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Good afternoon. My name is Cindy Massuda and I'd like to welcome you to the
Centers for Medicare & Medicaid Services presentation entitled “Updates to Public
Reporting in FY 2019:

Hospice Comprehensive Assessment Measure and Data Correction Deadlines”. The

goal of this presentation is to inform hospice providers about two different key public
reporting updates.




Welcome & Agenda

Part 1

= |Learn about the NQF #3235 Hospice and Palliative Care Composite
Process Measure — Comprehensive Assessment at Admission Quality
Measure (QM)
* Measure background and what it assesses
* How it is calculated (including accounting for conditional measures)
* How the measure will be reported

= Question and Answer session

Part 2
= Review the 4.5 Month Data Correction Deadline Policy Update
= Question and Answer session

7_5

This training will be split into two parts, covering two separate topics.

During Part 1 of the training, we will be going over the Hospice and Palliative Care
Composite Process Measure, also known as the Hospice Comprehensive Assessment
Measure. Because this measure was added to provider preview reports in September
2018 and is now being publicly reported on Hospice Compare, we wanted to take the
opportunity to dive into the details of this measure to be sure that providers
understand how this measure is calculated. Following Part 1 of the training, we will
have a brief question and answer session.

Then, during Part 2 of the training, we will be reviewing the 4.5 Month Data
Correction Deadline for Public Reporting policy update that was finalized in the FY
2019 Hospice final rule. Following Part 2 of the presentation, we will host an
additional question and answer session.



Cindy Massuda, JD
CCSQ, CMS

Dorothy Wu, BA
RTI International

Elizabeth Fehlberg, PhD RN
RTI International

Our presenters today will be Dorothy Wu and Elizabeth Fehlberg from RTI
International. At this point, I'll turn it over to Dorothy who will lead the first portion of
today’s presentation.



Acronyms used in this presentation

= CASPER: Certification And Survey Provider Enhanced Reports
= CMS: Centers for Medicare & Medicaid Services

= CY: Calendar Year

= FAQ: Frequently Asked Questions

=  FY: Fiscal Year

= HIS: Hospice Item Set

= HQRP: Hospice Quality Reporting Program

= NQF: National Quality Forum

= QIES ASAP: Quality Improvement and Evaluation System Assessment Submission
and Processing

= QMs: Quality measures
= QTSO: QIES Technical Support Office

Thank you, Cindy for that introduction. Slide 3 contains a list of acronyms that will be
used in this presentation.



PART ONE

NQF #3235 The Hospice and Palliative Care
Composite Process Measure — Comprehensive
Assessment at Admission

As Cindy mentioned, this training has been split into two parts.
Starting with Part 1, we will be reviewing the Hospice and Palliative Care Composite
Process Measure — Comprehensive Assessment at Admission




What is the Hospice and Palliative Care Composite Process
Measure — Comprehensive Assessment at Admission (NQF #3235)?

= Also known as the Hospice Comprehensive Assessment Measure, or the
Composite Measure

= |Implementedin the HQRP on April 1, 2017 and is calculated using existing HIS
data items from the HIS V2.00.0

= Captures- in a single measure - whether multiple key care processes were
delivered upon patients’ admissions to hospice (i.e., a composite measure)

)

Let’s start out with a brief overview. You may be more familiar with this measure by
its short measure name which is the Hospice Comprehensive Assessment Measure.
This measure was implemented in the HQRP on April 1, 2017 and is calculated using
existing HIS data items from the HIS V2.00.0. The motivation behind the Hospice
Comprehensive Assessment Measure is to account for the fact that there are many
things that a hospice is expected to do when a patient is admitted to hospice in order
to provide high quality care. The Hospice Comprehensive Assessment Measure
captures, in a single measure, whether multiple care processes were done when a
patient was admitted. | want to pause here for a second and define a term that you
are going to hear us use during this training. That term is composite measure. A
composite measure is a measure like this one that captures multiple aspects of
quality in one measure.




Which measures are included in the Hospice Comprehensive

Assessment QVI?
= Table1 lists the 7 Hospice Item Set (HIS)- Table 1. The 7 HIS Admission-based
based QMs that were originally Care Process QMs
imp|emented with the HIS was released NQF#1617 Patients Treated with an Opioid
who are Given a Bowel Regimen
NQF #1634 Pain Screening
=  The Hospice Comprehensive Assessment NQF #1637 Pain Assessment
QM is comprised of the 7 HIS Admission- NQF #1639 Dyspnea Screening
based Care Process QMs NQF #1638 Dyspnea Treatment

NQF #1641 Treatment Preferences

NQF #1647 Beliefs/Values Addressed (if
desired by the patient)

So | mentioned on the prior slide that, as a composite measure, the Hospice
Comprehensive Assessment QM looks at multiple care processes at once. I'll now go
over which care processes are captured by, or make up, the composite measure.

Historically, hospices have been using the HIS to report data on seven processes of
care that should be delivered when patients are admitted to hospice. Those seven
measures are listed in Table 1 on this slide. CMS began public reporting of these 7
measures on Hospice Compare last year, and these measures were reported
individually, so consumers could look to see how hospices performed on each
individual measure.



Which measures are included in the Hospice Comprehensive

Assessment QMI?

= |Instead of lookingat each of the 7 care Table 1. The 7 HIS Admission-based
processes in Table 1 individually, the Care Process QMs
Hospice Comprehensive Assessment QM NQF#1617 Patients Treated with an Opioid
looks at all 7 component measures at who are Given a Bowel Regimen
once NQF #1634 Pain Screening

NQF #1637 Pain Assessment

= |nasingle measure, the Hospice NQF #1639 Dyspnea Screening
Comprehensive Assessment QM NQF #1638 Dyspnea Treatment
captures the proportion of patients for NQF #1641 Treatment Preferences
whom the hospice performed all 7 care NQF #1647 Beliefs/Values Addressed (if

processes, as applicable desired by the patient)
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The Hospice Comprehensive Assessment measure takes these 7 individual measures
and combines them into a single metric. As such, the Hospice Comprehensive
Assessment measure captures, in a single measure, the proportion of hospice
patients for whom the hospice performed all seven of these care processes, as
applicable. This means that in order to get “credit” for this composite measure for a
particular patient, the hospice must perform all seven of the care processes for which
the patient is eligible. We’ll talk more about how hospices get credit for this measure
on the next slide, but first | want to define one more term that you are going to hear
us use during this training. That term is component measure. When we combine
multiple individual measures together into a composite measure, we refer to those
individual measures that make up the composite as component measures. So we
would refer to the 7 individual HIS measures as the component measures that make
up the composite measure, the Hospice Comprehensive Assessment measure. You
will hear us use the terms component measures and composite measure throughout
the rest of this presentation.




How is the Hospice Comprehensive Assessment QM calculated?

= The Hospice Comprehensive Assessment QM is an “all-or-none” measure,
which means that in order to receive credit for the QM, the hospice must
perform ALL 7 care processes (as applicable) for that patient (no partial
credit)

= The Hospice Comprehensive Assessment QM is not an average of the
hospice’s performance on individual care processes

There are many different types of composite measures. Two of the most common are
“all-or-none” and average-based composite measures. The Hospice Comprehensive
Assessment composite measure is calculated as an “all-or-none” measure. This
means that in order to receive credit on the hospice composite measure, your
hospice must perform all seven care processes -- as applicable -- to receive credit for
the measure, for any given patient. In effect, the “all-or-none” requirement means
that your hospice does not receive any partial credit for performing most of the seven
care processes and the score is NOT an average of your individual performance on
the seven care process measures.

