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Measure Information

This document contains the information submitted by measure developers/stewards, but is organized according to NQF's measure
evaluation criteria and process. The item numbers refer to those in the submission form but may be in a slightly different order here.
In general, the item numbers also reference the related criteria (e.g., item 1b.1 relates to sub criterion 1b).

Brief Measure Information

NQF #: 0337

Corresponding Measures:

De.2. Measure Title: Pressure Ulcer Rate (PDI 2)

Co.1.1. Measure Steward: Agency for Healthcare Research and Quality

De.3. Brief Description of Measure: Stage Ill, IV, or unstageable pressure ulcers (secondary diagnosis) per 1,000 surgical and medical
discharges among patients 17 years of age and younger. Discharges are grouped by risk category. Includes metrics for discharges
grouped by risk category. Excludes neonates; stays less than three (3) days; obstetric discharges; discharges with diseases of the
skin; and discharges with principal diagnosis or secondary diagnosis present on admission for Stage Ill, IV or unstageable pressure
ulcer.

[NOTE: The software provides the rate per hospital discharge. However, common practice reports the measure as per 1,000
discharges. The user must multiply the rate obtained from the software by 1,000 to report events per 1,000 hospital discharges.]
1b.1. Developer Rationale: This indicator is intended to flag cases of pressure ulcer that arise during a hospital stay. Acutely ill and
immobilized neonates and children are at risk for PU development. Pressure ulcers cause considerable harm to patients and may
lead to increased hospital costs and length of stay. Pressure ulcers may predispose the patient to infection, sepsis, and treatment
that may require surgical intervention. Occipital pressure ulcers may cause permanent alopecia, embarrassment, and body image
disturbances.(1) Over 82% of the PU events in adults are thought to preventable.(2) Given the anatomical and physiological
differences between adults and children, the number of preventable events in children and neonates may differ, as suggested by the
relatively large number of events (49% of true positive events) in one study (cited below) that were categorized by pediatric
practitioners as not clearly preventable.(3) However, stakeholder groups such as the Pediatric Affinity Group (American Academy of
Pediatrics, Child Health Corporation of America, National Association of Children’s Hospital and Related Institutions, and National
Initiative for Children’s Healthcare Quality) agree that the goal should be to eliminate PU in the pediatric population and that PU in
pediatric patients should and can be prevented.(4)

(1) McCord S, McElvain V, Sachdeva R, Schwartz P, Jefferson L. Risk Factors Associated With Pressure Ulcers in the Pediatric Intensive
Care Unit. J WOCN. 2004:31: 179-183.

(2) National Pressure Ulcer Advisory Panel, White Paper. Pressure Ulcer in Neonates and Children. Accessed on September 11, 2011.
http://www.npuap.org/documents/PediatricPressureUlcers.pdf

(3) Scanlon MC, Harris JM, Levy F, Sedman A. Evaluation of the agency for healthcare research and quality pediatric quality
indicators. Pediatrics 2008; 121;e1723.

(4) Pediatric Affinity Group (American Academy of Pediatrics, Child Health Corporation of America, National Association of Children’s
Hospital and Related Institutions, and National Initiative for Children’s Healthcare Quality). Institute for Healthcare Improvement
Online Pediatric Supplement for “How-to-guide for Preventing Pressure Ulcers” accessed on September 13, 2011,
http://www.nichq.org/pdf/FINALPressureUlcers.pdf.

S.4. Numerator Statement: Discharges, among cases meeting the inclusion and exclusion rules for the denominator, with any
secondary ICD-10-CM diagnosis codes for pressure ulcer stage Il or IV (or unstageable) (DECUBVD).

[Note: The numerator definition is identical for High-Risk and Low-Risk Categories and Overall.]

S.6. Denominator Statement: Surgical (Appendix C) and medical (Appendix E) discharges, for patients ages 17 years and younger.
Surgical and medical discharges are defined by specific MS-DRG codes.

Denominator High Risk Category: Patients otherwise qualifying for overall denominator with any-listed ICD-10-CM diagnosis codes
for hemiplegia, paraplegia, or quadriplegia (HEMIPID) or any-listed ICD-10-CM diagnosis codes for spina bifida (SPINABD) or any-
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listed ICD-10-CM diagnosis codes for anoxic brain damage (ANOXBD) or any-listed ICD-10-PCS procedure codes for continuous
mechanical ventilation (CMVENP).

Denominator Low Risk Category: Patients otherwise qualifying for overall denominator without any-listed ICD-10-CM diagnosis
codes for hemiplegia, paraplegia, or quadriplegia (HEMIPID) or without any-listed ICD-10-CM diagnosis codes for spina bifida
(SPINABD) or without any-listed ICD-10-CM diagnosis codes for anoxic brain damage (ANOXBD) or without any-listed ICD-10-PCS
procedure codes for continuous mechanical ventilation (CMVENP).

S.8. Denominator Exclusions: Exclude cases:

e with a principal ICD-10-CM diagnosis code for pressure ulcer (DECUBVD) among patients otherwise qualifying for numerator

e with any secondary ICD-10-CM diagnosis codes for pressure ulcer stage Il or IV (or unstageable) present on admission (DECUBVD).
If more than one pressure ulcer is reported, all pressure ulcers must be present on admission for the record to be excluded.

