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Agenda

1. What is the IMPACT Act ?

2. The Quality Reporting Program (QRP).

3. A history of the current QRP measures.

4. The 6 QRP measures new to NHC/Care Compare in October.

5. QRP process, how to manage your QRP.

6. Q&A



IMPACT Act
• The Improving Medicare Post-Acute Care Transformation Act of 2014

• http://waysandmeans.house.gov/news/documentsingle.aspx?DocumentID=373213

• The IMPACT Act is an attempt to address the PAC information gap and would require collection and 
analyses of data that will enable Medicare to: 
• Compare quality across PAC settings; 
• Improve hospital and PAC discharge planning; and 
• Use this information to reform PAC payments (via site neutral or bundled payments, for example) while ensuring continued 

beneficiary access to the most appropriate setting of care. 

• Requires Post-Acute Providers to Report Standardized Assessment Data – Builds on existing PAC 
assessment tools, and requires the reporting of common data across PAC providers for purposes of:
• Patient assessment, 
• Quality comparisons, 
• Resource use measurement, and 
• Payment reform, i.e. establishing payment rates according to the individual characteristics of the patient, not the care setting

http://waysandmeans.house.gov/news/documentsingle.aspx?DocumentID=373213


IMPACT Act
• Provides Congress with New Payment Models to Consider for Future Reforms – Requires reports to 

Congress from Med PAC and the Department of Health and Human Services that will utilize the PAC 
assessment data to:
• build actual payment prototypes that, 
• Congress can use to consider for future PAC payment reforms (ex. PDPM, PDGM).

• Protects Beneficiary Choice and Access to Care – Directs the Secretary to develop regulations:
• That encourages the use of quality data in patient discharge planning while continuing to take into account patient preferences.
• That Provide for collection of comparable information across PAC settings so that any future PAC payment reforms have the data 

needed to identify and ensure continued patient access to appropriate settings of care. 

•



IMPACT Act
• The Act requires that CMS make interoperable standardized patient assessment and quality measures 

data, and data on resource use and other measures to allow for the exchange of data among PAC and 
other providers to facilitate coordinated care and improved outcomes 

• Achieving standardization (i.e., alignment/harmonization) of clinically relevant data elements improves 
care and communication for individuals across the continuum: Enables shared understanding and use of 
clinical information

• Enables the re-use of data elements (e.g., for transitions of care, care planning, referrals, decision 
support, quality measurement, payment reform, etc.)

• Supports the exchange of patient assessment data across providers (ex. Care Compare)
• Influences and supports CMS and industry efforts to advance interoperable health information exchange 

and care coordination
• SNF QRP - CMS believes that the QRP will, “…promote higher quality and more efficient health care for 

Medicare Beneficiaries”



SNF QRP
•Skilled Nursing Facility (SNF) Quality Reporting Program (SNF QRP)

• The Improving Medicare Post-Acute Care Transformation Act (IMPACT) Act of 2014 requires the 
Secretary to implement specified clinical assessment domains using standardized (uniform) data 
elements to be nested within the assessment instruments currently required for submission by Long-
Term Care Hospital (LTCH), Inpatient Rehabilitation Facility (IRF), Skilled Nursing Facility (SNF), and Home 
Health Agency (HHA) providers. 

• The Act further requires that the Centers for Medicare and Medicaid Services (CMS) develop and 
implement quality measures using standardized assessment data. 

• In addition, the Act requires the development and reporting of measures pertaining to resource use, 
hospitalization, and discharge to the community. 

• Through the use of standardized quality measures and standardized data, the intent of the Act, among 
other obligations, is to enable interoperability and access to longitudinal information for such providers 
to facilitate coordinated care, improved outcomes, and overall quality comparisons. 

• Click CMS SNF QRP for access to the most up to date information on the SNF QRP 
(QRP Manual v3.0 has been revised by v3.0.1 addendum)

• Click Quality Reporting Manuals for access to all quality measure user’s manuals.

