TIPS ON CHECKING THE ACCURACY OF YOUR 

QUALITY MEASURES

CMS did not discover any problems in calculating the MDS Quality Measures (QMs) for any facility in the six-state pilot. These TIPs outline a strategy to determine if you may have any problems with your facility’s QMs. If after following these TIPs and reading the attached FAQs on Accuracy of My Quality Measures , you still have any concerns about the accuracy of your QM values (e.g. you believe your facilities QMs have been inadvertently switched with another facility), please call 1-888-676-0724 [Note: this number is operational only from Oct 14th through Oct 22nd, 2002]. 

1. Do you have quality measure values that are not applicable to your facility? 
Facilities should first review whether they have data for each of the QMs.  If you were assigned another facility’s QM inadvertently, you may have data for some QMs that are impossible for your facility. For example, you should not have QM for post-acute care (PAC) QMs when your facility does not provide any or minimal PAC (Note: you need to have a minimum of 20 residents with 14d SNF PPS MDS assessment completed during the six-month [January 1, 2002 though June 30, 2002] observation period used to calculate the PAC QMs] in order to have a PAC QM reported on www.medicare.gov in mid-November). Alternatively, you should not have a chronic care QM when you are a hospital based SNF with  very few residents staying long enough to calculate a chronic care QM.  The chronic care (CC) QMs require at least 30 assessments in the three-month observation period [April 1, 2002 through June 30, 2002] used to calculate the CC QMs

2. Is your denominator size unusually large or small, given the size and admission practices of your facility? 

Facilities should next look at their denominator size for each QM. You should see if your denominator size for your chronic care  or PAC sample look way out of range given your facility bed size, occupancy rate and admission volume during the observation period. For example, if you have 100 bed facility with 90% occupancy, your denominator size for the chronic care sample should not be significantly larger than 100 (e.g.  say >200). Conversely, if you have a large facility (e.g. >300 beds), you should not have a significantly smaller denominator size (e.g. <50). Due to exclusions from the quality measures, the denominator size may be less than the total number of residents in your facility during the three-month observation period. Alternatively, the denominator size may be larger than your bed size, as the calculation of the measures include discharged residents, as well as residents currently living in your facility.

This also applies to checking your PAC QM denominator size. [Note: many facilities will have smaller than expected PAC denominator size due to the MDS selection process for calculating the PAC QMs since only 14d SNF PPS MDS assessments are used (AA8b = 7) as target assessments. Many SNF admissions are either discharged prior to having a 14d SNF PPS MDS assessment completed, or residents are enrolled in managed care or have a non-Medicare insurance that does not require SNF PPS (Medicare) assessments. AA8b is usually left blank for these residents. 

3. For those QMs that have a corresponding CHSRA QI, are your QM values extremely different from your CHSRA QI? 

Lastly, facilities should compare their QMs with their CHSRA QIs from the corresponding time frame used to calculate the chronic care QMs. [Note: Chronic care QMs reported in November 2002 reflect MDS assessments completed during 2nd quarter of 2002 – April through June]. Chronic QMs with corresponding CHSRA QIs include Pressure Ulcer, Restraints, and ADL Decline.  Facilities should not expect their QMs to identically match their CHSRA QIs since the specifications for the QMs are not identical to the CHSRA QI specifications. A table outlying similarities and differences in the calculation of the QMs and CHSRA QIs can be found at (http://www.medqic.org/nursinghomes/ go to quality measure info and select “Overview and comparison of QMs and CHSRA QIs”).  However, your QM should not be extremely different from your corresponding CHSRA QI (i.e. there should not be  large absolute differences of >20% [20 percentage point difference] when you subtract your CHSRA QI from your QM.  For example, a facility with a Pressure Ulcer QM without the FAP of 25% is unlikely to have a CHSRA pressure ulcer (combined high and low risk) QI of 5% (i.e. 25%-5% = a 20% absolute difference).  Smaller differences may occur due to differences in MDS selection process and risk adjustment strategies, including exclusions. 

4. Are all staff coding the MDS entries in the same way, with the same understanding of how to code each entry that is included in the calculation of each QM?

In the six-state pilot, many facilities realized that MDS coding instructions were not being consistently followed on all units within a facility.  In addition, there was confusion on how to properly code each item.  In some circumstances, facilities discovered this as the reason their numerator values were larger than they believed they should be. Facilities should carefully check their MDS coding before assuming an error in the QMs and review the instructions in the RAI User’s Manual.  If coding questions some up, facilities should call their state’s RAI Coordinator. 

If after following these four steps and reading the attached FAQs on Accuracy of My Quality Measures, you still have any concerns about the accuracy of your QM (e.g., you believe your facilities QMs have been inadvertently switched with another facility), please call 1-888-676-0724 [Note: this number is operational only from Oct 14th through Oct 22nd, 2002].

