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APPROVAL STATEMENT DISCLOSURE
• This nursing continuing professional development activity was approved by 

Broad River Rehab, an accredited approver by the American Nurses 
Credentialing Center's Commission on Accreditation. 

• This course has been approved for 1.5 contact hours.

• Broad River Rehab is not charging for this educational offering and has no 
financial or other conflicts of interest regarding this program.
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SUCCESSFUL COMPLETION 
REQUIREMENTS
• Live, in-person

• In order to obtain nursing contact hours, you must attend the entire activity, 
participate in case study analysis, and complete the evaluation.

• Live, virtual
• In order to obtain nursing contact hours, you must participate in the entire 

program, participate in audience polling and/or Q&A and complete the 
evaluation.

• Web-Based/On-Demand
• In order to obtain nursing contact hours, you must view the entire program, 

and complete the evaluation.

B R O A D  R I V E R  R E H A B



• Contact hours for this program will not be awarded after October 1, 
2022
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DISCLOSURE OF THE EXPIRATION DATE FOR 
AWARDING CONTACT HOURS FOR ENDURING 
PROGRAMS
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Agenda
• A history of Quality Measurement (The Road to Value)

• Technically speaking…

• Specifics: Improvement in Function

• How does this apply to my residents?

• An interdisciplinary approach 

• Q&A

Quality Measurement  
Applying and Understanding of the Basics

Agenda



Quality Measurement: a history lesson
•Quality Indicators… Anyone… Anyone?
• Current LTC Quality Reporting

• CASPER QM Reports
• Quality Measures
• Care Compare
• 5-Star Rating
• Skilled Nursing Facility Value Based Purchasing (SNF VBP)
• Skilled Nursing Facility Quality Reporting Program (SNF QRP)
• Meaningful Measures 

•List of Current Publicly Reported Quality Measures (See handout)
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https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/NHQIQualityMeasures
https://www.medicare.gov/care-compare/
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/FSQRS
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/SNF-VBP/SNF-VBP-Page
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/Skilled-Nursing-Facility-Quality-Reporting-Program/SNF-Quality-Reporting-Program-Measures-and-Technical-Information
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityInitiativesGenInfo/MMF/General-info-Sub-Page


Quality Measurement: a history lesson
• CMS National Quality Strategy: The Centers for Medicare & Medicaid Services 

(CMS) will set and raise the bar for:
• A resilient, high-value health care system that promotes quality outcomes, safety, equity, and 

accessibility for all individuals, especially for people in historically underserved and under-
resourced communities. 

• The CMS National Quality Strategy takes a person-centered approach to quality and safety and 
seeks to improve the overall care journey as individuals move across the continuum of care, 
from home or community-based settings to hospitals and post-acute care. 

• This initiative will depend on the focus of every person and entity working to optimize a person-
centered approach to care that improves safety and quality.
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National Quality Strategy Priorities
• CMS National Quality Strategy consists of eight focused and 

interrelated goals:
• Embed Quality into the Care Journey
• Advance Health Equity
• Promote Safety to Achieve Zero Preventable Harm
• Foster Engagement to Improve Quality and Build Trust
• Strengthen Resiliency in the Health Care System
• Embrace the Digital Age
• Incentivize Innovation and Technology Adoption to Drive Care Improvements
• Increase Quality Measurement Alignment to Promote Seamless and 

Coordinated Care
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Meaningful measures 2.0
• Meaningful Measures 2.0 supports five 

interrelated goals. Click the title of each goal 
for more details. 

• Empower consumers to make good health care 
choices through patient-directed quality measures and 
public transparency.

• Leverage quality measures to promote health equity 
and close gaps in care.

• Use the Meaningful Measures Initiative to 
streamline quality measurement.

• Leverage measures to drive outcome improvement 
through public reporting and payment programs.

• Improve quality measure efficiency by transitioning to 
digital measures and using advanced data analytics.



Quality Measurement Future
• CMS has finalized the adoption of one new measure for the SNF QRP beginning with the FY 

2024 SNF QRP: the Influenza Vaccination Coverage among Healthcare Personnel (HCP) 
(NQF #0431) measure.

• CMS finalized a revision to the compliance date for the collection of the Transfer of Health (TOH) 
Information to the Provider-PAC measure, the TOH Information to the Patient-PAC 
measure, and the six categories of standardized patient assessment data elements on the 
MDS v1.18.11 from October 1st of the year that is at least 2 full fiscal years after the end of the 
COVID-19 PHE to October 1, 2023.