We’ll go through an example of this all or none approach next, and what the
implications of using an all-or-none approach are.



Example of all-or-none approach

» Your hospice successfully completes 6 out of the 7 HIS care
processes for a patient upon admission (or 86% of required care
processes).

» However, since the Hospice Comprehensive Assessment QM has an
all-or-none standard, your hospice would not receive any credit for
that patient for this measure (i.e., 0% for this patient)

» This is because your hospice did not successfully complete all 7 care
processes.

The all-or-none criterion sets a higher bar for performance

So on the prior slide, we introduced the concept of an all-or-none approach; I’'m now
going to go over an example of the all or none approach and the implications that
has.

For example, if your hospice completes 6 out of 7 of the care processes for a
patient upon admission, then that sounds like a pretty good job — 6 out of 7 means
your hospice completed an average of 86% of the 7 required care processes.
However, since the composite measure has an all-or-none standard and is not
average-based, your hospice would not receive any credit for that patient on this
composite measure because not all care processes were completed.

As such, the all-or-none approach sets a higher bar for performance as it requires
you to do all 7 things (as applicable) and doesn’t give partial credit for completing
less than 7 care processes.



Implications of an all-or-none approach

= All-or-none approach means it is possible for the Hospice
Comprehensive Assessment QM score to be lower than the lowest
component measure score

There is an additional implication of the all-or-none criterion that has been a point of
confusion for this measure, so | want to call your attention to this important point:
this composite measure being an all-or-none measure means that it is possible for
your hospice’s Comprehensive Assessment Measure score to be lower than your
lowest component measure score. A lot of providers find this point confusing because

they think of the Comprehensive Assessment Measure as an average-based measure
when it is not.

To explain this particular point, we are going to use a simplified example of school
performance.
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School Example: Understanding why the Hospice Comprehensive
Assessment QM score may be lower than individual component scores

A school has three students:
= Alex

= John
® Erin
The school was supposed to teach the students three subjects:
= Math
= Science
= English

Let’s look at how the school did ...

In this simplified example, the school only has three students named Alex, John, and
Erin. The school is required to teach its students three subjects which are Math,
Science, and English. Next, we are going to take a look to see how well this school
performed at teaching Alex, John, and Erin all three subjects.
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School Example (continued):

Math ‘ Science r English
‘ Alex \/ ' \/ x
, John X . \/ V
Erin \/ \/ V

The school taught Alex: Math and Science
The school taught John: Science and English

The school taught Erin: Math, Science, and English

——

The school taught Alex two of the three subjects — he learned Math and Science

The school also taught John two of the three subjects — he learned Science and
English

And the school taught Erin all three subjects — she learned Math, Science, and English

12



School Example (continued):

How well did the school do at teaching each of the subjects (individual measure

B '
approach)? Math Science English

Alex \/ \/ X

v John - x . v ' v
Erin v v/ v/
% Students taught
Each subject 67% 100% 67%

How well did the school do at teaching each student all of the subjects (i.e., “all or
none” composite measure)?

Math | Science | English = All Subjects Taught?

Alex v v X No (0%)
Joln X | v | v | No(0%)
Erin V| vV | V| Yes(100%)
% Students taught ALL subjects = 1outof3students = | 33%

Now we are going to look at the school’s performance in two different ways:

The first way is how well the school did at teaching these three students each subject. Note that this is the same
approach that is used for calculating your scores on the seven HIS component measures.

So how well did the school do at teaching Math? Well, the school taught 2 out of 3 students Math, so thatis a 67%
What about Science? The school taught 3 out of 3 students Science, so that is a 100%

And finally English. The school taught 2 out of 3 students English, so that is a 67%.

Now, we are going to look at how well the school did at teaching each student all three subjects. This is where the
example is representative of a composite measure because we are looking— in a single measure — at how well the
school performed on multiple things. Also, this is an “all or none” composite measure of school performance
because we specified that we wanted to know how well the school did at teaching each student all three subjects.
So how well did the school do? Well, the school only taught one student all three subjects, so that is a 33%.

So the difference is that with the first approach, we are looking at each measure or subject individually and we
allow partial credit. The school did not teach math to everyone, but they taught it to 2 out of 3 students, so they
get a 67%. In the second table, with an all-or-none approach, there is no partial credit. Instead, we are trying to
figure out, for each student, did the school teach all 3 subjects to that student. So, looking at Alex, we see that he
was taught 2 out of 3 subjects, but under the all-or-none approach, teaching 2 out of 3 is not enough to receive
credit. The school didn’t teach all 3, so the school gets 0% for Alex. Each time the school gets a 0% for a student,
that brings down the school’s overall performance on the measure because we know that 0’s quickly bring down
overall scores. Thus, we see that the school’s final score of 33% is much lower than the school’s scores on any one
individual subject. The same logic applies to the Hospice composite measure, and if we think about the logic
underlying this approach, it makes sense. Although we are holding the school to high bar for performance with
this all-or-none approach, the school should be responsible for teaching students all three subjects. So taking this
back to the HQRP, for the Hospice Comprehensive Assessment measure, the hospice must perform all seven care
processes as applicable for a patient in order to receive credit for that patient.

Before we move on from this example, lets look at the school’s performance in one other way.
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School Example (continued):

Math | Science = English Average-based Allb-:rs-::ne
Alex v v X 67% 0%
John % | w2 o 67% 0%
Erin | v 7 100% 100%
:‘i:‘::;:‘:“‘ht 67% | 100% | 67% 78% 33%

Slide 13 emphasizes what we just went over, but in a slightly different way. Slide 13
compares how you would calculate a composite score under an all-or-none approach
versus an average-based approach. The first orange column walks through what
would happen under an average-based composite approach. With an average
approach, the school would get credit for what they did teach — giving the school 67%
for Alex and John and 100% for Erin. If we average across those scores, they school
doesn’t do great, but they do okay — they get a 78%. The all or none approach is
much stricter because it gives no partial credit. Alex was taught 2 out of 3 subjects,
but since that wasn’t all 3, the school does not get any credit for Alex. You can see
here that the main difference between the composite and average approach is that
for the all-or-none approach, there are only 2 “scores” that the school can get for any
one student — either 0% or 100%. And as discussed on the previous slide, 0’s quickly
bring down your score. Here we see that the school got two 0’s and only one 100%.
This means that the overall score is 33% which is much lower than if we had used an
average-based approach. Similarly, for the Hospice Comprehensive Assessment
measure, the hospice must perform all seven care processes as applicable for a
patient in order to receive credit for that patient. There is no partial credit for
performing most of the care processes, but instead the hospice either gets a 0% or a
100% for each patient depending on whether the hospice performed all seven care
processes as applicable.
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What are conditional measures?
= Conditional measuresare measures where inclusionin the denominatoris
“dependent” or “conditional” on a response to a previous item

= Conditional measures matter because not all measures are required for all
patients, so there must be a way to account for measures that are “N/A”
for a given patientto ensure the hospice is not unfairly penalized

=  Hospice Comprehensive Assessment QM conditional measures:

Conditional Measure Condition

To be included in this measure, the patient must screen

Q#1697 haln/Assessment positive for pain as indicated by J0900C.

To be included in this measure, the patient must screen

NQF #1638 D Treat t
Q o positive for shortness of breath as indicated by J2030C.

