose. All comments received are reviewed by the expert work group and the measures adjusted as needed.  Other external review groups (eg, focus groups) may be convened if there are any remaining concerns related to the content validity of the measures.
Face validity of the measure score as an indicator of quality was systematically assessed as follows.

After the measure was fully specified, the expert panel (workgroup membership described above) was asked to rate their agreement with the following statement:

The scores obtained from the measure as specified will provide an accurate reflection of quality and can be used to distinguish good and poor quality.

Scale 1-5, where 1= Strongly Disagree; 3=Neither Agree nor Disagree; 5= Strongly Agree 
Face validity of the measure score as an indicator of quality was systematically assessed as follows.

After the measure was fully specified, the expert panel was asked to rate their agreement with the following statement:

The scores obtained from the measure as specified will provide an accurate reflection of quality and can be used to distinguish good and poor quality.

Scale 1-5, where 1= Strongly Disagree; 2= Disagree; 3= Neither Agree nor Disagree; 4= Agree; 5= Strongly Agree

To satisfy NQF’s ICD-10 Conversion Requirements, we are providing the information below:

•
NQF ICD-10-CM Requirement 1: Statement of intent related to ICD-10 CM

Goal was to convert this measure to a new code set, fully consistent with the original intent of the measure.

•
NQF ICD-10-CM Requirement 2: Coding Table        

See attachment in S.2b

•
NQF ICD-10-CM Requirement 3: Description of the process used to identify ICD-10 codes

The PCPI’s ICD-10 conversion approach was used to identify ICD-10 codes for this measure. The PCPI uses the General Equivalence Mappings (GEMs) as a first step in the identification of ICD-10 codes. We then review the ICD-10 codes to confirm their inclusion in the measure is consistent with the measure intent, making additions or deletions as needed. We have two RHIA-credentialed professionals on our staff who review all ICD-10 coding. For measures included in PQRS, the ICD-10 codes have also been reviewed and vetted by the CMS contractor.  Comments received from stakeholders related to ICD-10 coding are first reviewed internally. Depending on the nature of the comment received, we also engage clinical experts to advise us as to whether a change to the specifications is warranted.  
2b2.3 Testing Results (Statistical results, assessment of adequacy in the context of norms for the test conducted; if face validity, describe results of systematic assessment): 
The results of the expert panel rating of the validity statement were as follows:  N = 17; Mean rating = 4.59 and 94.1% of respondents either agree or strongly agree that this measure can accurately distinguish good and poor quality

Frequency Distribution of Ratings

1 - 0 (Strongly Disagree)

2 - 1 

3 - 0 (Neither Agree nor Disagree)

4 - 4 

5 - 12 (Strongly Agree) 
Frequency Distribution of Ratings

1 – 1 responses (Strongly Disagree)

2 – 0 responses (Disagree)

3 – 3 responses (Neither Agree nor Disagree)

4 – 4 responses (Agree)

5 – 2 responses (Strongly Agree)

The results of the expert panel rating of the validity statement were as follows:  N = 10; Mean rating = 3.6 and 60.0% of respondents either agree or strongly agree that this measure can accurately distinguish good and poor quality.
Given that the majority of expert panel members agreed that the measure can accurately distinguish good and poor quality, the measure is valid, as specified.



	POTENTIAL THREATS TO VALIDITY.  (All potential threats to validity were appropriately tested with adequate results.)

	2b3. Measure Exclusions.  (Exclusions were supported by the clinical evidence in 1c or appropriately tested with results demonstrating the need to specify them.)

	2b3.1 Data/Sample for analysis of exclusions (Description of the data or sample including number of measured entities; number of patients; dates of data; if a sample, characteristics of the entities included):  
The current structure of this measure doesn’t allow for any exception based on patient preferences or any other reason. 
REGISTRY, CLAIMS –Exceptions Analysis (PQRS)

The data source is Registry and Claims data from the PQRS program, provided by the Center for Medicare & Medicaid Services (CMS).

2b3.2 Analytic Method (Describe type of analysis and rationale for examining exclusions, including exclusion related to patient preference):  

The current structure of this measure doesn’t allow for any exception based on patient preferences or any other reason. 
REGISTRY, CLAIMS  Exceptions Analysis (PQRS)

Exceptions included documentation of medical reason for not screening for tobacco use. Exceptions were analyzed for frequency and variability across providers.
2b3.3 Results (Provide statistical results for analysis of exclusions, e.g., frequency, variability, sensitivity analyses):
The current structure of this measure doesn’t allow for any exception based on patient preferences or any other reason. 
REGISTRY – PQRS Exceptions Analysis (PQRS)

Amongst the 29,949 physicians with the minimum (10) number of quality reporting events, there were a total of 23,243 exceptions reported.  The average number of exceptions per physician in this sample is 0.8.  The overall exception rate is 0.2%.