• CMS has finalized the adoption of two new quality measures for the SNF VBP Program 
beginning with the FY 2026 program year: 

• (1) Skilled Nursing Facility (SNF) Healthcare Associated Infections (HAI) Requiring Hospitalization (SNF 
HAI) measure (Patient Safety Domain – Meaningful Measures 2.0 Framework); 

• (2) Total Nursing Hours per Resident Day Staffing (Total Nurse Staffing) measure (Person Centered 
Care Domain – Meaningful Measures 2.0 Framework). 
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https://www.qualityforum.org/QPS/QPSTool.aspx#qpsPageState=%7B%22TabType%22%3A1,%22TabContentType%22%3A2,%22SearchCriteriaForStandard%22%3A%7B%22TaxonomyIDs%22%3A%5B%5D,%22SelectedTypeAheadFilterOption%22%3A%7B%22ID%22%3A511,%22FilterOptionLabel%22%3A%220431%22,%22TypeOfTypeAheadFilterOption%22%3A4,%22TaxonomyId%22%3A0%7D,%22Keyword%22%3A%220431%22,%22PageSize%22%3A%2225%22,%22OrderType%22%3A3,%22OrderBy%22%3A%22ASC%22,%22PageNo%22%3A1,%22IsExactMatch%22%3Afalse,%22QueryStringType%22%3A%22%22,%22ProjectActivityId%22%3A%220%22,%22FederalProgramYear%22%3A%220%22,%22FederalFiscalYear%22%3A%220%22,%22FilterTypes%22%3A0,%22EndorsementStatus%22%3A%22%22,%22MSAIDs%22%3A%5B%5D%7D,%22SearchCriteriaForForPortfolio%22%3A%7B%22Tags%22%3A%5B%5D,%22FilterTypes%22%3A0,%22PageStartIndex%22%3A1,%22PageEndIndex%22%3A25,%22PageNumber%22%3Anull,%22PageSize%22%3A%2225%22,%22SortBy%22%3A%22Title%22,%22SortOrder%22%3A%22ASC%22,%22SearchTerm%22%3A%22%22%7D,%22ItemsToCompare%22%3A%5B%5D,%22SelectedStandardIdList%22%3A%5B%5D,%22StandardID%22%3A332,%22EntityTypeID%22%3A1%7D
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/Downloads/Final-Specifications-for-SNF-QRP-Quality-Measures-and-SPADEs.pdf
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/Downloads/Final-Specifications-for-SNF-QRP-Quality-Measures-and-SPADEs.pdf
https://www.cms.gov/files/document/snf-hai-call-public-comment-draft-specifications.pdf
https://www.cms.gov/files/document/proposed-specifications-skilled-nursing-facility-value-based-purchasing-snf-vbp-program-total.pdf
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Focus: CASPER and QM Manual v. 15.0



Quality Measures Data
•Originates in the MDS database for appropriate cases during the 
reporting period
•Specific data that is the focus of the measure must be coded on the 
MDS – only source
•The data for the measure must follow MDS rules for coding and be 
reproduceable
•Many measures have data exclusions which block the assessment data 
from the QM calculation
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Emphasis on Data Accuracy and Timelines of 
Assessment Validation

•Frequently QM data is not truly representative of the events or 
conditions being measured if the coding on the MDS is not accurate
•Reporting of changes in functional status during a stay can be missed if 
ADL – or functional scores are not properly assessed and documented 
in the medical record
•Assessments that are transmitted but not validated can influence the 
amount of data reporting
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Importance of Data Accuracy and Data 
Formulation Processes

•If Quality Measures are not accurate for the facility population, 
significant negative outcomes can happen – data accuracy problems 
distort the data
•Data formulation policies that produce consistent data with 
reproducibility is the best situation
•The IDT must understand the MDS 3.0 database that creates the 
Quality Measure statistics and the influence of the exclusions
•Periodic audits of QM data from the Reports to the MDS to the medical 
record can confirm data accuracy and signal the need for internal policy 
review
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Quality Measure Definitions
•Target period: The span of time that defines the QM reporting period (e.g., a calendar quarter).