* neonates (Appendix )

¢ with length of stay of less than three (3) days

¢ with any ICD-10-CM diagnosis code for severe burns (=20% body surface area) (BURNDX) or with any ICD-10-CM diagnosis code for
exfoliative disorders of the skin (=20% body surface area) (EXFOLIATXD)

e with a Major Diagnostic Category for Pregnancy, Childbirth and Puerperium, (MDC 14)

e with missing gender (SEX=missing), age (AGE=missing), quarter (DQTR=missing), year (YEAR=missing) or principal diagnosis
(DX1=missing)

[NOTE: Exclusions are identical for high and low risk strata.]

De.1. Measure Type: Outcome
S.17. Data Source: Claims
S.20. Level of Analysis: Facility

IF Endorsement Maintenance — Original Endorsement Date: May 15, 2008 Most Recent Endorsement Date: Dec 10, 2015

IF this measure is included in a composite, NQF Composite#/title:
IF this measure is paired/grouped, NQF#/title:

De.4. IF PAIRED/GROUPED, what is the reason this measure must be reported with other measures to appropriately interpret
results? not applicable

1. Evidence, Performance Gap, Priority — Importance to Measure and Report

Extent to which the specific measure focus is evidence-based, important to making significant gains in healthcare quality, and
improving health outcomes for a specific high-priority (high-impact) aspect of healthcare where there is variation in or overall less-
than-optimal performance. Measures must be judged to meet all sub criteria to pass this criterion and be evaluated against the
remaining criteria.

1a. Evidence to Support the Measure Focus — See attached Evidence Submission Form
PDIO2_NQF_0337_Evidence_Form_150325.docx

1a.1 For Maintenance of Endorsement: Is there new evidence about the measure since the last update/submission?

Do not remove any existing information. If there have been any changes to evidence, the Committee will consider the new evidence.
Please use the most current version of the evidence attachment (v7.1). Please use red font to indicate updated evidence.

1b. Performance Gap
Demonstration of quality problems and opportunity for improvement, i.e., data demonstrating:
e considerable variation, or overall less-than-optimal performance, in the quality of care across providers; and/or
e Disparities in care across population groups.

1b.1. Briefly explain the rationale for this measure (e.g., how the measure will improve the quality of care, the benefits or
improvements in quality envisioned by use of this measure)

If a COMPOSITE (e.g., combination of component measure scores, all-or-none, any-or-none), SKIP this question and answer the
composite questions.

This indicator is intended to flag cases of pressure ulcer that arise during a hospital stay. Acutely ill and immobilized neonates and
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children are at risk for PU development. Pressure ulcers cause considerable harm to patients and may lead to increased hospital
costs and length of stay. Pressure ulcers may predispose the patient to infection, sepsis, and treatment that may require surgical
intervention. Occipital pressure ulcers may cause permanent alopecia, embarrassment, and body image disturbances.(1) Over 82%
of the PU events in adults are thought to preventable.(2) Given the anatomical and physiological differences between adults and
children, the number of preventable events in children and neonates may differ, as suggested by the relatively large number of
events (49% of true positive events) in one study (cited below) that were categorized by pediatric practitioners as not clearly
preventable.(3) However, stakeholder groups such as the Pediatric Affinity Group (American Academy of Pediatrics, Child Health
Corporation of America, National Association of Children’s Hospital and Related Institutions, and National Initiative for Children’s
Healthcare Quality) agree that the goal should be to eliminate PU in the pediatric population and that PU in pediatric patients should
and can be prevented.(4)

(1) McCord S, McElvain V, Sachdeva R, Schwartz P, Jefferson L. Risk Factors Associated With Pressure Ulcers in the Pediatric Intensive
Care Unit. J WOCN. 2004:31: 179-183.

(2) National Pressure Ulcer Advisory Panel, White Paper. Pressure Ulcer in Neonates and Children. Accessed on September 11, 2011.
http://www.npuap.org/documents/PediatricPressureUlcers.pdf

(3) Scanlon MC, Harris JM, Levy F, Sedman A. Evaluation of the agency for healthcare research and quality pediatric quality
indicators. Pediatrics 2008; 121;e1723.

(4) Pediatric Affinity Group (American Academy of Pediatrics, Child Health Corporation of America, National Association of Children’s
Hospital and Related Institutions, and National Initiative for Children’s Healthcare Quality). Institute for Healthcare Improvement
Online Pediatric Supplement for “How-to-guide for Preventing Pressure Ulcers” accessed on September 13, 2011,
http://www.nichg.org/pdf/FINALPressureUIcers.pdf.

1b.2. Provide performance scores on the measure as specified (current and over time) at the specified level of analysis. (This is
required for maintenance of endorsement. Include mean, std dev, min, max, interquartile range, scores by decile. Describe the data
source including number of measured entities; number of patients; dates of data; if a sample, characteristics of the entities include.)
This information also will be used to address the sub-criterion on improvement (4b1) under Usability and Use.