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/Skilled-Nursing-Facility-Quality-Reporting-Program/SNF-Quality-Reporting-Program-Overview
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/NHQIQualityMeasures


SNF QRP
•Skilled Nursing Facility (SNF) Quality Reporting Program (SNF QRP)

• The IMPACT Act of 2014 mandated the establishment of the SNF QRP. As finalized in the Fiscal Year (FY) 
2016 SNF PPS final rule, beginning with FY 2018 and each subsequent FY, the Secretary shall reduce the 
market basket update (also known as the Annual Payment Update, or APU) by 2 percentage points for 
any SNF that does not comply with the quality data submission requirements with respect to that FY.

• SNFs utilize the Minimum Data Set (MDS) 3.0 via the Quality Improvement and Evaluation System (QIES) 
Assessment Submission and Processing (ASAP) system to collect patient assessment data. The 
implementation of the SNF QRP will not change requirements related to the submission of MDS 3.0 
data through CMS’ QIES ASAP system.

• The FY 2020 reporting year is based on four quarters of data from 01/01/2018 – 12/31/2018. This 
means that FY 2020 compliance determination will be based on data submitted for admissions to the 
SNF on and after January 1, 2018 and discharged from the SNF up to and including December 31, 2018.



SNF QRP
•Skilled Nursing Facility (SNF) Quality Reporting Program (SNF 
QRP)
• The APU threshold is calculated by taking the total number of 

assessments with 100% of the required MDS data elements 
(numerator) divided by the number of successfully submitted 
assessments (denominator). The resulting number is multiplied 
by 100 to determine the threshold percentage. 

• In general, MDS records submitted for patient admissions 
and/or discharges occurring during the reporting period will be 
included in the denominator. 

• Providers must submit 80% or more of all assessments with 
100% of the required MDS data elements to be in compliance 
with SNF QRP requirements.



SNF QRP
•Temporary SNF QRP Exceptions Due to the COVID-19 PHE

• In a March 27, announcement, CMS provided temporary changes to the SNF QRP data submission 
requirements, due to the COVID-19 PHE, to assist skilled nursing facility providers while they directed 
resources toward caring for patients and ensuring the health and safety of patients and staff. CMS made 
optional and temporarily excepted providers from the submission of the MDS assessment data for the 
quarters in Figure 1.

• These changes to the SNF QRP data submission requirements ended on June 30, 2020.



SNF QRP
•CMS Strategy for Excepted Data

• For Q1 2020 and Q2 2020, providers were excepted from data submissions. For this reason, CMS will 
hold the data constant (i.e., freeze the data) following the October 2020 refresh. The affected Compare 
site refreshes that were scheduled to contain CY 2020 COVID-19 data (Q1 2020, and Q2 2020) include:

• January 2021
• April 2021
• July 2021
• October 2021

• Additionally:
• Subsequent to the October 2020 refresh, CMS will not issue Provider Preview Reports for those refreshes that 

continue to display the constant data.
• There will be no data available (open) to correct for Q1 2020 and Q2 2020. Therefore, Review and Correct Report 

will not be provided for these quarters of data.
• Quality Measure Reports in CASPER will still be available and will reflect Q1 and Q2 2020 data submitted.
• See handouts for QRP Tip Sheets, Quick Reference Guides as well as Data Collection and submission

deadline timetables. 



SNF QRP
•CMS Strategy for Excepted Data

• After the October 2021 refresh, CMS plans to resume Public Reporting. Figure 2 provides a summary.



