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FROM: Administrator
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SUBJECT: The OASIS Study: The Costs and Benefits Associated with the Collection
of Outcome and Assessment Information Set (OASIS) Data on Private Pay Home
Health Patients - Report to Congress

Action Requested By: When Possible

BACKGROUND

Section 704 of the Medicare Prescription Drug, Improvement, and Modernization Act (MMA)

of 2003 required the temporary suspension of OASIS requirements for collection of data on
non-Medicare and non-Medicaid patients in home health agencies (HHAs). The OASIS is a
standardized tool that captures a portion of the comprehensive health assessment of a home health
patient; Medicare Conditions of Participation require a comprehensive health assessment for all patients
regardless of payer OASIS is used by the Centers for Medicare & Medicaid Services (CMS) for payment,
quality measurement, and program management. Section 704 also required CMS to conduct a

study on how non-Medicare and non-Medicaid OASIS information is and can be used by large

and small home health agencies. In conducting the study, recommendations from home health

quality assessment experts were obtained. CMS contracted with Abt Associates, a Cambridge,
Massachusetts research firm, to assist with this study.

OASIS data are currently collected, encoded, and transmitted for all Medicare/Medicaid patients
receiving skilled services except for patients under age 18 and maternity patients. For several
years, OASIS data were collected for private pay patients but were never required to be encoded
and transmitted to CMS for inclusion in quality reports. Privacy concerns from the home health
trade organizations and the home health community in 1999, in general, influenced a decision to
delay the requirement to encode and transmit the data on this subset of patients. However, many
HHASs decided to encode and transmit OASIS data on their private pay patients for smoother
agency operations. The data on private pay patients were masked to ensure privacy.
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SUMMARY

Abt survey findings indicate that 65.38 percent of HHAs are continuing to collect OASIS data on
all adult, non-maternity patients receiving skilled care (i.e., all the OASIS items, collected at all
the time points required for their Medicare and Medicaid patients). The study cautions that the
number of agencies that continue to collect OASIS on private pay patients may have changed
since the survey was fielded (May-June 2005). Their analysis of data showed a steady decline in
the number of agencies submitting data on private pay patients to an outside vendor for agency
specific reports sorted by payer source. The most important reasons found by Abt’s survey of
HHAs for continuing the collection of OASIS data for their private pay patients were that:

(1) there were fewer training issues when one data collection tool is used for all patients;

(2) there were fewer training issues when their data collection processes remain unchanged.
Some of the responses given for not collecting OASIS data include the demands on staff time,
the burden on patients, and the lack of CMS outcome reports that reflect private pay data. While
Medicare Conditions of Participation require a comprehensive assessment of all patients, use of
the OASIS instrument for non-Medicare, non-Medicaid patients is optional during the CMS
suspension period. ‘

Consideration should be given to the fact that at present the Outcome-Based Quality
Improvement (OBQI) and Outcome-Based Quality Management (OBQM) reports, which are
derived from OASIS data, are not inclusive, nor do they support the inclusion of private pay
data. Abt’s report shows evidence that supports the idea of CMS engineering risk adjustment
models for the OASIS outcome measures to effectively report private pay outcomes. The Abt
study reports the value gained by a HHA and home health industry at large, in terms of the
ability to measure outcomes of private pay patients, identify care processes needing
improvement, measure improvements in outcomes, benchmark care against other agencies and
use private pay outcomes for marketing. This is a value that is currently restricted to those
agencies that either contract with a private vendor or have invested in internal resources to
process private pay data.

CMS' analysis of the costs and benefits associated with the collection of OASIS data on private
pay patients indicates pros and cons for reinstating or permanently suspending OASIS data
collection. Medicare-certified HHAs must still do a comprehensive assessment for all patients,
but such assessments might not be standardized between public and private-pay patients,
potentially rendering the results useless for comparative quality purposes. Reinstatement obliges
CMS to provide or use the data collected to improve the health care of private pay patients.
However, CMS would need to conduct additional research on case mix adjustment models and
outcomes reports before such analysis and reporting for private pay patients is possible. Costs to
HHAs are also a consideration -- the impact on agencies will differ depending on their payer mix
and proportion of private pay patients.

The policy issue is this: Should CMS (a) make permanent the suspension of OASIS collection
for private pay patients (b) reinstate OASIS requirements for private pay patients including the
collection, encoding and transmission or (c) continue the current suspension of the requirement
to use the OASIS instrument for non-Medicare, non-Medicaid patients until such time as further
research is conducted?
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RECOMMENDATION

I recommend that you continue the temporary suspension; it would be unfair to burden the
providers with the collection of OASIS at this time since the case mix and outcomes reports are
not designed to include private pay patients. It is inappropriate to collect data and not use it.
HHAs are currently providing each agency patient, regardless of payment source, a
comprehensive assessment. In the event that funding for the development of HHA patient
outcome and case mix reports for private pay patients is identified as a priority function, CMS
would not hesitate to call for the removal of the temporary suspension of OASIS for private pay
patients. HHA quality measures that appear on the home health compare website are based on
OASIS data, at this time private pay patients outcomes are not included in the reports posted on
this site that consumers use for decisions regarding choice.

I recommend that the transmittal letters that have been prepared for your signature be forwarded
to the President of the Senate and the Speaker of the House of Representatives.

: NOV 2 9 2006
Apprdved Disapproved Date:

o/ A

Mark B. McClellan, M.D., Ph.D.

Attachments:

Tab A-Letter to the President of the Senate

Tab B-Letter to the Speaker of the House

Tab C-OASIS Study, Final Report & Appendices, Abt Associates, December 30, 2005
Tab D-Analysis by CMS
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

NOV 2 9 2006

The Honorable Richard B. Cheney
President of the Senate
Washington, D.C. 20510

Dear Mr. President:

I am respectfully submitting this letter and the enclosed information in response to a
report mandated by section 704 of the Medicare Prescription Drug, Improvement, and
Modernization Act (MMA) of 2003. The report, “The OASIS Study,” details the costs and
benefits associated with the collection of Outcome and Assessment Information Set (OASIS)
data on private pay home health patients.

Section 704 identified the mandate for a study on how non-Medicare/non-Medicaid
OASIS information is and can be used by large home health agencies (HHAs). The study
examined (a) whether there are unique benefits from the analysis of such information that cannot
be derived from other information available to, or collected by, such agencies; and (b) the value
of collecting such information by small HHAs compared to the administrative burden related to
such collection. In conducting the study, recommendations from home health quality assessment
experts were obtained. The Centers for Medicare & Medicaid Services contracted with
Abt Associates, a Cambridge, Massachusetts research firm, to assist with this study.

CMS recommends continuing the temporary suspension; it would be unfair to burden the
providers with the collection of OASIS at this time since the case mix and outcomes reports are
not designed to include private pay patients. It is inappropriate to collect data and not use it.
HHAs are currently providing each agency patient, regardless of payment source, a
comprehensive assessment. In the event that funding for the development of HHA patient
outcome and case mix reports for private pay patients is identified as a priority function, CMS
would not hesitate to call for the removal of the temporary suspension of OASIS for private pay
patients. HHA quality measures that appear on the HHA compare website are based on OASIS
data. At this time private pay outcomes are not included in the reports posted on this site that
consumers use for decisions regarding choice.

Please accept this letter and report as notification from the Department of Health and
Human Services in response to the requirements for a study in section 704 of the MMA. [ am
also sending an identical copy to the Speaker of the House of Representatives.

Sincerely,

Enclosures
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

NOV 2 9 2006

The Honorable J. Dennis Hastert
Speaker of the House of Representatives
Washington, D.C. 20515

Dear Mr. Speaker:

I am respectfully submitting this letter and the enclosed information in response to a
report mandated by section 704 of the Medicare Prescription Drug, Improvement, and
Modernization Act (MMA) of 2003. The report, “The OASIS Study,” details the costs and
benefits associated with the collection of Outcome and Assessment Information Set (OASIS)
data on private pay home health patients.

Section 704 identified the mandate for a study on how non-Medicare/non-Medicaid
OASIS information is and can be used by large home health agencies (HHAs). The study
examined (a) whether there are unique benefits from the analysis of such information that cannot
be derived from other information available to, or collected by, such agencies; and (b) the value
of collecting such information by small HHAs compared to the administrative burden related to
such collection. In conducting the study, recommendations from home health quality assessment
experts were obtained. The Centers for Medicare & Medicaid Services contracted with
Abt Associates, a Cambridge, Massachusetts research firm, to assist with this study.

CMS recommends continuing the temporary suspension; it would be unfair to burden the
providers with the collection of OASIS at this time since the case mix and outcomes reports are
not designed to include private pay patients. It is inappropriate to collect data and not use it.
HHAs s are currently providing each agency patient, regardless of payment source, a
comprehensive assessment. In the event that funding for the development of HHA patient
outcome and case mix reports for private pay patients is identified as a priority function, CMS
would not hesitate to call for the removal of the temporary suspension of OASIS for private pay
patients. HHA quality measures that appear on the HHA compare website are based on OASIS
data. At this time private pay outcomes are not included in the reports posted on this site that
consumers use for decisions regarding choice.

Please accept this letter and report as notification from the Department of Health and
Human Services in response to the requirements for a study in section 704 of the MMA. [ am

also sending an identical copy to the President of the Senate.

Sincerely,

Michael O. Leavitt

Enclosures
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Executive Summary

The objective of this study was to examine and report the costs and benefits associated with the
collection of Outcome and Assessment Information Set (OASIS) data on non-Medicare/non-
Medicaid (private pay) home health patients. The results of the study will be used by the Center for
Medicare and Medicaid Services (CMS) and Congress to inform their decision about whether to
reinstate or permanently suspend the requirement for Medicare-certified home health agencies to
collect OASIS data for private pay home health patients.

Background

In response to Section 704 of the Medicare Modernization Act of 2003 (MMA), CMS contracted with
Abt Associates Inc., a research and consulting firm in Cambridge, Mass, to conduct a study
examining the costs and benefits associated with the collection of OASIS data on private pay patients.
The collection and submission of OASIS data for Medicare and Medicaid patients is mandatory for
Medicare-certified home health agencies. OASIS data are used by CMS to calculate the home health
prospective payment rate, outcome reports used by agencies for quality improvement, and the
information on home health quality available to consumers on the Home Health Compare website.
Collection of OASIS data for private pay patients was mandatory from 1999 until December 2003,
when Congress suspended the requirement pending the results of this study.

Methods

The study was conducted from October 2004 to October 2005 and consisted of a literature review, a
national mail survey of 1200 Medicare-certified home health agencies, and analysis of outcomes data
from Medicare/Medicaid and private pay home health patients obtained from a private vendor.
Interviews were conducted with representatives of Quality Improvement Organizations, accrediting
organizations, CMS staff, and representatives of home health agencies and home health industry
groups. A Technical Expert Panel (TEP) consisting of representatives of large and small home health
agencies, home health researchers, and a consumer representative met twice to assist with design of
the study and review and comment on results.

Limitations

Since agency-specific labor rates were not collected in the survey, hbor costs were imputed using
average wage figures from the Bureau of Labor Statistics. In addition, members of the TEP expressed
concern that survey respondents may have overestimated agency time spent on OASIS data
collection, training and data quality review due to inclusion of non-OASIS related activities and the
difficulty of estimating annual hours spent on activities by payer source.

Key findings
Status of OASIS data collection on private pay patients

e Approximately two-thirds of the Medicare-certified home health agencies that serve
private pay patients continue to collect OASIS data on those patients.

¢ The reasons that were rated as most important by agencies in their decision to continue
private pay OASIS data collection were fewer training issues when one data collection
tool is used, and fewer training issues when their data collection processes remain
unchanged.

e The reasons that were rated as most important by agencies in their decision to suspend
private pay OASIS data collection were the cost of OASIS data collection and the
demands on staff time required for collection.

Abt Associates Inc. OASIS Study Final Report - Executive Summary ES-1
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Benefits derived from OASIS data collection on Medicare/Medicaid and private pay patients

The majority of survey respondents whose agencies continued OASIS data collection on
private pay patients agreed or strongly agreed that continued collection provides them
with a better picture of overall agency performance; that OASIS data are valuable for
assessing the needs, planning care and assessing outcomes for their private pay patients;
and that OASIS data are valuable for determining appropriate quality monitoring or
improvement activities for those patients.

Even those agencies that suspended OASIS collection for their private pay patients
reported using and benefiting significantly from OASIS data collection on their
Medicare/Medicaid patients. The most highly rated benefit related to Medicare/Medicaid
OASIS data collection was that collecting OASIS data helps to standardize the agency
comprehensive assessment process. In addition, a majority of agencies reported that
OASIS data help them identify a patient’s need for specific programs or interventions,
that collecting OASIS data on their Medicare/Medicaid patients improves their agency’s
overall patient care planning process, and that Medicare/Medicaid OASIS data help
identify the need for referrals for services such as social work or occupational therapy.

Size and urban/rural status were not generally correlated with the decision to continue to
suspend private pay OASIS data collection, or the uses or benefits derived from private
pay OASIS data collection.

Potential benefits that could be derived from the collection of private pay OASIS data:

[

If CMS produces case-mix, outcome and adverse event reports that included private pay
data, agencies would have the ability to use the data to examine outcomes and improve
care processes : :

Private pay outcome reports could be used by agencies for marketing to consumers,
providers and referral sources.

Private pay outcome reports could enable consumers with private insurance to select a
care provider by examining outcome reports that include patients with similar
characteristics and conditions.

Private pay OASIS data collection could potentially improve the industry’s standing and
negotiating position with payers and providers and assist the industry to prepare for
upcoming pay for performance initiatives.

Barriers to using and benefiting from private pay OASIS data

The most significant barrier to agencies using and benefiting from private pay OASIS
data is the fact that CMS does not currently collect private pay OASIS data or produce
outcome reports based on the data. Therefore, only those agencies that have the interest
and resources to contract with a private benchmarking vendor or invest in benchmarking
software are able to use the data to measure outcomes.

Potential barriers to the use of private pay OASIS data are a lack of understanding and
commitment to the OBQI process at the agency management level, and the shorter stays,
lower reimbursement, and lower frequency of private pay patient home care admissions
that may make evaluating and impacting care difficult.

Abt Associates Inc. OASIS Study Final Report - Executive Summary ES-2
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¢ Since the advent of HIPAA, privacy issues do not appear to be a barrier to private pay
OASIS data collection and transmission. However, masking of identifiers on OASIS
records submitted to the state and national Data Repositories may create some problems
for data reporting and analysis.

Costs and burdens associated with OASIS

* Adjusting for other factors, agencies that continued to collect OASIS for private pay
patients had 36 more RN minutes per Start of Care assessment than those that suspended
collection. Staff time costs for agencies that continued to collect private pay OASIS were
$19 higher per Start of Care assessment than for agencies that suspended collection.

s Agencies that suspended collecting OASIS on private pay patients had lower labor costs
per assessment for conducting the assessments and for data quality review, but the
savings were partially offset by the costs of training on a different assessment protocol.

¢ Additional assessment time for OASIS collection (in percentage terms) is not correlated
with agency size, so that a decision to reinstitute private pay OASIS data collection
would not create a disproportional burden on small (or large) agencies.

e Rural agencies were associated with higher RN time for private pay OASIS assessments,
but not for total staff time or for other cost measures.

e A decision to reinstitute private pay OASIS data collection would impact agencies
differently depending on patient volume, use of nurses versus therapists (and full-time
versus part-time staff) in conducting assessments, and payer mix (which determines the
number of additional OASIS assessments to be conducted.)

¢ A decision to permanently suspend the requirement for OASIS collection on private pay
patients may be perceived as a burden by agencies that would prefer to continue
collection. Those agencies would have a choice between switching to a non-QASIS tool
- for their private pay patients or being placed in competition with agencies that would
have potentially lower costs, and competing for staff with agencies that would be offering
a “reduced paperwork” environment.

Results of analysis of private pay and Medicare/Medicaid OASIS data

o There are significant differences between private pay and Medicare/Medicaid patients in
terms of diagnosis, patient characteristics, and patient outcomes. Within-agency
correlation between Medicare/Medicaid and private pay patients outcomes was low,
indicating that outcomes based on Medicare/Medicaid patient data cannot be generalized
to serve as a proxy for private pay patients.

” : o Current risk adjustment modeIs do not account for all of the sources in variation in

s outcomes across the different payer groups, so that comparisons of agency performance
. based on data that are aggregated across private pay, Medicare, and Medicaid patients

; could produce misleading information, particularly if the comparisons are made between
: agencies with large differences in the proportion of private pay patients.

Potential impacts of reinstating or permanently suspending private pay OASIS data collection

e A decision to require OASIS data collection on all patients would prevent negative
incentives to caring for Medicare/Medicaid beneficiaries that might result from the

Abt Associates Inc. OASIS Study Final Report - Executive Summary ES-3
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requirement for a more resource-intensive comprehensive assessment being applied only
to Medicare/Medicaid patients;

Conversely, a decision to permanently suspend collection could create negative
incentives to caring for Medicare/Medicaid beneficiaries and result in reduced access and
inferior outcomes for Medicare/Medicaid patients;

Requiring OASIS data collection on private pay patients has the potential to improve care
for that patient population because agencies could target the specific characteristics and
needs of the private pay patient population. It also may assist in protecting private pay
patients from under-provision of services.

Requiring private pay OASIS assessment could increase staff and patient burdens; since
OASIS typically takes longer to complete than the average non-OASIS assessment,
clinician productivity would necessarily be somewhat reduced and patients would
undergo a longer and more intensive assessment process.

If private pay OASIS data collection is reinstated, agencies would have expectations that
CMS would develop a mechanism for agencies to receive reports on their private pay
patients. This may require refinements to the current risk adjustment models.

Abt Associates Inc. OASIS Study Final Report - Executive Summary ES-4
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1.0 Introduction

The ability to monitor and improve the quality of home health care provided by Medicare-certified
Home Health Agencies (HHAs) has undergone tremendous advances within the past six years. The
environment has been transformed from one in which little or no information on quality of care was
available or disseminated, to one in which clinical data are collected uniformly by all Medicare-
certified agencies, using the Outcome and Assessment Information Set (OASIS). Measures of
patient outcomes have been derived from these data and made available to HHAs through
outcomes-based quality improvement and monitoring (OBQI and OBQM) reports, and to
consumers and the general public through the Home Health Compare website.

Findings from demonstration trials indicate that OBQI can have a substantial impact on patient
outcomes (Shaughnessy et al, 2002). Currently, however, these outcome data are available only for
Medicare and Medicaid patients, which has raised concerns about the inability to measure the
quality of care provided to home health patients with other payment sources. Sections 1861 and
1891 of the Social Security Act establish the responsibility of CMS to monitor the quality of care
provided by Medicare-certified HHAS to all patients, regardless of payment source.

OASIS data collection, outcome monitoring and public reporting for not only the Medicare home
health population, but for all adult skilled service patients, is one way to ensure that this vulnerable
group of patients receives high quality care. Collection of this uniformly defined clinical data would
also increase the value of OASIS information to HHAs, since it would provide a more comprehensive
view of the care their patients receive.

OASIS data on private pay (non-Medicare/non-Medicaid) patients have never been encoded and
transmitted to CMS for inclusion in quality reports, however. Initially the requirement to transmit the
data on these patients was delayed due to concerns about the ability to protect patient privacy.
Although data masking procedures were developed, transmission of OASIS data on private pay
patients was never mandated. Consequently, data on private pay patients have been collected but
have remained unused at many HHAs, and have not been available for analysis by CMS for all
HHAs.

In light of the fact that OASIS data on this set of patients was being collected but not used, and amid
concerns that OASIS data collection for these patients was burdensome for HHAs, legislation was
passed in December of 2003 suspending OASIS collection for private pay patients. Section 704 of
The Medicare Prescription Drug, Improvement, and Modemization Act (MMA) of 2003 suspended
the mandatory colle ction of OASIS data for private pay home health patients until a study has been
conducted, on the value and burden related to the collection of OASIS data on private pay patients for
large and small HHAs. The legislation states, in part, “Such study shall examine...whether there are
unique benefits from the analysis of such information that cannot be derived from other information
available to, or collected by, such agencies; and ...the value of collecting such information by small
home health agencies compared to the administrative burden related to such collection”. The
legislation directs the HHS Secretary to report to Congress on the results of the study. The full text of
the legislation can be found in Appendix A.

In response to this congressional mandate, the Centers for Medicare and Medicaid Services (CMS)
funded a study on the value and burden of collecting the OASIS dataset for private pay home health
patients and selected Abt Associates Inc. of Cambridge, Massachusetts to perform the study. Under
this contract, Abt Associates collected and analyzed data needed to address the two main issues that
are posed by the legislation and that must be resolved before CMS can consider re-instituting the
requirement for OASIS data collection for all patients cared for by Medicare-certified HHAs. The

Abt Associates Inc. OASIS Study
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first is whether the potential benefits obtained by the collection of OASIS data on private pay patients
outweigh the burden and costs associated with collection efforts, and whether this would be true for
only some HHAs or for all. The second is whether the risk-adjustment approach used in current
outcome measurement reports adequately compensates for possible casemix differences by payor, and
consequently whether including private pay patients in outcome reports would provide valid outcome
measures.

1.1 Background

There are approximately 8,000 active Medicare-certified home health agencies (HHAs)." These
agencies serve a vital role in the country's health care system by enabling Medicare beneficiaries and
others to receive skilled nursing, rehabilitation therapy, aide services, or medical social services in
their homes.

To be eligible for Medicare’s home health benefit, beneficiaries must have a physician order for home
care, must demonstrate a need for part-time (fewer than eight hours per day) or intermittent (not
daily) skilled care to treat their illness or injury, and must be unable to leave their homes without
considerable effort. The total number of Medicare beneficiaries using the Medicare Home Health
benefit grew between 2001 and 2002, from about 2.4 million users to 2.5 million, and again in 2003
to 2.6 million.’

Although Medicare is a substantial payer of home health services, most Medicare-certified agencies
also serve patients whose care is paid for either by Medicaid, by private fee-for-service insurers and
HMOs, or directly by patients as an out-of-pocket expense. Some private insurers require that home
health services be provided by Medicare-certified agencies. CMS estimated in 2002 that among the
six largest publicly traded HHAs, Medicare’s share of payments ranged from less than 5 percent to
nearly 90 percent.” Among all agencies that are Medicare certified, it was estimated that 70 percent of
patients are Medicare fee-for-service beneficiaries. Medicare Plus Choice enrollees, Medicaid
recipients, and patients with private pay sources each comprise about 10 percent of the remainder of
the caseload of Medicare-certified agencies.*

Section 1861(m) of the Social Security Act establishes the requirements that an HHA must meet to be
Medicare-certified, set forth at 42 CFR Part 484 and 488 in the Conditions of Participation (COPs).
The COPs are intended to ensure that, among other things, HHAs have the appropriate staff, are
following the plan of care specified by a physician, maintain medical records to document the care
provided, and periodically reassess each patient’s condition. The COPs apply to an HHA as an entity
and to the services it provides to all individuals under its care, regardless of payment source.

In 1999, as part of the COPs, CMS mandated Medicare-certified HHAs to develop a patient specific,
comprehensive assessment that identifies each patient’s need for home care and that meets the
patient’s medical, nursing, rehabilitative, social and discharge planning needs. As part of the
comprehensive assessment, HHAs were mandated to use a standard core assessment data set, the

1 CMS Provider of Service file, September 2005.

Medicare Payment Advisory Commission. 2005. Report to the Congress: Medicare payment policy.
Washington, DC: MedPAC.

Centers for Medicare & Medicaid Services, Department of Health and Human Services. 2003. Health care
industry market update: Home health. Baltimore: CMS. September 22.

Outcome Concept Systems, Inc. 2002. PPS & patient outcomes: A year in review. Seattle, WA: Outcome
Concept Systems, Inc
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“Outcome and Assessment Information Set” (OASIS) when evaluating adult, non-maternity patients.

OASIS data must be collected at specific time points (admission, transfer, resumption of care after an
inpatient stay, recertification every 60 days that the patient remains in care, at the time of a significant
change of condition, and at discharge) for all adult non-maternity patients receiving skilled services.

HHAs are required to encode and transmit Medicare patient OASIS data to a state OASIS repository.
As mentioned in the introduction, transmission of data from private pay patients was never required,
initially due to concerns about privacy. A suspension of the mandate to collect OASIS data on these
patients was initiated by the passage of the Medicare Prescription Drug, Improvement, and
Modermization Act (MMA) of 2003.

Since 2000, elements of the OASIS data set have also served as the basis for the Prospective Payment
System (PPS) that determines home health reimbursement for Medicare patients. PPS replaced a cost-
based system with one that provides HHAs a fixed, predetermined payment for each 60-day “episode
of care.” The amount of the payment is adjusted for the severity of the patient’s condition using
OASIS data. While encouraging efficiency, the new prospective payment system also provides HHAs
an incentive to reduce services in order to increase net revenues.’

Despite the suspension of the requirement for OASIS data collection on private pay patients, anecdotal
evidence suggested that half or more of the Medicarecertified HHAs continued data collection.
Reasons offered for this continued collection include convenience of using one data collection form for
all patients, fewer training issues when one data collection form is used for all patients and if collection
policies remain unchanged, the importance of data for patient care planning and quality monitoring or
improvement, and the improved ability to obtain a picture of overall agency performance.

111 OASIS data and quality improvement

Although the OASIS data set serves as the foundation for Home Health PPS, it was originally
designed for measurement of patient home health outcomes and quality improvement. Using the
OASIS data submitted by agencies, CMS began generating agency-specific Outcome-Based
Quality Monitoring (OBQM) reports in January 2001. These reports are available to Medicare-
approved HHAs through the “QIES to Success” website and CASPER reporting system. The
OBQM reports include a casemix report that presents the profile of an agency’s patients derived
from the agency’s OASIS patient assessments transmitted to the state. OBQM reports also include
the Adverse Event Report, which presents the rates for 13 infrequent events that were potentially
either caused by or could have been avoided with appropriate care, such as falls, wound infections
and urinary tract infections. Agencies can download and review their Adverse Event Reports and
develop a plan of action if appropriate. None of the adverse event measures are risk-adjusted,
however and their occurrence is reportedly extremely rare (less than 1.5 percent) (Fortinsky and
Madigan, 2004).

With the release of CMS’s OBQI reports in February 2002, Medicare-approved HHAs were given
their first opportunity to compare their clinical performance to a national benchmark. OBQI
reports provide HHAs the ability to access reports identifying their performance compared to their
prior performance and the national average on 41 OASIS-derived measures. There are 30
outcomes displayed in the risk-adjusted section of the report, and 11 outcomes that appear in the
descriptive section. Risk adjustment accounts for differences in the agency's patients versus the
reference sample, and minimizes the possibility that the differences are due to factors other than
the care provided by the agency. The majority of the OBQI measures are related to functional

5 U.S. General Accounting Office. (July 2002). Medicare home health agencies: Weaknesses in federal and

state oversight mask potential quality issues. GAO-02-382.
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status (25 of 41). The remainder of the measures are clinical items (7), cognitive/behavioral items
(6), and utilization of other services (3). The agency’s current outcome data are presented in a bar
graph format and outcomes that are statistically significant when compared to the national
reference, either favorably or unfavorably, are asterisked.

1.1.2 Using OBQI reports to improve patient outcomes

OBOQI reports provide HHAs with a data-driven basis for quality improvement activities. While
the OBQI process is currently voluntary, HHAs typically run the reports once a year as part of the
quality improvement (QI) process. The reports are analyzed, and target outcomes are selected for
improvement. Once a target outcome is sekcted, HHAs can use the Patient Tally Reports,
accessed using the same system used for submitting OASIS data to the state, to select patients who
achieved a target outcome and compare them to patients who did not achieve that outcome. A
Patient Tally workbook tool, also available from CMS, can then be used to help agencies examine
attributes related to groups of patients with the same outcome or casemix characteristics to
discover potential areas for process-of-care adjustments. A process of care investigation is
conducted to determine why performance is below the national reference or benchmark, and a plan
of action is developed to improve the agency’s performance on the target outcomes. As of May
2004 the top five quality measures chosen by HHAs as target outcomes are: Improvement in Pain
Interfering with Activity; Any Emergent Care; Improvement in Dyspnea; Improvement in
Management of Oral Medications; and Acute Care Hospitalization (Dietz and Ng, 2004).

Since 2002, QIOs (Quality Improvement Organizations formerly known as Peer Review
Organizations or PROs), have been assisting HHAs in the use of the OBQI process. Task 1b of
the 7" Statement of Work (SOW) charged the QIOs to provide education and training to all HHAs
on OBQI methodology in each state, recruit HHAs to participate in the Quality Improvement
project, and improve the quality of care related to publicly reported measures. As of spring 2004,
70 percent of HHAs had been trained in OBQI and over 50 percent of HHAs had submitted plans
of action with assistance from QIOs (Dietz and Ng, 2004). For the 8" Statement of Work, QIO
efforts are focused on increasing home health agencies’ ability and proficiency in using quality
improvement methodologies, with emphasis on OBQI. CMS has selected two OASIS quality
measures for national focus: acute care hospitalization and emergent care utilization.

On CMS’s MedQIC website [http://www.medqic.org/portal/homepage.isp], OBQI is described as “a
rigorously designed, repeatedly validated, reproducible quality improvement program that positively
impacts the health outcomes attained by home health care patients.” Findings from demonstration
projects administered by the University of Colorado Center for Health Services Research from 1995 -
2001 showed improvements in care from use of the OBQI process (Shaughnessy et al., 2002)
including decline in hospitalization and improvement or stabilization in functional status measures
such as ambulation, dressing, management of oral medications, and clinical measures such as status
of surgical wounds, anxiety level, and improvement in urinary tract infection.

HHAs have also provided testimony on the value of OBQI in improving the patient care they deliver.
In these testimonials, the word “goldmine” frequently is used, as agency staff report that the OASIS
data they have collected provides valuable insights into patterns of patient care that lead to better
patient outcomes. In a newsletter from the Minnesota QIO, the administrator of one HHA which
showed improvement in patient outcomes was quoted as saying, “Everyone was excited to see all the
work they put into OASIS and OBQI bearing results——that they could really improve outcomes for
their clients.” (Stratis Heakh OBQI Update, Spring 2004).
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11.3 Public reporting

Since 2003, a subset of the OBQI outcomes has been publicly reported on the Home Health Compare
website. In September 2003, the list of measures selected for reporting was revised based on
recommendations from the National Quality Forum. The website provides information for consumers
and their families about the quality of care provided by individual HHAs, allowing consumers to see
how well patients of one agency fare compared to other agencies and to the state and national
average. The website presents the quality measures in consumer-friendly language and provides a
tool to assist consumers in the selection of an HHA. Since OASIS data are collected and submitted
only for Medicare and Medicaid patients, the measures reported on Home Health Compare only
provide outcomes on Medicare and Medicaid patients. Furthermore, since it is currently unknown
whether the statistical relationships between Medicare/Medicaid patients and private pay patients are
comparable, it is unknown whether including private pay patients in outcome reports would provide
valid outcome measures that would be usable for public reporting. In the Request for Proposal for the
OASIS Study, CMS identified one goal of the study was to determine whether patient outcomes
currently collected for Medicare/Medicaid patients can be generalized to serve as a report for all
patients or if another tactic is necessary to determine outcome measures for private pay patients.

1.1.4 Enhanced state survey protocols

State survey agencies conduct surveys of HHAs to determine whether they are complying with the
conditions of participation. In 2003, in an effort to make the survey process more data-driven,
patient-centered and outcome oriented, survey agencies began using selected outcome measures from
OBQM, OBQI and HHA Provider Reports as a focus for onsite survey activities. Measures used by
surveyors include Adverse Events, measures from the agency’s Risk-adjusted and Descriptive
Outcomes Report that are significantly worse than the national reference rate, and indications of
agency population trends that vary significantly from the national reference rate.

Although HHAs are surveyed to determine if they meet Medicare COPs, the medical record and
patient visit samples may include individuals from any payer group. Thus, Medicare quality standards
protect not only Medicare beneficiaries but other home health users as well.® Currently, however,
surveyors do not have access to OBQI measures that include private pay patients because OASIS data
on these patients are not collected, transmitted or analyzed.

115 Concerns about OASIS data collection for private pay patients

Despite the anecdotal evidence and studies regarding the value of OASIS and OBQ! in improving the
care provided to home health patients, there are still questions about whether re-instituting OASIS
data collection for private pay patients is appropriate and in the best interests of home health agencies,
home health patients and CMS. There is little reliable data about either the benefits or the burdens
related to OASIS data collection now that the OASIS and OBQI systems have matured. Of the
previous studies that found that the burden of OASIS data collection is minimal, several were done
either prior to the implementation of PPS or in a demonstration setting, and none include a large
sample.

Many representatives of the home health industry continue to express concern that the burden of
OASIS data collection has been underestimated. They cite the un-reimbursed agency expenses for
data collection for private pay patients to agencies, the burden on staff related to time spent on patient

®  U.S. General Accounting Office. (July 2002). Medicare home health agencies: Weaknesses in federal and
state oversight mask potential quality issues. GAO-02-382
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assessment, data encoding and transmission, problems retaining or recruiting staff rehted to burden of
data collection activities, and the burden on patients to provide OASIS data.

Some home health industry representatives also question the value of using OASIS data on private
pay patients for outcome analysis, suggesting that the case-mix characteristics of patients differ
significantly across payment sources and that these differences may not be adequately addressed by
the current risk adjustment process. This has led to concern that reports including private pay patients
would be difficult to interpret, and potentially give advantages to certain agencies depending on the
mix of patients by payment source.

Based on these concerns and issues, the OASIS Study was designed to clarify the issues of the burden
and value of OASIS, by obtaining data from a large number of HHAs. Such a research study was
necessary in order to determine whether the added cost of collecting and submitting data on private
pay patients is justified by the unique benefits that the data may provide. The study involved several
components: a mail survey of 1200 HHAs to determine the processes, benefits, costs and
administrative burden related to OASIS; interviews with HHAs and Quality Improvement
Organizations (QIOs) to determine the value of the data to the agencies; examining patient outcome
data for private pay patients and comparing the data to those for Medicare/Medicaid patients; and
writing a final report as a template for the CMS Report to Congress.

1.2 Literature Review

Our literature review focused on issues related to the benefits, costs, burdens and practices of OASIS

- data collection and Outcome Based Quality Improvement (OBQI) for non-Medicare/Medicaid

patients and the implications of these issues for the development of the study’s survey instrument and
interview protocols. We conducted a review of academic journals, newspaper reports through Lexis
Nexus, home health industry/affiliated groups’ publications, federal government reports, and home
health industry group discussion forums (such as list servs). We limited our investigation to sources
since 1999 (the period in which collection of OASIS data was first mandated nationally as well as the
period during which transmission of OASIS data was suspended for non-Medicare/Medicaid
patients). Issues such as alternative methods of measuring the quality of home care services, the
reliability of the OASIS instrument and estimated startup costs for implementing OASIS were outside
of the scope of this review.

Given that only five years have elapsed since CMS required HHAs to collect OASIS data on all
participants - and only three years have passed since CMS instituted the Outcome-Based Quality
Monitoring (OBQM) reports - there are few formal studies on the benefits, burdens, cost, or the
utilization of OASIS data. Of the studies that we were able to locate related to burden or costs, we
found competing conclusions on the costs of OASIS to. HHAs. The literature contains little
discussion about whether OASIS and the outcomes derived from OASIS data apply to non-
Medicare/Medicaid recipients.

The following sections summarize the literature reviewed regarding the two primary issues of:

1) burden and costs related to OASIS data collection, and 2) benefits attributable to OASIS data
collection. A complete listing of all sources used in this review may be found in the “References”
section at the end of this report.

1.21 - Burden and costs of OASIS data collection

There have been a handful of studies that have examined the burden of OASIS. Most of them have
framed costs in terms of the time required to complete the assessment (rather than the costs in terms
of dollars). While the estimates may no longer be current (as agencies have become more
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comfortable and proficient in OASIS data collection), the approaches used in these studies to
measuring costs were useful in determining the methodology for our current study.

Studies of the time burden associated with OASIS data collection have reported inconsistent results.
This is due in part to differences in when the data were collected (near start of OASIS implementation
or after agency is experienced with OASIS), types of assessments measured (start of care vs. all
types), and inclusiveness of cost factors (clinical assessment time vs. supervisory time, training, etc.).

Three main studies are cited in the literature: the OBQI study conducted by CHSR, a U.S. General
Accounting Office (GAO) study and a study by the National Association for Home Care (NAHC).
There also are additional articles and testimony on specific agency experiences with OASIS costs.