Note — A copy of this table is also included in the supplemental files.

Table 1. Reference Population Rate and Distribution of Hospital Performance PDIO2 Pressure Ulcer Rate
Overall Reference Population Rate
Year Number Hospitals Outcome of Interest
(Numerator)l  Population at Risk
(Denominator)(1) Observed Rate
Per 1000(1)
2012 2,399 69 241,226 0.286
2011 2,305 75 239,725 0.313
2010(3) 3,380 56 388,389 0.145
2009(3) 3,465 49 394,826 0.124
2008(3) 3,521 409 (4) 387,746 1.056
Distribution of Hospital-level Observed Rates in Reference Population
Year Number of
Hospitals Distribution of Observed Hospital-level Rates per 1000 (p=percentile)(2)
Mean SD p5 p25 Median p75 p95
2012 2,399 0.20 3.13 0.00 0.00 0.00 0.00 0.00
2011 2,305 0.09 1.06 0.00 0.00 0.00 0.00 0.00
Source: HCUP State Inpatient Databases (SID). Healthcare Cost and Utilization Project (HCUP). 2008-2012. Agency for Healthcare
Research and Quality, Rockville, MD. www.hcup-us.ahrg.gov/sidoverview.jsp. (AHRQ QI Software Version 4.5 and 5.0)
(1)The observed rate refers to the total rate for all observations included in the reference population data (numerator) divided the
total combined population of all hospitals included in the reference population data (denominator).
(2)The distribution of hospital rates reports the mean and standard deviation (SD) of the observed rates for all hospitals included in
the dataset, as well as the observed rate for hospitals in the 5th, 25th, 50th (median), 75th, and 95th percentile.
(3)2008-2010 data are calculated using Version 4.5 of the Ql Software and all states included in the SID for those years. Version 4.5
includes a “prediction module” which is used to account for missing present on admission flags. In Version 5.0, the “prediction
module” has been removed and the reference population is limited to states and hospitals with present on admission data. These
differences may lead to some discontinuity in the observed rates between 2010 and 2011, since many states did not report POA

NATIONAL QUALITY FORUM Form version 7.1 3




#0337 Pressure Ulcer Rate (PDI 2), Last Updated: Oct 23, 2020

data prior to 2011. The number of states reporting consistent POA has increased from 2008-2012.
(4) In FY 2009, new diagnosis codes were introduced for pressure ulcer stage. Prior to that date, all stages of pressure ulcers were
included due to inability to determine staging using administrative data.

1b.3. If no or limited performance data on the measure as specified is reported in 1b2, then provide a summary of data from the
literature that indicates opportunity for improvement or overall less than optimal performance on the specific focus of
measurement.

Not applicable

1b.4. Provide disparities data from the measure as specified (current and over time) by population group, e.g., by race/ethnicity,

gender, age, insurance status, socioeconomic status, and/or disability. (This is required for maintenance of endorsement. Describe
the data source including number of measured entities; number of patients; dates of data; if a sample, characteristics of the entities
included.) For measures that show high levels of performance, i.e., “topped out”, disparities data may demonstrate an opportunity
for improvement/gap in care for certain sub-populations. This information also will be used to address the sub-criterion on
improvement (4b1) under Usability and Use.

See 1b.5

1b.5. If no or limited data on disparities from the measure as specified is reported in 1b.4, then provide a summary of data from
the literature that addresses disparities in care on the specific focus of measurement. Include citations. Not necessary if
performance data provided in 1b.4

Using a nationally representative random sample of children in the U.S. from the Medical Expenditure Panel Survey (MEPS) and
pediatric hospitalizations from a nationwide sample of hospitals State Inpatient Databases (SID) disparities analysis file from the
Healthcare Cost and Utilization Project (HCUP), Berdahl et al. examined the joint effect of various patient characteristics, including
race/ethnicity and insurance status/expected payer or income on pressure ulcers in pediatric populations.(1) They found that
Hispanic and Asian and Pacific Islander children were less likely to have a decubitus ulcer compared with white children (2.525 and
2.452, respectively, vs 3.580 per 1000 discharges). However, after adjusting for community-level income, differences between
Hispanic and white children were evident only among those from the poorest communities (2.754 vs 4.438 per 1000 discharges) and
from the upper-middle income communities (1.905 vs 3.775 per 1000 discharges). Moreover, although not apparent in the overall
rates for black and white children, black children from all but the wealthiest communities had significantly different rates of
decubitus ulcer compared with white children. Black children from the poorest communities were less likely to have a decubitus
ulcer compared with white children from the same communities (3.403 vs 4.438 per 1000 discharges), whereas black children from
the lower- and upper-middle income communities were more likely to have a decubitus ulcer than white children from the same
communities (4.983 and 4.862, respectively, vs 3.039 and 3.775, respectively, per 1000 discharges). Hispanic children had lower
rates of decubitus ulcer than white children (2.525 vs 3.580, respectively, per 1000 discharges). This difference was evident among
children with private insurance (2.102 for Hispanic children vs 3.419 for white children per 1000 discharges), Medicaid (2.924 vs
3.718, respectively, per 1000 discharges) and other types of insurance as the primary expected payer (1.906 vs 5.688, respectively,
per 1000 discharges) (p <0.05 for all comparisons).