SNF QRP Measures
•Current SNF QRP Measures

•MDS Based
• FY 2016 

• Application of Percent of Residents Experiencing One or More Falls with Major Injury P 
• Application of Percent of Long-Term Care Hospital (LTCH) Patients with an Admission and Discharge Functional Assessment and a Care Plan 

that Addresses Function P
• FY 2017

• Drug Regimen Review Conducted with Follow-Up for Identified Issues—PAC SNF QRP
• FY 2018

• Changes in Skin Integrity Post-Acute Care: Pressure Ulcer/Injury P - (PU new  or worsening)✯
• Application of IRF Functional Outcome Measure: Change in Self-Care Score for Medical Rehabilitation Patients
• Application of IRF Functional Outcome Measure: Change in Mobility Score for Medical Rehabilitation Patients
• Application of IRF Functional Outcome Measure: Discharge Self-Care Score for Medical Rehabilitation Patients
• Application of IRF Functional Outcome Measure: Discharge Mobility Score for Medical Rehabilitation Patients

•Claims Based
• FY 2017

• Medicare Spending Per Beneficiary – Post-Acute Care (PAC) SNF QRP FY 2017 P
• Discharge to Community - PAC SNF QRP FY 2017 P ✯
• Potentially Preventable 30-Day Post-Discharge Readmission Measure – SNF QRP FY 2017 P



Nursing Home Compare and Upcoming 
Changes
• Beginning with the October 2020 refresh, CMS will publicly display on the Nursing Home 

Compare website six new MDS based measures:
• Changes in Skin Integrity Post-Acute Care: Pressure Ulcer/Injury (Replacing the Pressure Ulcer New or 

worsening measure)
• Drug Regimen Review Conducted with Follow-Up for Identified Issues 
• Application of IRF Functional Outcome Measure: Change in Self-Care
• Application of IRF Functional Outcome Measure: Change in Mobility
• Application of IRF Functional Outcome Measure: Discharge Self-Care Score
• Application of IRF Functional Outcome Measure: Discharge Mobility Score

• Don’t forget other NHC changes that will affect the October refresh.
• PBJ Data (Restarted with Q2 2020), 
• 5-Star Freeze (Updates through Dec. 31, 2019), 
• Health inspection reinstatement (Data before March 3rd and Restarting Guidelines Aug 17, 2020)



New Publicly Reported QMs
• Changes in Skin Integrity Post-Acute Care: Pressure Ulcer/Injury (CMS ID: S038.02)

• Description: This measure reports the percentage of Medicare Part A SNF Stays (Type 1 SNF Stays and Type 
2 SNF Stays) with Stage 2-4 pressure ulcers, or unstageable pressure ulcers due to slough/eschar, non-
removable dressing/device, or deep tissue injury, that are new or worsened since admission. 

• The measure is calculated by reviewing a resident’s MDS pressure ulcer discharge assessment data for 
reports of Stage 2-4 pressure ulcers, or unstageable pressure ulcers due to slough/eschar, non-removable 
dressing/device, or deep tissue injury, that were not present or were at a lesser stage at the time of 
admission

• If a resident has multiple Medicare Part A SNF Stays during the target 12 months, then all stays are included 
in this measure.

• Numerator: The numerator is the number of Medicare Part A SNF Stays (Type 1 SNF Stays only) in the 
denominator for which the discharge assessment indicates one or more new or worsened Stage 2-4 
pressure ulcers, or unstageable pressure ulcers due to slough/eschar, non-removable dressing/device, or 
deep tissue injury, compared to admission.



New Publicly Reported QMs
• Changes in Skin Integrity Post-Acute Care: Pressure Ulcer/Injury (CMS ID: S038.02) cont.

• Denominator: The denominator is the number of Medicare Part A SNF Stays (Type 1 SNF Stays only) in the 
selected time window for SNF residents ending during the selected time window, except those that meet 
the exclusion criteria.

• Exclusions: Medicare Part A SNF Stays are excluded if:
• Data on new or worsened Stage 2, 3, 4, and unstageable pressure ulcers, including deep tissue injuries, are 

missing [-] at discharge,
• The resident died during the SNF stay (i.e., Type 2 SNF Stays).