NQF #1617 Patients Treated
with an Opioid Who Are Given
a Bowel Regimen

7&

So we’ve talked a lot thus far about the all or none approach the composite measure
takes and the implications of that. I'd like to turn now to discussing another detail of
the Hospice Comprehensive Assessment measure methodology: conditional
measures. Of the seven component measures that make up the Hospice
Comprehensive Assessment measure, three of them are we call conditional
measures. You can see the conditional measures listed in the table on this slide.
Conditional measures are measures where inclusion in the denominator is
dependent, or conditional, on a response to a previous item.

To be included in this measure, a scheduled opioid must be
initiated or continued as indicated by NOSOOA.

For example, for a patient to be included in the denominator of the Dyspnea
Treatment Measure, the patient must have screened positive for dyspnea. This is
because the hospice would not initiate treatment for shortness of breath unless the
patient was actually short of breath. Along these same lines, for a patient to be
included in the Pain Assessment measure, the patient must first screen positive for
pain. Finally, for a patient to be included in the denominator of the Patients Treated
with an Opioid Who Are Given a Bowel Regimen measure, the patient must be taking
a scheduled opioid.

So how do these conditional component measures get treated in the composite
measure?
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How does the Hospice Comprehensive Assessment QM
account for conditional measures?

When calculatingthe Hospice Comprehensive Assessment QM, if a patient does
not meet the denominatorcriteria for a conditional measure, the hospice will
by default ‘receive credit’ for that conditional measure for that patient.

Note: this methodology only appliesto the Hospice Comprehensive Assessment
QM, not the calculation ofthe individual component measures

Well the Hospice Comprehensive Assessment measure treats conditional measures
differently in that when the composite measure is calculated, the hospice will by
default “receive credit” for conditional measures when the patient does not meet the
denominator criteria for that conditional measure. Note that this methodology of
receiving credit for conditional measures when the patient does not meet the
denominator criteria only applies to the calculation of the Hospice Comprehensive
Assessment Measure — NOT the calculation of the individual component measures.

This might still sound a bit confusing, so let’s talk about what this looks like with a
brief example.

16



How does the Hospice Comprehensive Assessment QM
account for conditional measures?

= Forexample, if a patient screened ‘negative’ for dyspnea:
= The patient would be ineligible for the NQF#1638 Dyspnea Treatment QM

= The hospice would ‘receive credit’ for the Dyspnea Treatment component of
the Hospice Comprehensive Assessment QM, even without having conducted
the dyspnea treatment care process

= This is because, based on the results of the patient’sdyspnea screening,
it was appropriate for the hospice not to proceed with dyspnea
treatment, as the patientdoes not have dyspnea

If a patient screened negative for dyspnea, then that patient would be ineligible for
the denominator of the Dyspnea Treatment Quality Measure (or in other words that
patient would be considered neutral for the dyspnea treatment QM — meaning the
hospice would not receive credit for that patient, and the hospice would not be
penalized for that patient). Now when it comes to calculating the composite
measure, these conditional measures are treated differently. Instead, if a patient
screened negative for dyspnea, the hospice would receive credit for the Dyspnea
Treatment component of the composite measure. This means that if a patient
screens negative for dyspnea, that patient will not count toward the Dyspnea
Treatment measure score, but the hospice will receive credit for that patient when
calculating the composite score.
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How does the Hospice Comprehensive Assessment QM
account for conditional measures?

In the Hospice Comprehensive Assessment QM you

K ihe eatient— automatically receive credit for the component measure:

Reported no pain during pain

screening (HIS V2.00item J0900C = 0) NOF-#1637 Daics Ashcasiant

Screened negative for SOB (HIS V2.00

item 12030C = 0) NQF #1638 Dyspnea Treatment

Patient not on scheduled opioid (HIS NQF #1617 Patients Treated with an Opioid Who Are
V2.00 item NOS00A = 0) Given a Bowel Regimen

Note: this methodology only applies to the Hospice Comprehensive Assessment QM, not the
calculation of the individual component measures

-

Looking across all three conditional measures, if a patient reports that they do not
have pain during their pain screening, then when calculating the Hospice
Comprehensive Assessment Measure score, your hospice will automatically receive
credit for this patient. Similarly, if a patient is not on a scheduled opioid, then your
hospice will receive credit for NQF #1617 when calculating the composite measure
score.

And as a reminder, this methodology of counting patients that do not qualify for
conditional measures toward the composite measure score only applies to the
calculation of the composite measure — so patients will continue to not count toward
the individual component QM scores when they do not meet the denominator
criteria.
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Hospice Comprehensive Assessment QM Calculation

STEP 1. Determine the denominator

The Hospice Comprehensive Assessment QM denominatorincludes all patient
stays except those admitted before April 1, 2017* and those that meet the
measure exclusion criteria

*Inclusion i

the QM if thei

Exclusion Criteria:

1. Patientsyounger than 18 (as indicated by the birth date (item A0900) and
admission date (item A0220),

2. Patientsthat have not been discharged from the hospice, as determined by
the submission of a HIS-Discharge record, and/or

3. Discharged patients that do not have a matching HIS-Admission record

7._5

Now we are going to walk through the steps for calculating this composite measure.

Step 1 is to identify the patients that are eligible for inclusion in the measure
denominator. All patients are eligible for inclusion in this measure unless they were
admitted before April 1, 2017 or if they meet any of the exclusion criteria. You may be
wondering why patients need to be admitted after April 1, 2017 to be included in this
measure. Well, you might remember that at the beginning of this training, we
mentioned that the composite measure was implemented in the HQRP on April 1,
2017. This is why patients must be admitted after April 1, 2017 to be included in the
composite measure. Note that patients admitted prior to April 1, 2017 will continue
to be eligible for the seven component HIS measures.

So patients admitted before April 1, 2017 are not eligible and patients that meet any
of the exclusion criteria listed at the bottom of the slide are also not eligible. These
exclusion criteria are that patients younger than 18, patients that have not been
discharged, and patients that are missing their HIS-Admission record are ineligible for
inclusion in this measure.
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Hospice Comprehensive Assessment QM Calculation

STEP 2. Determine whether each patient met all 7 component numerator
criteria or received credit automatically for certain conditional measures.

For each patient’s stay in the denominator, check off which QMs out of the 7
component HIS QMs in the Hospice Comprehensive Assessment QM that you met
the requirements (and thus received credit), as applicable*:

NQF#1617 Patients Treated with an Opioid who are Given a Bowel Regimen*
NQF #1634 Pain Screening

NQF #1637 Pain Assessment®

NQF #1639 Dyspnea Screening

NQF #1638 Dyspnea Treatment*

NQF #1641 Treatment Preferences

NQF #1647 Beliefs/Values Addressed (if desired by the patient)

oooo0ooo

*Remember that if a patient does not meet the denominator criteria for one of the conditional measures

(indicated in the above list by *), your hospice will by default ‘re: credit’ for that conditional measure in the
calculation of the Hospice Comprehensive Assessment QM, even without having conducted that care process

Once you have identified the patients that are eligible for the measure denominator,
step 2 is to identify whether your hospice met the requirements for each of the seven
HIS component measures for each of these patients as applicable. And the reason
that we say “as applicable,” is because of the conditional measures that we just went
over. Remember, for the purposes of calculating the composite measure, if a patient
does not met the denominator criteria for one of the conditional measures, your
hospice will by default “receive credit” for that conditional measure.