OBOQI Cost Study

This study examined self-reported assessment times for home health patient assessments at start of
care and at discharge, for assessments conducted with and without OASIS. A total of 31 OASIS and
27 non-OASIS users were interviewed, from 10 agencies participating in the National OBQI
Demonstration. To account for any changes in provider practices or policies, the study used a
matched control design to compare OASIS and non-OASIS assessments conducted during the same
period of time. Time estimates were collected afier the agencies had been performing OASIS data
collection for about eight months.

Findings from the study are summarized in Table 1.1 below. No statistically significant differences
were evident between the clinicans using OASIS and clinicians conducting assessments without
OASIS, either for the start of care or discharge assessments. OQASIS start of care assessments
averaged 155 — 167 minutes, compared to 162 minutes for those conducted without OASIS. Times
for discharge assessments were virtually identical, for those conducted with or without OASIS. The
study concluded that OASIS did not require more overall time for conducting and documenting an
assessment. It noted that while more time may be required in the home to complete the OASIS items,
less time was required for narrative documentation that usually occurred outside of the home for non-
OASIS assessments. However, the study acknowledged that additional time outside of direct patient
assessment, such as encoding and transmitting OASIS data, may not have been thoroughly accounted
for and perhaps should be examined in the future.’

7 Shaughnessy. Op cit. and Hittle D.F., Shaughnessy P.W , Crisler KS, Powell MC, Richard AA, Conway
KS, Stearns PM, Engle K. (2003) 4 Study of Reliability and Burden of Home Health Assessment Using
OASIS. Home Health Care Services Quarterly, 22 (4): 43-63.
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Table 1.1: OBQI Demonstration: Comparison of Amount of Time Spent on Home
Health Visits With and Without OASIS

Mean Amount of Time Spent (Minutes)
Average Assessment Visit Most Recent Assessment Visit

Reason for Non- Non-
Assessment OASIS OASIS Sig.* OASIS OASIS Sig.*
Start of Care

In-home time 93.9 85.6 0.26 97.6 86.1 0.22

Documentation time 61.3 75.9 0.14 69.2 75.6 0.61

Total time 1565.2 161.5 0.60 166.8 161.7 0.75
Discharge

In-home time 41.3 411 0.95 41.0 40.8 0.97

Documentation time 256 27.2 0.72 25.3 - 27.8 . 059

Total time 66.9 68.3 0.82 66.3 67.3 0.88

* Significance levels are for a two-sample t test.
Source: Shaughnessy et al vol. lll pg. 2.24

GAO Study

A 2000 GAO study focused on measuring the additional time incurred on major OASIS activities
(compared to pre-OASIS) that would affect costs, such as: clinician time for start of care visits;
supervisor time related to assessments; time required to train new hires about OASIS; and time for
data entry and transmitting OASIS assessments. A total of 32 agencies (out of 50 in the original
sample) responded to the survey. The GAO noted that because of the small sample size, estimates
were somewhat imprecise.

Results of the study are displayed in Table 1.2. While total time for start of care assessments using
OASIS was about 150 minutes (similar to the OBQI Cost Study), respondents to the GAO survey
reported that this represented an increase of 40 minutes from the pre-OASIS period. The GAO study
also found that additional time was involved to verify and transmit the data and train new staff.
Overall, the study concluded that OASIS did require an increased amount of time. The GAO also
noted that it anticipated that subsequent OASIS assessments after the start of care would take less
time because the clinicians already knew the patient.
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Table 1.2: GAO Study of Time Required for OASIS Activities

95%
Confidence

OASIS Activity Median Mean Std Error Interval
Start of Care Assessment

Clinician time for visit and 150.0 142.9 8.7 1254 - 160.4
documentation post-OASIS, minutes

Additional time using OASIS, minutes 40.0 43.9 5.6 32.6 -55.2
OASIS data review, entry, transmission

Supervisor time reviewing start of care 30.0 31.8 3.2 25.3-38.2
assessment post-OASIS, minutes

Additional time for supervisory review of 15.0 16.0 2.8 10.5-21.6
OASIS data, minutes

Time to enter and check OASIS data, 28.7 404 5.6 294-516
minutes/assessment”’

Time to transmit OASIS data, 3.8 54 1.1 32-76
minutes/assessment”
Staff Training

Training new hires on OASIS, hours 8.0 119 2.3 7.3-16.6

Additional new hire training time post- 6.0 8.3 1.4 55-11.2
OASIS, hours

1. Recalculated with two outliers removed.
Recalculated with one outlier removed.
Source: GAO Medicare Home Health Care: OASIS Data, Use, Cost and Privacy Implications

In its January 2001 response to the GAO, CMS (formerly HCFA) pointed out that based on findings
from its OBQI demonstrations it anticipated that OASIS times would be reduced once agencies
became familiar with OASIS and integrated the assessment into their processes.

NAHC Study

In 2001 the National Association for Home Care (NAHC) gathered information on assessments by
posting a list of questions on its member listserv. The questions asked how much time it takes to
carry out assessments at the various assessment points, train new staff, and conduct quality review on
completed assessments. NAHC gathered time data for more areas than other studies had; however,
the NAHC study was less structured than either of the above two studies.

NAHC pointed out that HCFA’s calculations (based on the CHSR/OBQI study noted above) were
limited to start of care assessments and concluded that HCFA did not account for the full cost of
OASIS assessments, because it did not include ongoing training and the time involved to complete
the assessments, particularly at new time points required by OASIS (recertification, post inpatient
stay, etc.). The NAHC study included time estimates for all assessments, as well as for training.
Results are displayed in Table 1.3 below.
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Table 1.3: NAHC Study of Time Required for OASIS Activities

OASIS-related Activity Average Time Range
Admission/start of care assessment 1 hr. 44 mins. 45 mins. — 4 hrs.
Recertification assessment 1 hr. 5 mins. 25 mins. — 3 hrs.
Transfer to inpatient Facility assessment 19 mins. 5 mins. — 1 hr.
Resumption of Care assessment 1 hr. 19 mins. 30 mins. — 3.5 hrs.
Change in condition assessment 1 hr. 7 mins. 30 mins. — 2 hrs.
Discharge assessment 42 mins. 10 mins. — 1.5 hrs.
Discharge assessment when no visits after 26 mins. 5 mins. — 2 hrs.
SoC/RoC or death

Training new staff 10 hrs. 45 mins. 2 hrs. — 30 hrs.
Review/validation : 54 mins. 10 mins. — 6 hrs.

Source: NAHC Report, 901, 4-5.

NAHC estimated that there was an added burden of 6.75 hours to comple te assessments at all of the
other required time points. When commenting on this study, CHSR researchers pointed out that
NAHC did not account for the fact that assessments typically are not done at all 10 time points for a
patient, and if they had, the study’s total time estimate would have been lower

It should be pointed out that all of these studies were conducted prior to the burden reduction act
enacted by CMS in December of 2002. The changes involved reducing the likely number of
intermittent assessments between intake and discharge, and also reducing the number of OASIS items
on Follow-up assessments. Overall, CMS projected these changes would reduce burden by 28.65
percent of the original OASIS assessment protocol and save the home health industry nearly 56
million dollars each year, with each HHA saving approximately $8,079 based on the number of
HHAs functioning in 2002.”

Other literature on OASIS costs

In 2001, the University of Pittsburgh Center for Rural Health Practice conducted a study that included
a statewide survey of rural home health agency administrators, fielded by the Pennsylvania Office of
Rural Health. Two thirds of the administrators noted that OASIS added a “heavy burden” on their
resources and one third indicated it added “somewhat of a burden”. The researchers noted that
particularly for rural agencies, supports are not as well developed as they are in larger agencies."’

In 1999 the VNA of Western Pennsylvania, a participant in the OBQI Demonstration Project
(Medicare Quality Assurance Project) reported on its ongoing OASIS costs (i.e., coordination and
training) and compared them to those estimated by HCFA (adjusted for the VNA’s large size). While

Shaughnessy op cit Vol Il p. 2.12, and Hittle op cit.
E-mail communication from CMS

Lin et. al, (2003) University of Pittsburgh Center for Rural Health, The Impact of Interim and Prospective
Payment Systems on Home Health Providers and Medicare Beneficiaries in Rural Pennsylvania.
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it supported the goals of OASIS, it pointed out that HCFA’s estimated costs were far less than actual
costs encountered (3948 vs. $30,809 per year), as shown in Table 1.4.

Table 1.4: VNA of Western PA Estimated On Going Costs for OASIS Activities

Adjusted HCFA

Activity Estimated Cost Actual VNA Costs
Coordinator $948 $20,000
Training updates - 6,480
Training new employees -
 Training 1,024
Learning curve 7 2,405
Total On-going Costs per Year $948 $30,809

Source: VNA of Western Pennsylvania“

Also in 2001, Craig Jeffries of Healthspan testified that OASIS required one additional FTE for data
entry and administrative support in his agency, that it doubled the amount of time of a field nurse for
a new admission and that 30 percent of the OASIS paperwork required correction time from the

12
nurse.

Other OASIS-related burdens

Other burdens cited in the literature include concerns about negative impact on staff recruitment and
retention, data confidentiality, and patient burden.

For example:

- e In 2001, the OASIS Provider Task Force, consisting of organizations affiliated with home
care'’, voiced concerns to CMS about the need for streamlining OASIS. In addition to
concerns about costs, the Task Force stated that OASIS has a negative effect on agency
ability to recruit and retain nurses because of paperwork requirements and the decreased
time for direct patient care.

¢ Craig Jeffries of Healthspan reported in his 2001 testimony at the US House of
Representatives Hearing on HCFA Paperwork Reductions, that the “length and overuse”

""" Testimony of Kristy Wright (May 24, 1999) President/CEO VNA, Western Pennsylvania, to Senate
Committee on Aging, http://aging.senate.gov/events/hr32kw htm, accessed October 5, 2004.

L "2 Testimony of Craig Jeffries to US House of Representatives Hearing on HCFA Paperwork Reductions
b (May 9, 2001) http://www house.gov/smbiz/hearings/107th/2001/010509/jeffries.asp, accessed October 05,
’ 2004.

The organizations included the American Hospital Association, American Home Care Association,
American Association for Homecare, Connecticut Association for Home Care, Gentiva Health Services,
Medstar Health VNA, National Association for Home Care and the Visiting Nurse Associations of
America. :
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of OASIS assessment tool had contributed to a decline in nurses entering the home health
field and to nurses leaving the field because of data collection and procedural burdens.'*

e Testimony on behalf of NAHC in 2003 to the Subcommittee on Health of the House
Committee on Ways and Means indicated that while NAHC supported an outcome-based
assessment, OASIS was “the number one reason for nurses leaving the home health
setting”’, and needed further streamlining. "’ ‘

e In 1999 the Citizen’s Council on Health Care raised concerns about privacy and whether
the federal government should have health information on every citizen; that OASIS
oversteps federal law because it required unconsented data collection on all home health
patients not just those whose coverage was publicly subsidized and that it violates patient
privacy and grants broad access to confidential records.'®

o In his 1999 testimony to the Senate Committee on Aging, James Pyles, representing the
Home Health Services and Staffing Association and the American Psychoanalytic
Association, voiced concerns about privacy protections in dimensions such as mental
health, family and financial information. v

o In her 1999 testimony to the Senate Committee on Aging, Cynthia Kail, Associate
Administrator of the Greene County Medical Center in Jefferson, IA, noted that the home
health admission process is a particular burden on frail elders, it can be exhausting and
sometimes necessitates repeat visits. Says the burden of OASIS means decrease in access
to services: devoting more resources to data collection and less to direct care.'

Since the time of these comments, some of the confidentiality concemns have been addressed through
the Health Insurance Portability and Accountability Act (HIPAA) and by CMS through masking of
data to protect confidentiality, and OASIS burden on staff and patients has been addressed through
streamlining of the OASIS assessments as part of the burden reduction act.

1.2.2 Benefits of OASIS data collection

There have been several formal studies of the benefits of collecting OASIS and using OBQL. The key
evidence of benefits comes from three evaluations of demonstration projects, as well as articles and
testimonies from some of the demonstration agencies. The National Medicare Quality Assurance and
Improvement Demonstration and the New York State Department of Health’s Outcome Based
Quality Improvement Demonstration (both occurring around 1995-2000) are cited in a number of the

14 Jeffries op cit

15 Testimony of Janet Wolf (February 13, 2003) on Behalf of the National Association for Home Care and

Hospice, before the Subcommittee on Health of the House Committee on Ways and Means,
http://waysandmeans.house.gov/hearings.asp?formmode=printfriendly&id=78, Accessed
December 2, 2004.

Citizens Council on Healthcare Comments to HCFA 1999. www.aapsonline.org/medicare/oasiscom.htm,
last accessed October 25, 2004.

Testimony of James Pyles (May 24, 1999) Home Health Services and Staffing Association and the
American Psychoanalytic Association, to US Senate Committee on Aging,
http://aging.senate.gov/events/hr32jp.htm, accessed September 30, 2004.

18 Testimony of Cynthia Kail, (May 24, 1999) Associate Administrator of the Greene County Medical Center,
Jefferson, IA, to US Senate Committee on Aging, http://aging.senate.gov/events/hr32jp.htm, accessed
September 30, 2004.
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articles. Both demonstrations were administered by University of Colorado’s Center for Health
Services Research (CHSR), and both collected data on all patients regardless of payer, so that
agencies could receive reports on their entire caseload. Results were based on over 157,000 patients
in 54 agencies in the National Demonstration, over 248,000 patients in non-OBQI certified control
agencies in the 27 National Demonstration states, and over 105,000 patients admitted to the New
York study agencies. The studies found improvements in care in those agencies that used OBQ],
including statistically significant reductions in hospitalization rates and success in improving
outcomes for targeted measures' :

e In the National Demonstration, risk-adjusted hospitalization rates dropped from 32.5
percent in Year 1 to 25.3 percent in Year 3 (compared to much smaller changes for non-
OBQI patients). In the New York State Demonstration, the rates declined from 30.1
percent in Year 1 to 22.2 percent in Year 4.

e Risk adjusted results for target outcomes™ showed statistically significant positive
benefits: National Demonstration patients had a 7.7 percent improvement in target
outcomes from Year 1 to Year 2 and 5.8 percent improvement from Year 2 to Year 3.
New York State Demonstration patients also showed improvements in target outcomes of
about 6.0 percent each year.

e About 70 to 90 percent of the demonstration agencies were able to positively impact their
target outcomes.

In addition to measurable changes in outcomes, the demonstrations found other benefits. CHSR
researchers observed that OASIS and the reports derived from OASIS data were used by agencies in
reallocating resources to improve outcomes and control costs, helping agencies modify approaches to
care.

The Home Health Outcome Based Quality Improvement System Pilot Project, conducted by the
Delmarva Foundation, involved Quality Improvement Organizations (QIOs) in five states and 417
HHAs in those states: Maryland, Michigan, New York, Rhode Island, and Virginia (conducted in
2000-2002). The pilot found that 54 percent of HHAs improved their targeted outcomes and that
there was a 6.7 percent improvement in risk- adjusted outcomes.”’

CHSR and Delmarva researchers observed that support for OASIS tended to increase as the
demonstration agencies became aware of its benefits, and posited that as OBQI evolves and providers
understand the use of OASIS, sentiments about the data collection burden may decline. CHSR
researchers concluded that OASIS will likely be perceived as a burden if viewed as meeting
regulatory compliance; however, when used for OBQI, it would likely be seen as a useful tool for
patient care and HHA management. CHSR researchers noted that most of the demonstration agencies
continued to use OBQI even after the demonstrations were completed.

1 Shaughnessy P.W., Crisler K.S., Hittle D.F,, et al, (2002) OASIS and Outcome-Based Quality Improvement
in Home Health Care: Research and Demonstration Findings, Policy Implications and Considerations for
Future Change, Volumes I - IV, Center for Health Services Research, University of Colorado Health
Sciences Center Denver, Colorado.

Demonstration agencies were asked to select two target outcomes as the focus of their OBQI activities.
Hospitalization was recommended as one of the target outcomes for the first year’s activities. Other than
hospitalizations, no single target outcome was chosen by a majority of agencies.

2 Delmarva Foundation (2002) Final Report: Home Health Outcome Based Quality Improvement System

Pilot Project. Delmarva Foundation.
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A discussion of findings from the National Medicare Home Health Quality Assurance and Quality
Improvement Project by Conway and Richard suggested that benefits from OASIS data collection
were felt by patients and staff at all levels of the home health agencies, including clinicians, clinical
managers, and administrators.

Benefits to patients included improved care and improved outcomes based on the
improved ability to evaluate clinical performance by how care actually affects patients’
health;

Benefits to clinicians included improved clinician assessment and care planning skills;
strengthened evaluation of patient progress; improved documentation; identification of
best practices; and enhanced teamwork and coordination;

Benefits to clinical managers included the development of streamlined training programs;
increased clinical role in QI programs; and an enhanced sense of teamwork as all
clinicians were involved in efforts to improve care;

Administrative benefits included the use of outcome data and reports to support targeting
resources and increasing efficiencies; outcome data used for marketing and to satisfy
managed care quality reporting requirements and accreditation requirements; time-series
case mix evaluations enhance strategic planning and program development; the linkage
of outcome data to other data provides decision support information for investing
resources for improved patient care.”’

Anecdotal articles also attest that OASIS and OBQI enhance processes of care and outcomes, help
agencies identify where to focus improvement efforts, and stimulate improvement in continuity of
care and measurement of improvement in patient outcomes.” For example, Kristy Wright, as
President/CEO of the VNA of Western Pennsylvania, testified that her VNA found many benefits to
using OASIS as an OBQI Demonstration Projects participant. Benefits cited from OASIS and OBQI

included:

Creation of a database for identifying patient problems that improves uniformity and
objectivity; '

Improved continuity of care for patients seen by more than one clinician;
Information and reports from the data that enable evaluation and comparisons;

Measurable improvement in patient outcomes: 4 percent increase in patients’ ability to
ambulate and a 10 percent reduction in re-hospitalizations; and

An objective measurable report card that agencies and others can use to compare
. 24
quality.

22 Conway K., Richard A., (2000) Unexpected Benefits of OASIS and OBQI Home Healthcare Nurse (18) 4:255-

257.

23 Chisolm D, Murdock K (2002) The Outcome-Based Quality Improvement Pilot Project: A Perspective
from Maryland Home Health Care Management & Practice (14) 3:179-184.

24 Testimony of Kristy Wright (May 24, 1999) President/CEO VNA, Western Pennsylvania, to Senate
Committee on Aging, http://aging.senate.gov/events/hr32kw.htm, accessed October 5, 2004.
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Other potential benefits of OASIS data collection that have been mentioned in the literature include:

e Enhancing quality of care by strengthening the monitoring of HHAs — state surveyors use
OBQI outcome reports to help strengthen and streamline the survey and certification
process, by targeting HHAs in need of improvement;

» Increasing accountability for patient outcomes — OASIS data may provide an objective
measure of the benefits of homecare and may be used to strengthen the value of
homecare services to purchasers and payers; >°

* Providing an objective measure of the benefits of homecare — OASIS can help ensure that
key aspects of care are being addressed and can enable benchmarking of treatment
strategies; *° and

¢ Supporting examination of variations in homecare quality regionally as well as serve as a
tool to measure changes across agencies and over time.’

Benefits of OASIS data collection for private pay patients

Our literature search did not locate formal findings in the literature about OASIS benefits for the non-
Medicare/Medicaid patient population, or any systematic studies to date that measure the extent of
variation of benefits accruing to different types of agencies, payers and patients. A few demonstration
studies (which included all patients) included references to potential benefits for private pay patients,
but no studies on the population have yet been undertaken. For example, researchers from the
University of Colorado’s Center for Health Services Research (CHSR) pointed out that most OBQI
Demonstration agencies found that including all patients in assessment data collection contributed to
the effectiveness of the QI efforts and that it was more cost effective to use the same forms and
protocols for all patients. Collection of data for all patents also enabled the agencies to receive
reports on their entire caseload, which would support a broader picture of resource allocations and
other management decisions.””

The literature also contains evidence of concerns from home health researchers and le gislators about
the potential negative impacts of discontinuing OASIS data collection for private pay patients.
Researchers from the CHSR have stated:

“Without OASIS data collected on Medicare and non-Medicare skilled care
patients alike, PPS may create an undetected two-class home health care delivery
system for public- vs. nonpublic -pay (skilled care) patients. We may not learn
definitively of this system or how to remedy it until it has caused many years of
damage. Because home care serves a highly vulnerable population, this is an
extremely serious concern. Further, public or consumer reporting on outcome
indicators based only on Medicare patients will not be nearly as informative to
consumers as reporting based on an agency’s entire caseload, or at least its
skilled care caseload. Therefore, it would not be advisable to eliminate Medicaid

35 penz C., Wilson A., (1999) Assuring the Quality of OASIS Data: One Agency’s Plan Home Healthcare
Nurse Manager 3, (4): 18-23

26 Testimony of George Taler, MD (May 24, 1999) President, American Academy of Home Care Physicians,

to Senate Committee on Aging, http://aging.senate.gov/events/hr32gt.htm, accessed September 30, 2004.

T Ibid.
28 Shaughnessy op cit
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patients from the current reporting requirement. Further, it would be beneficial to
proceed with data transmission for non-Medicare and non-Medicaid skilled care
patients as soon as methods to ensure confidentiality of data for such patients are

sufficiently developed. »29

These concems are echoed in a May 2003 letter from Senator Chuck Grassley, Chairman of the
Senate Committee on Finance, to Health and Human Services Secretary Tommy Thompson.*® In his
letter, advocating against the suspension of OASIS data collection for private pay patients, Sen.
Grassley states that:

monitoring the quality of care furnished in an individual's home is particularly
challenging due to variation in conditions, compared to an institutional setting, such as a
nursing home or a hospital;

home health agencies should have the tools to improve quality for all the patients they
serve, just as nursing homes requires the collection of assessment data from private pay
patients,

public reporting of quality measures in several health sectors — nursing homes, home
health, and hospitals — help patients and their families find the best care for their needs;

steps have been taken to streamline the OASIS patient assessment process, making the
instrument less burdensome;

privacy issues raised about transmission of OASIS data for private pay patients have been
allayed through the use of encryption technology;

continued data collection is important to ensure that Medicare-covered home health
patients get the same quality of care as those with private insurance; and

eliminating OASIS requirements for private pay patients conflicts with CMS’s goals to
report quality measures for the Medicare program.

Senator Grassley concludes by stating that consumers should have public access to data on provider
quality and that CMS should begin collecting and analyzing data submitted by prlvate patients in the
OASIS format to use in its quallty improvement activities.

¥ hid

30

Letter from Sen. Chuck Grassley, Chairman of the Senate Committee on Finance, to Health and Human

Services Secretary Tommy Thompson, May 1, 2003. Accessed at
http://grassley.senate. gov/ireleases/2003/p03r0s-01 . htm
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1.3 Research Questions

g Based on the issues documented in the literature review and the Congressional mandate in Section
i 704 of the MMA, a list of research questions to be addressed by the OASIS Study was developed by
Abt Associates and approved by CMS. These questions are listed below.

What is the status of agency OASIS collection on private pay patients post-suspension?

e What proportion of agencies has suspended collection of OASIS data on their private pay
patients? '

e What factors influenced agency decisions to suspend or continue collection of OASIS
data on their private pay patients?

e What agency characteristics (such as size) are associated with agencies that have elected
to suspend or continue collection of OASIS data on their private pay patients?

What unique benefits can be obtained through collection of OASIS data on private pay
patients?

e What benefits are agencies deriving from the analysis of Medicare/Medicaid OASIS
data?

e  What benefits are agencies deriving from the analysis of private pay OASIS data?

e  What benefits could agencies potentially be deriving from the collection of private pay
OASIS data that they are not currently receiving?

e What factors and agency characteristics (such as size) influence the degree of benefit
realized by agencies?

e  What barriers prevent agencies from using and benefiting from private pay OASIS data?
What are the costs associated with OASIS data collection?

o What is the incremental cost associated with OASIS assessment versus non-OASIS
assessment for private pay patients?

¢ What factors and agency characteristics (such as size) influence agency costs related to
OASIS data collection?

What would be the impact of including private pay patients in outcome reports on the validity
of reported home health outcome measures?

¢ How do case-mix and outcomes differ for Medicare/Medicaid and private pay patients?

¢ Can patient outcomes currently collected for Medicare/Medicaid patients at the agency
level be generalized to serve as a report for all adult non-matemity patients receiving
skilled services from an agency?

Abt Associates Inc. OASIS Study
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e Does the risk-adjustment approach used in the current outcome reports perform
adequately for private pay patients?

What might be the pesitive and/or negative outcomes of future Congressional decisions
regarding the collection of OASIS data for private pay patients?

e What might be positive and/or negative outcomes if the requirement for OASIS data
collection on private pay patients were reinstated?

e What might be positive and/or negative outcomes if the requirement for OASIS data
collection on private pay patients were permanently suspended?

1.4 Role of the Technical Expert Panel

A Technical Expert Panel (TEP) was convened to advise Abt project staff on the overall study
implementation process and on each of the project’s major tasks.”' TEP members were selected to be
representative of constituencies with expertise in the issues surrounding OASIS data collection, home
health quality assessment, measurement and reporting. The TEP included experts from both large and
small HHAs, academic researchers, and a Medicare consumer advocate. Individuals serving on the
TEP were:

Kathryn Collins, RN, MS
Director
Baltimore County Home Health

Baltimore, MD

Paul Cotton
Senior Legislative Representative

AARP
Washington, DC

Dan Fish

Administrator

McLean Home Health Agency
McLean, TX

Richard H. Fortinsky, PhD

Professor of Medicine

Center on Aging

University of Connecticut Health Center
Farmington, CT

3! Note that the TEP was not subject to the provisions of the Federal Advisory Committee Act (FACA) as it was
convened and managed by Abt Associates and there was no requirement for the panel to reach consensus
about any of the issues that came before it.
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David Hittle, PhD

Assistant Director of the Center for Health Services Research
Division of Health Care Policy and Research

University of Colorado Health Sciences Center

Aurora, CO

Sharon E. Johnson, MSN, RNC, CNA

Director, Home Health

The Home Care Network Jefferson Health System
Wayne, PA

Elizabeth A. M adigan, PhD, RN

Associate Professor of Nursing and Associate Dean for International Health
Case Western Reserve University

Cleveland, OH

Barbara McCann, MSW

Vice President of Professional Services and Chief Clinical Officer
Interim HealthCare

Sunrise, FL

Two one-day TEP meetings were held in the Baltimore/Washington, D.C. metropolitan area, one in
December 2004 prior to data collection, and one in September 2005 once data collection was
completed. TEP meetings were attended and run by Abt project staff; the CMS Project Officer, and
other relevant CMS personnel attended as observers.

At the first TEP meeting we asked members to review and comment on the literature review to ensure
we included all relevant publications and sources and to comment on our findings. We also sought
TEP guidance on the proposed content, methodology and administration of the HHA survey and the
interview protocols for HHAs and QIOs. To assist us with developing the sampling plan, we asked
for TEP assistance in developing the definition and estimation of small and large HHAs. We also
asked the TEP to advise us on our proposed approach to risk adjustment of patient outcomes and
survey data, and analysis of case-mix and patient outcomes between Medicare, Medicaid and other

payer groups.

At the second TEP meeting, we presented the results our data collection and analysis efforts regarding
the percentage of HHAs that have continued to collect OASIS data on private pay populations, and
asked TEP members to assist in the interpretation of our findings. We sought TEP input in defining
and identifying both the differential burden for large and small HHAs associated with OASIS data
collection for private pay patients, and the value provided to agencies by the analysis of that data. We
also shared the results of our comparison of case-mix and outcomes reports for different payor groups
and ask for TEP guidance on the potential impacts on large and small HHAs. Finally, we shared the
results with of our review of OASIS-related privacy and security practices in the industry and
received comments on our findings about issues related to the safeguarding OASIS information. TEP
members also advised us on approaches to dissemination of findings to CMS, to the public and to
stakeholder groups.
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1.5 Study Overview

The OASIS Study began in October 2004 with a review of literature to identify relevant findings on
the value of OASIS and OBQI data to HHAs, the burden associated with OASIS data collection, and
current practices on collection and analysis of OASIS data for private pay patients. The results of the
literature review assisted with initial development of a national HHA mail survey and telephone
interview protocols for use with Quality Improvement Organizations and HHAs.

In December 2004, a sample of OASIS data for Medicare and other patients was obtained from a
private home health benchmarking vendor, Outcomes Concept Systems. These data were analyzed to
determine the differences in case-mix between Medicare, Medicaid and private pay patients, whether
the outcomes for private pay patients are different for the outcomes of Medicare and Medicaid patients,
and the extent to which any differences remain after applying the current OBQI risk adjustment
models. A discussion of the methodology and findings of these is presented in Section 2.

Also in December 2004, the first meeting of the OASIS Study TEP was convened to comment on the
literature review and Abt staff’s initial efforts to develop content for the survey and interview
protocols, as well as plans for analysis of private pay OASIS outcomes data. A revised version of the
HHA survey was created based on feedback from the TEP and from cognitive testing with home health
agency representatives. Once OMB approval was obtained, the survey was fielded in the spring and
summer of 2005. A more thorough description of survey development and implementation is included
in Section 3 of this report. Section 4 contains an analysis of survey data.

To supplement the data collected in the survey, telephone interviews were conducted with home health
agencies, Quality Improvement Organizations and Accrediting Organizations. The results of these
interviews are presented in Section 5. We also reviewed privacy and security issues relating to the
collection, transmission and storage of OASIS data with representatives of the national home health
industry organizations and agencies charged with collecting and maintaining the privacy of OASIS
data. The results of these discussions are presented in Section 6.

In September 2005, the OASIS Study Technical Expert panel met again in Baltimore to review the
results of the study. The results of these discussions informed our analysis of study findings and their
implications for future CMS policy, which are included in Section 7.
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2.0 Analysis of OASIS Casemix, Outcomes and
Risk Adjustment by Payment Source

One task of the OASIS Study was to examine the differences in case-mix between Medicare, Medicaid
and private pay patients and examine the following research questions:

e  Whether the outcomes for private pay patients are different for the outcomes of Medicare
and Medicaid patients, and the extent to which any differences remain after applying the
Outcome-based Quality Improvement (OBQI) risk adjustment models developed by the
Center for Health Services Research that are used to create outcome measures;

s  Whether the risk-adjustment approach used in the current outcome reports performs
adequately for private pay patients; and

¢  What the impact would be of including private pay patients in outcome reports on the
validity of reported outcome measures.

The data source for these analyses is OASIS assessments data acquired from Outcome Concept
Systems (OCS), a private vendor that provides benchmarking services to home health agencies and
other providers. The OCS data include both government and private pay assessments, allowing
comparison of outcomes and case mix profiles by payment source. For this analysis, we obtained
OCS OASIS data for all of calendar year 2003 and the 1* three quarters of 2004. While the OCS
dataset used for our analysis does not represent a nationally representative sample of agencies, it does
include data from more than 700 home health agencies from across the country.

2.1 Methodology

Translation of OASIS case -mix and outcomes programs

The OBQI Case Mix Profile and Risk Adjusted Outcome Reports are produced using algorithms
created by the University of Colorado Health Sciences Center (UCHSC) and maintained by the Iowa
Foundation for Medical Care (IFMC). In order to be able to perform the outcomes and case mix
analysis by payment source, we translated the original code specifications provided by UCHSC into
SAS code. Once the translation was complete, we tested the SAS version of the code on a dataset
obtained from IFMC containing all OASIS records from 2 states for February 2005. Using the Abt
SAS code, we were able to match the IFMC results for case mix, unadjusted outcomes and adjusted
outcomes. The differences between our results and those of IFMC were extremely small and can
most likely be attributed to rounding errors. The median absolute difference across all measures was
.0012, ranging from a high of .1114 for improvement in toileting to a low of 0 for stabilization in
grooming and shopping and improvement in transferring, light meal preparation, dyspnea, and urinary
incontinence.

Creation of the sample file

Defining and identifying payer

We identified payer based on response to M0150 on the discharge assessment as shown in Table 2.1
below. If response 1 or 2 (FFS or HMO Medicare) were checked, the payer for the episode was
classified as Medicare, regardless of whether other responses were also marked. If responses 1 or 2
were NOT checked, but responses 3 or 4 (FFS or HMO Medicaid) were checked, the episode was
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classified as Medicaid, again regardless if other non-Medicare payment sources were marked.
Episodes were classified as private pay when ONLY responses 8 or 9 (private insurance/private
HMO) were marked. While this approach does not create mutually exclusive groupings, t was
selected because performing an analysis on each of the many permutations of possible payers would
have produced statistically meaningless results due to small sample sizes. Also, although the
episodes classified as Medicare may have other payment sources, they represents the episodes for
which OASIS data collection is required under current law. The decision to derive the payer
classification on the M0150 response from both assessments was made to allow us to focus on those
assessments for which we have the greatest confidence about the payment source.

Table 2.1: ldentifying Payment Source from OASIS Item M0150

M0150 at M0150 at MO0150 at MO0150 at
Adm+D/C=  Adm+D/C=: Adm+D/C= | Adm+D/C =
1o0r2 3or4 5 6,or7 8or9
Classified as Medicare Y n/a n/a n/a
Classified as Medicaid N Y n/a n/a
Classified as Private Pay N N N Y

Cleaning and pairing of OASIS Data

The unit of analysis for outcome and case mix reports is an episode of care starting with an admission
to home health care (M0100 = 1 or 2) or resumption of care after an inpatient stay (M0100 = 3), and
ending with a discharge from home health care, including discharge due to death, or admission to
inpatient facility for 24 hours or more (M0100 = 6, 7, 8, or 9). We therefore eliminated assessments
for which the response to M100 was other than 1, 2, 3, 6,7, 8, or 9. We also eliminated admission
assessments with no matching discharge, and discharges with no matching admission assessments,
assessments in which the admission or discharge assessments were out of sequence, as well as records
with invalid patient IDs and dates.

Our OASIS data consisted of 4,607,171 OASIS assessments submitted to OCS from January 2003
through September 2004. The data cleaning and pairing process described above resulted in a
universe of 1,547,634 unique pairs of OASIS assessments representing episodes of care, of which
1,395,940 (90.2percent) were identified as Medicare or Medicaid and 111,836 (7.3percent) were
identified as private pay. For our sample, we selected all the episodes identified as private pay, plus a
random sample of 137,448 episodes classified as Medicare or Medicaid to create a total sample of
250,000 episodes.

211 Characteristics of agencies in the sample file

Table 2.2 below compares the characteristics of the agencies in the OCS data set to those in the
Medicare Provider of Service files. Agency size is defined based on the total number of annual visits,
across all visit types and payers, derived from the most recent Medicare Cost Report. For non-
hospital based agencies, number of visits is reported in Worksheet S-3, Line 8, Column 5. For
hospital based agencies, number of visits is reported in Worksheet H6, Part I, Line 7, Column 4.
Agencies for which there was no size information available (i.e., no match between the agency’s
provider number and a Cost Report from either HCRIS or the HHA Cost Reports) are classified as
“Size Unknown”. We define urban and rural counties based on the RuralUrban Continuum
developed by the Economic Research Service of the U.S. Department of Agriculture.
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Table 2.2: Comparison of Agency Characteristics - Medicare POS and Sample

Agency Characteristic OCS Sampie % POS File %
Size
SMALL
(< 4,830 VISITS) 5.9 225
MEDIUM
(4,830 TO 21,468 VISITS) 41.6 39.7
LARGE
(> 21,468 VISITS) 46.5 19.8
 UNKNOWN
(TOTAL VISITS MISSING) 5.9 18.1
Census Region
NORTHEAST 19.7 11.0
SOUTH 16.0 449
MIDWEST 38.8 27.2
WEST 225 16.3
UNKNOWN 3.0 0.7
Urban/Rural
URBAN 76.5 71.6
NON-URBAN 19.9 277
UNKNOWN 3.5 0.7
Type of Facility
VISITING NURSE ASSOCIATION 13.4 5.8
COMBINATION GOVERNMENT VOLUNTARY 0.1 04
OFFICIAL HEALTH AGENCY 4.3 12.2
HOSPITAL BASED 34.6 22.3
SKILLED NURSING FACILITY BASED 1.9 1.4
OTHER 426 57.9
UNKNOWN 3.0 0
Type of Control
VOL. NON-PROF. - RELIGIOUS AFF. 14.9 6.0
VOLUNTARY NON-PROFIT - PRIVATE 27.8 15.1
VOLUNTARY NON-PROFIT - OTHER 10.8 8.2
PROPRIETARY 38.9 58.6
GOVERNMENT - STATE/COUNTY 1.5 8.1
GOVERNMENT - COMB. GOVT & VOL. 0.2 0.3
GOVERNMENT - LOCAL 29 3.8
UNKNOWN 3.0 0
Abt Associates Inc. OASIS Study
12/30/2005 Final Report 23



Census region refers to the four geographic regions of the United States that correspond to those used
by the U.S. Census Bureau.

e Northeast — Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New
York, Pennsylvania, Rhode Island, and Vermont

e Midwest — Illinois, Indiana, Jowa, Kansas, Michigan, Minnesota, Missouri, Nebraska,
North Dakota, Ohio, South Dakota, and Wisconsin .

e South — Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia,
Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina,
Tennessee, Texas, Virginia, and West Virginia.

e West— Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, New Mexico,
Nevada, Oregon, Utah, Washington, and Wyoming.