(1) Berdahl T, Owens P, Dougherty D, McCormick M, Pylypchuk Y, Simpson L. Annual report on health care for children and
youth in the United States: racial/ethnic and socioeconomic disparities in children’s health care quality. Acad Pediatr. 2010;10(2):95-
118.

2. Reliability and 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. Measures must be judged to meet the sub criteria for both reliability and validity to pass this criterion and be
evaluated against the remaining criteria.

2a.1. Specifications The measure is well defined and precisely specified so it can be implemented consistently within and across
organizations and allows for comparability. eMeasures should be specified in the Health Quality Measures Format (HQMF) and the
Quality Data Model (QDM).

De.5. Subject/Topic Area (check all the areas that apply):
Surgery : General Surgery
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De.6. Non-Condition Specific(check all the areas that apply):
Safety

De.7. Target Population Category (Check all the populations for which the measure is specified and tested if any):
Children

S.1. Measure-specific Web Page (Provide a URL link to a web page specific for this measure that contains current detailed
specifications including code lists, risk model details, and supplemental materials. Do not enter a URL linking to a home page or to
general information.)

http://www.qualityindicators.ahrg.gov/Modules/pdi_resources.aspx

S.2a. If this is an eMeasure, HQMF specifications must be attached. Attach the zipped output from the eMeasure authoring tool
(MAT) - if the MAT was not used, contact staff. (Use the specification fields in this online form for the plain-language description of
the specifications)

This is not an eMeasure Attachment:

S.2b. Data Dictionary, Code Table, or Value Sets (and risk model codes and coefficients when applicable) must be attached. (Excel or
csv file in the suggested format preferred - if not, contact staff)
Attachment Attachment: PDI_02_Pressure_Ulcer_Rate-636801216447290483.xlsx

S.2c. Is this an instrument-based measure (i.e., data collected via instruments, surveys, tools, questionnaires, scales,
etc.)? Attach copy of instrument if available.
No, this is not an instrument-based measure Attachment:

S.2d. Is this an instrument-based measure (i.e., data collected via instruments, surveys, tools, questionnaires, scales,
etc.)? Attach copy of instrument if available.
Not an instrument-based measure

S.3.1. For maintenance of endorsement: Are there changes to the specifications since the last updates/submission. If yes, update
the specifications for S1-2 and S4-22 and explain reasons for the changes in S3.2.
Yes

S.3.2. For maintenance of endorsement, please briefly describe any important changes to the measure specifications since last
measure update and explain the reasons.

As standard protocol, the AHRQ QI program annually updates all measures with Fiscal Year coding changes, refinements based on
stakeholder input, refinements to improve specificity and sensitivity based on additional analyses, and necessary software changes.
In addition, approximately every two years, AHRQ updates the risk adjustment parameter estimates and composite weights based
on the most recent year of data (i.e., the most current reference population possible). The refined measures are tested and
confirmed to be valid and reliable prior to release of the updated software.

S.4. Numerator Statement (Brief, narrative description of the measure focus or what is being measured about the target population,
i.e., cases from the target population with the target process, condition, event, or outcome) DO NOT include the rationale for the
measure.

IF an OUTCOME MEASURE, state the outcome being measured. Calculation of the risk-adjusted outcome should be described in the
calculation algorithm (S.14).

Discharges, among cases meeting the inclusion and exclusion rules for the denominator, with any secondary ICD-10-CM diagnosis
codes for pressure ulcer stage Il or IV (or unstageable) (DECUBVD).

[Note: The numerator definition is identical for High-Risk and Low-Risk Categories and Overall.]

S.5. Numerator Details (All information required to identify and calculate the cases from the target population with the target
process, condition, event, or outcome such as definitions, time period for data collection, specific data collection items/responses,
code/value sets — Note: lists of individual codes with descriptors that exceed 1 page should be provided in an Excel or csv file in
required format at S.2b)

IF an OUTCOME MEASURE, describe how the observed outcome is identified/counted. Calculation of the risk-adjusted outcome
should be described in the calculation algorithm (S.14).
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DECUBVD: Pressure ulcer stage diagnosis codes
(See attached technical specifications for detailed list of codes.)

S.6. Denominator Statement (Brief, narrative description of the target population being measured)

Surgical (Appendix C) and medical (Appendix E) discharges, for patients ages 17 years and younger. Surgical and medical discharges
are defined by specific MS-DRG codes.

Denominator High Risk Category: Patients otherwise qualifying for overall denominator with any-listed ICD-10-CM diagnosis codes
for hemiplegia, paraplegia, or quadriplegia (HEMIPID) or any-listed ICD-10-CM diagnosis codes for spina bifida (SPINABD) or any-
listed ICD-10-CM diagnosis codes for anoxic brain damage (ANOXBD) or any-listed ICD-10-PCS procedure codes for continuous
mechanical ventilation (CMVENP).