For example, if a patient screened negative for dyspnea and is thus not eligible for the
Dyspnea Treatment QM (NQF #1638), for the purposes of calculating the composite
measure, mark that your hospice met the requirements for the Dyspnea Treatment
aMm.
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CANTUES 1O MEORCARE & SDRCARD MEVCES

Hospice Comprehensive Assessment QM Calculation

STEP 3. Determine if the patient stay will receive credit for this QM:

For each of the patientstays that meet the denominatorcriteria, add up the
number of component HIS QMs for which you met the requirements

For any given patient stay, if your total= 7:

= This patient stay met the numerator criteria for the Hospice Comprehensive
Assessment QM
= Your hospice will receive credit for this patientin the QM

For any given patient stay, if your total is lessthan 7:

=  This patient stay did not meet the numerator criteria for the Hospice
Comprehensive Assessment QM

=  Your hospice will not receive credit for this patient in the QM

Next, for each patient that qualifies for the denominator, you should add up the
number of HIS component measures for which your hospice met the requirements.
Remember that this is an all-or-none measure, and this means that you must receive
credit for all seven measures, as applicable, to receive credit for this measure.

21



CMS

CANTUES 1O MEORCARE & SDRCARD MEVCES

Hospice Comprehensive Assessment QM Calculation

STEP 3 (continued). For each of the patient stays that meet the denominator
criteria, add up the number of component HIS QMs for which you met the

requirements

Patient A Patient B
NQF#1617 Patients Treated with an NQF#1617 Patients Treated with an
Opioid who are Given a Bowel Regimen* Opioid who are Given a Bowel Regimen*
9’ NQF #1634 Pain Screening X NQF #1634 Pain Screening
NQF #1637 Pain Assessment* X NQF #1637 Pain Assessment*
'1 NQF #1639 Dyspnea Screening NQF #1639 Dyspnea Screening
NQF #1638 Dyspnea Treatment* NQF #1638 Dyspnea Treatment*
NQF #1641 Treatment Preferences g NQF #1641 Treatment Preferences
i~ 4 NQF #1647 Beliefs/Values Addressed (if Xl NaQF#1647 Beliefs/Values Addressed
desired by the patient) (if desired by the patient)
Total =7 \/ Total is less than 7 x
Your hospice will receive credit for Your hospice will not receive credit for
this patient for the QM this patient for thisQM

So once you add up the number of component QMs that you received credit for, if
this number equals 7, then that patient qualifies for the numerator for the composite
measure and your hospice will receive credit for that patient for this measure. If the
number is less than 7, then that patient does not qualify for the numerator for the
composite measure, and your hospice will not receive credit for that patient for this

measure
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Hospice Comprehensive Assessment QM Calculation

STEP 4. To calculate your hospice’s overall Hospice Comprehensive
Assessment QM, divide the final denominator for the QM by the number
of patient stays in the denominator that met the numerator for the QM

Your hospice’s The number of patient stays that
observed QM score met the numerator and received
for the Hospice = credit for the QM (Step 3) x 1 OO
Comprehensive Final denominator, after accounting for
Assessment QM exclusion criteria (Step 1)

Finally, to calculate your hospice’s score on the Hospice Comprehensive Assessment
Measure, you need divide the number of patient stays that met the numerator
criteria by the number patients that met the denominator criteria and multiply by
100.



Reporting of the Hospice Comprehensive Assessment QM

= Providers are able to view their Hospice Comprehensive Assessment
QM scores on their Certification And Survey Provider Enhanced
Reports (CASPER) Reports, which includes their:
®* Hospice-Level Quality Measure Report (QM Report)

= Patient Stay-Level Quality Measure Report

= Hospice Comprehensive Assessment QM scores also appear on
Preview Reports in advance of public reporting on Hospice Compare

For information on accessing and
interpreting CASPER QM Reports, please
refer to the CASPER QM Report Fact Sheet

7&

Now that we’ve talked about how the composite measure is calculated, next we want
to talk about the different resources that are available to providers to review and
monitor their hospice’s scores on the Hospice Comprehensive Assessment measure.
Providers can use their CASPER Reports, including the Hospice-Level and Patient-Stay
Level QM Reports to monitor their hospice’s performance on the composite measure.
CASPER Reports can be run on-demand and they enable hospice providers to view
and compare their performance to the national average for a reporting period of their
choice. For more information on the CASPER QM Reports, we refer readers to the
CASPER QM Fact Sheet that is linked at the bottom of this slide. Additionally,
providers are able to view their Hospice Comprehensive Assessment Measure scores
on their Preview Reports in advance of public reporting on Hospice Compare. Note
that this measure was added to Hospice Compare with the November 2018 refresh.

Next, we are going to walk through some examples of how providers can use their
CASPER QM reports to understand their hospice’s performance on the Hospice
Comprehensive Assessment measure.
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The Hospice Comprehensive Assessment QM and
Patient stay-level CASPER QM Reports

REPORT TIMEFRAME: 06/01/14 —06/30/15

£ o

«» ™) 7] S g 5

o c £ £ = a

A 2 s : ] 3 i @ - c s
Patient | Patient | Admission | Discharge 8 Y 8 a % g g
Name ID Date Date 8| 5 5 @ « o >
= 3= ) < ] a =

S = £ £ 2 E ©

- [ © [ o o} 3

o - o o L O =}

Patient F 123456  01/01/2017 05/31/2017 X X X e b b e d 3
Patient G 234567 04/05/2017 07/08/2017 X X b e X X b 5
Patient H 345678  04/18/2017 05/04/2017 X X X X X X X X 8
Patient) 456789  06/06/2017 06/13/2017 X X X X X e e X 6

Etc.

Let’s look at this example of a patient stay-level CASPER QM report. You can see that
we have four sample patients listed in the first column. Across the top, you can see
each of the seven HIS component measures and the Hospice Comprehensive
Assessment Measure. The Hospice Comprehensive Assessment measure is indicated
by the arrow. Before we dive into this example, let’s go over a quick refresher of what
all of these different letters mean.
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The Hospice Comprehensive Assessment QM and
Patient stay-level CASPER QM Reports

Patient stayJevel QM Report Footnotes:
Footnote | What it means

The patient met the denominator and numerator criteria for the measure. The

X hospice will “get credit” for this measure for this patient

b The patient met the denominator criteria but not the numerator criteria for the
measure. The hospice will not get credit for this measure for this patient
The patient did not meet the denominator criteria for the measure or was excluded

e from the measure. This measure does not apply to this patient and this patient will
not count against or for a hospice in measure calculation
The patient’s admission date was pulled from the discharge record because the

C admission record is missing. This patient is excluded from measure calculation
because of this missing record.

o d The measure was implemented after the patient’s admission date. This patient is
(2 . A
W excluded from measure calculation for this measure.

An X means that the hospice has received credit for a patient on a particular quality
measure — x’s are good things and we like to recommend that you remember them
by thinking “x marks the spot”

In contrast, B means the hospice did not receive credit for a patient on a particular
quality measure — to remember this, we recommend that you think of “b’s” as “bad”
An E means that the patient was excluded from the denominator, which means the
patient was not included in the measure — these patients are considered “neutral”
from a performance perspective.

A Cin the admission date column means that the HIS-Admission record is missing for
that particular patient and that the provider should submit the HIS-Admission record
as soon as possible so that the patient can be included in future quality measure
calculations.