As expected, agencies in the OCS sample tend to be larger and more urban. They are less likely to be
located in the South and to be for-profit, and more likely to be a VNA or affiliated with a hospital.

21.2 Calculation of case-mix and outcomes measures

Our calculation of the case mix, outcomes and risk-adjusted outcomes used the translated UCHSC
specifications and followed the parameters set forth in the original code, applied to the whole sample
described above, and subsetted as required in the code. Throughout the derivation of the measures,
missing and invalid measures were tracked to determine if critical measures were missing and/or data
not meeting the published data specifications were present. A final check for these was conducted at
the end of the data processing.

The first set of variables calculated were the End Result Outcomes, which are the measures related to
activities of daily living, instrumental activities of daily living, physiologic outcomes, and
cognitive/social/behavioral outcomes. End Result Outcomes are not computed for patients who were
transferred to inpatient facility (M100 = 06, 07) or for patients who died (M100 = 8). Utilization
Outcomes are measurements of patients' usage of additional health care services while on service or
upon leaving the care of the home health agency. Utilization Outcomes are not computed for patients
who died (M100 = 8). As indicated in the pseudo-code, outcome measures were set to missing for
pediatric cases, patients with age above 120, and patients where measures for confusion or anxiety
were not available.

The next set of variables calculated were the case mix variables, which were calculated for all pairs
using the first time point, except for those measures related to length of stay. Following the case mix
calculations were the risk factor measures used in risk adjustment of outcome measures. Risk factor
measures were also calculated using the first time point in all cases, except for those measures related
to length of stay.

Before calculating the predicted outcomes, the pediatric patients and patients with age above 120
years, were excluded from the sample. The pseudo-code for this section required no changes other
than appropriate SAS punctuation, and therefore, was used as is. Once the predicted outcomes were
calculated, the final sample was set by excluding pairs that had critical values missing or five or more
invalid non-critical measures. :
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2.2 Case-mix profile by payment source

We examined patient characteristics by payer, using the variables in the OBQI Case Mix Profile
report. The report shows patient attributes that are likely to impact health status, such as
demographics, living conditions, and baseline health. We also examined patient diagnosis (as
recorded in M0230 and M0240). As expected, significant differences were seen between the patients
based on payment source. Our findings are displayed in Tables 2.3 and 2.4 below.

In comparison to Medicare/Medicaid patients, private pay patients are more likely to be male, white
and living in their own home. Private pay patients are, on average, younger than Medicare patients
by more than a decade, though they are slightly older than Medicaid patients. They are much less
likely to live alone, and they receive care from a primary caretaker more frequently — 4.07 times per
week on average, versus 3.79 for Medicare patients and 3.10 for Medicaid patients. They are more
likely to have a spouse or significant other as their primary caretaker (and less likely to have a son,
daughter or paid help).

Private pay patients are more likely to have had a change in their medical regimen in the 14 days prior
to SOC/ROC and their prognosis for recovery and rehabilitation are rated as higher. Examination of
functional status measures — ADLs and IADLs - shows private pay patients scoring closer to
mdependent functioning for all measures, both at SOC/ROC and 2 weeks prior to SOC/ROC.

Patients tend to have less dyspnea and fewer sensory impairments such as low vision, impaired
hearing or speech language disabilities.

Private pay patients are much more likely to be receiving IV therapy and parenteral nutrition than
Medicare/Medicaid patients. They are also much more likely to have surgical wounds, and less likely
to have pressure or stasis ulcers. Private pay patients are more likely to be report pan interfering with
functioning and intractable pain, and have lower levels of cognitive impairment,-confusion, anxiety
and behavior problems than Medicare/Medicaid patients. Together, these analyses support the
perception that private pay patients are commonly acute post-operative patients, with fewer chronic
functional and cognitive disabilities and a greater level of natural support in the home.

Table 2.3: Case-mix Profile by Payment Source

Private Pay Medicare Medicaid
Demographics
’ Age 55.0 76.9 53.4
Gender: Female (% 55.0% 63.3% 65.5%
Race: White (% 83.1% 75.9% 44 8%
Race: Black (% 9.0% 9.6% 22.2%
Race: Other (% 7.9% 14.4% 33.1%
0.4% 0.4% 0.6%
Current Residence
Own home (% 88.6% 78.2% 721%
Family member home (% 9.2% 13.3% 21.6%
Current Living Situation
Lives alone (% 12.6% 27.8% 26.4%
With family member (% 29.5% 28.8% 46.8%
Abt Associates Inc. OASIS Study
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Private Pay Medicare Medicaid
With paid help (% 1.4% 8.6% 2.9%
With friend (% 2.0% 1.3% 3.4%
Primary Caregiver
Spouse/significant other (% 59.5% 31.0% 22.0%
Daughter/Son (% 10.4% 31.2% 24.1%
Other paid help (% 1.8% 10.9% 6.1%
No one person (% 15.2% 15.5% 21.8%
Primary Caregiver Assistance
Frequency of Assistance 4.07 3.79 3.10
Med. Reg. Chg. within 14 days of ROC/SOC
Medical regimen change (% 89.7% 85.5% 78.1%
Prognoses '
Moderate recovery prognosis (% 94.7% 91.4% 88.8%
Good rehab prognosis (% 87.9% 77.3% 73.7%
ADL Disabilities at SOC/ROC
Grooming (0-3, scale average 0.51 0.88 0.72
Dress upper body (0-3, scale average 0.65 1.04 0.83
Dress lower body (0-3, scale average) 1.06 1.35 1.10
Bathing (0-5, scale average 2.04 2.51 2.01
Toileting (0-4, scale average 0.34 0.68 0.56
Transferring (0-5, scale average) 0.63 0.96 0.76
Ambulation (0-5, scale average) 0.89 1.34 1.11
Eating (0-5, scale average); 0.29 0.44 0.38
ADL Disabilities Prior to SOC/ROC
Grooming (0-3, scale average 0.33 0.73 0.63
Dress upper body (0-3, scale average 0.38 0.82 0.71
Dress lower body (0-3, scale average) 0.49 0.97 0.87
Bathing (0-5, scale average 0.91 1.82 1.53
Toileting (0-4, scale average 0.31 0.64 0.55
Transferring (0-5, scale average) 0.43 0.83 0.71
Ambulation (0-5, scale average) 0.58 1.13 0.99
Eating (0-5, scale average) 0.24 044 0.39
IADL Disabilities at SOC/ROC
Light meal preparation (0-2, scale average) 0.86 1.14 0.95
Transportation (0-2, scale average) 0.96 1.03 0.98
Laundry (0-2, scale average 1.60 1.75 1.58
Housekeeping (0-4, scale average 2.71 3.08 2.75
Shopping (0-3, scale average 1.98 2.26 1.96
Phone use (0-5, scale average) 0.23 0.81 0.63
Mgmt oral meds (0-2, scale average) 0.36 0.84 0.63
Abt Associates Inc. OASIS Study
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Private Pay Medicare Medicaid
IADL Disabilities Prior to SOC/ROC
Light meal preparation (0-2, scale average) 0.43 0.89 0.77
Transportation (0-2, scale average) 0.46 0.87 0.87
Laundry (0-2, scale average 0.71 1.32 1.23
Housekeeping (0-4, scale average 1.21 2.31 212
" Shopping (0-3, scale average} 0.86 1.68 1.49
Phone use (0-5, scale average): 0.28 0.87 0.67
Mgmt oral meds (0-2, scale average) 0.43 0.84 0.68 i
Resplratory St e
Dyspnea (0-4, scale average) 0.72 119 1.04
Therapies Received at Home
IV Infusion Therapy (% 13.10% 2.75% 8.61%
Enteral Nutrition (% 2.08% 1.74% 2.26%
. Parenteral nutrition (% 1.32% 0.23% 0.62%
Sensory Status
Vision impairment (0-2, scale average) 0.09 0.26 0.19
Hearing impairment (0-4, scale average 0.1 0.47 0.18
Speech/language (0-5, scale average) 0.15 0.45 0.40
Pain
Pain interferes with activity (0-3, scale average) 1.53 1.18 1.30
Intractable pain (% 16.38% 13.65% 18.93%
Neuro/Emotional/Behavioral Status
Moderate cognitive disability (%} 0.03 0.12 0.08
Severe confusion disability (% 0.03 0.11 0.05
Severe anxiety level (% 0.15 0.17 0.21
Behavior problems > twice a week (% 0.03 0.07 0.06
integumentary Status
' Presence of wound/lesion (% 76.96% 56.39% 54.40%
Pressure ulcer(s) present (% 5.35% 13.89% 11.55%
Stasis ulcer(s) present (% 1.64% 4.31% 4.66%
Surgical wound(s) present (% 82.10% 53.50% 59.25%
Stage 2-4 ulcer(s) present 3.26% 6.09% 5.37%
Stage 3-4 ulcer(s) present 3.00% 5.77% 4.71%

We focused our analysis on the differences seen between the private pay and Medicare/Medicaid
populations, but there are obviously some significant differences noted between Medicare and
Medicaid patients as well. Medicaid patients are younger by an average of 23.5 years and are more
likely to be non-White. They live in their own home less frequently, and are much more likely to live
with a family member. Medicaid patients are less likely to have had a change in their medical
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regimen in the 14 days prior to SOC/ROC, and they have a poorer prognosis for recovery and
rehabilitation. Medicaid patients score closer to independent on all ADL and IADL functioning, both
at SOC/ROC and 14 days prior, except for transportation 14 days prior, when scores are equal.
Medicaid patients are more likely than Medicare patients to be receiving IV therapy and enteral or
parenteral nutrition. They have much less sensory impairment than Medicare patients, and fewer
cognitive, emotional and behavioral problems, although they have higher levels of severe anxiety.
Finally, Medicaid patients are less likely to have pressure ulcers, but more likely to have surgical
wounds and stasis ulcers. Medicaid patients are also more likely to report that they have “no one

person” as their primary caregiver.

2.21 Diagnosis by payment source

We examined diagnosis by payment source for private pay, Medicare and Medicaid episodes, using

patient diagnosis as recorded in M0230, M0240 and M0245. Each diagnosis with a corresponding
severity rating greater than | was assigned to a diagnostic grouping based on the ICD-9 categories
used in the Case-Mix Profile. Results are displayed in Table 2.4. A few of the more noticeable
variations in diagnosis are the much higher rates of infectious, endocrine, mental and congenital
disorders and intracranial injuries reported for Medicaid patients; the higher number of cancer

diagnoses among the private pay patients; and the comparatively high rates of circulatory disorders,
fractures and “ill-defined conditions” in the Medicare population.

Table 2.4: Diagnostic Group by Payment Source

Private Pay Medicare Medicaid

Diagnostic Group % % %

Infectious/parasitic diseases 4.97% 3.06% 10.47%
Neoplasms | 17.01% 10.51% 11.78%
Endocrine/nutrition/metabolic 23.44% 28.30% 39.30%
Blood diseases 5.08% 6.66% 6.76%
Mental diseases 5.05% 9.30% 14.97%
Nervous system diseases 7.68% 10.07% 12.28%
Circulatory system diseases © 34.45% 55.14% 47.82%
Respiratory system diseases 10.25% 18.91% 20.33%
Digestive systern diseases 11.73% 9.80% 12.67%
Genitourinary system Diseases 6.97% 11.40% 12.51%
Pregnancy problems 0.50% 0.02% 0.77%
Skin/subcutaneous diseases 9.66% 10.58% 13.19%
Musculoskeletal system diseases 27.36% 29.40% 18.61%
Congenital anomalies 0.94% 0.56% 1.29%
ll-defined conditions 28.82% 41.83% 27.21%
Fractures 6.98% 7.72% 3.87%
Intracranial injury 0.31% 0.30% 0.42%
Other injury 4.49% 3.96% 461%
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2.3 Outcomes for private pay and Medicare/Medicaid patients

To examine differences in outcomes between private pay and Medicare/Medicaid episodes, we first
compare descriptive (or non-risk-adjusted) outcomes between the two types of episodes. We
examined these non risk-adjusted outcomes even for the outcomes for which risk adjustment is
typically used, so as to be able to understand how the two groups differ.

Descriptive (non-risk adjusted) outcomes

Not surprisingly, with no risk adjustment model applied, private pay patients did better on most
outcome measures than Medicare or Medicaid patients. This is consistent with the characteristics of
private pay patients discussed in the Case Mix Profile above. Private pay patients tend to have more
supports, to be younger and healthier than Medicare/Medicaid patients, and to have better
performance on both activities of daily living and instrumental activities of daily living:

e Private pay patients performed better than Medicare/Medicaid patients for all of the
activity of daily living outcomes (Figure 1). The differences were particularly large for
stabilization in grooming, improvement in dressing (upper and lower body), improvement
in bathing, improvement in toileting, improvement in transferring, and improvement in
eating.

e Similarly, private pay patients did better on all of the instrumental activ ity of daily living
(IADL) outcomes (Figure 2). The difference was largest for improvement in laundry,
improvement in housekeeping, improvement in shopping, and improvement in
management of oral medications.

¢ Among the other end result outcomes, private pay patients did better than
Medicare/Medicaid patients for all measures except for improvement in urinary tract
infection (Figure 3), a measure that could not be created for more than 96 percent of
private pay patients because they did not have a urinary tract infection on their initial
assessment.

¢ Private pay patients had considerably better performance on the utilization outcome
measures. More than 80 percent of private pay patients were discharged to the
community, compared to 69 percent of Medicare/Medicaid patients (Figure 3).
Reflecting the poorer health of the Medicare population, 28 percent of
Medicare/Medicaid patients had an acute care hospitalization, compared to 17 percent of
private pay patients.

¢ For the non-casemix adjusted outcomes that are included in the Descriptive Outcome
Report, private pay patients had better performance on stabilization in management of
oral medications, improvement and stabilization in speech and language, improvement
and stabilization in cognitive functioning, and mprovement in behavior problem
frequency (Figure 4). Medicare/Medicaid patients did better than private pay patients on
improvement in pain interfering with activity, improvement in the number and status of
surgical wounds, and any emergent care.

Abt Associates Inc. OASIS Study
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2.31 Risk-adjusted outcomes

Some but not all of the differences between private pay and Medicare/Medicaid patients were due to
differences in patient characteristics that are accounted for in the risk adjustment models. As a result,
application of the risk adjustment models reduced the difference between the two groups.

e Even after applying the risk-adjustment model, private pay patients had better
performance on all of the activity of daily living outcome measures (Figure 5). Fairly
large differences remained in the stabilization in grooming, improvement in dressing
(upper and lower body), improvement in bathing, improvement in toileting, improvement
in transferring, and improvement in eating measures.

e For most of the activity of daily living outcomes, risk adjusted measures were lower than
their non risk-adjusted counterparts (Figure 6). Improvement in toileting was an
exception to this pattern.

o For all of the IADL measures, risk-adjusted outcomes for private pay patients were better
than those of Medicare/Medicaid patients (Figure 7). In general, the risk adjustment
models had only a small impact on the difference between private pay and
Medicare/Medicaid patients.

Risk adjustment had a particularly large impact on improvement in the management of oral
medications, reducing the proportion of private pay patients with this outcome from 54 to 45 percent
(Figure 8). Reflecting their better health status, risk adjustment tended to lower the outcomes for
private pay patients. A notable exception was improvement in phone use for which the risk adjusted
outcome measure for private pay patients was higher than the non risk-adjusted measure.

Abt Associates Inc. OASIS Study
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2.4 Outcomes for Medicare and Medicaid patients

We also compared outcomes for Medicare and Medicaid patients, using risk adjusted outcomes
(except for the descriptive outcomes for which no risk adjustment model exists).

» Differences in ADL outcomes between the two groups of patients were generally small.
Medicare patients were more likely to have stabilization in grooming and improvement in
upper and lower body dressing, while Medicaid residents were more likely to have
improvement in ambulation/locomotion (Figure 11).

* Medicare and Medicaid patients were virtually identical with respect to IADL outcomes
(Figure 12).

¢ Medicare patients were more likely to have improvement in urinary tract infection,
incontinence, and dyspnea (outcomes that could be calculated for the relatively small
proportion that had these conditions present on the first assessment) (Figure 13).
Medicare patients were also slightly more likely to be discharged to the community and
slightly less likely to have an acute care hospitalization.

*  With respect to the descriptive outcomes, differences between Medicare and Medicaid
patients tended to be small. Medicare patients were somewhat more likely to have
improvement in anxiety level, stabilization in management of oral medications, and
improvement in the presence of pain that interferes with daily activities (Figure 14).
Medicaid patients were considerably more likely to have emergent care.

Abt Associates Inc. OASIS Study
12/30/2005 Final Report 41



(A4

uoday jeuid " S00Z/0E/ZL
Apnis SISVO ‘U] $9IBID0SSY 19V

aledipay @ plEdpaN O

SO0 WY SALISSESSE SISY0 [aunog

afimuasiay

%00} %06 %08 Yol %09 %0S %0F %0E %02 %01 %0

]

Buned w wawaacidu)

HONOLWOI0 T UDIIE NG
ur uawsaaclduy

Buulgisugl] w uaweacidu)

Buige)io | u wswasciduw|

Buiyleg ul uonezqelg

awoang

Fuiyieg w uawaaoiduy]

Buissaig
Apog 1amoT w uawaaoidil]

fiuissauq
Apog iaddp un uswasosduwy

Bununaig ul Juawssosdil)

Bunuools) ul uolezigels

sawo2INQ paisnipy JsKy :Buiai Alreq Jo sanianoy
sjuaned preaipal pue aledipalyl 40) sawodngo :L | ainbid




124 Hoday jeury
Apnig sisvo

s00z/0¢€/C)
"OUj S9)RI00SSY IqY

%001

_[ BIRJIP3 A & plEdpal g 1‘
SO0 WOl slUBLISSsSsE SISy 1AN0g
ahliejuaasay
%06 %08 A %09 %05 A0y % 0E F%0C %0l %0
% SGE — : T ,_ — SUDIEDIPARY
%5E (2400 J0 Wawabeuepy ul Juawiasnidu)

85 au0y4 Ul uoliezIgels

88 BUOL A Ul JUBLIBACIdW|

Buddoys wi uoneziigels

o

Buiddoyg uy uatuaanidu|

awo3ng

fuidasyasnoy u) uoiezyigels

Buidasyasnoy ur uswasoidiy)

Apune ur uolezijge)s

AIPUNET U] JuBLUaADId|

uonesedaig
e84 1R u uoneziqels

$awooINQ pajsnipy ysiy :Buial Alreq Jo sanianoy fejuswnygsy

sjuaijed pledIpaly pue a.1edIpaly 10) SAWO0INE :Z| 3B



sooc/oe/Ti

144 yoday jeuid
Apnig SISVO *JU| S9)BI20SSY ¥qY
aledipay B predipaiy
SO0 WM SuaLISSasse QISY( Bney
afimyuadiag
%06 %08 %04 %09 %605 SoOF %0E %0z %0l %0

%8
: uoneziepdsoy aue) BNy

Spunwwon o) paflieyasig

fouanhbad 4
UOISNUOT Ul JusLuaacdiul

BUBUNUOAL| [3M0T Ul JusLaanidul

awmoanQ

aouALLAaIL| Aeunp Ut Juswaanidiv)

U8
1k AEUL Ul Juaascidu

%YoL

eaudsd] U1 JELIBAOIHLL|

sawooInQ paisnipy sy 18Ul0
sjuaned presipay pue aJedlpalyl 10} SawodnNg £l ainbid

e




S¥ Hoday |euy S00Z/0€/2L

Apmig sISVO *2u| sejeIo0SSY IV
| aeopape preapsD |
500 WOl SIUBLISSISSE BTN BUN0g

afiryuaoiay

%09 05

%08 %02 %0l %0

—

%00) %06 %03

]

ajeq) usbiag fuy

Aauanbaig we|qoig Jokeysg Ul JusLaaoidu|

(887 Klantuy ul JusiusandL)

Buiuonoun 4 sayuBion u uoezge)g

Buuonaun 4 aspuBos ur uswasoidu

SpunoAy, [E3BINS 40 $N1LIS Ul JualBn0Idw)|

awoNng

Spuno [eBINS Jo Jaquing Ul ualssnidi)

Ay Y Bunapaiu) uied ul uelwaaoidu|

afienbue pue yasads u uoiezgelg

alienfue pue yagads ur uaaanidu

SUDNEDIRAR 840 J0 JuawaBeuely u uoiezigels

Hoday awoong aapdussag
Sjuaied pledipay pue aJedipaly 10) SaW0NQO | ainbig




241 Performance of risk adjustment models

To investigate the appropriateness of the risk adjustment models for private pay patients, we analyzed
how well the models performed for private pay, Medicare, and Medicaid patients. The key measure
of statistical performance was R-square measure, a statistic that reports how much of the variance in a
given outcome can be explained or predicted by the independent variables in the model. All of the
OASIS outcomes are binary measures and the risk adjustment is based on logistic regression models.
While logistic regression models do not have a direct counterpart to the R-square statistic in ordinary
least squares models, there are approximations to the R-square statistic that are available.”” This is
what we use to compare the performance of risk adjustment models across payers.

In general, the statistical performance of the risk adjustment models was somewhat lower for private
pay patients than for Medicare or Medicaid patients, although these differences tended to be small
and do not suggest that the risk adjustment models are inappropriate for private pay patients.

e The performance (pseudo R-square) of the risk adjustment models for improvement in
upper body dressing and improvement in light meal preparation were more than 6 percent
lower for private pay patients than for Medicare patients (Figure 15). For a number of
the other outcomes reported in Figure 15, the R-square for private pay patients was 3 to 4
percentage points lower for private pay patients than for Medicare or Medicaid patients.

e There were a few outcomes for which the risk adjustment model performed slightly better
for private pay patients than for Medicare and Medicaid patients. The two most
prominent examples are improvement in phone use and improvement in management of
oral medications (Figure 16).

R-square comparisons are also reported in Table 2.5 below.

32 In an ordinary least squares regression, thc R-square gives a measure of the percentage of the variation in
the dependent model that is accounted for by the independent variables. With a binary dependent variable,
the variance depends on the frequency distribution of that variable. The R-square measure that we report is
an approximation of the R-square for an ordinary least squares model, but it should not be regarded as the
percent variance explanation of the model. SAS produces an R-square statistic using the method proposed
by Cox and Snell, which is an attempt to imitate the interpretation of multiple R-Square based on the
likelihood, but its maximum is less than one, making it difficult to interpret. ‘
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Figure 15: Siatisticat Performance of Rick Adfostieent Models:
Generalized R-Square By Bayor Source
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Figure 16: Statisticat Performance of Risk Adjustment Models:
Generalized R-Square By Payor Source
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Table 2.5: Statistical Performance of Risk Adjustment Models: Generalized R-Square
Statistic By Payment Source

Private Pay Medicare Medicaid
improvement in Grooming 18.87% 22.20% 21.83%
Stabilization in Grooming 5.26% , 7.17% 7.68%
Improvement in Upper Body Dressing 17.47% 21.12% 21.19%
Improvement in Lower Body Dressing 12.82% 18.95% 19.37%
Improvement in Bathing 14.94% 19.24% 20.69%
~ Stabilization in Bathing 14.94% 19.24% 20.69%
Improvement in Toileting 25.00% 24.58% 2391%
improvement in Transferring 6.91% 10.31% 11.48%
Improvement in Ambulation/Locomotion 17.09% 17.19% 13.72%
improvement in Eating 16.72% 16.42% 17.35%
Improvement in Light Meal Preparation 18.81% 25.27% 23.39%
improvement in Laundry 20.61% 25.50% 23.37%
Stabilization in Laundry 8.26% 10.08% 8.41%
Improvement in Housekeeping 25.05% 26.42% 23.22%
Improvement in Shopping 17.89% 21.56% 21.65%
Stabilization in Shopping 7.13% 9.21% '8.23%
Improvement in Phone Use 17.85% 13.24% 16.07%
Stabilization in Phone Use 5.79% 8.08% 7.73%
improvement in Management of Oral
Medications 23.52% 17.95% 18.80%
Improvement in Urinary Tract Infection 11.91% 917% 19.95%
improvement in Bowel Incontinence 17.21% 15.77% 20.07%
Discharged to Community ' 15.82% 15.49% 15.66%
Acute Care Hospitalization 12.76% 12.99% 13.93%

Note: Reported R-square is the likelihood-based pseudo R-square measure.
Sources: Abt Associates analysis of OASIS data from OCS

2.5 Correlation between outcomes by payer at the agency level

CMS is also interested in whether patient outcomes currently collected for Medicare/Medicaid
patients at the agency level can be generalized to serve as a report for all adult non-maternity patients
receiving skilled services from the agency. To assess this, we analyzed a subset of the OCS data set to
examine the correlation between outcomes for Medicare/Medicaid and private pay patients at the
agency level. As can be seen in Figures 17 and 18, correlation between the two payer groups was less
than 50% for 21 of the 24 outcomes examined. Correlation ranged from a low of 0.23 for stabilization
of telephone use, to a high of 0.71 for improvement in incontinence. Based on this analysis, it is
evident that outcomes based on Medicare/Medicaid patient data cannot be generalized to serve as a
proxy for private pay patients. \
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Figure 17: Agency-Level Correlation Between Qutcomes for
Medicare/Medicaid and Private Pay Patients
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Figure 18: Agency-Level Correlation Between Outcomes for
" Medicare/Medicaid and Private Pay Patients
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3.0 OASIS Survey Design and Implementation

3.1 Survey design

The CMS contract with Abt Associates called for a national mail survey to assess the burdens and
benefits associated with OASIS data collection. Based on the literature review and the issues
identified in Section 704, an initial version of the survey instrument was devebped by Abt staff and
presented to the TEP at the December 2004 meeting. TEP members provided input and feedback on
several important development issues including the content and format of key questions and the
definitions of key terms.

Defining key terms

In order to answer the primary research questions posed by this study, we needed working definitions
of several key terms. At the TEP meeting, we sought input on how to define a home health agency,
large and small agencies, “OASIS collection”, and “private pay patients”. The following definitions
were determined to be appropriate for use in the survey and consistent with the way the terms are
used by agencies.

Agency. For the purposes of the survey, agency was defined as a Medicare-certified agency that
provides a full range of home health services. In addition a parent agency and its branches (offices of
a parent home health agency located at a different site, but sufficiently close to share administration,
supervision and services with the parent agency on a daily basis) were considered as one agency for
the purposes of the study. If a home health agency had both a Medicare-certified entity and a private
or non-Medicare entity, we collected data on the Medicare-certified entity only.

OASIS data collection. OASIS data collection was defined as collecting OASIS data in 2 manner
and at the required time points sufficient to support the measurement of outcomes, (i.€.; assessments
on private pay patients are performed so that all required items in all sections of the OASIS are
completed without skipping or omitting any items, at all the required time points.)

Private pay patients. Non-Medicare/Non-Medicaid or “private pay” patients were defined as all
adult non-maternity patients receiving skilled services from the agency’s Medicare-certified
component whose services were not billable to Medicare or Medicaid. We also excluded patients
whose care is covered by TRICARE, although OASIS data collection is mandated for these patients.
Throughout this report, the term “private pay patients” refers to adult, non-maternity, home health
patients receiving skilled services.

Agency size . Congress specifically mandated that the study examine how the costs and benefits
associated with OASIS data collection for private pay patients differ for “large” and “small” agencies.
We asked the TEP to assist us in developing working definitions of large and small agencies that
could be derived from currently available data sources. We considered using OASIS assessment
volume (total assessments or total episodes) based on Medicare assessments obtained from the CMS
Data Repository, however this would not include counts of private pay assessments, so this would not
be a true measure of size. We also considered using number of agency staff from the Provider of
Service file, but the TEP believed that defining size based on staffing would provide a measure that
was a combination of staffing intensity and service volume. Also, many HHA s use contract therapists,
aides, or nurses to meet their patients’ needs. Therefore, it was decided that the number of visits and
the unduplicated patient census count were the best available measures on agency size. For the
stratification of the survey sample, we used number of visits obtained from the Medicare Cost
Reports. A discussion of agency size and sample selection is included in Section 3.2. For survey
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analysis, we collected size information on the survey and ultimately used the reported number of
patient admissions (adult, non-maternity patients receiving skilled services in the previous calendar
year) to define size.

Survey question development

TEP members were also asked for feedback on the proposed survey questions to ensure that they
would make sense to survey respondents and that the listed response categories were appropriate.
Some questions were eliminated because they were felt to be confusing, burdensome to answer, or
that agencies would be unlikely to provide accurate or honest responses. Other questions were
eliminated because it was felt they were more appropriately dealt with in the in-depth interviews.

Once TEP feedback had been incorporated into the draft questionnaire, cognitive testing was begun.
Between January 12 and January 26, 2005, seven cognitive interviews were conducted in the Abt
Cognitive Testing Laboratory (CTL) with representatives recruited from HHAs in Maryland, Virginia
and the District of Columbia. A list of HHAs serving patients in the Bethesda area was obtained from
the Center for Medicare and Medicaid Services’ “Home Health Compare” website. Names of
prospective respondents were also obtained from the Delmarva Foundation and the National
Association of Home Care (NAHC) who informed area HHAs about the study via email
announcements and listservs.

Cognitive testing provides an efficient, valid method to identify problems that respondents have
answering questions. Respondents can provide accurate answers to a survey question to the extent
that they can perform four response tasks: comprehension, recall, response formation and reporting.
It is first necessary that respondents understand the question as intended by the researcher
(comprehension), then that they can recall or retrieve the relevant information (recall), use that
information to come up with an answer (response formation), and report that answer in the format the
interview or questionnaire requires (reporting). Inability to perform any of these tasks can result in
answers that are inaccurate, sometimes in a minor way, sometimes seriously. In some instances, a
respondent may not be able to answer an item at all.

Information collected during the cognitive testing indicated that there were several areas that could be
addressed to reduce the burden of the survey on respondents, improve clarity and comprehension and
improve overall response rates. The most significant change was to convert the survey from one long
instrument to two shorter survey instruments, one to be answered by agencies that continue to collect
OASIS data on private pay patients and one for agencies that have suspended OASIS data collection
on those patients. This change was intended to reduce the confusion agencies experienced when
asked to either answer or skip questions that were not relevant to their agency. It also reduced the
length and burden of the survey.

Other changes to the survey were as follows:

®  Reduction in the number of survey items. Questions that were considered confusing or
problematic by respondents and were not critical for cost analysis were dropped from the
survey. Other questions were shortened or condensed.

* Clarification in wording of questions and response categories. Questions in which
respondents indicated that wording was unclear or confusing, the timeframe or patient
universe was ambiguous, or that additional response categories were necessary were
revised accordingly.

*  Revision of language introducing sections of the survey. Wording and format were
revised in some sections of the survey to make it more user-friendly.
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OMB and IRB approval

The OMB notice of survey data collection was published in the Federal Register on February 3, 2005.
One comment was received during the 30-day comment period which addressed the topic of OASIS
burden in general rather than the survey content. Once the survey instruments were revised based on
cognitive laboratory feedback, copies of the new survey instruments and a map identifying all
changes from the original instruments were delivered to CMS on March 11, 2005. Approval of the
advance letters and survey tool was also obtained from Abt’s Internal Review Board (IRB), the
revised survey tool was cleared internally at CMS, and final clearance was given by OMB on April

15, 2005.
Questionnaire format

The questionnaire was produced in booklet form. The survey for agencies that suspended OASIS data
collection for their private pay patients was blue and was 15 pages long, including the cover and an
instruction page. The survey for agencies that continued OASIS data collection for their private pay
patients was yellow and was 14 pages long. It showed the standard CMS logo on the cover, along
with instructions about which survey an agency should complete.

The survey included questions in the following domains:

e Agency characteristics

e Patients served

e OASIS data collection practices

e Time spent and non-labor costs associated with OASIS data collection and related tasks

e Time spent and non-labor costs associated with non-OASIS assessments and related tasks
e Anticipated costs if OASIS were mandated for all adult, non-maternity skilled service patients
e Uses of OASIS data

e Benefits of OASIS data collection

e Factors influencing decisions to continue or suspend OASIS data collection

Copies of both questionnaires are included in Appendix B of this report.
3.2 Sample selection

The target population for the OASIS Cost and Benefit Survey was all Medicare-certified HHAs in the
U.S. that serve at least some private pay patients, including both hospitalbased and freestanding
agencies. We identified 7,651 non-terminated agencies in the December 2003 version of the Provider
of Service (POS) file that were eligible for the survey sample. Before selecting the survey sample, we
removed non-continental US (PR, VI, territories) agencies, Medicaid-only agencies, and agencies
whose names indicated they served a pediatric population.

Sample size

The sample size was increased from the originally proposed 1,000 agencies to 1,200 agencies. Based
on information from the Medicare Cost Reports, we estimated that 75 percent of agencies have
private pay patients and that this does not vary based on agency size. Therefore, the sample size was
increased to compensate for the fact that most of the survey questions would not be relevant for
agencies that do not serve any private pay patients. Directions for completing the survey infamed
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agencies that do not provide care to private pay patients that they should not complete the survey, but
instead check off a box on the front page of the survey indicating they were ineligible and return it to
Abt Associates.

Sampling strata

In order to select the survey sample, we created a file with agency contact information from the CMS
Provider of Service File, agency size (for agencies that had a HCRIS Cost Report record), urban/rural
status, and Census Region. We defined agency size based on the total number of annual visits, across
all visit types and payor sources, from the most recent Cost Report record.

For 18.1 percent of agencies, there was no size information available (i.e., no match between the
agency’s provider number and a Cost Report from the Cost Reports files). These agencies were
classified as “size unknown”. Other agencies were classified as either small, medium, or large:

* Small: Lowest quartile of total visits (up to 4,830)
* Medium: Middle two quartiles of total visits (more than 4,830 and less than 21,468)
e Large: Highest quartile (21,468 and more visits)

The original sample design called for stratification by size category, urban/rural status and census
region. Urban/rural status was based on the Rural —~Urban Continuum developed by the Economic
Research Service of the U.S. Department of Agriculture. Census region refers to the region in which
the agency is located, corresponding to those used by the U.S. Census Bureau.

* Northeast — Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New
York, Pennsylvania, Rhode Island, and Vermont

* Midwest — Illinois, Indiana, lowa, Kansas, Michigan, Minnesota, Missouri, Nebraska,
North Dakota, Ohio, South Dakota, and Wisconsin

* South — Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia,
Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina,
Tennessee, Texas, Virginia, and West Virginia.

e  West— Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, New Mexico,
Nevada, Oregon, Utah, Washington, and Wyoming.

However, the results of drawing the sample using this stratification would have rendered the sampling
frame unusable for another upcoming CMS-sponsored home health survey whose primary stratifying
variable was state. The revised sample design stratified by size category and state. When sampling
frame cells were small to nonexistent, states were collapsed within their census regions for the
purposes of drawing the sample.

The process used to draw the sample (SAS™’s PROC SURVEYSELECT) utilizes a “serpentine sort”
for control sorting to ensure that all possible values of control variables in the sampling frame are
represented in the sample when the number to sample within a given strata is larger than 1. The
control variable for this sample design was urban/rural status. PROC SURVEYSELECT also
provides the probability of sampling for each stratum to facilitate the construction of weights.
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Sample distribution

The final sample included 360 small, 360 medium, 360 large, and 120 unknown size agencies. This
sample design includes a disproportionate share of small and large agencies (they represent around 20
percent of our universe of agencies but 30 percent of the sample), and under-represents medium sized
and size unknown agencies. This is because we wanted to be able to contrast OASIS burden and
costs between small and large agencies and were willing to sacrifice some precision in our estimates
for medium sized and size unknown agencies to increase precision for small and large agencies. We
also knew we would be able to identify the size of agencies in the “unknown” category that responded
to the survey based on the size-related information reported in the survey.