CLAIMS – PQRS Exceptions Analysis (PQRS)

Amongst the 53,326 physicians with the minimum (10) number of quality reporting events, there were a total of 13,762 exceptions reported.  The average number of exceptions per physician in this sample is 0.3.  The overall exception rate is 0.1%.

Exceptions are necessary to account for those situations when it is not medically appropriate for a patient to have tobacco screening. Exceptions are discretionary and the methodology used for measure exception categories are not uniformly relevant across all measures; for this measure, there is a clear rationale to permit an exception for medical reasons. Rather than specifying an exhaustive list of explicit reasons for exception for this measure, the measure developer relies on clinicians to link the exception with a specific medical reason for the decision to screen for tobacco use.

Some have indicated concerns with exception reporting including the potential for physicians to inappropriately exclude patients to enhance their performance statistics. Research has indicated that levels of exception reporting occur infrequently and are generally valid (Doran et al., 2008), (Kmetik et al., 2011). Furthermore, exception reporting has been found to have substantial benefits: "it is precise, it increases acceptance of [pay for performance] programs by physicians, and it ameliorates perverse incentives to refuse care to "difficult" patients." (Doran et al., 2008).

Although this methodology does not require the external reporting of more detailed exception data, the measure developer recommends that physicians document the specific reasons for exception in patients’ medical records for purposes of optimal patient management and audit-readiness. We also advocate for the systematic review and analysis of each physician’s exceptions data to identify practice patterns and opportunities for quality improvement.

Without exceptions, the performance rate would not accurately reflect the true performance of that physician. This would result in an increase in performance failures and false negatives. The additional value of increased data collection of capturing an exception greatly outweighs the reporting burden.

References: 

Doran T, Fullwood C, Reeves D, Gravelle H, Roland M. Exclusion of pay for performance targets by English Physicians. New Engl J Med. 2008; 359: 274-84. 

Kmetik KS, Otoole MF, Bossley H et al. Exceptions to Outpatient Quality Measures for Coronary Artery Disease in Electronic Health Records. Ann Intern Med. 2011;154:227-234

	2b4. Risk Adjustment Strategy.  (For outcome measures, adjustment for differences in case mix (severity) across measured entities was appropriately tested with adequate results.)

	2b4.1 Data/Sample (Description of the data or sample including number of measured entities; number of patients; dates of data; if a sample, characteristics of the entities included):
This measure is not risk adjusted. 
This measure is not risk adjusted. 
2b4.2 Analytic Method (Describe methods and rationale for development and testing of risk model or risk stratification including selection of factors/variables):
This measure is not risk adjusted. 
This measure is not risk adjusted. 
2b4.3 Testing Results (Statistical risk model: Provide quantitative assessment of relative contribution of model risk factors; risk model performance metrics including cross-validation discrimination and calibration statistics, calibration curve and risk decile plot, and assessment of adequacy in the context of norms for risk models.  Risk stratification: Provide quantitative assessment of relationship of risk factors to the outcome and differences in outcomes among the strata): 

Not applicable. 
Not applicable. 
2b4.4 If outcome or resource use measure is not risk adjusted, provide rationale and analyses to justify lack of adjustment:  Not applicable. 
Not applicable.

	2b5. Identification of Meaningful Differences in Performance.  (The performance measure scores were appropriately analyzed and discriminated meaningful differences in quality.)

	2b5.1 Data/Sample (Describe the data or sample including number of measured entities; number of patients; dates of data; if a sample, characteristics of the entities included):  
The data are from 301 physicians and other mid-level providers (eg, nurse practitioners, midwives, and Physician Assistants) in a large, urban safety-net network.
The data were collected from a network of community health centers serving primarily low-income and uninsured patients with multiple, complex needs located in the Midwestern US. 

The total number of quality events assessed is 13,312. The data are from calendar year 2011.

The site used SQL queries of the EHR to select eligible providers. 

REGISTRY,CLAIMS –  Signal to Noise Ratio Analysis (PQRS)

The data source is Registry and Claims data from the PQRS program, provided by the Center for Medicare & Medicaid Services (CMS).  The data are for the time period January 2015 through December 2015 and cover the entire United States.