Finally, a D might be a footnote that providers are not used to seeing. This is a newer
footnote in the hospice setting and it means that the measure was implemented
after the patient’s admission date. You might remember that earlier we said that the
Hospice Comprehensive Assessment Measure was implemented in the HQRP on April
1, 2017 and that patients admitted to hospice before this implementation date are
not eligible for this composite measure. So this means that if you have a patient that
was admitted before April 1, 2017, then you will see a “d” for them under the
composite measure on your patient-level CASPER QM report. These patients will still
be eligible for the seven component HIS measures.
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The Hospice Comprehensive Assessment QM and
Patient stay-level CASPER QM Reports

Example where patient was admitted prior to 4/1/2017:

Patient | Patient | Admission | Discharge

PatientF 123456 @ 05312017 X

omprehensive
Assessment

Quality Measure

Preferences

WEE GRS
EMlBeliefs/Values

3l Pain Screening
LM Pain Assessment

T

e ————
———

Moving back to our example patient stay-level CASPER QM Report, if you look at the
red circle under the patient admission date column, you can see that Patient F was
admitted on January 1, 2017. Because this patient was admitted prior to the April 1,
2017, this patient is not included in the measure calculation for the composite
measure. This is why there is a “d” under the Hospice Comprehensive Assessment
measure column.

| like to remember what the “d” means by remembering “d means date.” This
footnote will display when a patient’s admission date was prior to the
implementation date of the measure.
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The Hospice Comprehensive Assessment QM and
Patient stay-level CASPER QM Reports

Example where patient does not meet the inclusion criteria for the Hospice
Comprehensive Assessment QM:

Patient | Patient | Admission | Discharge
Name

Quality Measure

Comprehensive

Preferences

b Beliefs/Values
Hospice

LA Pain Assessment
b B owel Regimen

Patient G 234567  04/05/2017 07/08/2017 X

| = Pain Screening

Let’s look at patient G next. You can see that Patient G has a “b” under the composite
measure column. Remember, “B means bad”, so the hospice did not receive credit for
this patient on the composite measure. If we want to know why, then we can look
across the row at the hospice’s performance on the other seven HIS component
measures. For Patient G, we can see that the hospice also has a “B” under the Pain
Screening, which means that the hospice did not complete a pain screening for
patient G. Since the pain screening is not a conditional measure and the hospice did
not complete this care process, this hospice will not receive credit on the composite
measure—remember that the way the composite measure is calculated, you must do
all seven care processes for the patient as applicable to receive credit.
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The Hospice Comprehensive Assessment QM and
Patient stay-level CASPER QM Reports

Example where patient does meet the inclusion criteria for the Hospice
Comprehensive Assessment QM:

Patient | Patient | Admission | Discharge
Name ID Date Date

omprehensive
Quality Measure

Preferences

EMBeliefs/Values

LM Pain Screening
- MlPain Assessment
LB owel Regimen

PatientH 345678  04/18/2017 05/04/2017 X

Let’s look at the hospice’s performance for Patient H. There is an X for all seven HIS
component measures for Patient H, and since X marks the spot on treasure maps,
this is a good thing — it means the hospice received credit for this patient on these
component measures. You can also see that since the hospice successfully completed
all seven care processes for Patient X, this hospice received credit for this patient for
the composite measure.
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The Hospice Comprehensive Assessment QM and
Patient stay-level CASPER QM Reports

Example where patient does meet the inclusion criteria and receives
automaticcredit for certain condition measures:

Patient | Patient | Admission | Discharge

omprehensive
Quality Measure

Preferences

LB eliefs/Values

bl Pain Screening
Ll Pain Assessment
(LI B owel Regimen

Patient J 456789  06/06/2017 06/13/2017 X

Now we are going to take a look at patient J. In the second to last column, you can
see that there is an “x” which indicates that the hospice received credit for Patient J
for the composite measure. Looking across at the other seven component measures,
you can see that the hospice also received credit for the first five measures. Then,
there is an “e” under the dyspnea treatment and bowel regimen columns. The “e”
means that the patient was not eligible for inclusion in the measure denominator —
probably because the patient screened negative for dyspnea and the patient was not
taking a scheduled opioid. However, as we mentioned, to get credit for the composite
measure, the hospice must complete all seven HIS care processes as applicable. And
the reason that we say as applicable is because 3 of the 7 measures are conditional
measures — meaning inclusion in the denominator is dependent or conditional on a
response to a previous item. Patient J is excluded from the dyspnea treatment and
bowel regimen measures and because these are conditional measures, the hospice
still receives credit for the Comprehensive Assessment Measure.

Now that we have reviewed how to interpret the patient stay-level CASPER QM
reports, let’s take a look at the hospice-level QM report.
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The Hospice Comprehensive Assessment QM and
Hospice-level CASPER QM Reports
REPORT TIMEFRAME: 06/01/14 —06/30/15
G
(NQF ID) D Percent
Treatment Preferences (NQF #1641) H001.01
Beliefs/ Values (NQF #1647) H002.01 7 8 87.5
Pain Screening (NQF #1634) H003.01 7/ 8 87.5
Pain Assessment (NQF #1637) H004.01 4 4 100.0
Dyspnea Screening (NQF #1639) H005.01 7 8 87.5
Dyspnea Treatment (NQF #1638) H006.01 5 6 83.3
Bowel Regimen (NQF #1617) H007.01 5 5 100.0
Hospice Comprehensive Assessment (NQF #3235) H008.01 5 7 71.4

Here we are looking at a simplified version of a hospice-level CASPER QM Report.
Looking at the bottom row of the table, you can see that for the Hospice
Comprehensive Assessment Measure, this sample hospice had 5 patients meet the
numerator criteria out of a total 7 patients included in the denominator, leading to a
measure score of 71.4%. Looking down the last column of this table, you can see the
hospice’s performance on each of the 7 component HIS measures. You might notice
that out of this column, the Hospice Comprehensive Assessment Measure score is
the lowest performance score for this hospice — so the hospice’s score on the
composite measure is lower than the hospice’s lowest component score. Remember
that earlier when we went over the school example during slides 10-13, we explained
that this is possible because of the higher bar that is set by the “all or none” scoring
approach of the measure.
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Additional Resources

=  For more information on Hospice Comprehensive Assessment QM, refer to
the Hospice Comprehensive Assessment Background and Methodology Fact
Sheet and the QM User's Manual available for download of the HQRP
Current Measures Page.

= For more information on the CASPER QM Reports, refer to the CASPER QM
Factsheet.

=  Providers are encouraged to access the From Data to Measure webinar for
guidance on how providers should interpret their QM Reports (both the
Hospice-level QM Report and the Patient stay-level QM Report)

= Training materials can also be found in the Downloads section on the HQRP
Training and Education Library

As we are wrapping up Part 1 of this presentation, on slide 33 you can find some
additional resources related to the Hospice Comprehensive Assessment Measure.
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Question and Answer Session

e ———

We will now pause for a brief, 10 minute Q&A session with our CMS experts to cover
guestions on Part 1 of our presentation — the Hospice Comprehensive Assessment
Measure. Note that we will have a second Q&A session at the end of Part 2 of this
webinar.