 Frequently Asked Questions about

Accuracy of My Quality Measures

1. The number of residents used to calculate my Post-Acute Care (PAC) Quality Measure (QM) is incorrect. Shouldn’t the denominator be larger because we admitted many more residents to our SNF/TCU unit? 

Before concluding your PAC QM is incorrect, it is important to review how residents are included  in the PAC QM calculations.  The PAC sample spans a six-month period and selects resident’s most recent 14d SNF PPS MDS assessment ( AA8b = 7). Residents who were admitted for SNF stay, but leave before a 14d SNF PPS assessment is completed, are not included. Approximately 50% of all SNF stays leave before 14 days. Also, AA8b is not usually completed for residents with Medicare Managed Care, other insurance (e.g. indemnity insurance) or paying cash and therefore are not selected for inclusion in the PAC QM calculations. The end result of this selection process is that the denominator used to calculate the PAC measures will usually be less than the total number of residents admitted to your SNF-PAC-subacute unit. How much less will depend on your volume of non-Medicare residents and length of stay less than 14 days for your Medicare residents. If after re-examining your SNF/subacute care admissions applying these criteria you still find a large discrepancy, then you should call 1-888-676-0724 which is operational only from Oct.14th through Oct. 22nd, 2002. Small discrepancies will also occur due to exclusions applied to each QM. 

2. The number of residents in my Chronic Care (CC) Quality Measure (QM) is incorrect. We only have 100 beds but have more than 100 residents are used to calculate our QM? 

Before concluding your CC QM is incorrect, it is important to review how residents are included in the CC QM calculations.  The Chronic Care sample spans a 3 month period and selects residents with the most recent OBRA assessment during that three month period. Some facilities will have high turnover of residents and may have more than one resident occupying a bed during the three-month observation period that has an OBRA MDS assessment completed. This will cause these facilities to have more residents in their sample than total number of beds.  Conversely, for each measure some residents are excluded based on their clinical characteristics. This will lower the number of residents used to calculate the measure (denominator size) and will vary by facility depending on your resident population (please review exclusion criteria for CC QMs at (http://www.medqic.org/nursinghomes/go to quality measure info and select “Overview and comparison of QMs and CHSRA QIs”). The net effect is that your chronic care QM denominator size should be close but not identical to your bed size given your occupancy rate. 

3. The quality measures are different from the percentages we get when we divided the numerator by the denominator provided on the preview data. 

This may occur for five of the quality measures (Delirium, Delirium with FAP, Walking Improvement, Pain [chronic care ], and Pressure Ulcer with FAP) but should not for the other QMs. This occurs because these five QMs utilize a regression strategy for risk adjustment. This approach calculates an “expected” QM adjusted for facilities resident characteristics and for the facility’s admission profile.  The observed value (the numerator divided by the denominator) is compared to the expected value and the national mean. In general, when the observed value is less than the expected and national mean the facility is considered to be doing better than expected and the facility’s adjusted QM is lower than the observed value. Conversely, when the observed value is greater than the expected value and national mean, the facility is considered to be doing worse than expected and the adjusted QM value is usually higher than the observed value. For example, if a facility has 10 residents with pressure ulcers out of 100 residents, the observed value would be 10% (10/100).  If the expected value is 8% and national mean is 9% (both less than the observed value of 10%) then the facilities adjusted value is going to be higher than 10%. However, in most circumstances the observed value and the adjusted value will be very close in value. 

4. We track the number of residents with each of the conditions in the quality measures (e.g. pressure ulcers or restraints) and the number of residents with these conditions in the numerator seems to be way too high. 

This can occur for several reasons. The most likely reason occurs when the data collected and used by the facility to track their conditions (e.g. pressure ulcers or infections) is different from the data collected and used by the MDS coordinator or nursing home staff completing the MDS. For example, a nursing home might have a QA committee that tracks pressure ulcers or an infection control nurse who tracks infections from their own data collection process, while other staff in the facility who are completing the MDS use information from their own observations. If these groups use different definitions for pressure ulcers or infections, or different ways of collecting information from the resident, the MDS information may not match the facilities QA information. Facilities should first look at their MDS coding before assuming an error in the QM calculation. This is much more common than an error occurring in the calculation of the MDS QMs. Errors in entering MDS data should be corrected through normal mechanisms.  Alternately, a facility’s QM information could have been inadvertently switched with another facility’s, though this is extremely unlikely. If you believe an inadvertent switch has occurred, you should call 1-888-676-0724 which is operational only from Oct 14th through Oct 22nd 2002. 

5. I do not have any PAC QMs reported? 

A facility must have at least 20 residents over a 6-month period that have a 14d SNF PPS record available and do not have any of the exclusion criteria for each PAC QM in order for the quality measure to be reported.

6. I do not have any Chronic Care QMs reported? 

A facility must have at least 30 residents over a 3-month period that have an OBRA MDS and do not have any of the exclusion criteria for each chronic QM in order for the quality measure to be reported.