Table 3.1
Sample Rates
Number of Number in

Size Category Eligible Agencies Sample
Small ‘ 1,566 360
Medium 3,134 360
Large 1,566 360
Unknown 1,385 120
Total 7,651 1,200

The sample was selected so that, within each size category, the distribution is proportional with
respect to state. Control sorting ensured adequate representation of both urban and rural agencies in
the sample.

3.3 Survey implementation

Once OMB clearance was obtained, the survey instruments were formatted. An advance letter was
sent to agencies in the sample on April 29" containing the following information:

e A description of the survey and its purpose;

¢ The importance of participation in the survey;

e Assurance of confidentiality of the data;

e Directions for which survey to complete.

e Hours of operation for the toll-free line; _

¢ Contact number to Abt Associates Inc. for any questions;

e The general time line of the study; and

e Information about the sponsor of survey (CMS) and Abt Associates Inc.

The letter was printed on CMS letterhead and signed by the Director of CMS’s Division of
Continuing Care Providers. Agencies were also advised that if their agency did not provide any
skilled services to adult, non-maternity, non-Medicare/non-Medicaid patients, to indicate this on the
reverse side of the letter and return the letter in the postage-paid envelope provided, or contact Abt at
the email or address or toll-free number listed, to avoid future mailings and reminders.
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Survey data collection then followed a modified “Dillman approach”**, with a 12-week field period
from first mailing to final receipt of returned questionnaires. The first round of questionnaires was
delivered to agencies via Federal Express Overnight Delivery on May 6th. Survey data collection
activities were completed according to the following schedule:

6 May 2005 Fed Ex questionnaires sent to sample of 1,200

13 May 2005 Mailed reminder letter to non-responders

20 May 2005 Fed Ex Questionnaires sent to non-responders - due date
extended to May 30th

30 May 2005 Began reminder calls to non-responders

10 June 2005 Fed Ex Questionnaires sent to non-responders - due date
extended to June 20th

13 June 2005 Continued reminder calls to non-responders.

30 June 2005 Receipt of last questionnaires

During the survey field period we maintained a telephone hotline to answer questions from agencies
about the surveys and worked with home health industry representatives at NAHC, VNAA and
AAHC to encourage member agencies to complete the survey.

Survey data processing

Returned surveys were logged in to a receipt control system and processed. Data preparation staff
corrected skip patterns that were not followed correctly. When agencies provided information for
questions that should have been skipped, the gatekeeper question was revised to allow for entry of the
information. All numbers, including percents and financial information, were rounded to whole
numbers. When agencies provided ranges, the midpoint of the range was calculated. Open-end
answered were reviewed and coded and survey data were key entered and verified. Data were entered
twice; during the second entry the computer system alerted the operator to any discrepancies. Entered
data were then compiled and reviewed.

Outliers whose values were sufficiently out of the expected range to indicate that the question was
answered incorrectly were replaced with missing values or values imputed from other data provided
by the respondent. For example:

»  Estimates of the average number of RN or PT minutes to perform a Start-of-Care or Follow-up
assessment were set to missing if the estimate exceeded 400 minutes.

+  Estimates of the average number of RN or PT minutes to perform a Discharge assessment
were set to missing if the estimate exceeded 240 minutes.

»  Estimates of the average number of clerical minutes spent on a Start-of-Care or Follow-up
assessment were set to missing if the estimate exceeded 180 minutes.

»  Estimates of the average number of clerical minutes spent on a Discharge assessment were set
to missing if the estimate exceeded 90 minutes.

> Dr. Dillman suggests several rounds of mailings with cover letters followed by reminder postcards, to
achieve the highest possible response rate. Mail and Internet Surveys, D. Dillman, 2000 Wiley, New
York.
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Agencies appeared to have significant difficulty estimating the number of hours spent on data quality
review and training and the number of hours that would be necessary if OASIS data collection were
mandated for private pay patients. Many of the rules followed to deal with outliers addressed this
issue:

e For agencies that suspended OASIS data collection for private pay patients, if an
agency’s estimate of staff hours that are spent annually on data review for
Medicare/Medicaid patients was Jess than the data review hours reported for private pay
patients, and the payer mix was more than 50 percent Medicare/Medicaid, then the
estimate of data review hours reported for private pay patients was set to missing.

e If an agency’s estimate of staff hours that would be spent annually on data review if
OASIS collection were required for all patients was less than the data review hours
reported for Medicare/Medicaid patients alone, then the estimate of hours that would be
spent annually if OASIS collection were required for all patients was considered to
represent additional hours that would be required and was added to the
Medicare/Medicaid hours.

e Similarly, if an agency’s estimate of staff hours that would be spent annually on training
if OASIS collection were required for all patients was ess than the training hours
reported for Medicare/Medicaid patients alone, then the estimate of hours that would be
spent annually if OASIS collection were required for all patients was considered to
represent additional hours that would be required and was added to the
Medicare/Medicaid hours.

o Agency estimates of RN and therapist time for training and data review were set to
missing if our analyses indicated that the hours provided equaled more than 3 hours per
assessment.

e Agency estimates of clerical and other time for training and data review were set to
missing if our analyses indicated that the hours provided equaled more than 1 hour per
assessment.

e If the ratio of estimated data quality or training hours for private pay assessments to
estimated data quality or training hours for Medicare/Medicaid assessments was more
than twice as high as expected (based on agency payor mix), estimates for private pay
assessments were set to missing.

3.4 Survey response rates

Of the 1200 agencies that were mailed surveys, 731 replied, for a response rate of 60.9 percent A
total of 100 agencies indicated that they did not provide any care for non-Medicare or non-Medicaid
patients, and so were considered ineligible for the survey. Response rate of eligible respondents was
57 4percent out of the sample of 1100 eligible agencies. A response rate of 52.6 percent was
achieved for eligible respondents out of the total sample of 1200. '

Table 3.2 shows the response rate of respondents by size category, census region and rural/urban
category. Small (lowest quartile of visits) was defined as agencies with less than or equal to 4,830
visits. Medium (middle quartiles of visits) was defined as agencies with more than 4,830 and less
than 21,468 visits. Large (highest quartile of visits) was defined as agencies with 21,468 or more
visits. Census region refers to the region in which the agency is located, corresponding to those used
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by the U.S. Census Bureau. We define urban and rural counties based on the Rural —Urban
Continuum developed by the Economic Research Service of the U.S. Department of Agriculture.

Table 3.2: Respondents by Sample Strata

Eligible Eligible
All Respondents/Total: Respondents/Eligible | Respondents/Total
Sample of 1200 Sample of 1100* Sample of 1200

Overall 60.9% 57.4% 52.6%
':Size

Small 59.5% 53.1%7” 45.9%

Medium 65.6%  62.8% 58.1%

Large 608% | 595% 57.7%

Unknown 43.3% 34.6% 30.0%
Census Region

North East 61.3% 60.5% 59.3%

Midwest 66.3% 64.4% 61.0%

South 58.0% 52.7% 46.8%

West 59.8% 55.1% 49.2%
Urban/Rural

Urban 59.0% 54.4% 48.8%

Rural 65.8% 64.5% 62.2%

* original sample of 1200 minus agencies that responded indicating they were ineligible

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005

It is important to note that, although these are the size definitions that we used to specify the survey
sample and to create survey weights, we collected size information on the survey and ultimately used
the reported number of patient admissions (adult, non-maternity patients receiving skilled services in
the previous calendar year) to define size. ,
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3.5 Weighting and non-response analysis

Sampling weights

Because it was not possible to include the universe of home health agencies in the OASIS Cost and
Benefit Survey of Home Health Agencies, survey responses were weighted to obtain estimates that
are representative of the total population. These weights were applied to the analyses of OASIS cost
and benefits described in Section 4.

Mathematically, the sampling weight for each survey consists of two components—an adjustment for
the probability of selection (the base sampling weight) into the survey and the non-response
adjustment.

Base sampling weight: The probability of selection for each observation is equal to the number of
observations of that type in the population (i.e., the universe size for the sample cell) divided by the
total number of observations of that type that were included in the sampling frame. The reciprocal of
this probability is the base weight:

(universe ;)
(sample _frame;)

Weight 5., =

where universe is the number of home health agencies in our study population for sample cell i and
sample_frame is the number of agencies that were included in the survey.

Non-response adjustment: The non-response adjustment is defined as the ratio of the number of
observations of a particular type in the sample for a given cell to the number of observations of that
type in the cell who returned a useable survey questionnaire:

(sample _frame;)
(respondent s},

Welght Non-Response; =

Final sampling weight: The final sampling weight is equal to the product of the base sampling
weight and the non-response adjustment:

We'th P = Welght Base . Welght Non—Re sponse
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The sampling weight accounts for differential sampling rates and response rates within cells. We
applied sampling weights to each agency so that the survey results would be nationally representative,
and we could obtain population-based estimates.

Non-response analyses

To understand the extent to which systematic differences between agencies that responded to the
survey and non-respondents, we compared the characteristics of respondents and non-respondents,
using information in the CMS Provider of Service file that is available for all agencies. The objective
of this analysis was to understand whether there might be any bias in our analyses resulting from non-
response bias. We found that there were some agency characteristics that were correlated with survey
response:

¢ Medium and large agencies were more likely to respond to the survey than small
agencies. Only 30 percent of agencies for which no Medicare Cost Report infor mation
was available responded to the survey. While there is no way to know for certain, this
may be because some of these agencies, though listed in the Provider of Service file, are
not currently in business.

» Agencies in the Midwest and Northeast had higher response rates (61 and 59 percent
respectively) than agencies in the South and West (47 and 49 percent) (Table 3.3).

» The response rate for urban agencies was 62 percent, compared to 49 percent for rural
agencies.

It is important to note that these differences in response rates do not cause any bias in our analyses,
since the survey sample was selected based on size, region, and urban/rural status. The non-response
adjustment is larger for agencies in sampling cells with low response rates.

We also found that the response rate was higher for government and non-profit agencies (68 and 60
percent respectively) than for-profit agencies (45 percent). This difference may lead to some bias in
our results, since type of control was not used as a stratum for selecting the sample and thus is not
considered in the weighting.
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Table 3.3:

Response Rate By Agency Characteristics

) Number in Response

“ Agency Characteristic Sample Respondents Rate
Region
Northeast 150 89 59%
Midwest 323 197 61%
South 528 247 47%
West 199 98 49%
Urban/Rural
Urban 336 209 62%
Rural 864 422 49%
Size Category
Small 390 179 46%
Medium ) 360 209 58%
Large 390 225 58%
Unknown 60 18 30%
Non-prof: Religious 79 51 65%
Non-prof; Private 196 118 60%
Non-prof: Other 117 67 57%

N Ownership Type

Non-profit : 392 236 60%
For-profit 673 302 45%
Government 134 92 69%

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2 005

Comparison of early and late responders

One method for detect potential non-response bias is to compare early and late responders—
differences in the characteristics of early and late responders suggest potential norrresponse bias.
* The assumption underlying this analysis is that late responders are more similar to non-responders
than are early responders. For these analyses, we divided respondents into three groups—early,
middle, and late responders, based on whether they responded in the first, second, or third two week
/ period of the six weeks in which survey responses were received. These analyses revealed that there
i were some agency characteristics that seemed to be different between the early, middle, and late
: responders and other characteristics in which there were not differences:

e

e Early and late responders‘ were similar with respect to the proportion of agencies that
continued to collect OASIS data for their private pay patients. Of those who continued to
collect OASIS, 36 percent were early responders to the survey, the same as for suspended
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agencies (Table 3.4). Among agencies that suspended OASIS, 20 percent were late
responders. For the agencies that continued to collect OASIS, 18 percent were late
responders.

Non-profit agencies were less likely to be late responders to the survey (14 percent) than
for-profit (22 percent) or government (19 percent) agencies.

Chain-affiliated agencies were more likely to be early responders than independent
agencies (40 percent vs.34 percent).

There was no indication that early vs. late responders was related to agency payor mix.

Agencies that were part of an organization that included a separate non-certified provider
that served private pay patients were much more likely to be late responders than other
agencies (22 percent vs.12 percent).

Agencies that reported finding the OASIS data more useful were more likely to be early
responders to the survey than agencies that found OASIS to be less useful (38 percent vs.
33 percent).

Agencies that took longer to complete OASIS (measured based on RN minutes for start-
of-care assessments) were faster to respond to the survey—39 percent of these agencies
were early responders compared to 31 percent of other agencies. Agencies that had more
clerical time required per assessment, however, were less likely to be early responders.

While there were differences in early and late responders with respect to some agency characteristics,
the finding that the proportion of early and late responders was essentially identical for continued and
suspended agencies is important, as it suggests that our estimate of the proportion of agencies that
have continued to collect OASIS for their private pay patients is not affected by non-response bias.
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Table 3.4:

Early, Middle, and Late Responders By Agency Characteristics

Agency Characteristic Early Middle Late
Overall 35.8% 45.3% 18.8%
Continued/Suspended

Suspended OASIS for non MCR/non-MCD patients 36.0% 44.2% 19.8%
Continued OASIS for non MCR/non-MCD patients 35.7% 45.9% 18.2%
Type of Control

Non-profit 35.6% 50.7% 13.7%
For-profit 37.5% 41.0% 21.5%
Government 28.9% 51.9% 19.1%
Chain Affiliation

Affiliated with a chain 40.3% 42.8% 16.9%
Not affiliated with a chain 34.4% 46.3% 19.1%
Payor Mix

Percent Medicare/Medicaid patients < 80 38.3% 43.2% 17.9%
Percent Medicare/Medicaid patients 90 or higher 37.1% 45.2% 17.8%
Separate Provider

Organization has a separate non—certified provider for non-

MCR/non-MCD 39.4% 48.9% 11.7%
No separate non-certified provider for non-MCR/non-MCD 35.2% 42.8% 21.8%
Usefulness of OASIS

Agency found OASIS data useful (based on survey Section _

K) 38.2% 43.8% 17.7%
Agency did not find OASIS data useful (based on survey

Section K) 33.3% 46.9% 19.8%
RN Minutes for Start of Care Assessments

< 120 minutes for RN Start of Care assessments 31.7% 48.6% 19.7%
120 or more minutes for RN Start of Care assessments 39.1% 42.6% 18.1%
Clerical Minutes for Start of Care Assessments

< 15 minutes for RN Start of Care assessments 39.3% 43.7% 16.6%
15 or more minutes for RN Start of Care assessments 33.3% 46.4% 20.3%
Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005
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3.6 Survey analysis methodology

First, we describe the characteristics of agency survey respondents. Agency type, accreditation status,
and caseload and payer mix of patients served are listed and compared by key agency factors
including agency size, location and type of control. For continuous variables we present means, and
for categorical variables we present frequencies.

One of the purposes of the survey was to identify agency characteristics that were associated with
agency decisions on whether to continue OASIS collection for private pay patients. For this purpose,
we compare the agency characteristic s by suspended/continued status and fit a logistic regression
model. We model the probability that an agency continued collecting OASIS data for private pay
patients. We then present odds ratios (OR) and their 95% confidence intervals (Cls). The odds ratio is
a statistical measure, defined as the ratio of the odds of an event occurring in one group to the odds of
it occurring in another group. An odds ratio of 1 indicates that both groups of agencies were equally
likely to continue OASIS collection. An odds ratio greater than 1 indicates that the agencies in the
comparison group were more likely to continue OASIS collection than agencies in the referent group.
And an odds ratio less than 1 indicates that the agencies in the comparison group were less likely to
continue OASIS collection. The 95% Cls show the significance of the estimated ORs . The further the
Cls deviate from 1, the more the significant the ORs . A 95% CI including 1 suggests that the OR is
not significant at p<0.05.

Next, we examine the reasons for agencies continuing or suspending collection on private pay
patients. For each of the 12 potential reasons, agencies were asked to choose one from the four
options: “very important”, “somewhat important”, “somewhat unimportant” and “very unimportant”.
We assigned the four options scores 2, 1, —1, and -2, respectively, and calculated the average scores
for each potential reason. An average score greater than 0 suggests that agencies tend to agree on the
potential reason, and an average score less than 0 suggests the opposite. The further deviation of the
average score from 0 suggests a stronger agreement (if score>0) or disagreement (if score<0). We
further compare the average scores by key agency characteristics. The purpose is to see whether we
can identify any characteristics of agencies that are correlated with opinions regarding OASIS data

collection on private pay patients.

We also examine the agency perceived uses and benefits by collecting OASIS for private pay
patients. In discussing the results of these analyses, we were interested not only in the statistical
significance of results and the size of effect, but also trends and patterns. The use and benefit section
of the survey had two categories of survey questions: one with two answer choices (yes or no); and
one with four answer choices, ranging from strongly agree to strongly disagree. For questions in the
former category, we compared the proportion of agencies answered “yes” by key agency factors and
fit logistic regression models. For questions in the later category, we present two types of analyses.
First, we assigned each answer choice a score, ranging from —2 (strongly disagree) to 2 (strongly
agree), and presented the averages. Second, we dichotomized the scale into agree (including “strongly
agree” or “agree”) and disagree (including “strongly agree” or “agree™), present the percent of
agencies that agreed, and fit logistic regression models. The interpretation of the output from logistic

regression models is similar to that presented above.

Finally, we analyze the resources that agencies used to collect OASIS on private pay patients. The
resources include nurse hours or minutes and cost spent on data collection and quality review.
Because all the measures are continuous, we mainly present averages (means) and confidence
intervals. For some variables with extremely skewed distributions (even after trimming outliers), we
present quartile values.
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We also built linear regression models to identify factors that are significantly associated with more
(or less) resource use. We present the estimated regression coefficients, standard error and t-statistics
obtained from the linear regression models. We designate the significance level of the coefficients
using asterisks.

The interpretation of the regression coefficients depends on the outcome included in the model. For
example, when modeling the RN minutes used for start of care in private pay patients, if the estimated
regression coefficients for for-profit agencies is 10 with two asterisks, it suggests that on average for-
profit agencies used 10 more RN minutes to do the assessment than non-for-profit agencies, and the
difference is significantly different from 0 at p<0.05.

3.7 Limitations

There are several limitations of the survey analysis that limit the conclusions that we can draw
regarding OASIS benefits and costs.

e It is not possible to determine how agencies spent the time that they reported spending on
OASIS assessments. For example, rural agencies may have included in their estimates
the time spent traveling to the client’s home. It appears that some agencies counted the
whole visit, not just time spent on assessment — this includes developing and
documenting the plan of care, etc.

e We did not have any agency-specific information on agency labor costs, but rather
imputed these using average wage figures from the Bureau of Labor Statistics.

e There seem to be differences across agencies in what was counted in training and data
quality review costs, and the TEP expressed concern about the reliability of these data
items. TEP members think that agencies have no way to separate out the time spent on
these activities and have difficulty estimating. For example, training time may have
included instruction on how to fill out paperwork, or how to use a Point of Care hand-
held device, as well as instruction on how to conduct the assessment.

e The TEP suggested that some of the uses of assessment data appeared inflated. For
example, they conjectured that agencies reported they were working with their Quality
Improvement Organization if they had any contact with the QIOs; they counted looking
at HHCompare as reviewing outcomes; they counted sending data to JCAHO as
benchmarking; and they counted printing HHCompare reports as producing outcome
reports internally.

e The study was not designed to collect or analyze the relationship between OASIS
use/benefits/costs and measures of quality of care. Therefore, the study does not provide
any insights into the impact that the continuation or suspension of OASIS data collection
for private pay patients may have on the care patients receive.
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4.0 Survey Findings

4.1 Key characteristics of agency respondents

Agency characteristics

The first section of the survey instrument collected general agency characteristics for use as control
variables in later modeling. These included chain membership, the presence of a separate non-
(Medicare/Medicaid) certified agency component, recent organizational changes or initiatives that
might have absorbed agency management resources, and accreditation(s) held by the agency.
Overall, 26 percent of agencies reported being part of a chain of home health agencies, while 28
percent reported having a non-certified component or being part of a larger organization that also
includes a non-certified agency (Table 4.2, first column). Few agencies (4 percent) reported
experiencing a merger or other change of ownership in the past 12 months, and only 10 percent to 20
percent of agencies reported other events or initiatives that consume management resources (change
in agency leadership, move to a new location, staff reductions, significant change in referral sources
or patient severity level, or implementation of new computer systems or programs targeting specific
types of patients). However, 33 percent of all agencies reported having undertaken one or more
OBQM initiatives that resulted in changes in agency practice, while 47 percent of agencies reported
experiencing staff shortages. About half of all agencies (54 percent) reported having no accreditation,
while 34 percent reported being JCAHO accredited, 4 percent reported CHAP, and 7 percent reported
being accredited by some other organization or agency.

Table 4.1 also shows the frequency of the se characteristics by agency size quartile. The largest
agencies are different from other agencies in many of the dimensions reported — they are most likely
to have a non-certified component, they are most likely to be JCAHO or CHAP accredited, and they
are more likely to have had recent management challenges, such as change in leadership, staff -
reductions or shortages, implementation of new computer systems, increase in patient severity, and/or
initiation of OBQM initiatives or programs targeting specific patient populations. The smallest
agencies are more likely than others to have moved offices to a new location, to have experienced a

significant change in referral sources.

Table 4.2 shows how these agency characteristics/experiences differ by agency location. Agencies in
the South (census region) are most likely to be part of a chain (32 percent) and most likely to have
had a change in agency leadership (23 percent), a move to a new location (20 percent), staff ,
reductions (19 percent), a significant change in referral sources (13 percent), or the initiation of a new
program targeting specific a patient population (18 percent). They are least likely to have a non-
certified component (21 percent, vs. 31 percent to 36 percent in the other regions). In contrast,
agencies in the Northeast are most likely to have a non-certified component (36 percent), and are far
more likely than agencies in the South to report staff shortages (65 percent vs. 42 percent) or to have
implemented new computer systems for clinical records (19 percent vs. 10 percent) or other purposes
(31 percent vs. 16 percent). Agencies in the other two regions (Midwest and West) generally fell
between the extremes, except that agencies in the Midwest were least likely to be part of a chain 17
percent) or to have implemented new clinical or other computer systems (6 percent, 15 percent).
With regard to accreditation, the incidence of JCAHO accreditation was consistent in three regions
(37 percent), but only 26 percent in the Midwest; however, the Midwest agencies were most likely to
report “Other accreditation” (though those respondents which specified what this meant generally
reported Medicare/Medicaid certification or state licensure.)
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Table 4.1: Agency Characteristics by Size Quartile

Size Quartile
» — =
= ? 3
[ O o
<g  9E 9 3
g < 3
o
% % % % %

A1. HHA is part of a chain ) )
Part of chain with other Medicare HHAs P 26% [ 20% % 19% ; 38% | 31%

A2. Separate non-Medicare certified component

Part of an organization that also has non-Medicare HHAs L 28% i, 25% | 22% ; 30% | 39%
A3. Agency experiences in recent months

Merger/acquisition/split/demerger, change of ownership 4% 1% 8% 2% 5%
Change in agency leadership 19% 15% | 18% | 23% : 23%
Move to a new location 15% 18% | 10% | 16% i 1%
Staff reductions 16% 10% : 17% ; 19% | 19%
Staff shortages 47% 41% | 42% : 44% i 75%
Significant change in referral sources 10% 14% 7% 9% 9%
Increase in average level of clinical severity/care needs of i 19% 14% | 18% | 21% ; 24%
patients '

Implementation of new system for automating clinical 10% 9% 7% | 12% ; 16%
records :

Other new software / computer systems implementation 19% 14% | 19% | 14% | 32%
Initiation of new program(s) targeting specific patient 15% 5% 8% | 21% | 33%
populations

OBQM initiatives resulting in practice changes 33% 18% | 30% | 35% | 60%
Ad. Type of accreditation(s) held

JCAHO 34% 12% | 29% | 48% | 66%
CHAP % 1% | 1% | 1% | 10%
Other Accreditation 7% i 9% | 10% 5% 4%
No Accreditation 54% 77% | 58% | 42% | 22%

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631

Urban agencies were more likely to be members of an HHA chain, much more likely to have a non-
certified component (32 percent vs. 17 percent of rural agencies) and generally more likely to have
experienced the management challenges surveyed, especially staff shortages (53 percent vs. 35
percent of rural agencies). They were also slightly more likely to have JCAHO accreditation (36
percent vs. 29 percent of rural agencies).
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Table 4.2: Agency Characteristics by Location

j Urban/
- Rural
Census Region Status
“
@
c —
°
e ;
[+4
% % % % | % % | %
A1. HHA is part of a chain
Part of chain with Medicarecertified HHAs ~ 26% | 26% = 17%| 32% 28%, 21%
A2. Separate non-Medicare certified component
Part of an organization that has non-Medicare | 28% 36% | 3% 21%, 32%| | 32%| 17%
-certified HHAs
A3. Agency experiences in recent months
Merger/aéquisition/split/demerger, change of 4% 4% 2% 5% 5% 4%; 4%
ownership ' ’
Change in agency leadership 19% 19% 13%: 23% 21% 22%; 14%
Move to a new location i 15% 8% 10%: 20%: 15% 18%: 8%
Staff reductions 16% 7% 17%; 19%; 13%|i 15% 18%
Staff shortages 47% 65% 40%; 42%; 60% 53%; 35%
Significant change in referral sources 10% 4% 9% 13%; 10% 12%: 6%
Increase in average level of clinical 19% 15% 19%i 19% 19% 17%; 22%
severity/care needs of patients
Implementation of new system for automating 10% 19% 6%, 10%: 14% 1% 9%
clinical records
Other new software / computer systems 19% 31% 15%, 16%] 23%i 1 8% 20%

implementation

Initiation of new program(s) targeting specific 15% 14% 13%; 18%; 10% 16%; 13%
patient populations

OBQM initiatives resulting in practice changes 33% 41% 39%: 29%;, 28% 29%; 41%

A4. Type of accreditation(s) held

JCAHO 34% 37% ; 26%; 37% 37% 36%; 29%

CHAP 4% 7% 6% 2% 1% 4% 4%

Other Accreditation 7% 7% 11% 5% 9% 5% 13%
| No Accreditation 54% 50% 57%; 54%; 54% 55%; 52%

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631
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When agencies are compared on type of control (for profit, nonprofit, and government), a number of
systematic differences emerge. Proprietary agencies are much more likely to be part of a chain (35
percent vs. 19 percent of nonprofit) but only slightly more likely to have a non-certified component
(30 percent vs. 28 percent of nonprofits). For-profit agencies are most likely to have moved to a new
location (22 percent vs. 6 percent of nonprofits), but they were less likely to report other management
challenges, such as staff shortages and staff reductions. They (for-profits) were also less much likely
than nonprofit or government agencies to report an OBQM initiative resulting in a practice change

i (24 percent of for-profit agencies vs. 43 percent of nonprofits and 45 percent of government
agencies.) They were also the least likely to report any accreditation — 65 percent reported no
accreditation (vs. 57 percent of government agencies and only 35 percent of nonprofits.)

Table 4.3: Agency Characteristics by Control

Agency Control
_ % % % %

A1. HHA is part of a chain
Part of chain with Medicarecertified HHAs %% | 35% | 19% 4%
A2. Separate non-Medicare certified component
Part of an organization that has non-Medicare-certified HHAs 28% 30% 28% 15%
A3. Agency experiences in recent months
Merger/acquisition/split/demerger, change of ownership 4% 5% 4% 1%
Change in agency leadership 19% 19% 19% 22%
Move to a new location 15% 22% 6% 5%
Staff reductions 16% 13% 22% 16%
Staff shortages 47% 45% 56% 35%
Significant change in referral sources 10% 11% 12% 5%
Increase in average level of clinical severity/care needs of 19% 17% 21% 19%
patients
Implementation of new system for automating clinical records 10% 9% 13% 12%
Other new software / computer systems implementation 19% 17% 22% 17%
Initiation of new program(s) targeting specific patient 15% 14% 17% 15%
populations

7 OBQM initiatives resulting in practice changes 33% 24% 43% 45%

& A4. Type of accreditation(s) held

- JCAHO 34% 26% 52% 23%

CHAP 4% 2% 8% 0%
Other Accreditation 7% 5% 8% 16%
No Accreditation 54% 65% 35% 57%

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631
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The presence of all of these observed differences by agency characteristics in variables that were
considered likely to influence agencies’ decisions to continue or suspend the collection of OASIS
data on private pay patients suggests that they may well be usefiil in the multivariate analysis of those
decisions.

Patients served. The second section of the instrument collected two different measures of agency
size as well as agency payer mix. While agencies had already been stratified by size for the survey
sample, this categorization was based on total visits as obtained from available Medicare Cost Report
files (HCRIS), which were for 2003 at the latest. For the data analysis, a measure that was
contemporaneous with the survey data on assessments and costs was considered preferable. In
addition, survey respondents could be asked to report on the subset of each agency’s caseload that
was potentially subject to OASIS data collection — i.e., adult, non-maternity patients receiving skilled
care. Table 4.4 shows these variables by size quartile.

Table 4.4: Caseload and Payer Mix by Size Quatrtile

Size Quartile
Q1 Q4
TOTAL (smallest) Q2 . Q3 (largest)
Mean Mean Mean Mean Mean

B1a. Unduplicated patients

Number of unduplicated adult non- 681 97 259 634 2,871
maternity patients served

B1b. Admissions

Number of total adult non-maternity 773 84 267 686 3,210
patient admissions

B2. Payer Mix (adult, skilled, non-maternity)

% Traditional Medicare admissions 70% 68% 71% 75% 65%

% Medicare HMO admissions 3% 2% 2% 3% 6%
% Traditional Medicaid admissions 10% 12% 1% 8% 7%
% Medicaid HMO admissions 1% 2% 1% 1% 2%
Subtotal, OASIS required 84% 84% 86% 86% 80%
% Other public sources (TRICARE, VA, 2% 3% 2% 2% 1%
etc.)

% Private HMO / managed care 3% 2% 3% 3% 8%
% Other private insurance 6% 4% 7% 7% 8%
% Self-pay 2% 3% 2% 1% 1%
% Other 1% 1% 1% 1% 2%

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631
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The presence of some very large agencies in the sample is evidenced by the fact that the mean for the
largest size quartile is approximately 30 to 40 times that of the smallest quartile. In the smallest size
quartile, the number of unduplicated patients served (97) exceeds the average total admissions (84),
suggesting that an average 13 (13 percent) of patients were on service all year and never had an
admission. This seems unlikely and is likely a problem with respondent understanding of the
question. Of note, however, is the lack of difference in OASIS eligibility across size categories —
between 80 and 86 percent of the respondents’ patients were required to have an assessment that
includes the OASIS.

As shown in Table 4.5, patient mix also differs by location. The large agencies are clearly
concentrated in the Northeast (mean unduplicated patients is 1,452 vs. 536 for the South, 705 for the
West). Payer mix varies from 77 percent OASIS-mandated in the West to 89 percent in the South.
The Northeast has the lowest proportion of patients coming in through “regular” Medicare (only 57
percent) but this is largely offset the highest proportion of Medicare HMOs (7 percent vs. 2 percent in
the South).

Table 4.5: Caseload and Payer Mix by Location

Urban/Rural
Census Region Status
2 § E
o o
e ¥ & o 3 & 3
= o x

Mean : Mean | Mean | Mean | Mean | Mean ;| Mean

B1a. Unduplicated patients

Number of unduplicated aduit non- 681 1,452 587 536 705 815 375
maternity patients served '

B1b. Admissions

Number of total adult non-maternity 773 1,705 641 611 763 939 395
patient admissions '

B2. Payer Mix (adult, skilled, non-maternity)
% Traditional Medicare admissions 70% 57% 66% 81% 59%; 69% 74%

% Medicare HMO admissions 3% 7% 1% 2% 5% 3% 2%
% Traditional Medicaid admissions 10% 15% 14% 6% 10%; 10% 10%
% Medicaid HMO admissions 1% 2% 2% 1% 2% 2% 1%
Subtotal, OASIS required 84% | 81% 84% 89% T77% 84% 87%
% Other public sources (TRICARE, 2% 3% 2% 2% 4% 2% 2%
VA, etc.)

% Private HMO / managed care 3% 7% 2% 2% 6% 4% 2%
% Other private insurance 6% 5% 8% 6% 4% 5% 8%
% Self-pay 2% 3% 3% 1% 1% 2% 2%
% Other : 1% 1% 1% 1% 0% 1% 1%

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631
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Considering urban vs. rural location, we find that larger agencies are concentrated more in urban
areas (average unduplicated patients = 815, vs. 375 for rural agencies). The proportion of
admissions requiring OASIS is fairly comparable (84 percent of urban admissions vs. 87 percent of
rural admissions.**

As shown in Table 4.6, it is clear that the largest agencies tend to be non-profit (mean unduplicated
patients = 1,281, vs. 427 for proprietary agencies and 349 for government agencies).

Overall, respondent agencies reported serving an average of 681 OASIS-ligible (adult, non-
maternity, skilled care) patients in the previous 12 months (Table 4.6, first column), and they reported
an average of 773 admissions (which would mean that an average 92 (14 percent) of patients were
discharged and readmitted).

Agencies reported 70 percent Medicare fee-for-service admissions, plus 3 percent Medicare HMO,
plus 11 percent Medicaid admissions, for a total of 84 percent of admissions where OASIS was

required.”® Among the other sources of coverage, private insurance is the most frequent (6 percent).

Table 4.6: Caseload and Payer Mix by Agency Control

Agency Control

. TOTAL | For Profit; Non-Profit Govt

; Mean Mean Mean Mean
B1a. Unduplicated patients
Number of unduplicated adult non-maternity pts 681 427 1,281 349
B1b. Admissions
Number of adult non-maternity patient admissions 773 487 1,419 363
B2. Payer Mix (adult, skilled, non-maternity)
% Traditional Medicare admissions 70% 70% 71% 69%
% Medicare HMO admissions 3% 3% 3% 1%
% Traditional Medicaid admissions 10% 10% 8% 14%
% Medicaid HMO admissions 1% 1% 2% 1%
Subtotal, OASIS required 84% 85% 83% 85%
% Other public sources (TRICARE, VA, etc.) 2% 3% 1% 2%
% Private HMO / managed care 3% 3% 4% 1%
% Other private insurance 6% 5% 7% 7%
% Self-pay 2% 2% 3% 2%
% Other 1% 1% 1% 2%

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631

**  Again, note that agencies serving only Medicare/Medicaid patients were excluded from the survey.

3% It is important to note that, by design, the project does not include respondent agencies who do not serve

Medicare or Medicaid patients (i.e., their payment sources is 100% Medicare or Medicaid.) This means
that the percentages above are not nationally representative. .
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%" Agency control does not seem to affect payer mix; OASIS assessments are required for 83 to 85
percent of admissions for agencies in all payer categories.

Table 4.7 shows size and payer mix for agencies based on whether they continued or suspended
OASIS data collection for private pay patients. Agencies that suspended tended to be slightly
smaller, on average (606 unduplicated patients vs. 721 for agencies which continued OASIS). They
: also served somewhat fewer patients for whom OASIS was required (78 percent, vs. 88 percent for
sl agencies which continued), which meant that there was relatively more effort to be saved than at the
agencies which continued to collect OASIS.

Table 4.7: Caseload and Payer Mix by OASIS Coliection Status

Survey Type
2 g
TOTAL @ S
Mean Mean Mean
B1a. Unduplicated patients
Number of unduplicated adult non-maternity patients 681 606 72i
served
B1b. Admissions
Number of total adult non-maternity patient admissions 773 737 792
B2. Payer Mix (adult, skilled, non-maternity)
% Traditional Medicare admissions 70% 63% 74%
% Medicare HMO admissions 3% 3% 3%
% Traditional Medicaid admissions 10% 10% 10%
% Medicaid HMO admissions 1% 2% 1%
Subtotal, OASIS required 84% 78% 88%
% Other public sources (TRICARE, VA, etc.) 2% 3% 2%
% Private HMO / managed care 3% 4% 3%
% Other private insurance 6% 7% 6%
% Self-pay _ 2% 4% 1%
% Other 1% 1% 1%

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631
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4.2 Status of OASIS data collection on private pay patients

Anecdotal evidence available prior to the study suggested that as many as half or more agencies
continued to collect OASIS data on private pay patients since mandatory collection was suspended in
December 2003. Survey findings supported this estimate: 65.38 percent of agencies that responded
reported that they were continuing to collect OASIS data on all adult, non-maternity patients
receiving skilled service (all the OASIS items, collected at all the time points required for their
Medicare patients). Based on our analysis of early and late responders (see Section 3.4), and our
interviews with HHAs and Quality Improvement Organizations (see Section 5.2), we are confident
that this is a reasonably accurate reflection of the status of agency data collection practices at the time
of the survey.