Thank you for your questions regarding the Hospice Comprehensive Assessment
Measure. As a reminder, we will have a second Q&A session at the end of Part 2 of
this webinar, and if you have any unanswered questions about the Composite
measure, you can ask them during this time. Next, I'm going to turn it over to Liz to
discuss Part 2 of this training.
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PART TWO

Policy Update: 4.5 Month Data Correction Deadline
for Public Reporting

e

Thank you. Next, we are moving into Part 2 of this presentation where we will be
reviewing the new 4.5 month data correction deadline for public reporting policy. This
policy was finalized in the FY 2019 Hospice Final Rule.
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Current Policy: “Freeze Dates”

= Hospice Compare is a “snapshot” of provider performance that is updated (or
“refreshed”) on a quarterly basis; the data is not updated in real-time

= To ensure thatthe data displayedin the HIS Provider Preview Reports are an
accurate representation of the “snapshot” of data to be displayed on Hospice
Compare, CMS instituted “freeze dates”

Freezedate (~15 days
prior to preview period) Hospice Compare refresh

Preview Report (2.5
months prior to refresh)

)

First, lets start out with an overview of the current process for updating data for
Hospice Compare as of December 2018. Hospice Compare only shows a snapshot of
data, meaning that the data on Hospice Compare is not updated in real-time. Instead,
the data on Hospice Compare is updated on a quarterly basis. Prior to the Hospice
Compare refresh, providers receive Preview Reports about 2.5 months before the
Hospice Compare refresh. These reports allow providers to preview what their QM
scores are going to look like on Hospice Compare following the upcoming refresh.
However, to ensure that the data that are displayed in the HIS Preview Reports are an
accurate representation of the snapshot of data that are going to be displayed on
Hospice Compare, CMS instituted “freeze dates” which occur about 15 days before
the preview period begins.
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Current Policy: “Freeze Dates”

= “Freeze dates” specify the latest possible date providers can correct their
data and have that corrected data be displayed on their Preview Reports (and
ultimately Hospice Compare) for a given refresh

= Currently, if providers correct data after the “freeze date,” these updates will
not be reflected in the upcoming Hospice Compare refresh, but instead will
be reflected in a subsequent refresh

Freezedate (~15 days
prior to preview period) Hospice Compare refresh

Preview Report (2.5
months prior to refresh)

As a reminder, freeze dates are the latest possible date that providers can correct
their data and have that corrected data display on Hospice Compare for a given
refresh. If providers correct their data after the freeze date, then the corrected data
will not be displayed on Hospice Compare until the following refresh.

This is how things currently work as of December, 2018. However, starting next
month in January, 2019, this process will be changing.
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Policy update: The 4.5 month data correction deadline

= To make corrections timelier and ensure that Hospice Compare is an accurate
and consistent representation of hospice quality, as well as to align with
other post-acute care settings, CMS implemented new public reporting data
review and correction timeframes for data submitted using the HIS in the FY
2019 Hospice final rule*

Beginning January 1, 2019, providers will have approximately 4.5 months following
the end of each Calendar Year (CY) quarter to review and correct HIS records with
target dates (i.e., the patient’s admission or discharge date) in that quarter

7__-Q

As we mentioned before, with the old policy, providers could correct data after a “freeze
date,” but those corrections would only influence the data displayed on the following
Hospice Compare refresh, not the upcoming refresh. However, to align with other care
settings as well as make data corrections more timely and ensure that Hospice Compare is
displaying a consistent representation of a hospice’s quality, CMS finalized the new 4.5
month data correction deadline for public reporting in the FY 2019 Hospice Final Rule.

With this new policy, providers will now have approximately 4.5 months after the end of
each calendar year quarter to review and correct their HIS data with target dates in that
quarter. As a reminder, target dates refer to the patient’s admission or discharge date. So this
means that if your patient was admitted or discharged in a particular quarter, then your
hospice will have approximately 4.5 months after the end of that calendar year quarter to
review and correct that data if necessary.

So how does this new policy compare with the old freeze date policy? Well, freeze dates are
cyclical and they occur about 3 months before a Hospice Compare refresh. If you missed one
freeze date, then you could correct data before the following freeze date and that corrected
data would then be displayed with the following Hospice Compare refresh. In comparison,
the 4.5 month data correction deadline will create a hard cutoff. Any data corrections that
occur after the 4.5 month data correction deadline passes will not be reflected on any future
Hospice Compare refreshes.

This new data correction deadline for public reporting will go into effect starting January 1,
2019.
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Policy update: The 4.5 month data correction deadline

= Once this new 4.5 month data correction deadline has passed, HIS
data from that CY quarter will be permanently frozen for the
purposes of public reporting

= Any updates or changes made to data after the data’s corresponding
correction deadline will not appear in any Hospice Compare refresh

So one of the big differences between the old freeze date policy and the new 4.5
month data correction deadline policy is that with the new policy, any corrections

made to data after the 4.5 month deadline will not be reflected on Hospice Compare.

Or, in other words, your data will be permanently frozen for the purposes of public
reporting after the 4.5 month deadline has passed.
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Data Correction Deadlines for Public Reporting (starting 1/1/2019)

4.5 Month Data Correction Deadline

HIS R d T: t Dat
RCOTA-IaTELInse for Public Reporting

Prior to January 1, 2019 ‘ August 15, 2019
Quarter 1, 2019 (Jan 1 — March 31, 2019) l August 15, 2019
Quarter 2, 2019 (April 1 - June 30, 2019) . November 15, 2019
Quarter 3, 2019 (July 1 —Sept 30, 2019) . February 15, 2020
Quarter 4, 2019 (Oct 1 -Dec 31, 2019) . May 15, 2020

This table displays what the 4.5 month data correction deadlines will look like starting
in January 2019. So quarter 1 refers to January through March, Quarter 2 refers to
April through June, Quarter 3 refers to July through September, and Quarter 4 refers
to October through December. Let’s look at an example of how this new deadline is
going to work.



Data Correction Deadlines for Public Reporting (starting 1/1/2019)

4.5 Month Data Correction

HIS Record Target Date Deadline for Public Reporting

Prior to January 1, 2019 . August 15, 2019
Quarter 1, 2019 (Jan 1 — March 31, 2019) | August 15, 2019
Quarter 2, 2019 (April 1 - June 30, 2019) ‘ November 15, 2019
Quarter 3, 2019 (July 1 - Sept 30, 2019) February 15, 2020

Quarter 4, 2019 (Oct 1 - Dec 31, 2019) ‘ May 15, 2020

=  For example, for HIS records with admission or discharge dates during the first quarter
of 2019 (Jan 1 —March 31), providers have approximately 4.5 months after the end of
quarter 1 (August 15, 2019) to review and correct these HIS records before they are
permanently frozen for the purposes of public reporting

)

Looking at quarter 1 2019 (which is January through March), you can see that the
data correction deadline for public reporting is August 15, 2019 — which is about 4.5
months after the end of March. This means that for HIS records with target dates, or
admission and discharge dates, in Q1 of 2019, you will have approximately 4.5
months after the end of March to review the data contained within these HIS records
and correct this data if necessary. So this means that you will have until about August
15, 2019 to review and correct HIS records with target dates between January
through March 2019. If you correct this data after August 15, 2019, then those
changes will not be reflected on Hospice Compare because this data will be
considered permanently frozen for the purposes of public reporting.
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Data Correction Deadlines for Public Reporting (starting 1/1/2019)

4.5 Month Data Correction

HIS Racord Targat Date Deadline for Public Reporting

Prior to January 1, 2019 [ August 15, 2019
Quarter 1, 2019 (Jan 1 — March 31, 2019) August 15, 2019
Quarter 2, 2019 (April 1 - June 30, 2019) ' November 15, 2019
Quarter 3, 2019 (July 1 -Sept 30, 2019) ' February 15, 2020
Quarter 4, 2019 (Oct 1 - Dec 31, 2019) ‘ May 15, 2020

= Note that HIS records with target dates prior to January 1, 2019, will also have the data
correction deadline for public reporting of August 15, 2019 (same data correction
deadline as that of Quarter 1, 2019 data)

We also want to point out the first row of this table. Please note that HIS records with
target dates prior to January 1, 2019 need to be reviewed and corrected, if necessary,
before August 15, 2019. This means that HIS records with target dates prior to
January 1, 2019 will have the same data correction deadline as HIS records with
target dates in quarter 1 of 2019.
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How will the 4.5 month data correction deadline be implemented?