• Covariates:
• Functional Mobility Admission Performance: Coding of dependent or substantial/maximal assistance for 

the functional mobility item Lying to Sitting on Side of Bed at admission
• Bowel Incontinence: Bowel Continence (H0400) at admission
• Peripheral Vascular Disease / Peripheral Arterial Disease or Diabetes Mellitus
• Low body mass index (BMI), based on height (K0200A) and weight (K0200B)



New Publicly Reported QMs
• Drug Regimen Review Conducted with Follow-Up for Identified Issues  (CMS ID: 

S007.02)
• Description: This measure reports the percentage of Medicare Part A SNF Stays (Type 1 SNF Stays and Type 

2 SNF Stays) in which a drug regimen review was conducted at the time of admission and timely follow-up 
with a physician occurred each time potential clinically significant medication issues were identified 
throughout the stay.

• If a resident has multiple Medicare Part A SNF Stays during the target 12 months, then all stays are included 
in this measure.

• Numerator: The total number of Medicare Part A SNF Stays (Type 1 SNF Stays only) in the denominator 
meeting each of the following two criteria:
• 1. The facility conducted a drug regimen review on admission which resulted in one of the three following 

scenarios: 
• a. No potential or actual clinically significant medication issues were found during the review OR
• b. Potential or actual clinically significant medication issues were found during the review and then a 

physician (or physician-designee) was contacted, and prescribed/recommended actions were completed 
by midnight of the next calendar day OR

• c. The resident was not taking any medications



New Publicly Reported QMs
• Drug Regimen Review Conducted with Follow-Up for Identified Issues  (CMS ID: 

S007.02) cont.
• 2. Appropriate follow-up occurred each time a potential or actual clinically significant medication issue 

was identified during the stay; or no potential or actual clinically significant medications issues were 
identified since the admission or resident was not taking any medications.

• Denominator: The total number of Medicare Part A SNF Stays (Type 1 SNF Stays only) during the reporting 
period.

• Exclusions: Medicare Part A SNF Stays are excluded if: The resident died during the SNF stay (i.e. Type 2 SNF 
Stays).



New Publicly Reported QMs
• SNF Functional Outcome Measure: Change in Self-Care Score for Skilled Nursing Facility 

Residents (CMS ID: S022.03)
• Description: This measure estimates the risk-adjusted mean change in self-care score between admission 

and discharge for Medicare Part A SNF Stays (Type 1 SNF Stays and Type 2 SNF Stays).
• If a resident has multiple Medicare Part A SNF stays during the target 12 months, then all stays are included 

in this measure.
• Self-Care items and Rating scale: The Self-Care assessment items used for admission and discharge Self-

Care score calculations are:
• GG0130A1. Eating
• GG0130B1. Oral hygiene
• GG0130C1. Toileting hygiene
• GG0130E1. Shower/bathe self
• GG0130F1. Upper body dressing
• GG0130G1. Lower body dressing
• GG0130H1. Putting on/taking off footwear



New Publicly Reported QMs
• SNF Functional Outcome Measure: Change in Self-Care Score for Skilled Nursing Facility 

Residents (CMS ID: S022.03) cont.
• Sum the scores of the admission and discharge self-care items to create an admission self-care score for each stay-

level record. Scores can range from 7 to 42, with a higher score indicating greater independence.
• Numerator: The measure does not have a simple form for the numerator and denominator. This measure 

estimates the risk adjusted change in self-care score between admission and discharge among Medicare Part A SNF 
stays, except those that meet the exclusion criteria. The change in self-care score is calculated as the difference 
between the discharge self-care score and the admission self-care score.

• Denominator: The total number of Medicare Part A SNF stays (Type 1 SNF Stays only), except those that meet the 
exclusion criteria.

• Exclusions: Medicare Part A SNF Stays are excluded if:
• The Medicare Part A SNF Stay was an incomplete stay (Unplanned discharge or Discharge to acute hospital, 

psychiatric hospital, long-term care hospital or SNF PPS Part A stay less than 3 days or The resident died during 
the SNF stay.