Denominator Low Risk Category: Patients otherwise qualifying for overall denominator without any-listed ICD-10-CM diagnosis
codes for hemiplegia, paraplegia, or quadriplegia (HEMIPID) or without any-listed ICD-10-CM diagnosis codes for spina bifida
(SPINABD) or without any-listed ICD-10-CM diagnosis codes for anoxic brain damage (ANOXBD) or without any-listed ICD-10-PCS
procedure codes for continuous mechanical ventilation (CMVENP).

S.7. Denominator Details (All information required to identify and calculate the target population/denominator such as definitions,
time period for data collection, specific data collection items/responses, code/value sets — Note: lists of individual codes with
descriptors that exceed 1 page should be provided in an Excel or csv file in required format at S.2b.)

IF an OUTCOME MEASURE, describe how the target population is identified. Calculation of the risk-adjusted outcome should be
described in the calculation algorithm (S.14).

Surgical (Appendix C: SURGI2R) and medical (Appendix E: MEDIC2R) discharges, for patients ages 17 years and younger. Surgical and
medical discharges are defined by specific MS-DRG codes.

HEMIPID: Hemiplegia, paraplegia, or quadriplegia diagnosis codes

SPINABD: Spina bifida or anoxic brain damage diagnosis codes

ANOXBD: Anoxic brain damage diagnosis codes

CMVENP: Continuous mechanical ventilation procedure codes

(See attached technical specifications for detailed list of codes.)

S.8. Denominator Exclusions (Brief narrative description of exclusions from the target population)

Exclude cases:

e with a principal ICD-10-CM diagnosis code for pressure ulcer (DECUBVD) among patients otherwise qualifying for numerator

e with any secondary ICD-10-CM diagnosis codes for pressure ulcer stage Il or IV (or unstageable) present on admission (DECUBVD).
If more than one pressure ulcer is reported, all pressure ulcers must be present on admission for the record to be excluded.

* neonates (Appendix I)

e with length of stay of less than three (3) days

¢ with any ICD-10-CM diagnosis code for severe burns (=20% body surface area) (BURNDX) or with any ICD-10-CM diagnosis code for
exfoliative disorders of the skin (=20% body surface area) (EXFOLIATXD)

e with a Major Diagnostic Category for Pregnancy, Childbirth and Puerperium, (MDC 14)

¢ with missing gender (SEX=missing), age (AGE=missing), quarter (DQTR=missing), year (YEAR=missing) or principal diagnosis
(DX1=missing)

[NOTE: Exclusions are identical for high and low risk strata.]

S.9. Denominator Exclusion Details (All information required to identify and calculate exclusions from the denominator such as
definitions, time period for data collection, specific data collection items/responses, code/value sets — Note: lists of individual codes
with descriptors that exceed 1 page should be provided in an Excel or csv file in required format at S.2b.)

DECUBVD: Pressure ulcer stage diagnosis codes

BURNDX: Severe burn diagnosis codes

EXFOLIATXD: Exfoliative skin disorder diagnosis codes

(See attached technical specifications for detailed list of codes.)

S.10. Stratification Information (Provide all information required to stratify the measure results, if necessary, including the
stratification variables, definitions, specific data collection items/responses, code/value sets, and the risk-model covariates and
coefficients for the clinically-adjusted version of the measure when appropriate — Note: lists of individual codes with descriptors that
exceed 1 page should be provided in an Excel or csv file in required format with at S.2b.)
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Not applicable

S.11. Risk Adjustment Type (Select type. Provide specifications for risk stratification in measure testing attachment)
No risk adjustment or risk stratification
If other:

S.12. Type of score:
Rate/proportion
If other:

S.13. Interpretation of Score (Classifies interpretation of score according to whether better quality is associated with a higher score,
a lower score, a score falling within a defined interval, or a passing score)
Better quality = Lower score

S.14. Calculation Algorithm/Measure Logic (Diagram or describe the calculation of the measure score as an ordered sequence of
steps including identifying the target population; exclusions; cases meeting the target process, condition, event, or outcome; time
period for data, aggregating data; risk adjustment; etc.)

Risk adjustment is not currently included in the ICD-10-CM/PCS v2018 of the AHRQ QI specifications, due to the transition to ICD-10-
CM/PCS (October 1, 2015). At least one full year of data coded in ICD-10-CM/PCS is needed in order to develop robust risk
adjustment models. A full year of ICD-10-CM/PCS coded all-payer data will not be available until mid-2019. AHRQ will announce an
anticipated date as soon as one is known.

S.15. Sampling (If measure is based on a sample, provide instructions for obtaining the sample and guidance on minimum sample
size.)

IF an instrument-based performance measure (e.g., PRO-PM), identify whether (and how) proxy responses are allowed.

Not applicable

S.16. Survey/Patient-reported data (If measure is based on a survey or instrument, provide instructions for data collection and
guidance on minimum response rate.)

Specify calculation of response rates to be reported with performance measure results.

Not applicable

S.17. Data Source (Check ONLY the sources for which the measure is SPECIFIED AND TESTED).
If other, please describe in S.18.
Claims

S.18. Data Source or Collection Instrument (/dentify the specific data source/data collection instrument (e.g. name of database,
clinical registry, collection instrument, etc., and describe how data are collected.)