= The 4.5 month data correction deadline policy will eventually replace the
current “freeze date” policy

= “Freeze dates” will still be required for three Hospice Compare refreshes that
will occur in 2019 prior to or around August 15, 2019, the first 4.5 month
data correction deadline

“Freeze Date” Phase Out

Discharged patient-

Hospice Compare 4.5 month data

stays included in “Freeze date” c .
refresh refvaeh correction deadline
February 2019 Q2 2017—Q1 2018 November 15, 2018 August 15, 2019
May 2019 Q3 2017—Q2 2018 February 15, 2019 August 15, 2019

August 2019 Q4 2017—Q3 2018 May 15,2019 August 15, 2019

November 2019

One question that might be running through your head is whether there are still
going be freeze dates. Well the 4.5 month data correction deadline policy will
eventually replace the “freeze date” policy, but as this new policy is being
implemented, there will be a couple of Hospice Compare refreshes that will still
require a freeze date. Specifically, the first 4.5 month data correction deadline of
2019 will be August 15, 2019, and the February, May, and August Hospice Compare
refreshes are going to occur before this deadline. This means that we will still need to
have a freeze date for the February, May, and August Hospice Compare refreshes.
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How will the 4.5 month data correction deadline be implemented?

“Freeze Date” Phase Out

= Discharged patient-
Hospice Compare % s - - 4.5 month data
refrash stays included in Freeze date corrachon deadiing
refresh
February 2019 Q2 2017—Q1 2018 November 15, 2018 August 15, 2019
May 2019 Q3 2017—Q2 2018 February 15, 2019 August 15, 2019

August 2019 Q4 2017—Q3 2018 May 15, 2019 August 15, 2019
November 2019 1 4 A t ) A {1 10

=  Forthe November 2019 Hospice Compare refresh, the 4.5 month data
correction deadline falls on the same day or precedes the “freeze date”

= Therefore, the “freeze date” will no longer be required for Hospice Compare
refreshes starting with the November 2019 refresh; instead all data must be
corrected by the new data correction deadlineto be reflected on Compare

However, for the November 2019 Hospice Compare refresh, the freeze date and the
4.5 month data correction deadline will both be August 15, 2019. So essentially, the
freeze date will not be necessary for the November 2019 refresh since we will have
the 4.5 month data correction deadline. Then, after the November 2019 Hospice
Compare refresh, there will no longer be a freeze date because the 4.5 month data
correction deadline will occur prior to the freeze date.
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Important features of the updated policy

= This policyis based on the record-level, not the patientstay-level, which
means that a patient’s HIS-Admission and HIS-Discharge records may have
different data correction deadlines

= Providersshould not wait until the patient has been discharged to review
admission data because at that point, it may be too late to correcterrorsin
the admissionrecord

= Therefore, we encourage providersto review their HIS records early and
often to help identify any errors in submitted data

I ——. |

Now that we have given a basic overview of this new policy, there are a couple of key
features of this policy that we want to make sure that you understand. First, the 4.5
month data correction deadline policy is based on the record-level, not the patient-
level. This means that the data correction deadline is based on each individual
record’s target date. Therefore, it is possible that one patient’s HIS-Admission and
HIS-Discharge records may have different data correction deadlines. This could
happen if the patient’s admission date was in one quarter but their discharge date
was in a different quarter. Further, if you had a long-stay patient, it is possible that by
the time the patient had been discharged, the data correction deadline for their HIS-
Admission record could have already passed. We are going to talk through an
example of how this is possible on the next slide, but first we want to emphasize that
this means that providers need to be reviewing their HIS records early and often to
help identify any errors in submitted data.
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An example of patients with a length of stay that extends over multiple
CalendarYearquarters

For example, a provider has a patient that was admitted on February 15, 2019 and
discharged on December 15, 2019:

Quarter1 2019 Quarter2 2019 _ Quarter4 2019 Quarter1 2020 Quarter2 2020

: O 2 O
iy o=
February15 August 15 December 15 May 15
Patient Admission record data Patient Discharge record data
admitted correction deadline discharged correction deadline

In this example, the admission record must be corrected (if necessary) by mid-August 2019, prior
to the patient being discharged from hospice (in December 2019)

As an example, if a provider had a patient that was admitted on February 15, 2019,
then that patient’s admission target date would fall in Q1 of 2019. If this patient was
not discharged until December 15, 2019, then their discharge target date would fall in
Q4 of 2019. This means that the admission record needs to corrected by the Q1
deadline (which occurs in August 2019) and the discharge record needs to be
corrected by the Q4 deadline (which occurs in May 2020). What we really want to
draw your attention to in this example is that the 2019 Q1 4.5 month data correction
deadline is August 15, 2019. This means that the correction deadline for this patient’s
admission record occurs before the patient is discharged from the hospice. This
means that providers should not wait until the patient has been discharged to review
admission data because at that point, it may be too late to correct errors in the
admission record
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Important features of the updated policy

® The data correction deadline is based on which CY quarter the record target date
falls under, not the record submission date

= This means that all records with target dates within a particular CY quarter must be
corrected by the data correction deadline for that CY quarter, even if the record was
submitted after the end of the CY quarter

For example, if a patient was admitted on March 15, 2019 and their provider submitted
their HIS-Admission record on April 5, 2019 (within 30 days)
= Because this patient’s admission record target date (March 15, 2019) is in Quarter
(Q)1 2019, the provider must modify this record, if necessary, by the Q12019
deadline of August 15,2019

=  The record submission datein Q2 2019 (April 5, 2019) does notimpact the deadline
by which providers must modify records for the purposes of public reporting

I ——. |

Another key feature of this policy is that it is based on which quarter the record target
date falls under, not the record submission date. This is an important feature because
hospices have up to 30 days to submit HIS records, and this means that it is possible
that a record target date could be in one calendar year quarter, but the submission
date could fall in a different calendar year quarter.

Let’s walk through an example. If a patient was admitted on March 15, 2019, and
their provider submitted their HIS-Admission record on April 5, 2019 (which is within
the 30 day submission deadline window), that patient’s admission date would be in
quarter 1, which means that the correction deadline for that record would be the Q1
2019 deadline of August 15, 2019. It does not matter that the provider did not submit
the record until quarter 2.

Therefore, since this policy is based on the target date and not the submission date,
the data correction deadline is based on which quarter the target date falls under
regardless of when the provider submits the record.
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How does the 4.5 month data correction deadline for public reporting
affect HIS submission, modification, and inactivation policies?