• The resident is independent with all self-care activities at the time of admission.
• The resident has the following medical conditions at the time of admission (Coma, persistent vegetative state, 

complete tetraplegia, locked-in syndrome, severe anoxic brain damage, cerebral edema or compression of 
brain).

• The resident is younger than age 18



New Publicly Reported QMs
• SNF Functional Outcome Measure: Change in Self-Care Score for Skilled Nursing Facility 

Residents (CMS ID: S022.03) cont.
• The resident is discharged to hospice or received hospice while a resident
• The resident did not receive physical or occupational therapy services

• Covariates: (Data for each covariate are derived from the admission assessment included in the target 
Medicare Part A SNF stays)
• Age group, Admission self-care score – continuous score, Admission self-care score – squared form, 

Primary medical condition category, Interaction between primary medical condition category and 
admission self-care score, Prior surgery, Prior functioning: self-care, Prior functioning: indoor mobility 
(ambulation), Prior mobility device use, Stage 2 pressure ulcer, Stage 3, 4, or unstageable pressure 
ulcer/injury, Cognitive abilities, Communication impairment, Urinary Continence, Bowel Continence, Tube 
feeding or total parenteral nutrition, Comorbidities



New Publicly Reported QMs
• SNF Functional Outcome Measure: Change in Mobility Score for Skilled Nursing Facility 

Residents (CMS ID: S023.03)
• Description: This measure estimates the risk-adjusted mean change in mobility score between admission 

and discharge for Medicare Part A SNF Stays (Type 1 SNF Stays and Type 2 SNF Stays).
• If a resident has multiple Medicare Part A SNF stays during the target 12 months, then all stays are included 

in this measure.
• Mobility items and Rating scale: The Mobility assessment items used for admission and discharge Self-Care 

score calculations are:
• GG0170A1. Roll left and right, • GG0170B1. Sit to lying
• GG0170C1. Lying to sitting on side of bed, • GG0170D1. Sit to stand
• GG0170E1. Chair/bed-to-chair transfer, • GG0170F1. Toilet transfer
• GG0170G1. Car transfer, • GG0170I1. Walk 10 feet
• GG0170J1. Walk 50 feet with two turns, • GG0170K1. Walk 150 feet
• GG0170L1. Walking 10 feet on uneven surfaces, • GG0170M1. 1 step (curb)
• GG0170N1. 4 steps, • GG0170O1. 12 steps.
• • GG0170P1. Picking up object



New Publicly Reported QMs
• SNF Functional Outcome Measure: Change in Mobility Score for Skilled Nursing Facility 

Residents (CMS ID: S023.03) cont.
• Sum the scores of the admission and discharge mobility items to create an admission self-care score for each stay-

level record. Scores can range from 15 to 90, with a higher score indicating greater independence.
• Numerator: The measure does not have a simple form for the numerator and denominator. This measure 

estimates the risk adjusted change in mobility score between admission and discharge among Medicare Part A SNF 
stays, except those that meet the exclusion criteria. The change in mobility score is calculated as the difference 
between the discharge self-care score and the admission self-care score.

• Denominator: The total number of Medicare Part A SNF stays (Type 1 SNF Stays only), except those that meet the 
exclusion criteria.

• Exclusions: Medicare Part A SNF Stays are excluded if:
• The Medicare Part A SNF Stay was an incomplete stay (Unplanned discharge or Discharge to acute hospital, 

psychiatric hospital, long-term care hospital or SNF PPS Part A stay less than 3 days or The resident died during 
the SNF stay.

• The resident is independent with all mobility activities at the time of admission.
• The resident has the following medical conditions at the time of admission (Coma, persistent vegetative state, 

complete tetraplegia, locked-in syndrome, severe anoxic brain damage, cerebral edema or compression of 
brain).