•Influenza Season: Influenza season is July 1 of the current year to June 30 of the following year 
(e.g., July 1, 2019, through June 30, 2020, for the 2019 – 2020 influenza season).

•Stay: The period of time between a resident’s entry into a facility and either (a) a discharge, or (b) 
the end of the target period, whichever comes first. A stay, thus defined, may include interrupted 
stays lasting 3 calendar days or less. The start of a stay is either:
• An admission entry (A0310F = [01] and A1700 = [1]), or
• A reentry (A0310F = [01] and A1700 = [2])

•The end of a stay is the earliest of the following:
• Any discharge assessment (A0310F = [10, 11]), or
• A death in facility tracking record (A0310F = [12]), or
• The end of the target period
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Quality Measure Definitions
•Interrupted Stay: During a stay, the resident had an interruption in their stay and resumed the same 
stay within three consecutive calendar days. Interrupted stays apply only to Medicare-covered stays 
and pertain to both short- and long-stay resident episodes.

•Episode: A period of time spanning one or more stays. An episode begins with an admission 
(defined below) and ends with either (a) a discharge, or (b) the end of the target period, whichever 
comes first. An episode starts with:
• An admission entry (A0310F = [01] and A1700 = [1]).

•The end of an episode is the earliest of the following
• A discharge assessment with return not anticipated (A0310F = [10]), or
• A discharge assessment with return anticipated (A0310F = [11]) but the resident did not return within 30 days 

of discharge, or
• A death in facility tracking record (A0310F = [12]), or
• The end of the target period.
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Quality Measure Definitions
•Admission: An admission entry record (A0310F = [01] and A1700 = [1]) is required when any one of 
the following occurs:
• Resident has never been admitted to this facility before; or
• Resident has been in this facility previously and was discharged return not anticipated; or
• Resident has been in this facility previously and was discharged return anticipated and did not return within 

30 days of discharge.

•Reentry: A reentry record (A0310F = [01] and A1700 = [2]) is required when all of the following 
occurred prior to this entry; the resident was:
• Discharged return anticipated, and
• Returned to facility within 30 days of discharge.
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Quality Measure Definitions
•Cumulative days in facility (CDIF): The total number of days within an episode during which the 
resident was in the facility. It is the sum of the number of days within each stay included in an 
episode. If an episode consists of more than one stay separated by periods of time outside the 
facility (e.g., hospitalizations), and/or one or more stays with interruptions lasting 3 calendar days or 
less, only those days within the facility would count towards CDIF. Any days outside of the facility 
(e.g., hospital, home, etc.) would not count towards the CDIF total. The following rules are used 
when computing CDIF:
• When counting the number of days until the end of the episode, counting stops with: 

• (a) the last record in the target period if that record is a discharge assessment (A0310F = [10, 11]), 
• (b) the last record in the target period if that record is a death in facility (A0310F = [12]), or 
• (c) the end of the target period is reached, whichever is earlier.
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Quality Measure Definitions
•Cumulative days in facility (cont.):

• When counting the duration of each stay within an episode, include the day of entry (A1600) but not the day 
of discharge (A2000) unless the entry and discharge occurred on the same day in which case the number of 
days in the stay is equal to 1.
• For example: if a resident is admitted on Monday and discharged the following day (Tuesday), the duration of that episode would be 1 day.

• While death in facility records (A0310F = [12]) end CDIF counting, these records are not used as target 
records because they contain only tracking information and do not include clinical information necessary for 
QM calculation
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Quality Measure Definitions
•Cumulative days in facility (cont.):

• Special rules for influenza vaccination measures. Influenza vaccination measures are calculated only 
once per 12-month influenza season, which begins July 1 of a given year and ends on June 30 of the 
subsequent year. For these measures, the target period begins on October 1 and ends on March 31. This 
means that the end-of-episode date will be March 31 for an episode that is ongoing at the end of the 
influenza season and that March 31 should be used as the end date when computing CDIF and for 
classifying stays as long or short for the influenza vaccination measures.
• Note, the target period (i.e., October 1 – March 31) is different than the selection period, which begins October 1 and ends June 30 of the 

following year. The selection period for the influenza vaccination measures is discussed more in Sections 3 and 4 below
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Quality Measure Definitions
•Short stay: An episode with CDIF less than or equal to 100 days as of the end of the target period. 
Short stays may include one or more interruptions, indicated by Interrupted Stay (A0310G1 = [1]).