421 Agency OASIS Data Collection Status By Key Characteristics

Table 4.8 shows how agencies who continue or suspended OASIS data collection varied by agency
size and location. Agency size and urban/rural status does not appear to be related to the decision to
continue or suspend OASIS collection for private pay patients.

Table 4.8:
Agencies that Suspended vs. Continued OASIS Collection by Size and Location

Suspended Continued

Percent Percent
Continue/Suspend Status
All agencies : 34.62 65.38
Size Category
Quartile 1 (smallest) 29.11 70.89
Quartile 2 35.53 64.47
Quartile 3 34.90 65.10
W&Juérrtile 4 (largest) o 30.41 69.59
Unknown 2917 70.83
Census Region
Northeast 19.10 80.90
Midwest 37.06 62.94
South 29.96 70.04
West 40.82 59.18
Rural
Yes | 3158 68.42
No 32.7 67.3
Abt Associates Inc. OASIS Study
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Region, however, does appear to be related, with agencies in the Northeast and South significantly
more likely to have continued than those in the West. One possible explanation for this is that
agencies in the Northeast and South had a much higher participation in OBQI demonstration projects
and so have longer experience with OASIS, have integrated the OASIS assessment more thoroughly
into their agency’s operations, and may be more committed to and proficient at the use of outcomes
data. We also tested selected agency characteristics in a regression model. This analysis is shown in
Table 4.9.

Table 4.9:
Agencies that Continued OASIS Collection on Private Pay Patients:
Regression Results on Key Characteristics :

Characteristic OddsRatioEst LowerCL UpperCL
Size in 1st Quartile (smaliest) 0.629 0.328 1.206
Size in 2nd Quartile A 0.62 0.333 1.156
Size in 3rd Quartile . 0.695 0.37 1.306
Region: Northeast 4.18* 1.88 9.2985
Region: Midwest 1127 0.61 2.082
Region: South 1.961* 1.097 | 3.507
Rural 1.069 0.624 1.83
Facility control: For-Profit ‘ 0.47* 0.285 0.776
Accredited: JCAHO or CHAP 0.656 0.408 1.053
Separate provider 0.776 0.455 | 1.322
Considers OASIS highly useful 2.339* 1.473 3.714
High number of RN minutes req for SOC 0.997 0.639 1.556
High-tech devices used to collect data 0.873 0.489 1.557
Staff reductioh or shortage 0.864 0.527 1.419
Perce‘nt require OASIS: low 0.359* 0.202 0.639
Percent require OASIS: mid 0.893 0.488 1.633

*Indicales statistical significance at the 95% level when compared to agencies that suspended OASIS for private
pay patients

Based on these analyses, the following associations were noted between agency characteristics and
the decision to continue or suspend OASIS.

e Region: As noted in the table above, agencies in the Northeast were approximately 4
times more likely to continue collection than those in the West, and those in the South
were almost 2 times as likely to continue collection as those in the West;
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* Type of Control: For-profit agencies are about half as likely to have continued collection
as non-profit or government agencies;

* Agencies that considered OASIS to be “highly useful” were more than 2 times as likely
to continue collection than those who did not;

* Agencies with a lower percent of patients requiring OASIS (less than 80 percent) were
one third as likely to continue collection as those that had a high percent of patients
requiring OASIS. In other words, the higher the percentage of private pay patients, the
lower the likelihood that the agency would continue to collect OASIS data on those
patients.

None of the other agency characteristics, including size, had a statistically significant relationship
with the decision to continue or suspend collection.

422 Reasons for continuing or suspending collection on private pay patients

Continuing Collection

The survey asked agencies that had continued collection to rate a list of 12 potential factors, by
indicating whether each was “very important”, “somewhat important”, “somewhat unimportant” or
“very unimportant” in their decision to continue collection. As shown in Table 4.10 and Figure 4a:

»  The most important reasons for continuing related to fewer training issues (by using a single
form or by maintaining data collection policies) and the Conditions of Participation
requirement of a comprehensive assessment for all patients.

* Anadministrative or executive decision by the corporate organization also received a
relatively important rating, averaging around 1 (somewhat important) across the agencies.

*  Least important were considerations of OASIS data collection requirements by other payment
sources, and the interest of other payers or referral sources in outcomes data on private pay
patients.

Influence of agency size and location

Agency size did not appear to contribute to the relative importance of the top 3 reasons cited for
continuing collection (fewer training issues and COP requirements). The agencies in the lowest size
quartile were also just as likely as agencies in the highest quartile to agree that they continued OASIS
data collection on private pay patients because of their belief that the suspension might be temporary,
because of their interest in outcomes data on their private pay patients, and because of interest in
outcomes by referral and payment sources.

Smaller agencies were more likely to report they continue collection because OASIS data provides
them with information on their private pay patients that cannot be derived from other sources.
Smaller agencies also were more likely to say that their decision was influenced by an administrative
decision, limitations of their electronic data collection system, and concerns about survey and
certification citations. Larger agencies were more likely to report that an inability to determine
payment source at admission contributed to their decision to continue. ‘

The importance of particular factors appeared to vary by region and urban/rural status, with rural
agencies and those in the Midwest less likely to report that the decision to continue was an
administrative/executive decision; urban agencies and those in the South less likely to say that their
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electronic data collection issues affected their decision; and those in the Northeast least likely to be
concerned about being cited by survey and certification. Agencies in the Northeast were the most
likely to report that referral sources were interested in outcomes data on their private pay patients.

Table 4.10:
Reasons for Continuing OASIS Data Collection on Private Pay Patients:
Mean Importance Ratings* by Size

Degree to which the following factors influenced

agency’s decision to continue OASIS data Quartile 1| Quartile | Quartile : Quartile 4
collection for private pay patients All  i(smallest) 2 3 (largest)
Fewer training .issues when one data collection form is 158 152 165 156 162
used for all patients

Fewgr training issues when our data collection policies 154 152 157 152 154
remain unchanged

The Condithns of Participation contm_ue to require a 152 138 166 147 153
comprehensive assessment for all patients

An adrmn_stratwe/executnve decision by my corporate 103 123 0.91 115 0.77
organization

Belief that the federal requirement to collect OASIS
was only suspended on a temporary basis and the 0.78 073 0.93 0.66 0.82
requirement for collection may be reinstated

Our own interest in outcomes data on our non-
Medicare/non-Medicaid patients 0.78 0.92 057 0.70 093

Our electronic data collection does not easily
accommodate the use of more than one 0.58 0.54 0.79 0.50 0.16
comprehensive assessment

ltis not glwa‘ys pf)ssuble to know the payment source 0.41 0.21 0.44 0.42 0.62
% for a patient’s episode of care at the outset

Concern that Survey and Certification may cite our
agency for not having a comprehensive assessment if 0.39 0.79 0.36 -0.01 -0.02
we use a non-OASIS assessment

Collecting OASIS data on non-Medicare/non-Medicaid
patients provides us with information that cannot be 0.27 0.44 0.27 0.07 0.20
derived from other sources :

Some payment sources other than Medicare and
Medicaid require OASIS data collection 0.05 0.05 -0.19 0.0 029

Some referral and payment sources other than

Medicare and Medicaid are interested in outcomes -0.06 0.08 -0.25 0.03 -0.21
data on our non-Medicare/non-Medicaid patients

e
f e

*Mean rating is based on values of - 2 (very unimportant) to 2 (very important)
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Table 4.11: Reasons for Continuing OASIS Data Collection on Private Pay Patients: Mean

Importance Ratings* by Location

Degree to which the following factors
influenced agency’s decision to
continue OASIS data collection for
private pay patients '

Region

Urban/Rural

All

NE

MW | South | West

Urban

Rural

Fewer training issues when one data
collection form is used for all patients

1.58

1.57

156 | 1.59

1.61

1.60

1.55

Fewer training issues when our data
collection policies remain unchanged

1.54

1.60

154 | 153

1.48

1.57

1.48

TheCondmons of Participation continue
to require a comprehensive assessment
for all patients

1.52

1.53

1.48 1.53

154 |

1.46

1.63

An administrative/executive decision by
my corporate organization

1.03

1.30

064 ;| 113

1.10

1.18

0.74

Belief that the federal requirement to
collect OASIS was only suspended on a
temporary basis and the requirement for
collection may be reinstated

0.78

0.78

084 | 0.75

0.71

0.78

0.77

Our own interest in outcomes data on our
non-Medicare/non-Medicaid patients

0.78

0.53

054 | 098

0.88

0.81

0.72

Our electronic data collection does not
easily accommodate the use of more

_than one comprehensive assessment

0.58

0.98

0.71 0.32

0.78

0.47

0.80

It is not always possible to know the
payment source for a patient's episode of
care at the outset

0.41

0.36

0.56 ; 0.38

0.20

0.35

0.52

Concern that Survey and Certification
may cite our agency for not having a
comprehensive assessment if we use a
non-OASIS assessment

0.39

-0.16

0.57 | 047

0.36

0.38

0.40

CoIIectmg OASIS data on non-
Medicare/non-Medicaid patients prowdes
us with information that cannot be derived
from other sources

0.27

-0.09

022 | 0.34

0.55

0.35

0.11

Some payment sources other than
Medicare and Medicaid require OASIS
data collection

-0.05

-0.13

-0.09 | -0.12

0.31

0.07

-0.29

Some referral and payment sources other
than Medicare and Medicaid are
interested in outcomes data on our non-
Medicare/non-Medicaid patients

-0.06

0.68

-0.37 | -0.22

0.1

0.14

-0.563

*Mean rating is based on values of - 2 (very ummportant) to 2 (very important)
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Suspending collection

Survey respondents at agencies that suspended collection OASIS for private pay patients were also
asked to rate a list of 15 potential factors, by indicating whether each was “very important”,
“somewhat important”, “somewhat unimportant” or “very unimportant” in their decision to suspend

2

collection. As shown in Figure 4b below:

»  The reasons reported as most important for suspending related to burden: staff time, cost of
coliection, patient concerns and problems retaining and/or recruiting staff due to QASIS
burden were cited as being the most important factors for suspending collection.

e Least important were confidentia lity concerns, lack of outcome and case-mix reports on
private pay patients and small sample sizes of private pay patients for outcome measures.

Influence of agency size and location

Smaller agencies tended to give more importance to factors relating to the availability of preferred
non-OASIS assessments, the view that OASIS was not as relevant to private pay patients, and the
number of private pay patients being too small and the number of visits too few for such patients

The importance of particular factors appeared to vary by region and urban/rural status. Agencies in
the South and West more strongly rated administrative/executive decisions as a factor in suspending
collection, compared to those in the Northeast and Midwest. The importance of this factor was
almost three times as high for urban agencies compared to rural agencies.

Agencies in the Northeast appear to rate the following factors as unimportant in their decision to
suspend collection, while agencies in other regions tended to rate such factors as important: OASIS
does not appear relevant for private pay patients, non-OASIS outcome measures were used, use of an
electronic data system that accommodated different assessments, and concerns about OASIS
reliability.

Agencies in the Midwest tended to rate the factor of too few private pay patients as important, in
comparison to agencies in the other three regions. Rural agencies also tended to rate this factor as
important while urban agencies tended to rate it as unimportant. ’

Abt Associates Inc. OASIS Study
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Table 4.12: Reasons for Suspending OASIS Data Coliection on Private Pay Patients:
Mean Importance Ratings* by Size

Degree to which the following factors

2] . influenced agency’s decision to suspend Quartile | Quartile | Quartile | Quartile

am OASIS data collection for private pay 1 2 3 4
patients Al (smallest) {largest)
Suspended due to staff time required for OASIS | 1.78 1.64 1.82 1.78 1.94
Suspended due to cost of OASIS collection 1.58 1.39 147 1.68 1.82
Suspended due to burden on patients 1.31 1.26 1.14 1.36 1.55
dSuspended G 1o problems retaiing o . N AR

1. . . .
recruiting staff related to burden of OASIS 27 1.16 119 1.26 1.54
Suspehded T o R e S —
decision 0.99 1.17 1.01 0.87 1.14
Suspended due to avail of preferred non-OASIS 067 0.83 0.68 053 0.67
) assessment
Suspended .due to inadequate risk adjustment 0.52 055 043 053 0.75
methodologies
i ;
Suspenfjed due to OASIS not relevant to private 0.45 0.86 0.40 033 0.32
pay patients
Suspended due to use of non-OASIS outcomes 0.41 0.76 016 053 0.21
measures
Suspended due to availability of electronic data
system that accommodates different 0.28 042 0.31 0.28 0.26
assessments
) Suspended due to concerns about refiability of 0.21 023 028 0.10 0.37

OASIS
Suspgr?ded due to private pay patients have too 0.07 046 0.47 0.4 0.50
few visits to use outcome measures
Suspended due to # private pay patients too 013 0.26 0.45 0.84 0.80
small for outcome measures

& Sgspended due tf) lack of outc?ome and case- 0.22 0.10 010 0.58 -0.00
mix reports on private pay patients
(SSL;\sSpIaned due to confidentiality concerns w/ 0.72 1.40 0.30 110 -0.30

* Mean rating is based on values of - 2 {very unimportant) to 2 (very important)
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Table 4.13: Reasons for Suspending OASIS Data Collection on Private Pay Patients:
Mean Importance Ratings* by Location

o Degree to which the following factors Region Urban/Rural
i influenced agency’s decision to
. ’ suspend OASIS data collection for
private pay patients All NE | MW |SouthiWest Urban |Rural
Suspended due to staff time required for 178 1.91 179 187 11581 1.76 1.85
OASIS .
Suspended due to cost of OASIS 158 | 190 170 | 152 (141| 160 | 152
collection
Suspended due to burden on patients 1.31 1.34 1.32 131 1128 1.35 1.16
Suspended due to problems retaining or
recruiting staff related to burden of 1.27 147 1.08 146 1 128 1.33 1.09
OASIS '
Suspended due to 099 . 050 050 | 134 (105 113 | 053

administrative/executive decision

Suspended due to avail of preferred non- 0.67 0.10 0.64 070 | 0.81 0.72 0.53
OASIS assessment

Suspended due to inadequate risk 052 = 051 | 053 | 058 039 056 | 042
adjustment methodologies

SL_Jspended dug to OASIS not relevant to 045 0.2 0.31 064 | 052 059 0.06
private pay patients

Suspended due to use of non-OASIS
outcomes measures

0.41 018 [ 057 | 048 1019 057 | -0.05

Suspended due to availability of

electronic data system that 0.28 043 | 025 | 062 | 022} 0.18 : 0.57
accommodates different assessments
Suspended due to concerns about 021 = 040 | 036 | 023 {008} 028 i 001

reliability of OASIS

Suspended due to private pay patients
have too few visits to use outcome 0.07 0.08 0.31 0.19 : 032 -0.08 0.51

measures

Suspended due to # private pay patients 443 49 = 021 | 001 091 034 | 046
too small for cutcome measures

Suspended due to lack of outcome and 557 = 943 | 035 | 0.0 |-043] 033 | 001
case-mix reports on private pay patients

Suspended dus to confidentiality 072 110 | 096 | -021 099 064 | 091
concerns w/ OASIS

*Mean rating is based on values of - 2 (very unimportant) to 2 (very important)
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4.3 OASIS uses and benefits as reported by respondents

In the survey, respondents were asked to indicate how their agencies review, analyze and use
comprehensive assessment data (OASIS and non-OASIS) collected on Medicare/Medicaid and
private pay patients. They were also asked to identify the benefits their agencies derive from the
collection and use of these data. In this section, we report on the frequencies agencies reported using
and benefiting from comprehensive assessment data collection, and the association between agency
characteristics, use and benefits.

Multivariate analysis was also performed for each of the 24 uses and 22 potential benefits listed in the
survey. Differences noted to have statistical significance at the 95 percent level are identified with an
asterisk in the table. Full regression and cross-tabulation results are included in Appendix C.

4.3.1 Agency review and analysis of assessment data

Respondents were first asked how their agencies review and analyze both OASIS and non-OASIS
assessment data once it is collected. As shown in the first column of the Table 4.14, close to 100
percent of respondents said their agencies review OASIS data collected on Medicare/Medicaid
patients for quality and enter it into an electronic database. Almost all of respondents said their
agency reviews outcome reports on their Medicare/Medicaid patients internally (98 percent), and
almost 90 percent of respondents said their agency reviews outcome reports on their
Medicare/Medicaid patients with a QIO.

Table 4.14: Assessment Data Review and Analysis

Medicare/Medicaid Private pay
patients patients
OASIS Non-OASIS
assessment | assessment
data data
OASIS (continued | (suspended
Percent of agencies who report... assessment data | agencies) agencies)
Assessment data are reviewed for quality and 99% 96%* 91%
completeness and errors are corrected
Assessment data are entered into an electronic 97% 74%" 50%
data base
Assessment data are subml.tted to a private 40% 229 13%
vendor (e.g., for benchmarking)
Outcome reports are produced by a private 44% 25% 1%
vendor
Qutcome reports are produced by my agency’s 63% 45% 39%
internal systems
Outcome reports are reviewed by my agency 98% 73%* 59%
Outqome reports are revnew.ed thh my state’s 88% 51% 249,
Quality Improvement Organization

*Indicates statistical significance at the 95% level when compared to agencies that suspended OASIS for private
pay patients

Abt Associates Inc. OASIS Study
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About 60 percent of respondents said their agency produces outcome reports on their
Medicare/Medicaid patients using internal systems, and about 40 percent of respondents said their
agency submits OASIS data collected on Medicare/Medicaid patients to a private vendor for
benchmarking and receives OASIS-based outcome reports.

Agencies reported that assessment data collected on private pay patients are reviewed, corrected and
entered into an electronic database less frequently than assessment data from Medicare/Medicaid
patients. This is especially true for those agencies that have stopped collecting OASIS and are
collecting another non-OASIS comprehensive assessment on their private pay patients. These
differences were statistically significant in a regression model. Agencies that have suspended OASIS
data collection on their private pay patients report the data are entered into an electronic database only
about half the time, in comparison to the 74 percent reported by continuing agencies.

Assessment data on private pay patients are also analyzed less frequently than Medicare/Medicaid
data; this is especially so for agencies that suspended OASIS data collection on their private pay
patients. The percent of those who have outcomes reports produced by an outside vendor drops from
44 percent for Medicare/Medicaid patients, to 25 percent for private pay patients at continued
agencies, to 11 percent for private pay patients at agencies that have suspended OASIS data
collection. These differences were statistically significant in a regression model.

There are questions raised by these figures, however, since 59 percent of “suspended” agencies
reported reviewing outcome reports on their non-OASIS data, something that would be difficult to do
if data were not entered into an electronic database. The members of the Technical Expert Panel
suggested that the trend of lower data entry and outcome review for private pay patients by
“suspended” agencies is accurate, although the number of “suspended” agencies actually reviewing
outcomes on private pay patients is most likely lower than reported.

Agency characteristics influencing OASIS data collected on Medicare/Medicaid patients

Large agencies (in the top size quartile) are more likely to report they submit OASIS assessment data
on their Medicare/Medicaid patients to a private vendor, to receive benchmarking reports, and to
review outcome reports on their Medicare/Medicaid patients with a QIO.

Other agency characteristics that showed a statistically significant association with OASIS review and
analysis are:

o Proprietary status: For-profit agencies are more likely to report they produce
Medicare/Medicaid patient outcome reports internally than not-for-profit agencies.

« Accreditation: Agencies accredited by JCAHO or CHAP reported more frequently than non-
- accredited agencies that they submit OASIS assessment data on their Medicare/Medicaid
patients to a private vendor and to receive benchmarking reports. However, when the TEP
reviewed these data, they suggested that these agencies may have counted sending data to
JCAHO as “benchmarking.”

Agency characteristics that were tested and found not to be significant were region, rural/urban status,
staff reductions or turnover, and. use of point of care (POC) technology by 50 percent or more of the
clinical staff.

Abt Associates Inc. OASIS Study
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Table 4.15: Review and Analysis of Medicare/Medicaid Data by Size

Size Category
Quartile Quartile
1 Quartile Quartile 4

(smallest) 2 3 (largest)
Percent of agencies who report... % % % - %
Assessment data are reviewed for quality and
completeness and errors are corrected 95% 100% 100% 100%
Assessment data are entered into an
electronic data base ' 93% 97% 99% 99%
Assessment data are submitted to a private o % ” .
vendor (e.g., for benchmarking) 27% 36% 43% 1%
Outcome reports are produced by a private
oo C TP P vap 30%* 39%* 49%* 70%
Outcome reports are produced by my o o 0 o
agency’s internal systems 62% 64% 65% 63%
Outcome reports are reviewed by my agency 95% 100% 100% 100%
Outcpme reports are review.ed yvith my state’s 85%* 90% 85% 96%
Quality Improvement Organization

*Indicates statistical significance at the 95% level when compared to agencies in the 4th quartile

Agency characteristics correlated with OASIS data reporting and analysis on private pay patients

Smaller agencies are less like to submit their OASIS data collected on private pay patients to a private
vendor for benchmarking as shown in Table 4.16. Otherwise, size is not significantly related to the
way that agencies review and analyze the OASIS data collected on private pay patients.

Abt Associates Inc. OASIS Study
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T Table 4.16: Review and Analysis of Private Pay OASIS Data by Size

: Size Category
by Quartile Quartile
1 Quartile Quartile 4
(smallest) 2 3 (largest)
Percent of agencies who report... % % % %
95% 97% 98% 94%
Assessment data are reviewed for quality and
completeness and errors are corrected
Assessment data are entered into an 68% 67% 85%* 74%
electronic data base
11% 12%* 29% 42%
Assessment data are submitted to a private
vendor (e.g., for benchmarking)
Outcome reports are produced by a private 13% 20% 36% 37%
vendor
48% 49% 38% 40%
Outcome reports are produced by my
agency's internal systems
75% 69% 80% 67%
Outcome reports are reviewed by my agency
45% 55% 61%* 43%
Outcome reports are reviewed with my state’s
Quality Improvement Organization

*Indicates statistical significance at the 95% level when compared to agencies in the 4th quartile

Other agency characteristics that showed a statistically significant association with private pay
OAGSIS data review and analysis are:

o Point of Care Technology: Agencies in which 50 percent or more of clinicians use point of
care data technology are significantly more likely to enter private pay OASIS data into an
electronic database;

o Proprietary status: For profit agencies are significantly less likely to submit private pay
: OASIS data to a benchmarking vendor and receive outcome reports, but more likely than
9 non-profits to produce outcome reports using internal software;

) o Accreditation: Accredited agencies are more likely to submit private pay OASIS data to a
benchmarking vendor and receive outcome reports.

Agency characteristics that were tested and found not to be significant were region, rural/urban
! status, and staff reductions or turnover. Tables showing these analyses are located in Appendix C.
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432 Uses of assessment data for Medicare/Medicaid and private pay patients

Respondents reported how their agencies used the assessment data they collect on their
Medicare/Medicaid and private pay patients for care planning, case-mix analysis, OBQL, and
administrative purposes such as identifying staffing and training needs. Results are displayed in Table
4.17, below. Approximately 90 percent of agencies report using assessment data (both OASIS and
non-OASIS) for individualized care planning and identifying patient need for referrals. This was true
for both Medicare/Medicaid and private pay patients, and for agencies that suspended and continued.
Similarly, assessment data are used by 85 to 90 percent of agencies for identifying needs for special
programs or interventions for Medicare/Medicaid and private pay patients.

Table 4.17: Uses of Assessment Data

EéMedicare/Medicaid Private pay
patients patients
OASIS | Non-OASIS
assessment | assessment
data data
: OASIS (continued | (suspended
Assessment data are used in... . assessment data | agencies) agencies)
Individualized care planning 94% 94% 91%
Identifying patient need for referrals (e.g. SW or 049, 91% 91%
PT)
Identifying' patient peed for special 90% 88% 85%
programs/interventions
Case-mix analysis 90% 64% 38%
Identifying practice areas needing improvement 95% 81% 69%
Identifying target outcomes for OBQI 96% 71% 37%
.Tr_e?ck_ing patient outcomes in response to QI 94% 75% 55%
initiatives
ldentifying staffing needs 60% 54% 62%
Identifying staff training needs 83% 75% 72%
Assisting with agency resource allocation decisions 58% 51% 54%
Controlling costs / increasing efficiency 64% 55% 58%
Fulfilling requirements of Accrediting Organization 57% 48% 59%
Fulfilling requirements of other payers 56% 53% 66%
Ctzr:rzaring the quality of our agency to that of 91% 65% 28%
o
Marketing to public / customers 49% 36% 29%
Marketing to referral sources 47% 33% 30%
Marketing to, or negotiating with, payers 32% 25% 29%%
Abt Associates Inc. OASIS Study
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Agencies that have continued to collect OASIS data on private pay patients use it more frequently for
case-mix analysis, identifying practice areas needing improvement, identifying and tracking outcomes
for OBQI, and benchmarking than do agencies that use non-OASIS assessments for private pay
patients. OASIS data are also used more frequently for marketing to consumers, referral sources and
payers than is non-OASIS data.

Agency size associated with use of OASIS data collected on Medicare/Medicaid patients

o As shown in Table 4.18, large agencies are significantly more likely to report using their
Medicare/ Medicaid OASIS data for case-mix analysis. They are also more likely to report
using Medicare/Medicaid OASIS data for marketing to referral sources, marketing to payers,
and negotiating with payers.

« Small agencies are significantly less likely to report using their Medicare/Medicaid OASIS
data for tracking patient outcomes in response to QI initiatives, identifying staff training
needs, and assisting with agency resource allocation decisions.

Table 4.18: Uses of OASIS Data for Medicare and Medicaid Patients by Agency Size

Assessment data are used in... Qua1rtile Qua2rtile Qua3rti|e Qua4rtile
Individualized care planning 93% 95% 94% 95%
Identifying patient need for referrals (e.g. SW or PT) M% 93% 95% 97%
Identifying patient need for special programs/interventions 85% 92% 92% 92%
Case-mix analysis 83%"* 90%* 93%* 96%
Identifying practice areas needing improvement 93% 95% 97% 96%
Identifying target outcomes for OBQI 92% 98% 98% 99%
Tracking batient outcomes in response to QI initiatives 86%* 96% 99% 97%
ldentifying staffing needs 60% 63% 58% 60%
Identifying staff training needs 77%" 87% 80% 91%
- Assisting with agency resource allocation decisions 49%* 63% 59% 68%
Controlling costs / increasing efficiency | 62% 62% 64% 68%
Fulfilling requirements of Accrediting Organization . 46% 50% 63% 80%
2:@ Fulfilling requirements of other payers 48% 56% 59% 69%
Comparing the quality of our agency to that of others 84% 91% 94% 96%
Marketing to public / customers 43%* 45% 51% 61%
Marketing to referral sources 41% 40% 48% 65%
Marketing to, or negotiating with, payers 23% 4 29% 37% 47%

Yindicates statistical significance at the 95% level when compared to agenicies in the 4th quartile
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Table 4.19: Uses of OASIS Data for Medicare and Medicaid Patients by Location

Assessment data are used Region Rural/Urban
n... NE MwW S w rural urban
Individualized care planning 95% 94% 96% 89% 95% 94%
'rg?;tr'z;"(ge ‘;at’;;‘vt gfﬁ,‘.’r)fm 95% | 94% | 96% | 8% | 93% | o4%
Identifying patient need for

special programs/interventions 92% 90% 91% 85% 91% 89%
Case-mix analysis 80% 89% 95% 84% 90% 90%
Ldei’g;;‘g’}?ng:zsngeizeas 100% | 95% | 95% | e7% | 95% | 94%
I(c)igth:fymg target outcomes for 99% 96% 099+ 87% 98% 96%
Tracking patient outcomes in o o o * o o

response to QI initiatives 88% 94% 98% 88% 96% 93%
Identifying staffing needs 49% 63% 60% 64% 58% 61%
Identifying staff training needs 92% 86% 80% 79% 84% 82%
g\lfj'cztt':)%‘ggg:g‘:;cy resource a0t | 61% 60% 57% 51% 61%
S%Ef;‘;'é’;‘g costs /increasing 69% | e4% | 64% | 57% | e1% | 65%
;zg;‘g;gl;‘;q;':;;‘f;atzﬂ 53% | 58% | 55% | e5% | 3% | 59%
E:)I/t;!:?g requirements of other 56% 56% 58% 53% 58% 55%
ggg@?’;g%ggfo‘}“;utgr:f our 95% | 86% | 95% | 84% | 92% | 90%
Marketing to public / customers 53% 49% 52% 37% 45% 50%
Marketing to referral sources 52% 45% 50% 37% 35% 52%
gllaz-;ré(re;tmg to, or negotiating with, 27% 349 34% 299% 24% 36%

*Indicates statistical significance at the 95% level when compared to agencies in the West

As shown in Table 4.19, agencies in the South report using Medicare/Medicaid QOASIS data
significantly more frequently to identify target outcomes for QI initiatives and track patient outcomes
in response to QI initiatives. Agencies in the Northeast use Medicare/Medicaid OASIS data less
frequently for assisting with resource allocation decisions than do other regions. Rural /urban status is
not correlated to Medicare/Medicaid OASIS use.
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Other agency characteristics influencing the use of Medicare/Medicaid OASIS data are:

e Proprietary status: For-profit agencies report using Medicare/Medicaid OASIS data
significantly more frequently to market to consumers, referral sources and payers.

e Accreditation: for obvious reasons, accredited agencies report using Medicare/Medicaid
OASIS data significantly more frequently to fulfill accreditation requirements, but also to
fulfill the requirements of other payers. :

Tables showing these analyses are located in Appendix C.

Agency size associated with use of OASIS data collected on private pay patients

Large agencies reporting using OASIS data collected on private pay patients more frequently for
marketing to referral sources and payers, and negotiating with payers, than did smaller agencies.
Otherwise, size was not a significant influence on private pay OASIS data use. See Table 4.20, below.

Table 4.20: Uses of OASIS Data for Private Pay Patients by Agency Size

Assessment data are used in... Quartile 1|Quartile 2Quartile 3IQuartiIe 4]

Iindividualized care planning 96% 93% 94% 92%

Identifying patient need for referrals (e.g. SW or PT) 90% 88% 94% 94%

Identifying patient need for special programs/interventions 86% 88% 90% 90%

Case-mix analysis 66% 59%_ 67% 57%

Identifying practice areas needing improvement 82% 74% 87% 83%

Identifying target outcomes for OBQI 75% 62% 75% 1%
Tracking patient outcomes in response to Ql initiatives 76% 68% 80% 8%
59% 57% 50% 47%

Identifying staffing needs

Identifying staff training needs 65% 82% 72% 82%

Assisting with agency resource allocation decisions 45% 55% 51% 57%

Controlling costs / increasing efficiency 55% 54% 52% 59%

Fulfilling requirements of Accrediting Organization 38% 45% 47% 70%
Fulfilling requirements of other payers 46% 49% 62% 57%
Comparing the quality of our agency to that of others 66% 51% 70% 68%
Marketing to public / customers 32% 28% 43% 45%
Marketing to referral sources 28%" 6% | 40% 44%

16%* 24% 29% 35%

Marketing to, or negotiating with, payers

“Indicates statistical significance at the 95% level when compared to agencies in the 4" quartile
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Other agency characteristics associated with uses of private pay patient data

o Region: agencies in the West report using private pay OASIS data more frequently than do
other areas of the country. The differences were significant for using data for case-mix
analysis, identifying targets for OBQYI, tracking patient outcomes in response to QI initiatives,
identifying staff training needs, assisting with resource allocation decisions, and
benchmarking against other agencies. Agencies in the Midwest were significantly less likely
to use the data for these purposes. See Table 4.21.

Table 4.21: Uses of OASIS Data for Private Pay Patients by Location

Assessment data are used Region Rurai/Urban
in... NE MW S w rural urban
Individualized care planning 95% 90% 96% 96% 94% 94%
Identifying patient need for 89% 88% 93% 93% 89% 92%
referrals (e.g. SW or PT)

Identifying patient need for 88% 89% 88% 89% 88% 89%
special programs/interventions

Case-mix analysis 65% 45%* 72% 74% 56% 68%
Identifying practice areas 87% 78% 79% 88% 79% 82%
needing improvement

Identifying target outcomes for 71% 57%* 76% 83% 67% 73%
oBal

Tracking patient outcomes in 76%* 61%* 80% 88% 72% . 78%
response to Ql initiatives

Identifying staffing needs 52% 49% 55% 63% 55% 53%
Identifying staff training needs 84% 65%* 75% 86% 76% 74%
Assisting with agency resource 45%* 43%* 53% 69% 44% 55%
allocation decisions

Controlling costs / increasing 51% 47% 58% 67% 54% 56%
efficiency

Fulfilling requirements of 55% 46% 45% 58% 43% 51%
Accrediting Organization

Fulfilling requirements of other 56% 48% 53% 59% 51% 54%
payers

Comparing the quality of our 62%* 52%* 69%* 82% 62% 67%
agency to that of others

Marketing to public / customers 34% 28% 43% 35% 27% 42%
Marketing to referral sources 30% 23% 41% 29% 20% 40%
Marketing to, or negotiating with,  27% 20% 29% 20% 17% 30%
payers

*Indicates statistical significance at the 95% level when compared to agencies in the West
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For-profit agencies were more likely to report using private pay OASIS data for marketing to
consumers. Again, for obvious reasons, accredited agencies report using Medicare/Medicaid OASIS
data significantly more frequently to fulfill accreditation requirements. Agency characteristics that
were tested and found not to be significant include rural/urban status, staff reductions or turnover, and
use of POC technology by 50 percent or more of the clinical staff. Tables showing these analyses are
located in Appendix C.

4.3.3 Agency OBQI activities

Over 95 percent of all respondents reported that their agency had read or reviewed OBQI reports
within the past 12 months, and close to 90 percent reported their agency was working with a QIO, had
received OBQI training, had changed or initiated care practices as part of a QI process in the past
year, and had evaluated the effectiveness of care practices initiated as part of a QI process in the past
year. When the TEP reviewed these data, they suggested that the percentages of agencies reporting
these uses of OASIS data appear unrealistically high. They conjectured that agencies reported they
were working with their Quality Improvement Organization if they had any contact with the QIOs,
such as attending a training session.

Agencies that continue to collect OASIS on their private pay patients did not differ significantly in
their responses from “suspenders”. Agencies did differ by size, however, as shown in Table 4.22.
Smaller agencies were significantly kss likely to report working with a QIO or to have evaluated the
effectiveness of care practices initiated as part of a QI process in the past year.

For-profit agencies were also significantly less likely to report working with a QIO. Other agency
characteristics tested did not appear to be significant.

Table 4.22: Agencies OBQI Activities by Size

Quartile 1; Quartile | Quartile [Quartile 4
Percent of agencies who report they... All (smallest) 2 3 (largest)

Are currently working with their state
Quality Improvement Organization (QIO)
to select target outcomes for Outcome 86% 78% 88% 89% 930
Based Quality Improvement (OBQ!) ’ ’ ’ ° %
efforts and/or to implement quality
improvement processes :

Have read or reviewed OBQI reports

0, 0, 0, 0, 0,
within the past 12 months %% 89% 99% 100% 99%

Have received OBQI training in the past

0, 0, 0, 0,
12 months 87% 82% 86% 90% 96%

Have changed care practices or initiated
care practices as part of a Q! process in 89% 81% 91% 92% 94%
the past 12 months

Have evaluated the effectiveness of care
practices initiated as part of a QI process 93% 86% 95% 94% 98%
in the past 12 months
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4.3.4

Agency perceptions of OASIS benefits

Respondents were asked to indicate the extent to which they agreed or disagreed with listed
statements about the possible benefits of OASIS. Table 4.23 shows mean ratings and the percent of
agencies that agreed or disagreed with responses ranked from strongly agree (value of 2) to strongly
disagree (value of -2). Figure 4c shows the information graphically. Overall, the mean value was
greater than zero (indicating agreement) for 12 out of the 16 listed benefits of QASIS. '

OASIS benefits that agencies were most likely to agree with were:

Collecting OASIS data helps to standardize comprehensive assessment process;
OASIS data help to identify care processes needing improvement;
OASIS has helped to improve patient outcomes at their agency;

OAGSIS data help to identify a patient’s need for specific programs or interventions (e.g. a fall
prevention program);

Collecting OASIS data improves the agency’s overall patient care planning process; and

OASIS data help to identify the need for referrals for services such as social work or
occupational therapy.