• The resident is younger than age 18



New Publicly Reported QMs
• SNF Functional Outcome Measure: Change in Mobility Score for Skilled Nursing Facility 

Residents (CMS ID: S023.03) cont.
• The resident is discharged to hospice or received hospice while a resident
• The resident did not receive physical or occupational therapy services

• Covariates: (Data for each covariate are derived from the admission assessment included in the target 
Medicare Part A SNF stays)
• Age group, Admission mobility score – continuous score, Admission mobility score – squared form, 

Primary medical condition category, Interaction between primary medical condition category and 
admission mobility score, Prior surgery, Prior functioning: indoor mobility (ambulation), stairs, functional 
cognition, Prior mobility device use, Stage 2 pressure ulcer, Stage 3, 4, or unstageable pressure 
ulcer/injury, Cognitive abilities, Communication impairment, Urinary Continence, Bowel Continence, Tube 
feeding or total parenteral nutrition, History of falls, Comorbidities



New Publicly Reported QMs
• SNF Functional Outcome Measure: Discharge Self-Care Score for Skilled Nursing Facility 

Residents (CMS ID: S024.03)
• Description: This measure estimates the percentage of Medicare Part A SNF Stays (Type 1 SNF Stays and 

Type 2 SNF Stays) that meet or exceed an expected discharge self-care score.
• If a resident has multiple Medicare Part A SNF stays during the target 12 months, then all stays are included 

in this measure.
• Self-Care items and Rating scale: The Self-Care assessment items used for admission and discharge Self-

Care score calculations are:
• GG0130A1. Eating
• GG0130B1. Oral hygiene
• GG0130C1. Toileting hygiene
• GG0130E1. Shower/bathe self
• GG0130F1. Upper body dressing
• GG0130G1. Lower body dressing
• GG0130H1. Putting on/taking off footwear



New Publicly Reported QMs
• SNF Functional Outcome Measure: Discharge Self-Care Score for Skilled Nursing Facility 

Residents (CMS ID: S024.03) cont.
• Sum the scores of the discharge self-care items to create a discharge self-care score for each Medicare Part 

A SNF stay record. Scores can range from 7 to 42, with a higher score indicating greater independence.
• Numerator:  The total number of Medicare Part A SNF Stays (Type 1 SNF Stays only) in the denominator, 

except those that meet the exclusion criteria, with a discharge self-care score that is equal to or higher than 
the calculated expected discharge self-care score.

• Denominator: The total number of Medicare Part A SNF Stays (Type 1 SNF Stays only), except those that 
meet the exclusion criteria.

• Exclusions: Medicare Part A SNF Stays are excluded if:
• The Medicare Part A SNF Stay was an incomplete stay (Unplanned discharge or Discharge to acute 

hospital, psychiatric hospital, long-term care hospital or SNF PPS Part A stay less than 3 days or The 
resident died during the SNF stay.

• The resident has the following medical conditions at the time of admission (Coma, persistent vegetative 
state, complete tetraplegia, locked-in syndrome, severe anoxic brain damage, cerebral edema or 
compression of brain).

• The resident is younger than age 18



New Publicly Reported QMs
• SNF Functional Outcome Measure: Discharge Self-Care Score for Skilled Nursing Facility 

Residents (CMS ID: S024.03) cont.
• The resident is discharged to hospice or received hospice while a resident
• The resident did not receive physical or occupational therapy services

• Covariates: (Data for each covariate are derived from the admission assessment included in the target 
Medicare Part A SNF stays)
• Age group, Admission self-care score – continuous score, Admission self-care score – squared form, 

Primary medical condition category, Interaction between primary medical condition category and 
admission self-care score, Prior surgery, Prior functioning: self-care, Prior functioning: indoor mobility 
(ambulation), Prior mobility device use, Stage 2 pressure ulcer, Stage 3, 4, or unstageable pressure 
ulcer/injury, Cognitive abilities, Communication impairment, Urinary Continence, Bowel Continence, Tube 
feeding or total parenteral nutrition, Comorbidities