•Long stay: An episode with CDIF greater than or equal to 101 days as of the end of the target 
period. Long stays may include one or more interruptions, indicated by Interrupted Stay (A0310G1 = 
[1]).

•Target date: The event date for an MDS record, defined as follows:
• For an entry record (A0310F = [01]), the target date is equal to the entry date (A1600).
• For a discharge record (A0310F = [10, 11]) or death-in-facility record (A0310F = [12]), the target date is equal 

to the discharge date (A2000).
• For all other records, the target date is equal to the Assessment Reference Date (ARD, A2300).
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Quality Measure Sample Selection
•Two resident samples are selected for computing the QMs: a short-stay sample and a long-stay 
sample. These samples are selected using the following steps:

1. Select all residents whose latest episode either ends during the target period or is ongoing              
at the end of the target period. This latest episode is selected for QM calculation.

2. For each episode that is selected, compute the cumulative days in the facility (CDIF).

3. If the CDIF is less than or equal to 100 days, the resident is included in the short-stay sample.

4. If the CDIF is greater than or equal to 101 days, the resident is included in the long-stay sample.

Note that all residents who are selected in Step 1 above will be placed in either the short- or long-stay 
sample and that the two samples are mutually exclusive. If a resident has multiple episodes within the 
target period, only the latest episode is used.
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Within each sample, certain key records 
are identified which are used for 
calculating individual measures.

• Short Stay Records
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A Note on Risk 
Adjustment

Quality 
Measure     
Record 
Definitions

•Risk adjustment refines raw QM scores to 
better reflect the prevalence of problems that 
facilities should be able to address.
•Two complementary approaches to risk 
adjustment are applied to the QMs.
• 1. One approach involves exclusion of residents whose 

outcomes are not under nursing facility control (e.g., 
outcome is evidenced on admission to the facility) or the 
outcome may be unavoidable (e.g., the resident has end-
stage disease or is comatose). All of the QMs, except the 
vaccination QMs, are shaped by one or more exclusions. 
For each QM, the prevalence of the outcome across all 
residents in a nursing facility, after exclusions, is the facility-
level observed QM score.

• 2. A second approach involves adjusting QM scores directly, 
using logistic regression. This method of adjustment 
employs resident-level covariates that are found to 
increase the risks of an outcome.
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Quality Measure Example
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Quality Measure Example
•Admission

•Discharge
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Interdisciplinary Roll in Quality Measurement
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Assess QM 
Trending

Complete 
Root Cause 

Analysis

Integrate 
Strategic 
Clinical 

Programs

Implement 
with an IDT 
approach

QAPI- How 
did we do?



Quality Measure
Management
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Quality Measure Management

B R O A D  R I V E R  R E H A B



Quality Measure Management
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Quality Measure Management
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Quality Measure Management

•Root Cause Analysis Reveals that Weight Loss is caused by: 
• Limited community dining, poor positioning during meals, and reduced sensory 

environment

•Strategic Clinical Programs could include: 
• Walk to Dine; Integrating More Natural Setting in the Dining Environment; 

Improved Lighting and Contrast
• Learn from CMS- Integrate Critical Element Pathways in Program Development
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Quality Measure Management

•Root Cause Analysis Reveals that Fall with Major Injury is caused by: 
• Reduced opportunity for out of bed movement; physical barriers in room 

environment, ineffective toileting program

•Strategic Clinical Programs could include: 
• Walk to Dine; Planned out of bed activities, Toileting Program
• Learn from CMS- Integrate Critical Element Pathways in Program Development
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Quality Measure Management

•Consider Implementation of Interprofessional Practice and Education as Defined by the              
World Health Organization

•Interprofessional Education & Interprofessional Collaborative Practice
• IPP occurs when multiple service providers from different professional backgrounds provide comprehensive healthcare 

or educational services by working with individuals and their families, caregivers, and communities- to deliver the 
highest quality of care across settings.
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https://apps.who.int/iris/bitstream/handle/10665/70185/WHO_HRH_HPN_10.3_eng.pdf;jsessionid=AB529160C134D473E9D83317B9D84DA7?sequence=1


Quality Measure Management

QAPI Quality Assurance & Performance Improvement (CMS)
Effective QAPI programs are critical to improving the quality of life, and quality of care and services 
delivered in nursing homes.