= The 4.5 month data correction deadline does not impact the established
30-day HIS data submission deadline

For more information about

= Providers will continue to have 30 days from data submission deadlines,
the record’s target date to submit HIS data refer to the CMS HQRP Hospice

Quality Reporting page

= The 4.5 month data correction deadline does not impact the 36 month
window for modification and inactivation requests
=  However, HIS data modified after the

: ! 2 e e
4.5 month data correction deadline o more infonmationabout: modification:and

inactivation requests, refer to Section 3.6 of

for public reporting will not appear the HIS Manual available for download on the
on Hospice Compare CMS HQRP Hospice Item Set (HIS) page

You may be wondering how this new data correction deadline policy is going to
impact other HIS submission and data correction policies. Well, this new policy will
not affect the established 30-day HIS submission deadline policy. This means that
providers will continue to have 30 days from the record’s target date to submit HIS
data before that record will be considered “late.” Additionally, modification and
inactivation requests will continue to be permitted for up to 36 months. The change
is that even though you have 36 months from the record target date to correct your
data, these corrections will only be reflected on Hospice Compare if you make the
corrections prior to the 4.5 month deadline. For example, this means that you can
still correct an HIS record 1 year after the record target date, but these corrections
will not be reflected on Hospice Compare because this would be past the 4.5 month
deadline for public reporting.
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How can | review my data before the data correction deadline?

= Providers should review their data for accuracy prior to submitting their data

= Providers are encouraged to review their data prior to the datacorrection
deadlinefor public reporting using their CASPER Hospice-level QM Report and
Patient stay-level QM Report

= These reports are on-demand and thus enable hospice providers to view and
compare their performance to the national average for a reporting period of
their choice

= |f any errors are identified, providers should submit a HIS modification or
inactivation request and have this request accepted by the Quality
Improvement and Evaluation System (QIES) Assessment Submission and
Processing (ASAP) system before the data correction deadline

7___£=

The process for reviewing and submitting corrections for data is not changing --
meaning, providers will continue to have the same resources currently available to
review their data and make corrections, if necessary. However, we will go ahead and
review these existing processes now.

Providers should review their data for accuracy prior to submitting their HIS data to
CMS. Additionally, providers are encouraged to use their CASPER QM reports to

review their data prior to the 4.5 month data correction deadline for public reporting.

CASPER QM reports are available on-demand, so providers can run these reports at
any time to review their data for a reporting period of their choice. As a reminder,
CASPER QM Reports only tell you if patients were included in QM calculations once
they are discharged.

If providers identify any errors in a patient’s data while they are reviewing, then
providers should submit either a HIS modification or inactivation request depending
on the identified issue. To ensure that any needed updates are reflected on Hospice
Compare, be sure to confirm that the modification or inactivation request is accepted
by the QIES ASAP system before the data correction deadline.
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How can | prepare for the implementation of the 4.5 month data
correction deadline for public reporting?
= The first data correction deadline of 2019 is on August 15, 2019 and is for

HIS records with target dates prior to January 2019 and during the first
quarter of 2019 (Jan — March)

= |n preparationfor this deadline, providers should:

1. Review all HIS records with target dates prior to 2019 and in the first
quarter of 2019 to ensure they are complete and accurate

2. If any errors are identified, submit an HIS modification or inactivation
request and have this request accepted by the QIES ASAP system before
August 15, 2019

Next steps for providers to prepare for the implementation of this new policy in
January 1, 2019, include that providers should review all HIS records with target dates
prior to 2019 and in the first quarter of 2019 to ensure that they are complete and
accurate. If you do identify any errors, then you should submit an HIS modification or
inactivation request and ensure that the request is accepted by the QIES ASAP
system before August 15, 2019, which is the first data correction deadline of 2019.
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Policy update: The 4.5 month data cormection deadline

4.5 Month Data Correction
Deadline for Public Reporting

"Freeze Date"

® Occurs ~15 days before release
of HIS Provider Preview
Reports

* Occurs ~4.5 months after the

smymg L end of a CY quarter

By this date, providers must * The date by which & :
modify all HIS records providers modify HIS A
included in the upcoming records will continue to target dates in that CY quarter
Hospice Compare refresh affect what data are publicly for these modifications to be

o After this date, providers displayed (but the deadli flected on Hospice Comp:

cannot modify data to be
included in the upcoming
Hospice Compare refresh
* Modifications made after
this date, may be
reflected in a future
Hospice Compare refresh
* Will be phased out after the
August 2019 Hospice Compare
Refresh

* Modifications made to HIS
records after this date will not
be reflected in any Hospice
Compare refresh

« Will be implemented on
January 1, 2019

inactivation window will
remain
« 30-day HIS submission
deadline will remain

To summarize, let’s take a look at how the new 4.5 month data correction deadline for public reporting compares
with the “freeze date” policy.

Starting with things that are staying the same, the concept of having a date by which providers must modify HIS
records for those modifications to be reflected on Hospice Compare will continue to exist. The thing that is
changing is the deadline for correcting data. Other things that are staying the same are that providers will
continue to have 36 months to submit modification and inactivation requests and 30 days to submit their HIS data
before that data will be considered “late”.

Moving into what is different between these policies, whereas the “freeze date” occurs about 15 days before the
release of HIS Provider Preview Reports, the 4.5 month data correction deadline for public reporting will occur
approximately 4.5 months after the end of each calendar year quarter. With the “freeze date” policy, providers
must ensure that all HIS records that are gong to be included in the upcoming Hospice Compare refresh have
been corrected by the freeze date for those corrections to be reflected on the upcoming Compare refresh. For
the 4.5 month policy, providers must ensure that all HIS records with target dates in that CY quarter are
corrected by the 4.5 month deadline for those modifications to be reflected on Hospice Compare. For the “freeze
date” policy, if you modify records after the “freeze date,” then those modifications will be reflected in future
Hospice Compare refreshes, just not the upcoming refresh. With the 4.5 month policy, if you make a
modification to an HIS record after the 4.5 month deadline, then those modifications will not be reflected in any
Hospice Compare refreshes. Additionally, the “freeze date” policy will be phased out after the August 2019
Hospice Compare refresh. The 4.5 month data correction policy will be implemented on January 1, 2019.

Finally, key features of the new 4.5 month policy that we discussed over slides 44-46 are that the data correction
deadline is based on which Calendar Year (CY) quarter the HIS record target date falls under, not the date the HIS
record is submitted. Additionally, this policy is based on the record-level, not the patient-stay-level, meaning that
a patient’s HIS-Admission and HIS-Discharge records may have different data correction deadlines. This means
that providers should not wait until the patient has been discharged to review admission data because at that
point, it may be too late to correct errors in the admission record.
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Additional Resources

= For more information on this new policy, refer to the 4.5 Month Data
Correction Deadline for Public Reporting Fact Sheet

= For more information on the CASPER QM Reports, refer to the CASPER QM
Fact Sheet

= Providers are encouraged to access the From Data to Measure webinar for
guidance on how providers should interpret their QM Reports (both the
Hospice-level QM Report and the Patient stay-level QM Report)

®= Training materials can also be found in the Downloads section on the HQRP
Training and Education Library

Finally, on slide 49, we have included some additional resources related to the 4.5
month data correction deadline policy for public reporting.
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PART TWO:

Question and Answer Session

I e —

We'll now have a Q&A session with our CMS experts; please ask questions about Part
2 of the presentation (which related to the new 4.5 month data correction deadline

for public reporting). Or, if you have any unanswered questions about the Composite
measure, you can ask them now as well.
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Additional Questions?

General HQRP or HIS-specificInquiries
Hospice Quality Help Desk: HospiceQualityQuestions@cms.hhs.gov

For Technical Assistance (QTSO, QIES, HART, or CASPER)
QTSO Help Desk:

Email: help@gtso.com
Phone: 1-877-201-4721 (M-F, 7AM-7PMCT)

If you have a question that was not answered during the Q&A session, you can
submit it to the appropriate Help Desk using the contact info here.
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