New Publicly Reported QMs
• SNF Functional Outcome Measure: Discharge Mobility Score for Skilled Nursing Facility 

Residents (CMS ID: S025.03)
• Description: This measure estimates the percentage of Medicare Part A SNF Stays (Type 1 SNF Stays and 

Type 2 SNF Stays) that meet or exceed an expected discharge mobility score.
• If a resident has multiple Medicare Part A SNF stays during the target 12 months, then all stays are included 

in this measure.
• Mobility items and Rating scale: The Mobility assessment items used for admission and discharge Self-Care 

score calculations are:
• GG0170A1. Roll left and right, • GG0170B1. Sit to lying
• GG0170C1. Lying to sitting on side of bed, • GG0170D1. Sit to stand
• GG0170E1. Chair/bed-to-chair transfer, • GG0170F1. Toilet transfer
• GG0170G1. Car transfer, • GG0170I1. Walk 10 feet
• GG0170J1. Walk 50 feet with two turns, • GG0170K1. Walk 150 feet
• GG0170L1. Walking 10 feet on uneven surfaces, • GG0170M1. 1 step (curb)
• GG0170N1. 4 steps, • GG0170O1. 12 steps.
• • GG0170P1. Picking up object



New Publicly Reported QMs
• SNF Functional Outcome Measure: Discharge Mobility Score for Skilled Nursing Facility 

Residents (CMS ID: S025.03) cont.
• Sum the scores of the discharge mobility items to create a discharge mobility score for each Medicare Part A 

SNF stay. Scores can range from 15 – 90, with a higher score indicating greater independence.
• Numerator: The total number of Medicare Part A SNF stays (Type 1 SNF Stays only) in the denominator, 

except those that meet the exclusion criteria, with a discharge mobility score that is equal to or higher than 
the calculated expected discharge mobility score. 

• Denominator: The total number of Medicare Part A SNF stays (Type 1 SNF Stays only), except those that 
meet the exclusion criteria.

• Exclusions: Medicare Part A SNF Stays are excluded if:
• The Medicare Part A SNF Stay was an incomplete stay (Unplanned discharge or Discharge to acute 

hospital, psychiatric hospital, long-term care hospital or SNF PPS Part A stay less than 3 days or The 
resident died during the SNF stay.

• The resident has the following medical conditions at the time of admission (Coma, persistent vegetative 
state, complete tetraplegia, locked-in syndrome, severe anoxic brain damage, cerebral edema or 
compression of brain).

• The resident is younger than age 18



New Publicly Reported QMs
• SNF Functional Outcome Measure: Discharge Mobility Score for Skilled Nursing Facility 

Residents (CMS ID: S025.03) cont.
• The resident is discharged to hospice or received hospice while a resident
• The resident did not receive physical or occupational therapy services

• Covariates: (Data for each covariate are derived from the admission assessment included in the target 
Medicare Part A SNF stays)
• Age group, Admission mobility score – continuous score, Admission mobility score – squared form, 

Primary medical condition category, Interaction between primary medical condition category and 
admission mobility score, Prior surgery, Prior functioning: indoor mobility (ambulation), stairs, functional 
cognition, Prior mobility device use, Stage 2 pressure ulcer, Stage 3, 4, or unstageable pressure 
ulcer/injury, Cognitive abilities, Communication impairment, Urinary Continence, Bowel Continence, Tube 
feeding or total parenteral nutrition, History of falls, Comorbidities



Nursing Home Compare and Upcoming 
Changes
• New Project: Development of the Skilled Nursing Facility (SNF) Healthcare-Associated Infections 