Agencies also agreed that:

OASIS has helped the home health industry improve the quality of homecare services;
CollectingFOASIS data facilitates a multidisciplinary approach to patient care;

OASIS data help to identify the need for developing special programs or interventions;
OASIS has helped their agency improve the quality of its services;

OASIS data provide increased clarity in documentation of homebound status; and

'OASIS is effective in ensuring that consumers receive quality services from home health

agencies.

The four OASIS benefits that agencies were least likely to agree with were:

OASIS has helped the agency to make efficient allocation/use of agency resources in
delivering care;

OASIS data collection helps to measure and evaluate clinical staff assessment skills and care
planning competency;

OASIS has helped foster staff team work and improve morale; and

OASIS has helped their agency to save money.
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Table 4.23: Value of OASIS Data Collection - All Respondents

Based on your agency’s experience, indicate the
extent to which you agree or disagree with the

Mean Rating
based on values of
- 2 (strongly disagree)

% Strongly Agree

following statements about the possible benefits of ) or Agree
OASIS. ©
2 (strongly agree)
Collecting OASIS data helps to standardize our 0.94 77%
agency's comprehensive assessment process o
QASIS data help us identify care processes needing 0.86 76%
improvement
OASIS has helped us improve patient outcomes at our 063 66%
agency ' °
OASIS data help us identify a patient’s need for specific
programs or interventions (e.g. a fall prevention 0.56 61%
program)
Collecting OASIS data improves our agency’s overatl 0.54 59%
patient care planning process ' ?
OASIS data help us identify the need for referrals for 0
. . ) .50 56%
services such as social work or occupational therapy
OASIS has helped the home health industry improve the 047 o
. ) . 56%
quality of homecare services
Collecting OASIS data facilitates a multidisciplinary 045 o
) . 55%
approach to patient care at our agency
OASIS data help us identify the need for developing 0.41
. . . . 51%
special programs or interventions
OAS.IS has helped our agency improve the quality of its 0.35 529%
services
OASIS data provide us with increased clarity in 0.33 o
. . 48%
documentation of homebound status
OASIS is effective in ensuring that consumers receive
. . : : 0.05 36%
quality services from home health agencies
OASIS has helped our agency make efficient allocation /
g oo -0.01 34%
use of agency resources in delivering care
OASIS data collection helps us measure and evaluate
clinical staff assessment skills and care planning -0.13 28%
competency
OASIS has helped foster staff team work and improve 073 10%
morale at our agency ) ' °
OASIS has helped our agency to save money -0.80 10%
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Agency decision to continue OASIS data collection and perceptions of OASIS value

Agencies that continued to collect OASIS on their private pay patients agreed or strongly agreed more
frequently with statements about OASIS benefits than did agencies that have suspended. (See Table
424, below). This was true for every statement except the three with the lowest agreement rating,
where small Ns make the means unstable. But even among agencies that suspended OASIS data
collection, more than half agreed or strongly agreed with the statements that collecting OASIS data
helps to standardize the comprehensive assessment process, that OASIS data help to identify care
processes needing improvement, and OASIS has helped to improve patient outcomes at their agency.

Table 4.24: Value of OASIS Data Collection, All Respondents by Continue/Suspend

Based on your agency’s experience, indicate the extent to which
you agree or disagree with the following statements about the

possible benefits of OASIS. , % Strongly Agree or Agree
Suépended Continued

Collecting OASIS data helps to standardize our agency’s o

. 62% 85%
comprehensive assessment process
OASIS data help us identify care processes needing improvement 63% 83%
OASIS has helped us improve patient outcomes at our agency 56% 72%
OASIS data help us identify a patient’s need for specific programs or o
: ) . 44% 70%
interventions (e.g. a fall prevention program)
Colle(fttng OASIS data improves our agency's overall patient care 0% 70%
planning process
OASIS data help us identify the need for referrals for services such as 389 66%
social work or occupational therapy _ ° °
OASIS has helped the home health industry improve the quality of 43% 63%
homecare services ° °
Collecting OASIS data facilitates a multidisciplinary approach to patient 36% 65%
care at our agency ’ ¢
QASIS d'ata help us identify the need for developing special programs or 38% 59%
interventions
OASIS has helped our agency improve the quality of its services 34% - 60%
OASIS data provide us with increased clarity in documentation of 35% 55%

homebound status

OASIS is effective in ensuring that consumers receive quality services o
. 24% 42%
from home health agencies

OASIS has helped our agency make efficient allocation / use of agency 21% 41
resources in delivering care ? ?

Perceptions of the value of OASIS data collection by region

Other than the decision to continue or suspend OASIS data collection on private pay patients, region
was the most significant predictor of agreement with statements about OASIS value, with the
Northeast and South being the most likely to agree and the West being the least likely. In the
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following table (4.25), items with asterisks indicate the value is statistically significant at 95 percent

when compared to the reference group (the West).

Table 4.25: Value of Private Pay OASIS Data Collection, All Respondents by Region

Based on your agency’s experience, indicate the
extent to which you agree or disagree with the

following statements about the possible benefits Region

of OASIS. NE MW s w
Collecting OASIS data helps to standardize our o % o % o 0
agency’s comprehensive assessment process 86% 82% 8% 61%
i(r)n,?fclse(:::thelp us identify care processes needing 84%* 789%* 78%* 63%
S&Sﬂl;has helped us improve patient outcomes at our 79% 67% 68% 55%
OASIS data help us identify a patient's need for

specific programs or interventions (e.g. a fall 72%* 62%* 63%* 45%
prevention program)

CoI'Iectlng OASIS Fiata improves our agency’s overall 66%* 54% 65%* 48%
patient care planning process

OASIS data help us identify the need for referrals for o/ % o o

services such as social work or occupational therapy 66% 58% 55% 48%
OASIS r.las helped the homg health industry improve 619%* 449, 65%* 48%
the quality of homecare services

Collecting OASIS data facilitates a multidisciplinary o/ % o o * 0
approach to patient care at our agency 53% 52% 61% 43%
i(t)SASSeIrSVg:: helped our agency improve the quality of 61%* 47% 569%* 42%
OAS!S data help us |'dent|fy the need for developing 56%* 50 539* 39%
special programs or interventions

OASIS data provide us with increased clarity in o o o
documentation of homebound status 39%% 48% 53% 41%
OASIS is effectlve in ensuring that consu.mers receive 37% 31% 41% 319
quality services from home health agencies

OASIS has helped our agency make efficient o o o

allocation / use of agency resources in delivering care 29% 29% 41% 30%
OASIS data collection helps us measure and evaluate

clinical staff assessment skills and care planning 12% 32% 29% 31%
competency

OASIS has helped foster staff team work and improve 0% 129 129 8%
morale at our agency

OASIS has helped our agency to save money 2% 10% 11% 10%
*Indicates the value is statistically significant at 95% when compared to the West.
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Perceptions of the value of OASIS data collection by size

In general, agency size was not a significant predictor of agency benefits related to OASIS data
collection, as shown in Table 4.26.

Table 4.26: Value of OASIS Data Collection, All Respondents by Size

Based on your agency’s experience, indicate the % Strongly Agree or Agree
extent to which you agree or disagree with the

; following statements about the possible benefits of | Quartile| Quartile | Quartile| Quartile
OASIS. 1 2 3 4

Collecting OASIS data helps to standardize our agency’'s 76% 80% 76% 77%

comprehensive assessment process

%:?5;:; thelp us identify care processes needing 76% 82% 71% 77%
;)Qilcsy has helped us improve patient outcomes at our 68% 65% 65% 66%
OASIS data help us identify a patient’s need for specific

programs or interventions (e.g. a fall prevention 63% 60% 61% 56%
program)

Colilectmg OASIS Fiata improves our agency’s overail 64% 66% 48% 58%
patient care planning process

OASIS data help us identify the need for referrals for 59% 56% 53% 55%

services such as social work or occupational therapy
OA$IS has helped the hc?me health industry improve the 63% 50% 55% 56%
quality of homecare services
Collecting OASI§ data facilitates a multidisciplinary 53% 60% 51% 53%
approach to patient care at our agency
OA!:?IS has helped our agency improve the quality of its 58% 50% 47% 509%
. _ services

OAS?S data help us !dentlfy the need for developing 519% 51% 49% 56%
special programs or interventions

OASIS data. provurde us with increased clarity in 48% 51% 47% 43%
documentation of homebound status

OASIS is effective in ensuring that consumers receive 46%* 40% 24%, 30%

quality services from home health agencies
OASIS has helped our agency 'malfe efficient allocation / 39% 349 319% 30%
use of agency resources in delivering care

OASIS data collection helps us measure and evaluate

clinical staff assessment skills and care planning 35% 29% 22% 23%
. competency .
; OASIS has helped foster staff team work and improve 2194+ 9% 5% 29,
¢l morale at our agency
OASIS has helped our agency to save money 14% 7% 8% 6%
2 } *Indicates the value is statistically significant at 95% when compared to agencies in the 4th quartile for size
Abt Associates Inc. : OASIS Study
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Small agencies were, however, significantly more likely to report agreeing with the following
statemnents that the majority of agencies did not agree with.

e OASIS has helped foster team work and improve morale;

e OASIS is effective in ensuring that consumers receive quality services from home health
agencies; and

e OASIS has helped the home health industry improve the quality of homecare services.

Separate non-certified provider

Agencies that are part of an organization that includes a separate non-certified provider were, on
average, only half as likely as other agencies to report agreeing with the following OASIS benefits:

e Collecting OASIS data facilitates a multidisciplinary approach to patient care at our agency;
¢ OASIS data help us identify care processes needing improvement;

o OASIS data provide us with increased clarity in documentation of homebound status;

o OASIS has helped us improve patient outcomes at our agency;

» OASIS data collection helps us measure and evaluate clinical staff assessment skills and care
planning competency; and

o OASIS is effective in ensuring that consumers receive quality services from home health,
agencies.

Table showing these analyses are in Appendix C.

Other agency characteristics associated with perceptions of the value of OASIS data collection

Proprietary status: For-profit agencies were less likely to agree with the statement that OASIS helps
standardize our agency’s comprehensive assessment.

Rural/urban status: Rural agencies were the least likely to report agreeing with the statement that
OASIS helps their agency to save money.

See Appendix C for tables.

4.3.5 Value of OASIS data collected on private pay patients

In the final section of the survey, agencies that continued collecting OASIS on their private pay
patients were asked to report on the usefulness of those data by indicating their level of agreement
with 6 statements about OASIS value. On a scale of -2 (strongly disagree) to 2 (strongly agree) mean
responses ranged from a high of 0.68 for the statement, “OASIS data are valuable for assessing the
needs of our private pay patients” to a low of —0.13 for the statement, “OASIS data on our non-
Medicare/non-Medicaid patients are valuable for our agency resource allocation decisions”. See
Table 4.27, below.
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Table 4.27: Value of Private Pay OASIS Data, All Respondents Mean Rating

% Agree
_ Mean IStrongly
Indicate your level of agreement with the following statements Rating* Agree
OASIS data are valuable for assessing the needs of our non-Medicare/non- °

o ; 0.68 71%
Medicaid patients
OASIS data are valuable for care planning for our non-Medicare/non-

o . 0.55 68%
Medicaid patients ,
OASIS data are valuable for assessing outcomes for our non-Medicare/non-

. . 0.56 64%
Medicaid patients
OASIS data on our non-Medicare/non-Medicaid patients are valuable for
determining appropriate quality monitoring or improvement activities for 0.54 64%
those patients
OASIS data on our non-Medicare/non-Medicaid patients are valuable for our 013 379%
agency resource allocation decisions ) °
Collecting OASIS data on non-Medicare / non-Medicaid patients provides us

. : : 0.55 64%
with a better picture of overall agency performance

*On a scale of -2 (strongly disagree) {o 2 (strongly agree)

Perceptions of the value of OASIS data collection on private pay patients by size

There was no association between agency size and reported agreement on the value of collecting

OASIS data on private pay patients, as shown in Table 4.28.

Table 4.28: Value of Private Pay OASIS Data, All Respondents by Size

Indicate your level of agreement with the

% Strongly agree or agree

following statements. Quartile 1}Quartile 2|Qua’rtile 3IQuartiIe 4
OASIS data are vaiuable for assessing the needs of 65% 78% 74% 67%
our non-Medicare/non-Medicaid patients

OASIS data are valuable for care planning for our 64% 74% 73% 63%
non-Medicare/non-Medicaid patients

OASIS data are valuable for assessing outcomes for[ 63% 63% 63% 66%
our non-Medicare/non-Medicaid patients

OASIS data on our non-Medicare/non-Medicaid 59% 64% 68% 69%

patients are valuable for determining appropriate
quality monitoring or improvement activities for
those patients ‘

OASIS data on our non-Medicare/non-Medicaid 41% 36%
patients are valuable for our agency resource
allocation decisions

33%

35%

Collecting OASIS data on non-Medicare / non- 61% 71%
Medicaid patients provides us with a better picture
of overall agency performance

61%

61%
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Perceptions of the value of OASIS data collection on private pay patients by region

Agencies in the West were significantly more likely to agree that the collection of OASIS data on
private pay patients was valuable for all of the listed benefits, as shown in Table 4.29. This may be
related to the increased frequency of private pay OASIS data being used for fulfilling requirements of

other payers, as noted in the previous section.

Table 4.29: Value of Private Pay OASIS Data by Region

Indicate your level of agreement with the
following statements.

Region

NE

MW

OASIS data are valuable for assessing the needs
of our non-Medicare/non-Medicaid patients

59%

72%

2%

77%

OASIS data are valuable for care planning for our
non-Medicare/non-Medicaid patients

58%*

68%

69%

77%

OASIS data are valuable for assessing outcomes
for our non-Medicare/non-Medicaid patients

52%*

61%

67%

73%

OASIS data on our non-Medicare/non-Medicaid
patients are valuable for determining appropriate
quality monitoring or improvement activities for
those patients

54%*

64%

64%

71%

OASIS data on our non-Medicare/non-Medicaid
patients are valuable for our agency resource
allocation decisions

29%*

33%*

39%*

49%

Collecting OASIS data on non-Medicare / non-
Medicaid patients provides us with a better picture
of overall agency performance

59%

63%*

62%*

77%

* Indicates result is statistically significant at 95% when compared fo agencies in the

Separate non-certified provider

As noted previously, being part of an organization with a separate non-certified provider was

West

associated with a much lower agreement rating for many of the statements about the value of OASIS
data. These agencies also were significantly less likely to agree that the collection of OASIS data on
private pay patients was valuable for the listed benefits. See Table 4.30.
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Table 4.30: Value of Private Pay OASIS Data for Agencies that have Non-Certified Providers in
their Organization

Not part of an | Part of an org
org with with separate
separate non- non-cert
Indicate your level of agreement with the following statements cert provider provider
OASIS data are valuable for assessing the needs of our non- 5% 55%*
Medicare/non-Medicaid patients
OASIS data are valuable for care planning for our non-Medicare/non- 72% 54%*
Medicaid patients
OASIS data are valuable for assessing outcomes for our non- 69% 50%*
Medicare/non-Medicaid patients
OASIS data on our non-Medicare/non-Medicaid patients are valuable 67% 50%*
for determining appropriate quality monitoring or improvement
activities for those patients
OASIS data on our non-Medicare/non-Medicaid patients are valuable 40% 29%
for our agency resource allocation decisions
Collecting OASIS data on non-Medicare / non-Medicaid patients 67% 52%*
provides us with a better picture of overall agency performance

~Indicates result is statistically significant at 95% in a regression model

Other agency characteristics influencing the perceived value of OASIS data collection on private
pay patients

Experiencing staff reductions or shortages. This was a significant predictor of disagreeing with the
statements, “OASIS data on our private pay patients are valuable for our agency resource allocation
decisions” and “Collecting OASIS data on non-Medicare / non-Medicaid patients provides us with a
better picture of overall agency performance”

Agency Accreditation JCAHO or CHAP accreditation was a significant predictor of agreeing with
the statement “Collecting OASIS data on non-Medicare/non-Medicaid patients provides us with a
better picture of overall agency performance”.

Low required OASIS: Having a low percentage of patients for whom OASIS is required (less than
80 percent) was also a significant predictor that the agency is less likely to agree that the collection of
OASIS data on private pay patients was valuable for all of the listed benefits.

' See Appendix C for tables.

4.4 OASIS and other assessment costs

One of the key goals of the project was to collect data on home health agencies’ costs of collecting
OASIS and other assessment data. These data were used to estimate the cost impact of mandating
that agencies collect OASIS data on all adult, non-matemnity patients receiving skilled care, and to
identify any differential cost impacts on agencies of different types. In formulating the survey, we
tried to balance the goal of obtaining the most detailed data possible against the data collection
burden to be imposed on HHA staff (and the likelihood of a reduced response rate to the survey.)
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Primary Data Collection. The survey (Appendix B) collected data on the components of Medicare-
certified home health agencies’ cost of conducting comprehensive assessments on their patients —
those whose care was paid by Medicare or Medicaid as well as those with other payment sources —
and data on other factors potentially influencing those costs. The survey items collecting this

information were as follows (Table 4.31):

Table 4.31: Survey Items Collecting Cost-related Information

Continued Suspended
Questionnaire | Questionnaire
Item # item #
>Components of cost:
OASIS assessment staffing mix C1 Cc1-
Other assessment staffing mix » _ E2
Minutes per assessment for Medicare/Medicaid patients & for D1.D3 D1E3
other patients, by staff type, assessment type ’ ’
Total staff hours, data quality review ACA1 F1
Total staff hours, assessment training F1 G1
Non-labor costs for assessment G1 H1
Estir.nated‘change in costs if OASIS mandated for all patients: — H2 2
quality review hours
- OASIS iraining hours H3 13
— other nonlabor costs H4 14
Factors influencing costs:
Total patients, admissions B1 B1
Payer mix B2 B2
Adoption of reduced-burden OASIS recert assessment C2 Cc2
Use of point of care technology C3 ES
Inclusion of some OASIS information in private pay assessments - E1
Presence of other indirect costs of OASIS data collection G2 H2

Secondary Data. Other data utilized in the analysis of assessment costs were occupation-specific
wage rates from the U.S. Department of Labor Occupational Employment Statistics (OES). The

hourly rates utilized in the analysis were as follows (Table 4.32):
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Table 4.32: Labor Rates Utilized in Cost Analysis

Staff type BLS Labor Category Hourly Rate
o Registered nurse Registered nurse $24.91
Wi
Therapist Occupational therapist $30.59
Physical therapist $33.07
Speech Language Path $31.45
Clerical Billing clerk $13.50
File clerk $10.72

Comprehensive Assessment Staffing Mix
Since labor is the major component of home health costs, one major determinant of assessment cost is

. the type of staff completing the assessment. Survey respondents reported the mix of clinical staff
completing the comprehensive assessments on their patients (Table 4.33).

Table 4.33: Comprehensive Assessment Staffing Mix

Percent of assessments completed by
: Speech
Registered | Physical |Occupational; Language
, Nurses Therapists | Therapists ;| Pathologists
All Agencies %Mean 89.1% 10.0% 0.6% 0.3%
OASIS Data Collection Status
‘ Continued Mean:  90.0% 9.0% 0.6% 0.3%
Suspended Mean 87.3% 11.7% 0.7% 0.4%
Size '
Quartile 1 (smallest) :Mean 94.7% 4.9% 0.3% 0.1%
Quartile 2 Mean 92.7% 6.9% 0.2% 0.1%
Quartile 3 Mean 84.5% 14.2% 0.9% 0.4%
Quartile 4 (largest) Mean 79.1% 18.4% 1.6% 0.8%

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631

Notes: Size category thresholds: Quartile 1: Up to 157 admissions; Quartile 2: 158-410 admissions; Quartile 3:
411-1235 admissions; Quartile 4: More than 1,235 admissions.

g
s

Overall, nurses completed about 89 percent of all OASIS assessments. The use of therapists to
complete OASIS was correlated with agency size, ranging from 5 percent for the smallest agencies to
21 percent for the largest.

.
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441 Staff Time Per Assessment

Data were collected on the number of assessment minutes spent by clinical staff, clerical staff, and
“other staff” (managers, medical records, billing, QC staff) by type of assessment (start of care,
follow-up/recertification, and discharge assessments (Table 4.34).

As shown in Table 4.34, total staff minutes per required OASIS assessment (those conducted on
Medicare or Medicaid patients) were found not to differ significantly based on whether an HHA had
chosen to continue or suspend collecting OASIS data collection on private pay patients. The staff
minutes per required assessment did, however, differ markedly by assessment type, ranging from 156
minutes for start-of-care assessments to 108 minutes for followup/recertification assessments to 83
minutes for discharge assessments. This was not the expected pattern, as it was anticipated that most
agencies would have adopted the “reduced-burden” OASIS and would be collecting only 27 items at
followup while most patients would still be receiving the full discharge assessment (71 items)’®. We
examined mean followup assessment minutes while controlling for whether the agency had reduced
the number of OASIS assessment items on the followup/recertification assessment (as reported on
item C2 of the survey). (Table 4.35)

Overall, we do not see the significant difference in time per assessment that would be expected to
result from this significant difference in the number of OASIS assessment items to be collected. We
also considered whether agencies had continued or suspended the collection of OASIS data on private
pay patients. The pattern is as expected for agencies that continued OASIS data collection, but for
those who suspended, the mean total minutes per assessment increases as more items are dropped
from the followup assessment. It is not clear why this would be the case, though small sample size
may contribute here — note the inability to calculate confidence intervals for the “no changes made”
category. It is of course, possible that some other phenomenon is masking the effect of reducing the
number of assessment items.

When considering the assessment time spent on private pay patients, we first asked agencies if they
spent the same amount of assessment time on such patients as on Medicare/Medic aid patients; the
results (Table 4.36) are clear — while agency size does not appear to have a substantial impact, the
vast majority (over 90 percent) of agencies that had suspended data collection report a difference in
their assessment time for private pay patients.

3 It is possible that some agencics are including transfer assessments (which have fewer items) with the

discharges.
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Table 4.35: Minutes per Followup OASIS Assessment by Adoption of Reduced Burden
OASIS

All Agencies Agencies that Agencies that
Continued OASIS for | Suspended OASIS for
Private Pay Private Pay
Adoption of “reduced
burden” followup OASIS Confidence Confidence Confidence
assessment Interval Interval Interval

Mean : Lower: Upper Mean : Lower| Upper; Mean | Lower; Upper

Dropped to Minimum
Required
Follow-up/recertification 107.90: 103.00: 112.81: 103.59. 98.29  108.89 114.62; 105.54; 123.70

Dropped Some Items

Follow-up/recertification 110.86: 101.7C: 120.02; 114.09 102.56; 125.61 100.08, 94.83! 105.32

No Changes Made

Follow-up/recertification 114.90; 105.29: 124.50: 121.15; 110.51; 131.78 87.05.

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631

Table 4.36: Agencies Reporting Same Assessment Time for Medicare/Medicaid and
Other Patients

Assessment Type
Start of Care Follow-Up Discharge

All Agencies 89.1% 10.0% 0.6%
OASIS Completion Status

Continued 86.1% 87.2% 87.3%
Suspended 8.5% 17.7% 9.5%
Agency size

Quartile 1 (smallest) 57.5% 58.1% 58.9%
Quartile 2 61.1% 61.2% 61.7%
Quatrtile 3 57.3% 57.7% 58.3%
Quatrtile 4 (largest) 58.2% 59.2% 61.8%

The actual minutes spent on private pay assessments are shown in Table 4.37. The difference in time
between agencies that continued OASIS data collection for private pay patients and those who
suspended is largest for therapists, smallest for “other” staff. The percentage savings in total
assessment-related time is largest (38 percent) for the followup/recertification assessment.
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Assessment Labor Cost

Table 4.38 shows the estimated assessment labor costs for patient assessments. These costs were
calculated using the minutes data derived above, costed out with BLS/OES hourly rates for each
home health agency occupation

Though “continuing” agencies reported using OASIS for both Medicare/Medicaid and other patients,
their assessment cost was slightly lower for the private pay patients. This could be due to differences
in level of data review, or differences in the types of patients served that facilitate or expedite the
assessment in some way. Agencies that suspended OASIS data collection for private pay patients
show the expected lower assessment cost for those patients. However, they also show a slightly
higher cost per OASIS assessment than agencies that continued. This is likely due to the fact that
some relatively fixed costs of OASIS assessments (e.g., training the same number of nurses) are
spread across a smaller number of OASIS assessments.

Abt Associates inc. OASIS Study
12/30/2005 Final Report 109



0k}

Moday jeuid
Apmsg SISVO

S00Z/0€/C1
*ou} S8JRI20SSY QY

LEg=Sjuapuodsai ‘cooz ‘seiousby S\mml BLIOH JO ABANS Jijousg pue JSOD SS)BI20SSY 1Y :824N0S

. ) ) i . : . . : : ) ) (sisvo-uou)
09228 : Z6'8L% | €603 | 9.°02% 6€°.2% 8€'€TS LO'LS | 6£°GZS YR 4% yE'8ES ¢ 09°1% : 0G'ipS B1B91PBN-UON
. . . . . . . . . . . . SISVO)
GL'9e$ : 022¢$ . 00'LS | 8L¥ES $9°9v$ L50v$ ¢ €5'LS 1 09EvS 9c0.% 2819% i €12 | $0°99% PIEOIPBN/GIEDIPOIN
SISY O papuadsns joyy sa1ouady

. : : : : : : . : : : . (sisvo)
6eLe$ : 96°/.2% | L80% | L9'6C% 80°€r$ 05'6€% 1608 | 62°1V$ LY 1L9% G£'95% | 62'1$ | 88'8S3 81B0IPa\-UON
: : : : : : : . : : : . (s1Sv0)
86'2c$ | ve62% | 88°0% | 9T LES 1R 4% $O'LPS | 6808 : 6L°C2F$ 20°€9% €2'85% | €2'1$ | S9°09% pIEOIPBN/SIBDIPOIN
SISV O panuiuod iy sa1oussy

€5'ee$ | ze'ses | 609L% | L1228 GG 1S$ €G'GES | CL'ECS : LE'8ES 16'¥S$ €9°06¢ | 60°1S | 22°2S% 8JEJIPSIN-UON
LG LE€S | L0°0€$ | 287128 | L8LES 69°96% 89°Z¥$ | 2L 0ES | 90°GYS 18'v9% L1°09% LZ'LS | 67298 pledipsN/eiedIpaiN
$a10uasy 11y

Jaddn JamoT | Jouy ueapy J8ddn JamoT | Jou3 ueapy Jaddn: J1amon Joaig uea:
PIS PIS pIS JUBWISSASSY J1o9d 150D
[eAI8)U| 9OUBPIUOD leAlalu] 9ouUaplyuo) |eAJa)JU} 9oUaplUOD
abieyosiq dn-mojjo4 ale) jo uonduwnsay/aie)-jo-ueis

e o

.

SjuaWISSassy Aed 9jeAlld Pue paiinbay-SISYO 10} 3509 Joge] JUswssassy 8¢y djqel




Other Labor Cost

Agencies were asked to report other labor costs related to comprehensive assessment of their patients.

This is not time spent on individual assessments, but rather time spent on assessment- or data-related
activities, such as (1) reviewing assessment data quality at an aggregate level (for example, reviewing
clinical information system summary reports on error rates) or (2) OASIS and other assessment
training time, including learning time as well as teaching time, if teacher is an agency employee. The
total hours reported for these activities were converted to per-assessment minutes, and costed out
using the same BLS/OES rates. Because the distribution is skewed, we present both means and
medians (Table 4.39). One might expect that the resources would be lower for private pay
assessments, which are not required to be encoded and transmitted to the data repository, and bwer in
agencies which suspended OASIS data collection. While the latter pattern is apparent, among
agencies continuing OASIS data collection, both mean and median per-assessment cost are frequently
higher for private pay assessments. Conceivably, this could be due to imprecision in estimating
annual hours spent on data quality activities by payer source when sample sizes are relatively small.

Table 4.39: Cost Per Assessment for Reviewing Data Quality — by
Continued/Suspended OASIS Data Collection

Non-Medicare/Medicaid

Medicare/Medicaid Patients Patients
Cost Per Assessment Mean Median Mean Median
RN $15.38 $6.16 $11.06 $3.13
Therapist (PT, OT, SLP) $4.52 $0.14 $6.53 $0.09
Clerical staff ‘ $2.34 $0.72 $2.32 $0.30
Other staff $5.63 $1.54 $5.38 $3.09
Total $27.87 $8.56 $25.29 $6.61
Agencies that Continued OASIS
RN $14.35 $6.16 $10.24 $4.29
Therapist (PT, OT, SLP) $5.73 $0.08 $7.04 $0.00
Clerical staff $2.78 $0.90 $2.71 $0.62
Other staff $5.33 $1.54 $5.96 $3.51
Total $28.18 $8.68 $26.85 $8.42
Agencies that Suspended OASIS
RN $17.21 $6.11 $12.09 $2.06
Therapist (PT, OT, SLP) $2.53 $0.17 $4.52 $0.10
Clerical staff $1.56 $0.25 $1.78 $0.0
Other staff $6.15 $1.60 $4.54 $2.13
Total $27.46 $8.13 $22.94 $4.29

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents= 631
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Considered by agency size (Table 4.40), economies of scale are apparent for both Medicare/Medicaid
and private pay assessments, especially for the nursing time which comprises the bulk of these
resources.

Table 4.40: Labor Cost Per Assessment for Reviewing Data Quality — by Agency Size

? Medicare/Medicaid Private Pay
Patients Patients
Mean Median Mean Median

Quartile 1 (Smallest Agencies)
RN $23.99 $10.68 $17.99 $9.88
Therapist (PT, OT, SLP) $8.75 $0.00 $6.63 $0.00
Clerical staff $2.68 $0.85 $2.22 $0.00
Other staff $4.69 $0.00 $6.21 . $0.00
Total $40.11 $11.53 $33.05 $9.88
Quartile 2
RN $14.39 $5.35 $11.97 $6.36
Therapist (PT, OT, SLP) $3.07 $0.29 $9.06 $0.00
Clerical staff $2.84 $0.92 $3.80 $0.87
Other staff $6.03 $1.96 $5.57 $3.29
Total $26.32 $8.51 $30.40 $10.52
Quartile 3
RN $11.21 $2.56 $8.49 $2.06
Therapist (PT, OT, SLP) $2.55 $0.37 $4.88 $0.17
Clerical staff $1.72 $0.40 $1.79 $0.46
Other staff $6.09 $2.00 $5.49 $3.39
Total $21.57 $5.33 $20.65: $6.07
Quartile 4 (Largest Agencies)

& RN $8.94 $3.07 $6.37 $1.13
Therapist (PT, OT, SLP) $3.24 $0.44 $5.75 $0.40

. Clerical staff $2.18 $0.47 $1.62 $0.21
Other staff $5.62 $1.98 $4.43 $1.83
Total $19.97 $5.97 $18.16 $3.57

Source- Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents= 631
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Labor costs for assessment training activities were treated in a similar manner. By continued/
suspended status (Table 4.41) they are higher for private pay assessments. While this may again be
due to smaller sample size and “lumpy” time estimates, it is likely also be due to the fact that most
agencies serve relatively small numbers of private pay patients, but an individual staff member must
still receive a certain number of hours of training regardless of how many assessments they will
actually be performing. In addition, per-diem staff or others who work part time may incur training
costs but perform relatively few assessments, increasing the per-assessment costs.”” QOASIS training
costs are higher for agencies that suspended collection (which, we know, are smaller on average than
those which continued). In addition, suspending data collection further reduces the number of QASIS
assessments over which the fixed costs of training can be spread.

Table 4.41: Labor Cost Per Assessment for Training Related to OASIS and Other
Comprehensive Assessments — by Continued/Suspended OASIS Data Collection

M»edicarel-Medicaid Non-Medicare/ Non-
Patients (OASIS) Medicaid Patients

Agencies that Continued OASIS*
RN $6.56 $2.34 $6.56 $2.34
Therapist (PT, OT, SLP) $2.29 $0.54 $2.29 $0.54
Clerical staff $1.11 $0.22 $1.11 $0.22
Other staff $1.29 $0.45 $1.29 $0.45
Total $11.24 $3.55 $11.24 $3.55

Agencies that Suspended OASIS
RN $7.63 §2.33 $11.10 $3.07
Therapist (PT, OT, SLP) $2.90 $0.89 $5.17 $1.08
Clerical staff $0.72 $0.13 $1.03 $0.14
Other staff $2.18 $0.67 $4.02 $0.86
Total $13.43 $4.03 $22.22 $5.15

“Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents= 631

Notes: (1) Cost per assessment assumes 1.92 assessments per admission.
(2) Training cost per assessment for agencies that continued OASIS data collection represents OASIS
costs allocated across all assessments conducted (both Medicare/Medicaid & private pay patients).

37 Without knowing each agency’s staffing patterns, it was not possible to evaluate some of the large estimates
that they supplied. In an effort to corroborate or refine these estimates, we informally canvassed staff from
anumb er of providers on the TEP to solicit their estimates of annual assessment training time per staff
member(new employees and others.) Even these estimates varied by a factor of 10.
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When training costs are broken down by agency size category (Table 4.42), additional economies of
scale can be observed. The average training cost per Medicare/Medicaid OASIS assessment for the
largest agencies is only 41 percent the cost ($7.99/819.51) at the smallest agencies; for private pay
assessments, the cost at the largest agencies is estimated to be only 46 percent of the cost at the
smallest agencies.

Table 4.42: Cost Per Assessment for Training Related to OASIS and Other
Comprehensive Assessments — by Agency Size

Medicare/Medicaid Private Pay
Patients (OASIS) Patients

Mean Median Mean Median
Quartile 1 (Smallest Agencies)
RN $12.12 $6.64 $12.63 $3.64
Therapist (PT, OT, SLP) $3.68 $0.46 $8.97 $0.00
Clerical staff $1.84 $0.49 $2.65 $0.00
Other staff $1.87 $0.81 $5.33 $0.00
Total $19.51 $8.41 $29.59 $3.64
Quartile 2
RN $4.65 $2.33 $14.21 $6.81
Therapist (PT, OT, SLP) $1.82 $0.68 $4.57 $2.12
Clerical staff $0.69 $0.28 $3.22 $0.40
Other staff $1.28 $0.64 $4.29 $1.94
Total $8.44 $3.93 $26.30 $11.27
Quartile 3
RN $4.39 $1.89 $9.82 $1.90
Therapist (PT, OT, SLP) ‘ $2.39 $1.08 $3.75 $1.33
Clerical staff $0.64 $0.13 $1.00 $0.12
Other staff $2.01 $0.62 $3.88 $1.35
Total $9.42 $3.71 $18.44 $4.70
Quartile 4 (Largest Agencies)
RN $4.71 $1.18 $6.72 $1.29
Therapist (PT, OT, SLP) $1.92 $0.58 $3.53 $0.73
Clericai staff $0.36 $0.06 $1.18 $0.07
Other staff $1.00 $0.21 $2.15 $0.28
Total $7.99 $2.02 $13.59 $2.38

Source- Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents= 631
Note: Cost per assessment assumes 1.92 assessments per admission.

Abt Associates Inc. OASIS Study
12/30/2005 Final Report 114



Other Assessment-Related Costs

Surveyed home health agencies were asked to report non-labor costs related to their comprehensive
assessment activities. These included items such as printing, data entry, data scanning, or data
validation services, software and hardware, or consultants (e.g., training.) These costs were not
reported separately by payment source. For consistency, we report it on a per-assessment basis (Table
4.43.) The overall average reported cost per assessment was $7.05, the median was $1.00. The
largest portion of these costs was software and computer costs (63 percent). Agencies that had
suspended OASIS data collection for private pay patients reported costs that were 26 percent lower,
with proportional differences in most of the cost components.