5 Elements
◦ Design and Scope 
◦ Governance and Leadership
◦ Feedback, Data Systems and Monitoring
◦ Performance Improvement Projects (PIPs)
◦ Systematic Analysis and Systemic Action
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Quality Measure Management

•The Issue: During the monthly QAPI meeting at Whistling Pines, staff discovered a 
trend of unexplained weight loss among several residents over the last two months. 
During the discussion, a representative from dining services noted that there had 
been an increase in the amount of food left on plates, as well as an increase in the 
amount of supplements being ordered. Although other issues and opportunities for 
improvement were identified at the meeting, the QAPI Steering Committee decided 
to launch a Performance Improvement Project (PIP) on the weight loss trend 
because unexplained weight loss posed a high-risk problem for residents. 

B R O A D  R I V E R  R E H A B
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Quality Measure Management

•What Whistling Pines did: The QAPI Steering Committee chartered a PIP team 
composed of a certified nursing assistant (CNA), charge nurse, social worker, 
dietary worker, registered dietitian, and a nurse practitioner. The team studied the 
issue, and then performed a root cause analysis (RCA) to help direct a plan of 
action. The RCA revealed several underlying factors, which included: 
• No process existed for identifying and addressing risks for weight loss such as dental 

condition, diagnosis, or use of appetite suppressing medications; 
• No system existed to ensure resident preferences are honored; 
• Staff lacked an understanding of how to document food intake percentages; and 
• Residents reported the food was not appetizing. 
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Quality Measure Management

•What Whistling Pines did: Based on the identified underlying causes, the PIP 
team recommended the following interventions: 
• Development of a protocol for identifying residents at risk for weight loss to be done on 

admission and with each care plan. This protocol included a review of medications 
(appetite suppressants), new diagnoses, and resident assessments, including dental 
issues; 

• Development of standing orders for residents identified as “at risk” for weight loss. These 
would include bi-weekly weights, referral to attending physician and dietitian for 
assessment, and documentation of meal percentages; 

• Development of a new program for CNAs to be “Food Plan Leads” for at risk residents. 
The program would include identification of food preferences and accurate 
documentation of meals - laminated badge cards with pictures of meal percentages were 
distributed to all CNAs; and 

• Revision of the menu to focus on favorite foods, adding finger foods and increasing 
choices outside of mealtimes. The interventions were implemented in one area of the 
building that was home to 25 residents. 

B R O A D  R I V E R  R E H A B
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Quality Measure Management

•The PIP team collected data from dietary (food wasted and supplement use), CNAs 
(observation of resident satisfaction and meal percentages), residents (satisfaction 
surveys), and weights. After 3 months, they found that 5 residents gained weight,15 
remained stable, and 5 lost weight, but the weight loss was not unexpected and 
consistent with their clinical condition. 

•Food costs did not increase, and supplement costs decreased by 12%. 
•Whistling Pines decided to adopt and expand the changes to other areas of the 
facility. They received no deficiencies in the areas of nutrition on their annual 
survey. Using QAPI allowed them to identify and correct developing issues before 
they escalated to larger problems
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QAPI- How 
did we do?

RESULTS

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/QAPI/downloads/QAPIAtaGlance.pdf


QUESTIONS?
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Find Out More
Contact Us:
Tricia Wood: Vice President,  Business Development (Southern US)

twood@broadriverrehab.com
(919) 844-4800

Randy Wadley: M.B.A. Vice President,  Business Development (Northern US)
rwadley@broadriverrehab.com
(330) 495-8854

Jeff Moyers: Vice President,  Business Development (Southern US)
jmoyers@broadriverrehab.com
(828) 319-9618 

Sign up for our Blog  www.broadriverrehab.com

Ask an Expert https://www.broadriverrehab.com/expert/

Broad River Rehab Reflections are the third Thursday of each month. In September we will discuss CAAs and Care 
Plans
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Find Out More
Contact Us:

Leah Klusch: Executive Director
leahklusch@tatci.com

(330) 821-7616

www.tatci.com
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The
Alliance
Training
Center

mailto:leahklusch@tatci.com
http://www.tatci.com/
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