IF instrument-based, identify the specific instrument(s) and standard methods, modes, and languages of administration.

While the measure is tested and specified using data from the Healthcare Cost and Utilization Project (HCUP) (see section 1.1 and
1.2 of the measure testing form), the measure specifications and software are specified to be used with any ICD-9-CM-coded
administrative billing/claims/discharge dataset with Present on Admission (POA) information. Note that in the Version 5.0 (April
2015), the AHRQ QI software will no longer support prediction of POA status using an embedded prediction module. Users are
expected to provide POA data.

S.19. Data Source or Collection Instrument (available at measure-specific Web page URL identified in S.1 OR in attached appendix at
A1)
Available at measure-specific web page URL identified in S.1

S.20. Level of Analysis (Check ONLY the levels of analysis for which the measure is SPECIFIED AND TESTED)
Facility

S.21. Care Setting (Check ONLY the settings for which the measure is SPECIFIED AND TESTED)
Inpatient/Hospital
If other:

S.22. COMPOSITE Performance Measure - Additional Specifications (Use this section as needed for aggregation and weighting rules,
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or calculation of individual performance measures if not individually endorsed.)
Not applicable

2. Validity — See attached Measure Testing Submission Form
PDI02_NQF_0337_Measure_Testing_From_150401.docx

2.1 For maintenance of endorsement

Reliability testing: If testing of reliability of the measure score was not presented in prior submission(s), has reliability testing of the
measure score been conducted? If yes, please provide results in the Testing attachment. Please use the most current version of the
testing attachment (v7.1). Include information on all testing conducted (prior testing as well as any new testing); use red font to
indicate updated testing.

2.2 For maintenance of endorsement

Has additional empirical validity testing of the measure score been conducted? If yes, please provide results in the Testing
attachment. Please use the most current version of the testing attachment (v7.1). Include information on all testing conducted (prior
testing as well as any new testing); use red font to indicate updated testing.

2.3 For maintenance of endorsement

Risk adjustment: For outcome, resource use, cost, and some process measures, risk-adjustment that includes social risk factors is not
prohibited at present. Please update sections 1.8, 2a2, 2b1,2b4.3 and 2b5 in the Testing attachment and S.140 and S.11 in the online
submission form. NOTE: These sections must be updated even if social risk factors are not included in the risk-adjustment strategy.
You MUST use the most current version of the Testing Attachment (v7.1) -- older versions of the form will not have all required
questions.

3. Feasibility

Extent to which the specifications including measure logic, require data that are readily available or could be captured without
undue burden and can be implemented for performance measurement.

3a. Byproduct of Care Processes
For clinical measures, the required data elements are routinely generated and used during care delivery (e.g., blood pressure,
lab test, diagnosis, medication order).

3a.1. Data Elements Generated as Byproduct of Care Processes.
Coded by someone other than person obtaining original information (e.g., DRG, ICD-9 codes on claims)
If other:

3b. Electronic Sources
The required data elements are available in electronic health records or other electronic sources. If the required data are not in
electronic health records or existing electronic sources, a credible, near-term path to electronic collection is specified.

3b.1. To what extent are the specified data elements available electronically in defined fields (i.e., data elements that are needed
to compute the performance measure score are in defined, computer-readable fields) Update this field for maintenance of
endorsement.

ALL data elements are in defined fields in electronic claims

3b.2. If ALL the data elements needed to compute the performance measure score are not from electronic sources, specify a
credible, near-term path to electronic capture, OR provide a rationale for using other than electronic sources. For maintenance of
endorsement, if this measure is not an eMeasure (eCQM), please describe any efforts to develop an eMeasure (eCQM).

3b.3. If this is an eMeasure, provide a summary of the feasibility assessment in an attached file or make available at a measure-
specific URL. Please also complete and attach the NQF Feasibility Score Card.

NATIONAL QUALITY FORUM Form version 7.1 8




#0337 Pressure Ulcer Rate (PDI 2), Last Updated: Oct 23, 2020

Attachment:

3c. Data Collection Strategy
Demonstration that the data collection strategy (e.g., source, timing, frequency, sampling, patient confidentiality, costs
associated with fees/licensing of proprietary measures) can be implemented (e.g., already in operational use, or testing
demonstrates that it is ready to put into operational use). For eMeasures, a feasibility assessment addresses the data elements
and measure logic and demonstrates the eMeasure can be implemented or feasibility concerns can be adequately addressed.

3c.1. Required for maintenance of endorsement. Describe difficulties (as a result of testing and/or operational use of the
measure) regarding data collection, availability of data, missing data, timing and frequency of data collection, sampling, patient
confidentiality, time and cost of data collection, other feasibility/implementation issues.

IF instrument-based, consider implications for both individuals providing data (patients, service recipients, respondents) and
those whose performance is being measured.

Demonstration that the data collection strategy (e.g., source, timing, frequency, sampling, patient confidentiality, costs associated
with fees/licensing of proprietary measures) can be implemented (e.g., already in operational use, or testing demonstrates that it is
ready to put into operational use).

3c.2. Describe any fees, licensing, or other requirements to use any aspect of the measure as specified (e.g., value/code set, risk
model, programming code, algorithm).