Table 4.43: Cost Per Assessment: Other Costs Associated with Comprehensive
Assessment Data Collection

Medicare/Medicaid AND
Private Pay Patients

All Agencies Mean Median
(External) training on OASIS and other comprehensive assessments $0.72 $0.00
Data entry/scanning provided by an external vendor $0.18 $0.00
Data validation analysis provided by an external vendor $0.14 $0.00
Printing Costs $1.59 $0.53
Internal Software and computer hardware $4.41 $0.47
Other costs $0.01 $0.00
Total $7.05 $1.00

Agencies that Continued OASIS for Private Pay

(External) training on OASIS and other comprehensive assessments $0.76 $0.00
Data entry/scanning provided by an external vendor $0.20 7 $0.00
Data validation analysis provided by an external vendor $0.14 $0.00
Printing Costs $1.78 $0.53
Internal Software and computer hardware $4.89 $0.72
Other costs $0.01 $0.00
Total $7.77 $1.25
Agencies that Suspended OASIS for Private Pay

(External) training on OASIS and other comprehensive assessments $0.65 $0.00
Data entry/scanning provided by an external vendor $0.16 $0.00
Data validation analysis provided by an external vendor $0.13 $0.00
Printing Costs $1.26 $0.54
Internal Software and computer hardware $3.55 $0.00
Other costs $0.01 $0.00
Total $5.75 $0.54

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents= 631
Note: Cost per assessment assumes 1.92 assessments per admission.
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Total Cost per Assessment

All of the cost components identified by the survey were aggregated to create an estirnate of total cost
per assessment. (Table 4.44) This incorporates labor cost for training, conducting the assessment, and
data quality review, plus nonlabor costs. Agencies that suspended collecting OASIS on private pay
patients had lower labor costs per assessment for conducting the assessments and for data quality
review, but the savings were partially offset by the costs of training on a different assessment
protocol. When spread over the generally small base of private pay assessments, this yields a high
cost per assessment. Agencies that suspended collecting OASIS on all patients also had slightly
higher costs per OASIS assessment of Medicare/Medicaid patients, presumably because the fixed
costs of OASIS were being spread over fewer assessments.

impact of Mandating OASIS Data Collection

In order to estimate the cost impact of mandating the collection, encoding, and transmission of
OASIS data on private pay patients, we draw on two types of data. Several items on the survey solicit
respondents’ estimates of the impact on agency costs for data quality review, assessment training, and
nonlabor costs (assuming no change in assessment volume.)

To estimate assessment labor costs under a full mandate, we assume that the cost of collecting OASIS
on private pay patients will be the same as the current cost of collecting data on Medicare/Medicaid
patients. For agencies that have continued OASIS data collection, the incremental cost is small; for
those that have suspended OASIS collection, the cost will be more considerable (Table 4.45.) To
estimate the total cost per private admission, we use an algorithm based on frequency of the various
assessment types supplied by OCS. .

To these labor costs must be added the other incremental costs — training, data quality review, other
costs (Table 4.46.) Unlike assessment labor costs, without knowing suspended agencies’ staffing
patterns (e.g., Are all staff already trained on OASIS?), it was not possible to estimate incremental
training costs from our existing data on current training expenditures. Therefore, we asked
respondents to estimate directly the total time that would be spent on OASIS training if OASIS were
mandated for private pay patients. About half of those who had suspended data collection reported
that the total OASIS hours would be the same, others provided estimates of hours by staff category. If
the hours reported were LESS than current OASIS training hours, we assumed they were trying to
report an increment and added the figure to current OASIS hours; if they reported the same or more
hours for OASIS, we assumed it was the new total for OASIS. To calculate the increment, we
subtracted the sum of current assessment training hours (OASIS plus other) from this figure, and
divided by total assessments. This yielded a small increase per assessment for agencies which had
continued OASIS data collection , and savings for agencies which had suspended — since they would
no longer need to provided two separate types of training.

Combined, these estimates yield a per-assessment estimate of the average per-assessment labor cost
of mandating OASIS. To these must also be added HHA’s estimates of other incremental costs of
OASIS data collection, encoding, and transmission for all patients — such as increases in external
consultants for assessment-related training, external data entry or scanning, external data validation or
analysis, internal software and computer hardware, and printing. Respondents were asked to
estimate the total one-time cost for the transition, plus any increase or decrease in such costs on an
annual basis (Table 4.47). On a per-assessment data, these costs were estimated to be low — a mean
$.12 per assessment for transition costs, and $.58 per assessment in ongoing costs. The total
incremental cost per assessment (including one-time transition cost in the first year) is estimated to be
approximately $8 per assessment for agencies that continued to collect OASIS on their private pay
patients, and at from $22 to $33 per assessment for agencies which suspended such data collection.
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Table 4.44: Total Cost per Assessment - Labor and Other Costs

Start of Care Follow-Up Discharge
Mean Cost per Assessment Medicare: Non- :Medicare; Non- |Medicare; Non-
IMedicaidiMedicare/:/Medicaid;Medicare/{/Medicaid Medicare/
non- non- non-
Medicaid Medicaid Medicaid
Assessment Labor Costs - per assessment
Agencies that continued OASIS for - ¢q 65 g5g88 | $42.79 | $4120 | $31.26 | $29.67
private pay
Agencies that suspended OASIS -+ g5q 04 §4150 = $43.60 | $25.39 @ $34.18 = $20.76
for private pay
Data Quality Review Costs - per
assessment
Agencies that continued OASIS for | ¢,0 18 = ¢35 85 = $28.18 | $26.85 | $28.18 | $26.85
private pay
Agencies that suspended OASIS o7 45 ¢35 94 | $27.46 @ $22.04 | $27.46 | $22.94
for private pay
Training Labor Costs - per
assessment
Agencies that continued OASIS for | ¢y 54 | 61924 | 1124  $1124 | $11.24 | $11.24
private pay
Agencies that suspended OASIS | g13 43 42020 | §13.43 | $2222 | $13.43  $22.22
for private pay
Other Costs - per assessment
AgenCIes that continued OASIS for $7.77 $7.77 $7.77 $7.77 $7.77 $7.77
private pay
Agencies that suspended OASIS  ¢575  g575 © g575 | $575 | $575 | $5.75
for private pay
Total Costs - per assessment
Agencies that continued OASIS for . ¢147 a4 §10474  $89.99 | $87.15 | $78.46 | $75.53
private pay
Agencies that suspended OASIS  ¢115 68\ 9041 = $90.24 | $76.20 | $80.82 | $71.67
for private pay

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents= 631
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Table 4.45: Assessment Labor Costs Associated with Mandating OASIS

Labor Cost per Assessment Start of Care Follow-Up Discharge
All Agencies

Medicare/Medicaid $62.49 $43.07 $32.25
Private Pay $52.77 $35.67 $26.50
Difference $9.72 $7.40 $5.75
Agencies That Continued OASIS for Private Pay

Medicare/Medicaid $60.65 $42.79 $31.26
Private Pay $58.88 $41.29 $29.67
Difference $1.77 $1.50 $1.59
Agencies That Suspended OASIS for Private Pay:

Medicare/Medicaid $66.04 $43.60 $34.18
Private Pay $41.50 $25.39 $20.76
Difference $24.54 $18.22 $13.42

Per Admission Labor Cost of Mandating OASIS for Private Pay: Assessment Costs

All Agencies $14.28
Agencies that continued OASIS for private pay $3.22
Agencies that suspended OASIS for private pay $37.55

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents= 631

Note: Cost per admission assumes 1 start of care + .14 followup + .78 discharge assessments per admission.
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Table 4.46: Impact of Mandating OASIS: Other Costs Per Assessment

All Agencies Agencies that Agencies that
Continued OASIS for | Suspended OASIS for
Private Pay Private Pay
Confidence Confidence Confidence
Interval Interval Interval
Cost Per Mean | Lower: Upper: Mean ! Lower! Upper| Mean | Lower: Upper
Assessment

Review of Data Quality

-~ -

$2.20  $1.20 @ $319

$182  $055 @ $3.10

$3.04 | $153 | $4.55

Therapist (F;T,"OT,

$0.42 . $0.07 . $0.76

$0.16 : $0.10 | $0.22

$1.03 | -$0.13 | $2.20

SLP)
Clerical staff $0.37 : $0.25 : $0.49 . $0.25 : $0.16 | $0.35 $0.64 $0.46 ;| $0.83
Other staff $0.60 ;| $0.38 : $0.82 | $0.34 | $0.18 | $0.49 : $1.20: $0.66 | $1.73 v

Total Review of Data
Quality

$3.59 | $1.90 : $5.27

$2.57 . $0.99 | $4.15

$5.91 | $2.52 | $9.31

Training

RN $0.321 -$0.92 | $0.28 | $0.30 | -$0.36 | $0.95 | -$1.54 | -$2.77 | -$0.31
;tgfpiSt (PT, OT, $0.20 | -$0.47 | $0.07 | -$0.05 | -$0.27 | $0.17 | -$0.55 | -$1.23 | $0.13
Clerical staff $0.05 | -$0.09 | $0.19 . $0.10 | -$0.10 | $0.30 | -$0.06 | -$0.16 | $0.04
Other staff $0.03 | -$0.20 | $0.26 | $0.14 | -$0.14 | $0.42 | -$0.21 | -$0.60 | $0.19

Total Training

-$0.44 | -$1.68 : $0.80

$0.49 : -30.86 | $1.84

-$2.36 | -$4.76 | $0.05

Other costs

One time transition

$0.12 | $0.07 : $0.17

$0.07 | $0.02 | $0.12

$0.22 ¢ $0.10 | $0.34

Annual costs

$0.58 | $0.42 | $0.74

$0.17 | $0.09 | $0.25

$1.39 ;| $0.95 | $1.82

Total Year 1

$3.85 | $0.71 ; $6.98

~ $3.30 | $0.23 | $6.36

$5.16 : -$1.20 ; $11.53

Total Annual

$3.73 | $0.64 | $6.81

$3.23 | $0.22 | $6.24

$4.94 | -$1.30 | $11.18

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631
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Table 4.47: Assessment and Other Costs Associated with Mandating OASIS

Incremental Cost per Assessment for private pay

patient Start of Care Follow-Up Discharge
Assessment Costs

All agencies $9.72 $6.69 $4.64
Agencies that continued OASIS for private pay $1.77 $1.50 $1.59
Agencies that suspended OASIS for private pay $24 .54 $18.22 $13.42
Data Quality Review Costs

All agencies $3.59 $3.59 $3.59
Agencies that continued OASIS for private pay $2.57 $2.57 $2.57
Agencies that suspended OASIS for private pay $5.91 $5.91 $5.91
Training Costs

All agencies -$0.44 -$0.44 -$0.44
Agencies that continued OASIS for private pay $0.49 $0.49 $0.49
Agencies that suspended OASIS for private pay -$2.36 -$2.36 -$2.36
One-time Transition Costs

One-time transition costs: All agencies $0.12 $0.12 $0.12
One-time transition costs: Agencies that continued

OASIS for private pay $0.07 $0.07 $0.07
One-time transition costs: Agencies that suspended

OASIS for private pay $0.22 $0.22 $0.22
Annual Costs

Annual costs: All agencies $3.73 $3.73 $3.73
Annual costs: Agencies that continued OASIS for

private pay $3.23 $3.23 $3.23
Annual costs: Agencies that suspended OASIS for

private pay $4.94 $4.94 $4.94
“Total Incremental Cost per Assessment

Al Agencies $16.71 $13.68 $11.63
Agencies that continued OASIS for private pay $8.12 $7.86 $7.95
Agencies that suspended OASIS for private pay $33.26 $26.94 $22.14

Per Admission Cost of Mandating OASIS for Private Pay Assessment Costs

All Agencies $27.70
Agencies that continued OASIS for private pay $15.42
Agencies that suspended OASIS for private pay $54.30

Note: Cost per admission assumes 1 start of care + .14 followup + .78 discharge assessment per private pay

admission.
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The net impact of such a mandate on any particular agency would depend on its patient volume, its
use of nurses versus therapists (and full versus part-time staff) in conducting assessments, and its
payer mix (which determines the number of additional OASIS assessments to be conducted.) Table
4.48 shows the mean impact on assessment minutes by agency continued/suspended status. Of course,
agencies which had suspended OASIS data collection would be required to make a much greater
investment for the additional OASIS assessment data collection.

i Table 4.48: Impact of Requiring OASIS on Average Agency Assessment Minutes — by
Continued/Suspended
All Agencies Agencies that Agencies that
Continued OASIS for | Suspended OASIS for
Private Pay Private Pay
Confidence Confidence Confidence
Interval Interval Interval
'Avverage Mean Lower: Upper: Mean | Lower; Upper! Mean | Lower Upper
Start of Care
Average time: Medicare 156.28:148.69: 163.87: 153.75: 146.76 | 160.74} 161.06. 145.30} 176.83
viffié’f time: Weighted 151.80 145.18: 158.42 152.68 145.70 | 159.65 150.15! 137.63 | 162.66

Average time: Non-Medicare :129.48:123.06:135.90:143.74:135.50: 151.97  102.63; 93.56 | 111.70

Percent Impact on Average
Time from Mandating OASIS : 2.87% 0.70% 6.78%
for private pay patients

Follow-up
Average time: Medicare 107.85:102.59 113.10 108.82|103.70 | 113.93 | 106.01; 94.19 | 117.84
z‘\‘,’:r':g: time: Weighted 104.17: 99.62 1 108.72: 107.92/ 102.85 112.99| 97.11 | 88.71 | 105.51

Average time: Non-Medicare : 88.28 : 82.79 | 93.78 | 101.53; 95.23 :107.82! 63.34 | 56.61 | 70.07

Percent Impact on Average
Time from Mandating OASIS | 3.41% 0.82% 8.40%
for private pay patients

Discharge
Average time: Medicare 80.80 | 75.85 | 85.74 | 79.73 | 74.97 | 84.48 | 82.82 | 71.79 | 93.84
;\\‘/’:rr:g: time: Weighted 7791 | 73.84 8197 7881 | 74.09 | 8354 | 76.20 | 69.06 | 83.34

Average time: Non-Medicare : 65.69 ; 6143 : 69.95 : 73.10 | 67.91 | 78.29 | 51.73 | 46.26 | 57.21

Percent Impact on Average
& Time frorn Mandating OASIS | 3.57% 1.14% 7.99%
for private pay patients
Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631

* Note that total minutes takes account of the proportion of assessments completed by RNs and therapists, weighted
average takes into account each agency’s payer mix.
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Table 4.49 shows the same information by agency size categories. The requirement for additional
assessment minutes (in percentage terms) is not correlated with agency size. There does not appear to
be a disproportional burden on small (or large) agencies.

Table 4.49: Impact of Requiring OASIS on Average Agency Assessment Minutes - By

Agency Size
Quartile 1 (Smallest) Quartile 2 Quartile 3 Quartile 4 (Largest)
Confidence Confidence Confidence Confidence
Interval Interval Interval Interval
Mean Lower:UpperiMean :Lower:Upper iMean ;Lower:Upper :Mean ;Lower Upper
Start of

Care/Resumption
of Care

Average time:

Medicare

145.43:128.65:162.22

155.89:145.97:165.81

165.81146.89:184.73

165.34;155.72174.97

Average time:
Weighted average

142.121127.71:156 .52

152.71:142.88:162.55

1568.77.144.54/172.99

160.44{150.93 169.94

Average time:
Private Pay

121.93{108.44;135.43

126.14:112.32:139.96

133.72123.65,143.80

143.38133.31/163.45

Percent Impact on
Average Time from
Mandating OASIS
for Private Pay

2.33%

2.08%

4.44%

3.06%

Follow-up

Average time:
Medicare

100.03{88.43 :111.63

104.01:96.09 :111.92

115.29105.84,124.74

119.321111.08 127.55

Average time:

95.93 {87.67 {104.19

101.77:93.85 :109.68

110.46102.69,118.24

116.80;107.73123.88

Weighted average

Average time: 79.59 (68.52 i90.67 i85.79 i73.16 i98.42 i92.28 i82.11 {102.45;103.34;95.09 {111.59
Private Pay ‘ i

Percent impacton :4.27% 2.20% 4.37% 3.03%

Average Time from
Mandating OASIS
for Private Pay

Discharge

Average time: 83.69 i70.86 i96.53 :80.99 i74.97 :87.01 {79.84 :72.76 i86.91 {77.60 :71.85 {83.34
Medicare

Average time: 79.59 i70.80 :88.37 i79.19 :73.19 :85.19 {76.68 {70.70 }82.67 {75.76 {70.20 {81.33
Weighted average

Average time: Non- 164.42 {55.01 i73.82 i66.15 i57.47 :74.83 |64.97 {569.08 {70.86 i69.34 :63.78 i74.90
Medicare

Percent Impacton :5.16% 2.27% 4.11% 2.42%

Average Time from
Mandating OASIS
for Private Pay

Source: Abt Associates Cost and Benefit Survey of Home Health Agencies, 2005, respondents=631
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4.5 Agency characteristics that impact OASIS costs

To estimate the relationship between agency characteristics and various OASIS-related outcomes, we
estimated a series of multivariate regression models. The independent variables in the model

inciided whether the agency continued to collect OASIS for private pay patients, agency size
(measured based on number of admissions), region, whether the agency was rural, whether the agency
was for-profit, accreditation status, whether the agency is part of an organization with a separate non-
certified provider, whether the agency reported a staffing shortage over the past 12 months,
percentage of Medicare/Medicaid patients, and percentage of managed care patients.

RN minutes for Medicare/Medicaid Start-of-Care Assessments: Agencies in the South
took 15 minutes fonger than agencies in the West and Northeast; (Table 4.50) for-profit
agencies required significantly less time; agencies that had a high proportion of staff
using POC technology had significantly hig her RN time; agencies reporting a staffing
shortage had significantly longer RN time.

RN minutes for private pay Start-of-Care Assessments: Adjusting for other factors,
agencies that continued to collect OASIS for these patients had 36 more RN minutes than
those that suspended collection, a difference that was statistically significant at the 1
percent level (Table 4.51). Rural agencies, agencies with high use of POC technology,
agencies that reported a staffing shortage also had higher RN time for private pay
assessments while a higher share of managed care patients was associated with lower
time.

Total staff costs for Medicare start-of-care assessments: This model examined factors
related to total staff costs (including RN, therapists, clerical, and other staff). Agencies in
the South and agencies reporting a staffing shortage had significantly higher total costs
than other agencies, adjusting for the other factors in the model (Table 4.52).

Total staff costs for private pay start-of-care assessments: Staff time costs for agencies
that continued to collect OASIS were $19 higher than for agencies that suspended
collection, a statistically significant difference (Table 4.53). Agencies that were part of a
chain, agencies with high use of POC technology, and agencies reporting a staffing
shortage also had significantly higher staff costs for private pay assessments.

Difference in RN minutes for Medicare/Medicaid and private pay assessments: Not
surprisingly, this difference was much smaller for agencies that continued to collect
OASIS (Table 4.54). It was also smaller for rural agencies and larger for agencies
located in the South.

Difference in staff costs for Medicare/Medicaid and private pay assessments: The
difference was significantly larger for agencies that continued to collect OASIS and
significantly smaller for agencies with high use of POC technology (Table 4.55).

RN data quality review hours per assessment for Medicare/Medicaid assessments:
Size was a significant predictor of RN data quality review hours for OASIS required
assessments, with smaller agencies spending longer on this activity than larger agencies.
Relative to agencies in the largest size quartile, agencies in the smallest quartile spent
0.64 more hours, and agencies in the second smallest size quartile spent 0.3 more hours,
adjusting for the other factors in the model (Table 4.56). For-profit agencies reported
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more RN data quality review hours, as did agencies in the Midwest, agencies with high
use of POC technology, and agencies reporting a staffing shortage.

e RN data quality review hours per assessment for private pay assessments: As with

OASIS required assessments, size was a significant predictor of data quality review time,
as was for-profit status and use of POC technology (Table 4.57).

o RN training hours per assessment for OASIS assessments: RN training hours were

significantly higher for agencies in the smallest size quartile, for agencies in the
Northeast and the South, at for-profit agencies, and for agencies that reported a staffing

shortage (Table 4.58).

e RN training hours per assessment for non-OASIS assessments: This model was
estimated only for agencies that suspended OASIS data collection. Non-OASIS RN
training hours were significantly higher for agencies in the South and the Midwest, as

well as for agencies that reported a staffing shortage (Table 4.59).

Table 4.50 ‘
Factors Associated With RN Minutes for Start-of-Care Medicare/Medicaid
Assessments
Parameter Estimate Standard Error T-value
Intercept 137.568*** 20.587 6.680
Agency continued to collect OASIS -1.324 5.011 -0.260
Size: Smallest quartile 5.260 7.828 0.670
Size: Quartile 2 6.275 7.356 0.850
Size: Quartile 3 5.825 6.811 0.860
Northeast 0.474 8.111 0.060
Midwest 2.691 7.029 0.380
South 15.257** 6.697 2.280
Rural 7.974 5.478 1.460
For-profit -11.168* 6.018 -1.860
Agency has JCAHO or CHAP -2.672 5.437 -0.490
accreditation
Includes non-certified provider -1.362 5.169 -0.260
Agency is part of a chain 5.903 6.156 0.960
50% or more of staff use POC technology 11.748™ 5.751 2.040
Agency reports staffing shortage 8.664" 4.777 1.810
Percent Medicare/Medicaid patients -0.317 0.220 -1.440
Percent managed care patients -0.246 0.151 -1.640
N=603
Source: OASIS Cost and Benefit Survey, 2005
*: Statistically significant at 10% level
**. Statistically significant at 5% level
»**: Statistically significant at 1% level
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Table 4.51

Factors Associated With RN Minutes for Start-of-Care Private Pay Assessments

Parameter Estimate Standard Error T-value
Intercept 72.181%* 16.761 4.310
Agency continued to collect OASIS 39.467** 4.180 9.440
Size: Smallest quartile 1.979 7.483 0.260
Size: Quartile 2 5.747 6.742 0.850
Size: Quartile 3 1.859 6.295 0.300
Northeast -1.089 7.970 -0.140
Midwest 0.639 6.143 0.100
South 10.113 6.227 1.620
Rural 13.429*** 5.097 2.630
For-profit -7.138 5.534 -1.290
Agency has JCAHO or CHAP
accreditation 0.902 5123 0.180
Includes non-certified provider -2.668 4,749 -0.560
Agency is part of a chain 5.893 5.826 1.010
50% or more of staff use POC technology 16.747*** 5.677 2.950
Agency reports staffing shortage 10.178** 4.608 2.210
Percent Medicare/Medicaid patients -0.102 0.180 -0.570
Percent managed care patients -0.288* 0.141 -2.040
N=603
Source: OASIS Cost and Benefit Survey, 2005
*: Statistically significant at 10% level
**: Statistically significant at 5% level
***- Gtatistically significant at 1% level
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Table 4.52
Factors Associated With Staff Cost for Medicare/Medicaid Start-of-Care

Assessments

Parameter Estimate Standard Error T-value

P Intercept 68.680 10.684 6.430
Agency continued to collect OASIS -2.356 2444 -0.960
Size: Smallest quartile -1.064 3.776 -0.280
Size: Quartile 2 0.061 3.624 0.020
Size: Quartile 3 2.478 3.361 0.740
Northeast -3.703 4238 -0.870
Midwest -2.161 3.739 -0.580
South 6.244* 3.529 1.770
Rural 1.302 2.644 0.490
For-profit -3.376 2.921 -1.160
Agency has JCAHO or CHAP
accreditation 0.761 2.730 0.280
Includes non-certified provider -0.125 2.492 -0.050
Agency is part of a chain 4.261 2.983 1.430
50% or more of staff use POC technology 2.753 2.849 0.970
Agency reports staffing shortage 4.146* 2.342 1.770
Percent Medicare/Medicaid patients -0.101 0.110 -0.910
Percent managed care patients -0.036 0.092 -0.390
N=599

Source: OASIS Cost and Benefit Survey, 2005

*: Statistically significant at 10% level
**: Statistically significant at 5% level
*** Statistically significant at 1% level
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Table 4.53

Factors Associated With Staff Cost for Private Pay Start-of-Care Assessments

12/30/2005

Final Report

Parameter Estimate Standard Error T-value
Intercept 43.448** 8.160 5.320
Agency continued to collect OASIS 19.028*** 2.140 8.890
Size: Smallest quartile -4.248 3.888 -1.090
Size: Quartile 2 -1.696 3.469 -0.490
Size: Quatrtile 3 -0.445 3.261 -0.140
Northeast -4.811 3.988 -1.210
Midwest -1.268 3.259 -0.390
South 4.982 3141 1.590
Rural 2.433 2.399 1.010
For-profit -2.242 2.730 -0.820
Agency has JCAHO or CHAP
accreditation -0.657 2.510 -0.260
Includes non-certified provider -1.584 2335 -0.680
Agency is part of a chain 4,747 2.880 1.650
50% or more of staff use POC technology 5.846** 2.762 2120
Agency reports staffing shortage 5.031** 2.228 2.260
Percent Medicare/Medicaid patients -0.059 0.087 -0.670
Percent managed care patients -0.083 0.073 -1.150
N=587
Source: OASIS Cost and Benefit Survey, 2005
*: Statistically significant at 10% levet
**: Statistically significant at 5% level
***. Statistically significant at 1% level
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Table 4.54

Difference in RN Minutes for Medicare/Medicaid and Private Pay Start-of Care

Assessments
Parameter Estimate Standard Error T-value
Intercept 53.695*** 12.704 4.230
Agency continued to collect OASIS -40.233*** 2.990 -13.460
Size: Smallest quartile 3.523 3.693 0.950
Size: Quartile 2 1.598 3.422 0.470
Size: Quartile 3 4.252 3.381 1.260
Northeast 2.319 3.704 0.630
Midwest 3.474 3.766 0.920
South 5.825** 2913 2.000
Rural -5.618** 2.702 -2.080
For-profit -4.753 3.040 -1.560
Agency has JCAHO or CHAP
accreditation -2.081 2.553 -0.820
Includes non-certified provider 1.691 2.678 0.630
Agency is part of a chain 0.174 2.900 0.060
50% or more of staff use POC technology -4.089 2491 -1.640
Agency reports staffing shortage -1.567 2412 -0.650
Percent Medicare/Medicaid patients -0.111 0'145. -0.770
Percent managed care patients 0.073 0.094 0.780
N=602
Source: OASIS Cost and Benefit Survey, 2005
*: Statistically significant at 10% level
**: Statistically significant at 5% level
***. Statistically significant at 1% level
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Table 4.55

Difference in Staff Costs for Medicare/Medicaid and Private Pay Start-of Care

Assessments
Parameter Estimate Standard Error T-value
Intercept 25.362*** 6.093 4.160
Agency continued to collect OASIS -21.456™** 1.482 -14.480
Size: Smallest quartile 3.170* 1.771 1.790
Size: Quartile 2 1.769 1.638 1.080
Size: Quartile 3 2.724* 1.487 1.830
Northeast 0.843 1.739 0.480
Midwest -0.866 1.630 -0.530
South 1.656 1.478 1.120
Rural -1.229 1.246 -0.990
For-profit -1.536 1434 -1.070
Agency has JCAHO or CHAP
accreditation 1.201 1.135 1.140
Includes non-certified provider 1.194 1.304 0.920
Agency is part of a chain -0.159 1.269 -0.130
50% or more of staff use POC technology -2.601** 1.206 -2.160
Percent Medicare/Medicaid patients -0.783 1.066 -0.730
Agency reports staffing shortage -0.043 0.066 -0.650
Percent managed care patients 0.048 0.048 1.000
N=585
Source: OASIS Cost and Benefit Survey, 2005
*: Statistically significant at 10% level
**: Statistically significant at 5% level
***. Statistically significant at 1% level
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Table 4.56

RN Hours for Data Quality Review per Assessment for Medicare/Medicaid Patients

Parameter Estimate Standard Error T-value
Intercept 0.466 0.336 1.390
Agency continued to collect OASIS -0.053 0.071 0.740
Size: Smallest quartile 0.640"* 0.128 5.000
Size: Quartile 2 0.297*** 0.105 2.820
Size: Quartile 3 0.166* 0.098 1.700
Northeast -0.103 0.148 -0.700
Midwest -0.339*** 0.131 -2.580
South --0.186 0.133 -1.410
Rural -0.039 0.076 -0.510
For-profit 0.233** 0.084 2.770
Agency has JCAHO or CHAP -0.012 0.083 -0.150
accreditation
Includes non-certified provider 0.052 0.081 0.640
Agency is part of a chain 0.003 0.088 0.030
50% or more of staff use POC technology 0.132* 0.071 1.850
Agency reports staffing shortage 0.183™ 0.072 2.520
Percent Medicare/Medicaid patients -0.003 0.004 ~-0.780
Percent managed care patients 0.002 0.003 0.840
N=458
Source: OASIS Cost and Benefit Survey, 2005
*: Statistically significant at 10% level
**: Statisticaily significant at 5% level
***: Statistically significant at 1% level
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Table 4.57

RN Hours for Data Quality Review per Assessment for Private Pay Patients

Parameter Estimate Standard Error T-value
Intercept 4.163 7.044 -0.590
Agency continued to collect OASIS -1.844 2.023 -0.910
Size: Smallest quartile 13.913** 5.161 2.700
Size: Quartile 2 7.193** 3.163 2.270
Size: Quartile 3 3.110 2.894 1.070
Northeast 0.657 4.110 0.160
Midwest -4.453 2.759 -1.610
South -0.437 2975 -0.150
Rural -0.606 2.308 -0.260
For-profit 6.089** 2.843 2.140
Agency has JCAHO or CHAP
accreditation 0.064 1.996 0.030
Includes non-certified provider -1.941 2.141 -0.910
Agency is part of a chain -2.486 2.421 -1.030
50% or more of staff use POC technology 5.295** 2.649 2.000
Agency reports staffing shortage 3.309 2.178 1.520
Percent Medicare/Medicaid patients 0.075 0.070 1.070
Percent managed care patients 0.122 0.093 1.310
N=244
Source: OASIS Cost and Benefit Survey, 2005
*. Statistically significant at 10% level
**: Statistically significant at 5% level
***: Statistically significant at 1% level
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Table 4.58

RN OASIS Training Cost per Assessment

Parameter Estimate Standard Error T-value
Intercept 0.143 0.202 0.710
Agency continued to collect OASIS -0.081 0.046 -1.750
Size: Smallest quartile 0.263"* 0.093 2.830
Size: Quartile 2 -0.025 0.067 -0.370
Size: Quartile 3 -0.039 0.070 -0.560
Northeast 0.079* 0.043 1.850
Midwest 0.179** 0.058 3.080
South 0.150*** 0.050 3.000
Rural 0.037 0.067 0.560
For-profit 0.144* 0.065 2.230
Agency has JCAHO or CHAP -0.029 0.046 -0.630
accreditation
Includes non-certified provider 0.040 0.045 0.890
Agency is part of a chain 0.043 0.059 0.730
50% or more of staff use POC technology 0.020 0.057 0.350
Agency reports staffing shortage 0.104* 0.042 2.470
Percent Medicare/Medicaid patients -0.002 0.002 -1.010
Percent managed care patients -0.001 0.001 -0.780
N=559
Source: OASIS Cost and Benefit Survey, 2005
*: Statistically significant at 10% level
**: Statistically significant at 5% level
*** Statistically significant at 1% level
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Table 4.59
RN Non-OASIS Training Cost per Assessment

wi
Parameter Estimate Standard Error T-value
intercept -0.582 0.380 -1.530

Size: Smallest quartile 0.332 0.231 1.440
Size: Quartile 2 0.100 0.184 0.550
Size: Quartile 3 0.215 0.200 1.080
Northeast 0.268 0.220 1.220
Midwest 0.372** 0.179 2.090
South 0.389** 0.163 2.390
Rural 0.151 0.136 1.120
For-profit 0.162 0.150 1.080
Agency has JCAHO or CHAP
accreditation -0.113 0.144 -0.790
includes non-certified provider -0.028 0.128 0.220
Agency is part of a chain -0.219 0.146 -1.500
50% or more of staff use POC technology -0.058 0.140 -0.410
Agency reports staffing shortage 0.253** 0.126 2.000
Percent Medicare/Medicaid patients 0.006 0.004 1.500
Percent managed care patients 0.001 0.003 0.200
N=141

Source: QASIS Cost and Benefit Survey, 2005

*: Statistically significant at 10% level
**- Gtatistically significant at 5% level
*** Statistically significant at 1% level
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5.0 Discussions with HHAs, QlOs and Accrediting
Organizations

In order to assist us with interpreting survey responses and learn more about how agencies use OASIS
data collected on private pay patients, telephone interviews were conducted with representatives of
eight home health agencies and five Quality Improvement Organizations during the months of June
through August 2005. Discussions were also held with representatives of two Accrediting
Organizations to understand the full range of data requirements that HHAs may have to satisfy for
these accrediting organizations.

e

.
Guam

5.1 Discussions with Home Health Agencies

Abt staff spoke with representatives from a diverse group of home health agencies across the country.
Agencies were located in all regions of the country and evenly divided in size. Urban agencies
st predominated, with six of the agencies serving urban populations. Six of the agencies were not-for-
-profit. Two agencies were part of a chain, three were hospitakbased, one was a VNA and the
remainder were independent. Agencies were selected based on responses to the OASIS Cost and
Benefit Survey that indicated they continue to collect OASIS on all their adult, private pay, non-
maternity, skilled service patients and make use of the data. Respondents were directors of quality
improvement and/or administrators.

During the one-hour interviews, respondents were asked about the OASIS data collection processes at
their agencies, how they made the decision to continue collecting OASIS and what factors influenced
their decision most. Respondents discussed the uses of OASIS data and how their private pay patients
benefit from continued OASIS data collection. Respondents were also asked about potential uses of
the data, and what the barriers might be to those uses. Finally, respondents were asked for their
opinions on the potential impact of future congressional action on data collection at their own agency
and on the industry as a whole. The following discussion highlights the findings from these
interviews.

Topic 1: Data collection processes

o All the agencies interviewed reported they used identical data collection processes for
Medicare/Medicaid and private pay patients.

¢ Point of care (POC) technology was in use at four of the agencies and two used scannable
paper forms. These agencies said the technology was an important factor in their ability
to collect OASIS on all patients as it decreased or eliminated data entry. One agency said
their POC vendor had both an OASIS and a non-OASIS assessment available for use, but
they chose to use just the OASIS version.

t“! ¢ Outcome Concept Systems was used by four agencies for benchmarking and several
- others used software to monitor missing or inconsistent data.

v Topic 2: Decision to continue private pay OASIS collection

¢ Most agencies made the decision to continue OASIS collection on all patients after brief
internal discussions between management and the quality improvement staff. Of the
hospital-based agencies, all three said the hospital was not involved in the decision.
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Several agencies said that they did not think the clinicians at their agency knew that
OASIS was no longer mandated for private pay patients and they hoped it stayed that
way to avoid dissension.

Of the agencies that were part of a chain, one said they made the decision collaboratively
with their “sister” agencies, while another said the decision was made at the corporate
level with no input from them. This latter agency reported that staff felt burdened by the
continued collection because they were not given the resources to handle the demands of
completing OASIS, nor to utilize the data they collected.

Topic 3: Factors influencing the decision to continue private pay OASIS collection

“QASIS is a good tool and it gives us the data we need for care planning.” The most
commonly cited reason for continuing OASIS data collection was the belief that it
facilitates consistent assessment and care planning. Many agencies stressed that they felt
performing an OASIS assessment was part of good care and that all of their patients
deserved to be treated the same. One agency noted that OASIS was especially important
for their private pay patients, because it allowed the agency to identify and document all
the patient’s needs, not just ones an insurance carrier might be targeting. They believed
that a less comprehensive assessment would potentially lead to poorer care for these
patients,

“It would cost us more - in time, trouble, and expense - to change.” Several agencies
used the phrase, “Why reinvent the wheel?” when discussing their decision to continue
OASIS collection. Many noted that their quality monitoring and improvement programs,
their orientation and continuing education training, and their point of care or
benchmarking software are all OASIS-based. OASIS has been integrated into how they
run their agency, care for their patients and measure their effectiveness. These agencies
felt the expense of having two different assessments would outweigh any savings they
might accrue from using an assessment that might take less clinician time, especially
since fewer than 20 percent of their patients were private pay. Some said they simply did
not have the resources necessary to train clinicians and maintain competency on two
different instruments.

Approximately half the agencies mentioned that they thought it would be very confusing
for their staff to decide which tool to use out in the field and that this would result in the
need for belated OASIS assessments being performed on patients that were initially
missed. One agency said there was frequently confusion about payment source when a
patient was first admitted, especially between Medicare and non-Medicare HMOs. Two
agencies also reported that there would be increased dissension among their staff if some
were assigned to patients that required OASIS while others didn’t. Finally, three of the
agencies said that a belief that the suspension might be only temporary did influence their
thinking. “We thought it would be a huge pain for us if we changed our whole assessment
process and then CMS changed their minds”.