(HAIs) Requiring Hospitalizations Measure for the Skilled Nursing Facility Quality Reporting 
Program (SNF QRP). New measure is being developed as a healthcare-associated infections quality 
measure for the SNF QRP under the Meaningful Measure domain: Making Care Safer by Reducing 
Harm Caused in the Delivery of Care.
• Measure specifications: this new measure, “…will estimate the risk-standardized rate of HAIs that are 

acquired during SNF care and result in hospitalization. SNF HAIs that are acquired during SNF care and result 
in hospitalization will be identified using the principal diagnosis on the Medicare hospital claims for SNF 
residents, during the time window beginning on day four after SNF admission and within day three after SNF 
discharge. The measure is risk adjusted to “level the playing field” to allow comparison based on residents 
with similar characteristics between SNFs.”

https://www.cms.gov/files/document/development-skilled-nursing-facility-snf-healthcare-associated-infections-hais-requiring.pdf
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityInitiativesGenInfo/MMF/General-info-Sub-Page


SNF QRP 2021
• “Meaningful Measures” framework is the Centers for Medicare and Medicaid Services’ new 

initiative which identifies the highest priorities for quality measurement and improvement. 
• It involves only assessing those core issues that are the most critical to providing high-quality care 

and improving individual outcomes.  
• The Meaningful Measure Areas serve as the connectors between CMS strategic goals and 

individual measures/initiatives that demonstrate how high-quality outcomes for our beneficiaries 
are being achieved. 

• They are concrete quality topics, which reflect core issues that are most vital/meaningful to high 
quality care and better patient outcomes.

• Meaningful Measures is not intended to replace any existing programs but will help programs 
identify and select individual measures. 

• Meaningful Measure areas are intended to increase measure alignment across CMS programs and 
other public and private initiatives. Additionally, it will point to high priority areas where there may 
be gaps in available quality measures while helping guide CMS’s effort to develop and implement 
quality measures to fill those gaps.
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Nursing Home Compare and Upcoming 
Changes

•CMS has finalized the Nursing Home Compare overhaul by launching a planned consolidated site called 
Care Compare. The CMS press release may be found here. This new site aggregates information about 
nursing homes, home health services, inpatient rehabilitation facilities, long-term acute care hospitals, 
dialysis providers, and hospitals. According to the press release, “With just one click, patients can find 
information that is easy to understand about doctors, hospitals, nursing homes, and other health care 
services instead of searching through multiple tools.” This new system will eventually replace the legacy 
systems like Nursing Home Compare.

https://www.medicare.gov/care-compare/
https://www.cms.gov/newsroom/press-releases/cms-care-compare-empowers-patients-when-making-important-health-care-decisions


Nursing Home Compare and Upcoming 
Changes



Managing Your QRP
•SNF HAI Confidential dry run report: The purpose of the provider report is to inform SNFs of their performance in comparison to their peers. It is 

important to recognize that HAIs in SNFs are not considered “never-events.” The goal of this risk-adjusted measure is to identify SNFs that have notably higher rates 
of HAIs and to statistically distinguish between SNFs that are either better than or worse than their peers in infection prevention and in infection management. 

HAI Performance Report

Provider Facility ID State Performance 
Year

Data Collection 
Period # of Stays # of HAI 

Cases
Observed 
HAI Rate

Risk 
Adjusted HAI 

Rate

95% CI 
Lower Bound

95% CI 
Upper Bound

Comparative 
Performance 

Category

Observed 
National 
Average

# of 
Providers 

Better than 
National 
Average

# of 
Providers No 
Different than 

National 
Average

# of 
Providers 

Worse than 
National 
Average

# of 
Providers 

Too Small to 
Report

XXXXX XXXXXXXXX XX FY2018 10/01/2017-
09/30/2018 158 14 8.86% 7.25% 4.63% 10.35% No Different than 

National Average 5.96% 294 12,185 770 1,790

XXXXX XXXXXXXXX XX FY2019 10/01/2018-
09/30/2019 170 18 10.59% 9.27% 6.02% 13.42% Worse than National 

Average 5.68% 292 12,175 650 1,983
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QUESTIONS?
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