No fees. Software is freely available from the AHRQ Quality Indicators website (http://www.qualityindicators.ahrqg.gov/). The version
5.0 software was released in April 2015.

4. Usability and Use

Extent to which potential audiences (e.g., consumers, purchasers, providers, policy makers) are using or could use performance
results for both accountability and performance improvement to achieve the goal of high-quality, efficient healthcare for individuals
or populations.

4a. Accountability and Transparency
Performance results are used in at least one accountability application within three years after initial endorsement and are
publicly reported within six years after initial endorsement (or the data on performance results are available). If not in use at
the time of initial endorsement, then a credible plan for implementation within the specified timeframes is provided.

4.1. Current and Planned Use
NQF-endorsed measures are expected to be used in at least one accountability application within 3 years and publicly reported
within 6 years of initial endorsement in addition to performance improvement.

Specific Plan for Use Current Use (for current use provide URL)
Quality Improvement (Internal to the Public Reporting
specific organization) Upstate University Hospital

http://qoc.upstate.edu/QualityOfCare.cfm?quality_measure_group_id=11
Kentucky Norton Healthcare (hospital system)
http://www.nortonhealthcare.com/QualitylndicatorReference

Healthgrades
http://www.healthgrades.com/about/press-room/hospital-pediatric-patient-safety-
rated-by-healthgrades-for-first-time

4al.1 For each CURRENT use, checked above (update for maintenance of endorsement), provide:
e Name of program and sponsor
e Purpose
e  Geographic area and number and percentage of accountable entities and patients included
e Level of measurement and setting
Upstate University Hospital
Upstate Medical University reports a broad range of over 20 AHRQ Inpatient Quality Indicators (IQl’s) and Patient Safety Indicators
for both itself and a national average of over 100 academic medical centers.
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http://qoc.upstate.edu/
http://qoc.upstate.edu/QualityOfCare.cfm?quality_measure_group_id=11

Kentucky Norton Healthcare (hospital system)

Norton Healthcare Quality Report
http://www.nortonhealthcare.com/QualityReport
http://www.nortonhealthcare.com/QualitylndicatorReference

Healthgrades
Public reporting of 8 PDIs, including pediatric pressure ulcer rate, for 19 states (2006-2008).
http://www.healthgrades.com/about/press-room/hospital-pediatric-patient-safety-rated-by-healthgrades-for-first-time

4al.2. If not currently publicly reported OR used in at least one other accountability application (e.g., payment program,
certification, licensing) what are the reasons? (e.g., Do policies or actions of the developer/steward or accountable entities restrict
access to performance results or impede implementation?)

Not applicable

4a1.3. If not currently publicly reported OR used in at least one other accountability application, provide a credible plan for
implementation within the expected timeframes -- any accountability application within 3 years and publicly reported within 6
years of initial endorsement. (Credible plan includes the specific program, purpose, intended audience, and timeline for
implementing the measure within the specified timeframes. A plan for accountability applications addresses mechanisms for data
aggregation and reporting.)

Not applicable

4a2.1.1. Describe how performance results, data, and assistance with interpretation have been provided to those being
measured or other users during development or implementation.

How many and which types of measured entities and/or others were included? If only a sample of measured entities were
included, describe the full population and how the sample was selected.

The Agency for Healthcare Research and Quality (AHRQ) provides free software, in both SAS and Windows format, to calculate the
AHRQ Quality Indicators. Users may use their own hospital administrative data to calculate the Qls using this software.

In addition, AHRQ provides technical assistance to users through a Ql User Support email address, QISupport@ahrg.hhs.gov. AHRQ
triages, troubleshoots and responds to technical inquiries related to methodology and rationale behind the indicator and general
questions related to the use of the software. During a calendar year, AHRQ typically provides technical support to over 1,000
queries.

4a2.1.2. Describe the process(es) involved, including when/how often results were provided, what data were provided, what
educational/explanatory efforts were made, etc.

The AHRQ QI software is updated annually. Technical support is available on an on-going basis. No data updates are necessary; users
apply the AHRQ Qls to their own hospital administrative data.

4a2.2.1. Summarize the feedback on measure performance and implementation from the measured entities and others described
in4d.1.

Describe how feedback was obtained.

Feedback is obtained from users through a variety of channels, in particular through a technical assistance support service
described above. In addition, AHRQ incorporates input on Ql implementation from technical workgroups convened to support Ql
development and maintenance, stakeholder committees such as NQF standing committees, and peer-reviewed or other research
publications.

4a2.2.2. Summarize the feedback obtained from those being measured.
See the response to 4a2.2.1.

4a2.2.3. Summarize the feedback obtained from other users
See the response to 4a2.2.1.

4a2.3. Describe how the feedback described in 4a2.2.1 has been considered when developing or revising the measure
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specifications or implementation, including whether the measure was modified and why or why not.

The AHRQ Quiality Indicators are updated annually, including updating indicator technical specifications in accordance with the latest
coding guidance; suggestions from users and other stakeholders obtained through Technical Assistance, committees, or
workgroups; and the latest clinical and scientific research. AHRQ regularly reviews these sources, identifies possible indicator
updates, and prioritizes updates for each indicator and software update based on expected impact on users.