2b5.2 Analytic Method (Describe methods and rationale  to identify statistically significant and practically/meaningfully differences in performance):  

Measures of central tendency, variability, and dispersion were calculated. 
REGISTRY,CLAIMS –  Signal to Noise Ratio Analysis (PQRS)

Measures of central tendency, variability, and dispersion were calculated.
2b5.3 Results (Provide measure performance results/scores, e.g., distribution by quartile, mean, median, SD, etc.; identification of statistically significant and meaningfully differences in performance): 

 The performance rate among the three different analyses is listed below:
1) Minimum Number of Events


2) Mean


3) Median


4) Mode


5) Minimum


6) Maximum


7) Standard Deviation


8) Range


9) Interquartile Range

1)      2)      3)      4)      5)      6)      7)      8)      9)

10
0.911
0.953
1.000
0.500
1.000
0.100
0.500
0.132

20
0.915
0.957
1.000
0.518
1.000
0.089
0.482
0.129

30
0.919
0.960
1.000
0.518
1.000
0.083
0.482
0.125 
REGISTRY – Signal to Noise Ratio analysis (PQRS)

Based on the sample of 29,949 included physicians, the mean performance rate is 0.84 the median performance rate is 0.93 and the mode is 1. The standard deviation is 0.23. The range of the performance rate is 1, with a minimum rate of 0 and a maximum rate of 1. The interquartile range is  0.17 (0.82 – 0.99).
CLAIMS – Signal to Noise Ratio analysis (PQRS)

Based on the sample of 53,326 included physicians, the mean performance rate is 0.96 the median performance rate is 1.00 and the mode is 1. The standard deviation is 0.11. The range of the performance rate is 1, with a minimum rate of 0 and a maximum rate of 1. The interquartile range is 0.03 (0.97 – 1.00).

	2b6. Comparability of Multiple Data Sources/Methods. (If specified for more than one data source, the various approaches result in comparable scores.)

	2b6.1 Data/Sample (Describe the data or sample including number of measured entities; number of patients; dates of data; if a sample, characteristics of the entities included):  
This test was not performed for this measure. 
This test was not performed for this measure. 

2b6.2 Analytic Method (Describe methods and rationale for  testing comparability of scores produced by the different data sources specified in the measure):  

This test was not performed for this measure. 
This test was not performed for this measure. 

2b6.3 Testing Results (Provide statistical results, e.g., correlation statistics, comparison of rankings; assessment of adequacy in the context of norms for the test conducted):  

This test was not performed for this measure. 
This test was not performed for this measure. 



	2c. Disparities in Care:   H FORMCHECKBOX 
 M FORMCHECKBOX 
 L FORMCHECKBOX 
 I  FORMCHECKBOX 
  NA FORMCHECKBOX 
 (If applicable, the measure specifications allow identification of disparities.)

	2c.1 If measure is stratified for disparities, provide stratified results (Scores by stratified categories/cohorts): We encourage the results of this measure to be stratified by race, ethnicity, gender, and primary language, and have included these variables as recommended data elements to be collected.
Data are not available to complete this testing.
2c.2 If disparities have been reported/identified (e.g., in 1b), but measure is not specified to detect disparities, please explain:  

The PCPI advocates that performance measure data should, where possible, be stratified by race, ethnicity, and primary language to assess disparities and initiate subsequent quality improvement activities addressing identified disparities, consistent with recent national efforts to standardize the collection of race and ethnicity data. A 2008 NQF report endorsed 45 practices including stratification by the aforementioned variables.(1) A 2009 IOM report “recommends collection of the existing Office of Management and Budget (OMB) race and Hispanic ethnicity categories as well as more fine-grained categories of ethnicity(referred to as granular ethnicity and based on one’s ancestry) and language need (a rating of spoken English language proficiency of less than very well and one’s preferred language for health-related encounters).”(2)
References:

(1)National Quality Forum Issue Brief (No.10). Closing the Disparities Gap in Healthcare Quality with Performance Measurement and Public Reporting. Washington, DC: NQF, August 2008.

(2)Race, Ethnicity, and Language Data: Standardization for Health Care Quality Improvement. March 2010. AHRQ Publication No. 10-0058-EF. Agency for Healthcare Research and Quality, Rockville, MD. Available at:

http://www.ahrq.gov/research/iomracereport. Accessed May 25, 2010.
Data are not available to complete this testing.


	2.1-2.3 Supplemental Testing Methodology Information:  
 

	Steering Committee: Overall, was the criterion, Scientific Acceptability of Measure Properties, met? 

(Reliability and Validity must be rated moderate or high)  Yes FORMCHECKBOX 
  No FORMCHECKBOX 
 
Provide rationale based on specific subcriteria:

	If the Committee votes No, STOP


See Guidance for Definitions of Rating Scale: H=High; M=Moderate; L=Low; I=Insufficient; NA=Not Applicable
Created on: 07/02/2013 at 12:29 AM
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