Improvement

Progress toward achieving the goal of high-quality, efficient healthcare for individuals or populations is demonstrated. If not in use
for performance improvement at the time of initial endorsement, then a credible rationale describes how the performance results
could be used to further the goal of high-quality, efficient healthcare for individuals or populations.

4b1. Refer to data provided in 1b but do not repeat here. Discuss any progress on improvement (trends in performance results,
number and percentage of people receiving high-quality healthcare; Geographic area and number and percentage of accountable
entities and patients included.)

If no improvement was demonstrated, what are the reasons? If not in use for performance improvement at the time of initial
endorsement, provide a credible rationale that describes how the performance results could be used to further the goal of high-
quality, efficient healthcare for individuals or populations.

Although rates are quite low nationwide, individual hospitals have been able to decrease pressure ulcer rates and there is an active
campaign to reduce pediatric pressure ulcer rates.(1)

(1) Institute for Healthcare Improvement. How-to Guide: Prevent Pressure Ulcers — Pediatric Supplement. Available at:
http://www.ihi.org/resources/Pages/Tools/HowtoGuidePreventPressureUlcersPediatricSupplement.aspx. (Accessed March 9, 2015)

4b2. Unintended Consequences
The benefits of the performance measure in facilitating progress toward achieving high-quality, efficient healthcare for
individuals or populations outweigh evidence of unintended negative consequences to individuals or populations (if such
evidence exists).

4bh2.1. Please explain any unexpected findings (positive or negative) during implementation of this measure including unintended
impacts on patients.

No known unintended consequences. Coding professionals follow detail guidelines, are subject to training and credentialing
requirements, peer review and audit.

4b2.2. Please explain any unexpected benefits from implementation of this measure.

5. Comparison to Related or Competing Measures

If a measure meets the above criteria and there are endorsed or new related measures (either the same measure focus or the same
target population) or competing measures (both the same measure focus and the same target population), the measures are
compared to address harmonization and/or selection of the best measure.

5. Relation to Other NQF-endorsed Measures
Are there related measures (conceptually, either same measure focus or target population) or competing measures (conceptually
both the same measure focus and same target population)? If yes, list the NQF # and title of all related and/or competing measures.

5.1a. List of related or competing measures (selected from NQF-endorsed measures)

5.1b. If related or competing measures are not NQF endorsed please indicate measure title and steward.

5a. Harmonization of Related Measures
The measure specifications are harmonized with related measures;
OR
The differences in specifications are justified
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5a.1. If this measure conceptually addresses EITHER the same measure focus OR the same target population as NQF-endorsed
measure(s):
Are the measure specifications harmonized to the extent possible?

5a.2. If the measure specifications are not completely harmonized, identify the differences, rationale, and impact on
interpretability and data collection burden.
Not applicable

5b. Competing Measures
The measure is superior to competing measures (e.g., is a more valid or efficient way to measure);
OR
Multiple measures are justified.

5h.1. If this measure conceptually addresses both the same measure focus and the same target population as NQF-endorsed
measure(s):

Describe why this measure is superior to competing measures (e.g., a more valid or efficient way to measure quality); OR provide
a rationale for the additive value of endorsing an additional measure. (Provide analyses when possible.)

Not applicable

A.1 Supplemental materials may be provided in an appendix. All supplemental materials (such as data collection instrument or
methodology reports) should be organized in one file with a table of contents or bookmarks. If material pertains to a specific
submission form number, that should be indicated. Requested information should be provided in the submission form and required
attachments. There is no guarantee that supplemental materials will be reviewed.

Attachment Attachment: PDI02_Supplemental_Files_150310.pdf

Co.1 Measure Steward (Intellectual Property Owner): Agency for Healthcare Research and Quality

Co.2 Point of Contact: Maushami, DeSoto, Maushami.Desoto@ahrq.hhs.gov, 301-427-1546-

Co.3 Measure Developer if different from Measure Steward: Agency for Healthcare Research and Quality
Co.4 Point of Contact: Mamatha, Pancholi, Mamatha.Pancholi@ahrg.hhs.gov, 301-427-1412-

Ad.1 Workgroup/Expert Panel involved in measure development

Provide a list of sponsoring organizations and workgroup/panel members’ names and organizations. Describe the members’ role
in measure development.

Multi-specialty Panel and Surgical Panel members are listed in the technical report:
http://qualityindicators.ahrqg.gov/Downloads/Modules_Non_Software/Modules%20Development%20Bullet/pdi_development.zip

Measure Developer/Steward Updates and Ongoing Maintenance

Ad.2 Year the measure was first released: 2006

Ad.3 Month and Year of most recent revision: 03, 2015

Ad.4 What is your frequency for review/update of this measure? Annual
Ad.5 When is the next scheduled review/update for this measure? 10, 2015

Ad.6 Copyright statement: The AHRQ QI software is publicly available. We have no copyright disclaimers
Ad.7 Disclaimers: None

Ad.8 Additional Information/Comments: Not applicable
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