“For quality improvement and benchmarking, we want to be able to look at all our
patients.” Of the agencies that are able to examine outcomes for their private pay
patients, all said continued OASIS collection was important to them to understand the
“big picture” of what is happening with their entire patient population. All the agencies
said that their OBQI initiatives are implemented for all their patients, not just those on
Medicare and Medicaid. Those that could examine outcomes believed that looking at
only a portion of their patients would not give them a true understanding of the impact of
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any care initiatives they undertook or where they needed to target staff educational
efforts.

Topic 4: Uses of OASIS data

Identifying patient needs. All the agencies we spoke to said they relied on OASIS data
for assessment and care planning and they felt that OASIS was an appropriate tool for all
their adult non-maternity patients, not just Medicare and Medicaid patients. Several noted
that concerns about some OASIS items being inappropriate for younger patients, such as
questions about incontinence, were due to a lack of education about proper assessment
technique. They stated that as long as the Conditions of Participation require a
comprehensive assessment, they preferred to use one that is nationally recognized as
being a valid and reliable tool. Several agencies reported they use OASIS to identify
specific patient needs by integrating flags into their OASIS assessments to identify
patients who were at risk of falls or medication problems, or needed referrals for therapy
services or specific interventions. One used OASIS to target cases in which telehealth
could be instituted to decrease the use of emergent care.

Identifying areas for practice improvement. Agencies reported that their quality
improvement committees meet regularly to examine OASIS outcomes. Several said they
prefer to look at the data they receive from their internal software or OCS because it
includes their private pay patients and the data are more recent than CMS data, so they
can see what is happening in “real time” for their entire patient population None of the
agencies we spoke to drill down to examine outcomes of their private pay patients
separately, but all who have the capability examine combined data on their private pay
and their Medicare/Medicaid patients.

Agencies reported that areas for improvement are selected based on any outcome
measures that appear to be “trending badly”. They then institute educational efforts or
introduce new care processes in an effort to improve the outcome selected. Examples of
QI efforts that agencies report they have instituted for both their Medicare/Medicaid and
private pay patients included: pain management, medication management, falls
prevention, improvement in dressing, improvement in surgical wounds, and pathways for
dyspnea, diabetes, and congestive heart failure.

Once practice improvements are initiated, several agencies said they post their OBQI
outcomes reports for staff to see. They said staff takes pride in seeing the improvements.
It helps to remind staff of the reasons why OASIS is important and functions as a morale
booster, reinforcing the practice changes.

Marketing to providers, payers and consumers. Three of the agencies said they use
their OASIS data for public relations purposes by showing their measures to consumers,
other providers and referral sources (hospice, hospitals, discharge planners and
physicians). One HHA accomplishes this through meetings with their advisory counsel
and another said they put advertising in their local newspaper. Another agency said their
patients provide them with good “PR” because they always tell their physicians that the
agency did a very thorough job on their assessment. Local physicians reportedly know
the agency is doing a good job because of this.

Fulfillment of accreditation and payer requirements. Three agencies said that
JCAHO requires that they meet standards of care for all patients and that OASIS helps
them accomplish this. Others said that their share of private pay patients is growing, that
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some insurers are starting to be interested in their OASIS outcomes. One said a private
payer has started requiring OASIS data.

Potential uses. Agencies that currently do not have access to outcome reports for their
private pay patients say they would like to be able to do benchmarking and trend analysis
for their private pay patients. One said they would like to use their OASIS data to help
them move to more of a disease management model. Several agencies said they would
like to use private pay outcomes data more in their negotiations and marketing efforts
with insurance plans. Reportedly, private payers have not seemed particularly interested
in home health outcomes up to now, but agencies wonder if the advent of pay for
performance will increase their interest.

Topic 5: Barriers to the use of OASIS data for private pay patients

Inability to generate outcomes due to low patient numbers. Several agencies
mentioned concern that that the number of private pay patients they serve is so low that
it’s difficult to obtain meaningful numbers for outcome measures.

Inability to impact patient outcomes due to short stay. Another frequently raised
issue is that private payers typically will authorize fewer visits than an agency would
provide for the same case with Medicare reimbursement. Agencies believe that patients
are pushed so quickly from home care into outpatient setting that they rarely have time to
make an impact on the patient’s status and achieve improvements.

Low reimbursement from private payers. Two agencies said that reimbursement from
some private payers is so low that it does not cover the time needed to do a thorough
comprehensive assessment. Agencies also reported providing fewer services for private
pay patients than they would for comparable patients with Medicare or Medicaid
coverage due to low reimbursement. This in turn makes improving patient outcomes
more difficult.

Lack of commitment to OBQI from management. Two agencies said that a lack of
commitment to the OBQI process and the unwillingness to devote sufficient resources to
OASIS data collection and analysis were the biggest barriers to use of private pay OASIS
data.

Concerns about the OASIS instrument. Several agencies stated that the OASIS
instrument needed to be streamlined in order to be less resource-intensive. Several also
mentioned that OASIS response categories, particularly for ADL activities such as
toileting and ambulation, do not allow agencies to demonstrate patient progress.

Concerns about QASIS deadlines. One agency stated that the time parameters and
deadlines for submitting OASIS data were too restrictive and should be relaxed to reduce
the burden associated with OASIS.

Concerns about OASIS/OBQI “gaming”. Two agencies commented that OASIS was
subjective and relied on clinicians to provide accurate responses, when in fact there is a

lot of pressure to manipulate OASIS responses to maximize profits. For this reason, they
questioned the value and validity of OBQI reports.
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Topic 6: Opinions on the impact of future congressional action on data collection

If OASIS data collection is reinstituted. Agencies reported that if collection were
reinstated for private pay patients, it would be important for CMS to provide agencies
with outcomes and benchmarking reports on those patients. Most also thought that
reports would have to be separate since private pay patients are significantly different in
terms of their baseline health status and the type of care they receive while in home care.

Agencies generally agreed that while there would be many positives for patients and the
industry, reinstituting OASIS collection would be perceived by some agencies as a
hardship. They noted that correctly performing an OASIS assessment reduces the number
of patients a nurse can see in a day and that resource demand might be hard on some
agencies. One added that it would be particularly upsetting for agencies that had already
invested the time, training and resources to develop a non-OASIS assessment for their
private pay patients. Another commented that the biggest factors in determining level of
burden for collecting OASIS on private pay patients was payer mix — the proportion of
Medicare and Medicaid to private pay — and use of point of care technology. “Home
health is headed in the direction of POC, but it is costly to make the leap. Small agencies
are less likely to have the needed resources to make the change to POC and will
therefore be stuck with paper longer, so it will impact them more.”

If the suspension of OASIS data collection is made permanent. The majority of the
agencies we spoke to said they would continue to collect OASIS on their private pay
patients if Congress made the suspension permanent, but one said that they would
suspend data collection. This agency representative said that they could not currently
examine outcomes on their private pay patients because there were too few of them; the
same agency did not believe patient care would suffer if a non-OASIS assessment were
used because their nurses would continue to provide quality care to all agency patients.

Three agencies voiced serious concerns about the way a decision to permanently suspend
OASIS data collection on private pay patients would impact agency behavior and the
home health industry in general. The following quotes are from representatives of these
three agencies.

“This [a permanent suspension of OASIS collection for private pay patients] would be a
big mistake because the quality of patient care would suffer. All of home health quality
improvement is based on OASIS. Right now, the home health industry is ahead of other
health care settings in terms of benchmarking because of OASIS. We need consistent
benchmarks - this will only become more true as managed care grows.”’

"Congress should think about the message they are sending. They say they want to
achieve system transformation in areas such as reduction in unnecessary emergent and
inpatient care, but [if QASIS collection were permanently suspended] they won't be able
to see what's going on with private pay patients and would be sending the message that
they don't really care about the quality of care for all patients".

“If OASIS is not collected on private pay patients, they could start getting substandard
care - patient care and consistency would suffer, especially for those patients with poor
reimbursement. Discontinuing OASIS on private pay patients would further decrease
people's confidence that agencies provide high quality care. Insurance might not improve
their reimbursement rates for home health care, and physicians would be more reluctant
to refer patients. Without OASIS you don't get a clear picture of how beneficial home
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health can be for a patient. How can agencies know how they are doing without
outcomes?”

5.2 Discussions with Quality Improvement Organizations

Representatives from five Quality Improvement Organizations (QIOs) participated in interviews with
Abt staff about the impact of the suspension of mandatory OASIS data collection for private pay
home health patients. The QIOs interviewed serve states located in the four geographic regions of the
United States that correspond to those used by the U.S. Census Bureau — Northeast, South, Midwest
and West. Interviews were conducted by phone and lasted approximately one hour.

The QIO discussions covered four main topics: observed changes in patterns of data collection since
the December 2003 suspension of mandatory collection on private pay patients; factors influencing
Home Health Agency (HHA) decisions to continue or suspend OASIS collection for their private pay
patients; current uses of OASIS data collected for both private pay and Medicare/Medicaid patients;
and the potential impact of future Congressional action. A summary of the discussions is provided
below.

Topic 1: Changes in patterns of OASIS data collection for private pay patients

¢ The QIOs in the Northeast were most likely to report that OASIS data collection has
changed little since the suspension, and that most HHAs have continued to collect OASIS
on private pay patients. QIOs in the South, Midwest and Western states reported more
agencies discontinuing collection.

e Small agencies may be more likely to discontinue OASIS collection on private pay
patients for two reasons. The first is that small agencies tend to have fewer resources,
both for doing the OASIS assessments and in using the data OASIS provides. Secondly,
they have fewer staff to coordinate, making it easier for them to manage the use of
different assessment tools.

Topic 2: Factors influencing an agency’s decision to continue or suspend OASIS

e A desire to maintain consistency of care and to have access to outcome data on private
pay patients influenced many agencies to continue collection of OASIS on private pay

patients.

e Many agencies continued OASIS collection on private pay patients because they believed
that the suspension is only temporary and did not want to have to change data collection
practices twice.

e Many agencies continued OASIS collection on private pay patients due to convenence
issues related to not wanting to train and manage staff in the use of multiple assessment
tools.

e The perceived costs and burden of OASIS collection are significant factors for agencies
that decide to suspend OASIS collection on private pay patients.

¢ Lack of confidence in QASIS reliability and the validity of OBQI reports play a part in
decisions to suspend OASIS collection on private pay patients.
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Agercies are not concerned that they would be cited by State Survey and Certification if
they use a non-OASIS assessment for their private pay patients,

The use of POC technology may influence agencies to collect OASIS data on all patients,
but POC technology seems to be used less commonly outside northeastern and/or urban
agencies.

Topic 3: Current uses of OASIS data collected on private pay patients

Agencies have widely varying levels of interest in looking at OASIS data, and their levels
of sophistication in using data also vary significantly. The range extends from HHAS that
do not understand the OBQI process and have never invested the time or energy needed
to understand outcome reports, to those that carefully track outcome measures of both
Medicare/Medicaid and private pay patients using benchmarking vendors or in-house
software systems.

Agerncy leadership and the availability of QI staff have the greatest impact on an agency’s
interest in using, and ability to use, OASIS data.

OASIS data collected on Medicare/Medicaid beneficiaries is being used almost
exclusively to drive selection of areas for quality improvement, but when these QI efforts
are instituted they improve patient care in ways that benefit private pay patients as well.

Home Health Compare measures are used by many agencies for marketing purposes and
some agencies are thinking ahead to pay for performance initiatives. Private payers and
accrediting organizations currently appear to have little interest in data from private pay
patient data, however, perhaps because they believe that data on Medicare/Medicaid
patients accurately reflects the care received by all patients.

Topic 4: Potential impact of future Congressional action

If Congress were to reinstitute OASIS collection for private pay patients, there would be
a great deal of resistance from agencies unless the data were reported back to agencies.

If Congress were to reinstitute OASIS collection for private pay patients, there would be
concern about mixing Medicare/Medicaid and private pay patients in the same report. But
agencies believe that there are already patient groups with different characteristics —
Medicare and Medicaid, Fee for Service and Managed Care — that are grouped together in

the current OBQI reporting process.

If Congress were to reinstitute OASIS collection for private pay patients, some agencies —
especially those who have dropped OASIS collection for private pay patients - would
view this as a burden.

If Congress makes the suspension permanent, more agencies will drop collection,
especially small ones.

All the QIOs interviewed see value in the continued collection of OASIS data on private
pay patients for the purposes of care planning, quality improvement and benchmarking.
Their statements follow.

“It’s important for agencies to have a complete picture of their performance and
outcomes, across all payers. Quality of care should be the same for all patients.”
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“There may be benefits to mandate OASIS for all; then all payer sources could be
included in the reports and all outcomes by age groups could be viewed. This would help
the national health initiative, for example.”

“As a QI person, 1 feel it would benefit agencies to be able to measure improvements in
outcomes for their private pay patients.”

“It should be mandatory for all patients. Health care is more than just Medicare and
Medicaid.”

5.3 Discussions with Accrediting Organizations

Many HHAs obtain accreditation from the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) or the Community Health Accrediting Program (CHAP), either in response
to competitive pressures or because managed care payers contractually require such accreditation.
JCAHO or CHAP accreditation can grant these agencies “deemed status”; in other words, accredited
HHAs are considered to have met Medicare certification requirements if they have met the JCAHO or
CHAP requirements for deemed status. Agencies that serve veterans and their families, and/or
contract with TRICARE, may also receive more favorable contract terms if they have met CHAP or
JCAHO requirements.

Both CHAP and JCAHO have their own clinical data maintenance and submittal requirements. In
order to learn how these data submission requirements may overlap or intersect with those of CMS,
specifically regarding OASIS collection for private pay patients, a review of publicly available
information about each of the organization’s assessment data requitements was performed. Relevant
sections of JCAHO’s Comprehensive Accreditation Manual for Home Care were also reviewed.
Finally, telephone discussions were also conducted with representatives of JCAHO and CHAP in
order to understand the full range of data requirements that HHAs may have to satisfy for these
accrediting organizations and we were interested to learn

JCAHO

The 2005 JCAHO manual specifically states that agencies are required to “select and use performance

measures relevant to the services provided and populations served”. It also states that Medicare-
certified home health agencies are required to collect and submit OASIS data to a state agency per
CMS regulations. Agencies are required to share OBQI measures with JCAHO surveyors, and to
discuss how the data were used to identify and prioritize performance improvement activities.

The JCAHO 2005 standards for Performance Improvement require a home health agency to: collect
data to monitor its performance; systematically aggregate and analyze data; analyze any unfavorable
patterns or trends; define and implement processes for identifying and managing sentinel events; use
the information from data analysis to make changes that improve performance and patient safety and
reduce the risk of sentinel events; and define and implement an ongoing, proactive program for
identifying and reducing unanticipated adverse events and safety risks to patients.

Home care organizations that provide Medicare-certified home health services along with other types
of services that do not require the collection of OASIS data are required to follow the performance
measurement requirements for Medicare-certified agencies. However, JCAHO requires OASIS data
collection on only those patients that CMS identifies as requiring OASIS. Agencies can meet their
data collection and analysis requirements for other patients through use of clinical and health status
measures based on JCAHO’s ORYX requirements.
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The JCAHO representative we spoke with said that their requirements for collection of OASIS are
based on the current CMS requirements. OASIS is not a requirement for private pay patients for this
reason, but she also stated that there are areas where OASIS and OBQI measures did not seem
appropriate for some patients since the populations were very different in terms of their baseline
health status and may not even be homebound. Examples of areas of OASIS that were not considered
appropriate for some private pay patients were the evaluation of incontinence for younger patients,
and measurement of improvement in functional status for patients who were seen for only 1 — 3 visits
or who did not have a goal of functional improvement. Wound care and medication management
were identified as examples of two areas of OASIS that were considered appropriate for many
patients, as was the analysis of use of emergent care and rehospitalization.

JCAHO has confidence that agencies they accredit are meeting their standards of care for their private
pay patients, ever if they do not collect OASIS data on them, because of their accreditation process
and on-site surveys. This includes an examination of care processes for private pay patients and
evaluates that they are receiving the same standard of care required for all.

CHAP

According to the CHAP representative interviewed by Abt staff, their home health standards were
revised in 2004 and incorporate OASIS data collection and OBQI process for all agencies they
accredit, even if they are not secking deemed status. Comprehensive assessments must be completed
on all private pay patients and CHAP review includes private pay patients when they assess agencies
along the three parameters of clinical record, home visit and interview process. Similar to JCAHO’s
position, CHAP requires agencies they accredit to collect OASIS data only on those patients that
CMS regulations specify and so dropped requirement of OASIS for all in December 2003.

The CHAP representative stated that although they don’t require OASIS, using OASIS for all patients
could potentially improve continuity of care. She noted that OASIS is a “tried and true tool” and that
other assessments agencies may use have not been validated. She also stated that OASIS is seen as
appropriate for all patients when built-in skip patterns are followed. When a section seems
inappropriate (like incontinence) it may have more to do with how the assessor is collecting OASIS.

The CHAP representative offered the opinion that private pay patients could benefit from being
included in benchmarking and that improving the quality of care for all home health patients is made
more difficult by “the lack of a mandate from Congress.” When OASIS is not required for all
patients, agencies may lose the potential for meeting the needs of their patient population as a whole.
It is also harder to hold agencies accountable and also harder for agencies to demonstrate
accountability. At the same time, reinstating a requirement for OASIS for private pay patients might
be a burden for some smaller agencies, although increasing use of technology is helping to ameliorate
this issue.
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6.0 Examination of OASIS Privacy Issues

6.1.1 Background

The initiation of any new government-required collection of individuallevel data for accumulation in
a central database is an event that will raise concern among affected parties and certain sectors of the
public. The development and implementation of the OASIS data collection and reporting system was
no exception. Significant concern was voiced by advocates within the home health industry, as well
as outside advocacy groups focusing on OASIS as another case of government intrusion.*® In
addition to selected OASIS items identified as so sensitive that patients would refuse to answer and
be refused services, HCFA’s collection of data on private pay patients — whose care it was not
subsidizing — was presented as a particularly egregious invasion of privacy.” After two months of
the originally-mandated data collection (February 1999 — April 1999), data collection was suspended
to allow for review of the data collection’s conformance with the Paperwork Reduction Act
requirements. Some of these concerns were also addressed. Specifically:

e Collection of OASIS data on private pay personakcare only patients was deferred
indefinitely;

e Collection of the OASIS variable measuring “Financial factors limiting the ability of the
patient/family to meet basic health needs: (M0160)” was deleted from data collection and
transmission.

e Collection of OASIS data on private pay patients was retained, but the requirement to
encode and submit the data to the state repository was deferred until a system could be
put into place to encrypt or “mask” the identifier variables as the record was being
transmitted to the state data repository.

e While the masking was incorporated into HAVEN in early 2000, the requirement to
encode and submit the masked data on private pay patients was never implemented.
However, some agencies did voluntarily encode and submit such records.

e Subsequently, Section 704 of the Medicare Modernization Act of 2003 officially
removed the requirement that agencies collect OR submit these data as of December
2003.

Questions to be Addressed: In contemplating reinstating the collection of OASIS data on private
pay patients, as well as inaugurating encoding and transmission of such information to the OASIS
data repository, a number of questions arise in relation to data privacy and confidentiality:

38 http://www.cchconline.org/privacy/pcoaspriv.php3#sec ... “OASIS is in and of itself a violation of privacy
rights, an unauthorized access to personal information on citizens by the government.”
http://ww.eagleforum.org/ column/1999/apr99/99-04-07.htm! ... “The 12-page fine-print form that home
health care providers must fill out on each patient is extraordinarily detailed, offensively privacy-invading
to the patient, and obviously exhausting and time -consuming for the employee conducting the
interrogation.” http://www.privacilla.org/government/oasis.html

3 Senate Aging Committee Hearing, May 24,1999, “Too Much Information? The Impact of OASIS on

Access to Home Health Care.”
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e Are privacy issues (still) viewed as a significant concern vis-a-vis collection of OASIS
data on private pay patients — by the home health industry? by patient advocates? by
others?

e What are the threats to the confidentiality of OASIS data on private pay patients? Do they
differ from the threats to OTHER data collected on such patients, or from the threats to
Medicare/Medicaid patients’ OASIS data?

e What are the implications of measures taken to protect OASIS data on private pay
patients when such data are incorporated into the existing OASIS submission/reporting
process?

6.1.2 Findings

Question: Are privacy issues (still) viewed as a significant concern vis-a-vis collection of OASIS
data on private pay patients — by the home health industry? by patient advocates? by others?

We contacted representatives of the national home health industry organizations for their assessments.
We were especially interested in the for-profit sector, and the American Association for Home Care
(AAHC) canvassed its membership via email. In short, there was no evidence that this is still a “hot
issue.” Providers complained about the burden of OASIS in general, but nobody raised data
confidentiality as an issue in general, or in relation to collecting data on private pay patients. There
was some feeling that the implementation of the Health Insurance Portability and Accountability Act
(HIPAA) had eclipsed such concerns.

Corroboration is also provided by data from the national agency survey. Agencies who had
suspended the collection of OASIS data on private pay patients were asked to rate a number of factors
as to their importance in reaching that decision. Of the 15 factors presented for rating, “Concerns
about confidentiality of OASIS data” was the factor accorded least importance by respondents.

The web sites for a number of the advocacy groups that opposed this data collection at the outset (see
above) were checked to see if anything recent had been posted on this topic since 1999, and nothing
could be found.

Question: What are the threats to the confidentiality of OASIS data on private pay patients? Do
they differ from the threats to other data collected on such patients, or from the threats to
Medicare/Medicaid patients’ OASIS data?

Collecting any information on these patients that would not otherwise have been collected does
increase the risk that the additional data collected COULD be revealed to a third party. Whether the
OASIS as now collected included sensitive data not otherwise present in an HHAs’ non-OASIS
comprehensive assessment or clinical records depends on that agency’s data collection practices.
Within the home health agency, OASIS data on private pay patients are not masked; rather, they are
protected by the same security safeguards accorded to other clinical data on patients served by the
agency, including HIPAA. If OASIS does not include any data beyond what the agency normally
collects and maintains by other means, using OASIS does not increase the internal risk of disclosure.
Of course, a few incidents of inadvertent OASIS data disclosure have been reported (e.g., stolen
laptops, disposal of computers with data records still intact.)

A potentially significant difference in the treatment of OASIS data is the transmission of such data to
the state data repository. Before the data leave the HHA, patient identifiers (name, SSN, Medicare
and Medicaid numbers) are masked using a standardized software algorithm that creates the uniform
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output string whenever it is applied to the same input string. This uniquely identifies the beneficiary
and allows the beneficiary’s records to be linked across assessments (assuming that all identifiers are
entered identically), so that outcomes can be calculated. The masking algorithm has been criticized
as leaving enough other variables unmasked — date of birth, gender, race, start of care date, inpatient
discharge date, diagnoses, etc.) that a patient could potentially be identified. Also, the (publicly-
available) algorithm was described as potentially vulnerable to decoding by “reverse engineering” —
feeding in a series of strings and monitoring the output to deduce the encryption logic. However, the
algorithm’s developer is reported to assess this possibility as extremely remote, and no reports were
identified of this having occurred.

Once the data are stored in the repository, they are safeguarded in a manner similar to
Medicare/Medicaid patient data, and subject to the risk of potential disclosures, mitigated by the
additional protection of the masking of identifiers and record-level security in the Oracle database. .
Individuallevel data in the repository are subject to release for a variety of uses (e.g., Medicare
claims processing, survey/certification reviews, etc.), and while private pay patients would not be
included in these activities, there is a small potential for inadvertent release. There were no reports of
inadvertent releases of individual level Medicare data, though CMS Central Office staff noted that
they “cannot control what happens™ to data in the state repositories nor the decisions made by state
staff regarding release of data.

Question: What are the implications of measures taken to protect OASIS data on private pay
patients when such data are incorporated into the existing OASIS submission/reporting
process?

The software structure of the OASIS Data Repository has already accommodated masked
assessments for private pay patients, since some agencies submitted such assessments even though
they were not required. However, the masked records had caused some problems in the central
Oracle data base at the outset (because the masked strings overflowed the identifier fields and were
truncated, which made it difficult to match data). CMS staff have been planning to begin to reject
masked records upon initial submission. Some Central Office staff voiced a very strong preference
that if private pay data were to be collected, it should NOT be masked — as is the case currently with
nursing home assessment data.

Masked records could theoretic ally be used in computing outcomes and generating quality indicators
for publication on Home Health Compare. Masked identifiers can appear on agency adverse event
reports, and there is a “lookback” function in HAVEN which stores the masked strings as well as the
unmasked identifiers, so that the agency can identify a client whose ID masked. However, a potential
consequence of masking is that it is impossible to pursue work utilizing the identifiers, such as
attempting to link episodes for an individual where some of the identifiers were entered onto the
OASIS form with small differences, or an identifier has valid changes over time. Thus, creating a
single record with all of an individual’s utilization (both Medicare/Medicaid and private pay) is
virtually impossible.

A risk of utilizing the masking algorithm in data preparation and submission software is that it may
not work correctly, and data could be disclosed. These errors already occur, albeit rarely. In the first
10 months of 2005, 9,474,453 assessments were submitted via the states to the national data
repository. Of these, there were approximately 15,000 (about 0.1 percent) where it appears that
masking seemed appropriate, but did not occur.
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7.0 Discussion of »Study Findings and Implications

This section summarizes findings from the survey, interviews and OASIS data analysis, and discusses
the relevance of these findings to the research questions. Implications of the findings for future CMS
policy are also discussed.

74 Status of private pay OASIS data collection

Questions we sought to answer on the status of private pay OASIS data collection were:

e What proportion of agencies has suspended collection of OASIS data on their private pay
patients?

e What factors influenced agency decisions to suspend or continue collection of OASIS
data on their private pay patients?

e What agency characteristics are associated with agencies that have elected to suspend or
continue collection of OASIS data on their private pay patients?

Proportion of agencies that continued and suspended

Survey findings indicate that 65.38 percent of agencies are continuing to collect OASIS data on all
adult, non-maternity patients receiving skilled service (all the OASIS items, collected at all the time
points required for their Medicare patients). Based on our analysis of early and late responders
(Section 3.4), and our interviews with Quality Improvement Organizations (Section 5.2), we are
confident that this is a reasonably accurate reflection of the status of agency data collection practices
at the time of the survey. However, the number of agencies may have changed since the time the
survey was fielded (May — June 2005). Our analysis of private pay OASIS data from OCS showed a
steady decline in the number of agencies submitting data on private pay patients over time, and this
may reflect a continuing trend toward fewer agencies collecting OASIS data on their private pay
patients since the December 2003 suspension.

Reasons for suspending

The reasons reported by agencies as most important in ther decision to suspend private pay OASIS
collection were discussed in Section 4.3 and primarily related to burden: the cost of collection; the
demands on staff time required for collection which affect staff productivity; the burden on patients;
and problems retaining and/or recruiting staff due to OASIS burden. OASIS burden was also
discussed in relation to the level of reimbursement from private payers in our interviews with
agencies (summarized in Section 5). Agencies reported that in some cases, reimbursement from
private payers is too low to cover the time needed to do a thorough comprehensive assessment.
Several agencies also stated that the OASIS instrument needed to be streamlined in order to be less
resource-intensive, and that that the time parameters and deadlines for submitting OASIS data should
be relaxed to reduce the burden associated with OASIS.

Reasons for continuing

Reduction in burden was also the underlying benefit cited by respondents whose agencies continued
OASIS data collection on their private pay patients. Agencies that continued private pay OASIS data
collection rated “fewer training issues when one data collection form is used for all patients,” and
“fewer training issues when our data collection policies remain unchanged” as the two most important
reasons for their decision to continue. Interviewees also said that they felt that continuing OASIS
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collection on all patients saved them time, trouble and money. Some interview respondents reported
that collecting OASIS on all patients prevented confusion among staff about which tool to use and
potentially avoided dissension among staff that might result if some were assigned to patients that
required OASIS while others didn’t.

Another commonly cited reason for continuing OASIS data collection was the belief that it meets the
Conditions of Participation requiring comprehensive assessments and that it facilitates consistent
assessment and care planning. Many agencies stressed that they felt performing an OASIS assessment
was part of good care and that all of their patients “deserved to be treated the same”. Interest in
obtaining outcomes data on private pay patients, and concern that the suspension was only temporary,
were tied as the fifth most important reasons for continuing OASIS data collection on private pay
patients.

Agency characteristics

Agency size and urban/rural status does not appear to be correlated fo the decision to continue or
suspend OASIS collection for private pay patients. However, region of the country was correlated,
with agencies in the Northeast approximately 4 times more likely to continue private pay OASIS data
collection, and agencies in the South almost twice as likely, than those in the West. This finding may
be due to the fact that agencies in the Northeast and South had a much higher participation in OBQI
demonstration projects and so have longer experience with OASIS, have integrated the OASIS
assessment more thoroughly into their agency’s operations, and may be more committed to and
proficient at the use of outcomes data.

In contrast, for-profit agencies are about half as likely to have continued collection as non-profit or
government agencies. Payer mix was also significantly correlated to agency decision-making about
continuing OASIS data collection on all patients. Agencies with a higher percent of private pay
patients (more than 20 percent) were one third as likely to continue collection as those that had a high
percent of patients requiring OASIS. This makes sense when considering that the higher the
percentage of private pay patients, the greater the savings in staff time when private pay OASIS data
collection is discontinued.

7.2 Benefits derived from OASIS data collection

In this section we summarize the survey and interview findings to answer the following study
questions:

*  What benefits are agencies deriving from the analysis of Medicare/Medicaid OASIS
data?

®  What benefits are agencies deriving from the analysis of private pay OASIS data?

*  What benefits could agencies potentially be deniving from the collection of private pay
OASIS data that they are not currently receiving?

e What factors and agency characteristics (such as size) influence the degree of benefit the
degree of benefit derived by agencies from private pay OASIS data collection?

e  What barriers prevent agencies from using and benefiting from private pay OASIS data?
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Agency benefits derived from Medicare/Medicaid OASIS data collection

Even those agencies that suspended OASIS collection for their private pay patients reported using and
benefiting significantly from OASIS data collection on their Medicare/Medicaid patients.

Patient assessment and care planning. The most highly rated benefit related to OASIS data
collection was, “Collecting OASIS data helps to standardize our agency’s comprehensive assessment
process”, with 77 percent of agencies agreeing. In addition, a majority of agencies reported that
OASIS data help them identify a patient’s need for specific programs or interventions, that collecting
OASIS data improves their agency’s overall patient care planning process, and that OASIS data help
identify the need for referrals for services such as social work or occupational therapy. The ability to
collect patient assessment data consistently with a tool that has been tested nationally was the benefit
cited most frequently by HHA interview respondents.

Agency processes. The majority also of survey respondents agreed that collecting OASIS data
facilitates a multidisciplinary approach to patient care at their agency, and that OASIS data helps
them identify the need for developing special programs or interventions. Over half of survey
respondents report using OASIS data for controlling costs and increasing efficiency, identifying
staffing needs and assisting with agency resource allocation decisions. Approximately one third of
agencies agreed that OASIS has helped their agency make efficient allocation/use of agency resources
in delivering care.

Outcome improvement. Use of OASIS for patient outcome improvement was also rated highly by
respondents overall. A majority of survey respondents agreed that OASIS data help them identify care
processes needing improvement, OASIS has helped their agency to improve patient outcomes and the
quality of the home health services they provide, and that OASIS has helped the home health industry
improve the quality of homecare services. In our agency interviews many agencies noted that their
quality monitoring and improvement programs and their orientation and continuing education training
are all OASIS-based. They stated that posting their OBQI outcomes reports for staff to see functions
as a morale booster as staff members take pride in seeing the improvements. It helps to remind staff
of the reasons why OASIS is important and reinforces the practice changes.

Relations with other organizations and consumers. Survey respondents also indicated that
Medicare/Medicaid OASIS data can be useful in their agency’s dealings with other organizations and
for the purposes of marketing, with over half of agencies saying they use the data for fulfilling
requirements of accrediting organization and private payers. In addition, slightly less than half report
using the data to market to the public or consumers and for marketing to referral sources.

Agency benefits derived from private pay OASIS data collection

Administrative functioning. As discussed above (in relation to the decision to continue OASIS data
collection on private pay patients), agencies report that the most important benefits they receive from
continued private pay OASIS data collection relate to agency administrative functioning, such as
savings in time spent training and maintaining staff competency by avoiding the use of multiple
assessment tools.

Patient assessment and care planning.. Agencies that have continued to collect OASIS on private
pdy patients report using their OASIS data for individualized care planning, identifying patient need
for referrals and identifying patient need for special programs/interventions. The rate of use is not
appreciably different than the rates reported by agencies that use non-OASIS assessments on their
private pay patients. However, interview respondents from HHAs and QIOs expressed the belief that
OASIS assessments are in many cases more comprehensive, valid and reliable than non-OASIS
assessments and could potentially lead to better assessment and care planning for private pay patients.
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HHA and QIO representatives interviewed also said that as long as the COPs required a
comprehensive assessment, agencies preferred not to “reinvent the wheel” and instead to use a

nationally validated tool.

Outcome improvement. Because OASIS data on private pay patients can be used to calculate
outcome measures with internal agency software systems or by private vendors, agencies that have
continued to collect OASIS can benefit from using the data for quality improvement efforts in ways
that agencies that have suspended collection cannot. Survey respondents from continued agencies
report that OASIS data are valuable for assessing outcomes for private pay patients, that OASIS data
on private pay patients are valuable for determining appropriate quality monitoring or improvement
activities for those patients, and that collecting OASIS data on private pay patients provides them
with a better picture of overall agency performance. Of the agency representatives we interviewed
that are able to examine outcomes for their private pay patients, all said continued OASIS collection
was important to them to understand the “big picture” of what is happening with their entire patient
population and enabled them to have give them a true understanding of the impact of any care
initiatives they undertook.

Marketing to consumers. Of the agencies that continued OASIS data collection on their private pay
patients, a little over one third report using the data for marketing to the public, significantly more
than the agencies that suspended private pay OASIS data collection. This makes sense due to the fact
that OASIS data can be benchmarked against outcomes of other agencies.

Potential agency benefits from private pay OASIS data collection

Ability to analyze OASIS data and benchmark. Currently, only those agencies that contract with
an outside benchmarking vendor or use internal outcomes software are able to benefit from
examining the OASIS data they collect on their private pay patients. The lack of reporting available
from CMS was one of the chief complaints that led to suspension of the requirement for private pay
OASIS data collection in 2003. In our interviews with agency representatives, agencies that currently
do not have access to outcome reports for their private pay patients reported they would like to be
able to do benchmarking and trend analysis for those patients.

If CMS provides reports on private pay OASIS data similar to those generated on Medicare/ Medicaid
data, agencies could receive a case-mix report that presents the profile of all the agency’s patients as
well as an Adverse Event Report on “sentinel” events that were potentially either caused by or could
have been avoided with appropriate care, such as falls, wound infections and urinary tract infections
that would include private pay patients. They would also have the opportunity to compare their
clinical performance to their prior performance and to the national average on the 41 OASIS-derived
outcome measures for all their private pay patients.

Outcome improvement. Agencies that currently are able to access similar reports generated
internally or by vendors say they provide a data-driven basis for quality improvement activities and
allow them to discover potential areas for process-of-care adjustments to improve the care provided to
their private pay patients. They also provide a more comprehensive understanding of the impact of
any care initiatives they undertake and where they need to target staff educational efforts. Examples
of QI efforts that agencies report they have instituted for both their Medicare/Medicaid and private
pay patients included: pain management, medication management, falls prevention, improvement in
dressing, improvement in surgical wounds, and pathways for dyspnea, diabetes, and congestive heart
failure. These benefits would be potentially available to all Medicare-certified agencies if OASIS data
collection is mandated for private pay patients and CMS produces reports based on those data.

Marketing to consumers and payers . In addition to quality improvement, nationally benchmarked
reports would assist agencies in their ability to use private pay data for marketing to consumers, and
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marketing and negotiating with payers. Agency and QIO representatives we interviewed reported that
the majority of private payers currently have little interest in private pay OASIS data because they
believe that Home Health Compare outcome measures for Medicare/Medicaid patients accurately
reflect the care received by all the agency’s patients. Our analysis of private pay and
Medicare/Medicaid outcomes data in discussed in Section 2 indicates that within-agency correlation
between these two payer groups is low, however, so that outcomes based on Medicare/Medicaid
patient data cannot be generalized to serve as a proxy for private pay patients. Several of the agencies
representatives we interviewed said that their share of private pay patients is growing, and that some
insurers are starting to be more interested in their OASIS outcomes. Some also forecast that that
outcome data will grow in importance with the increase in pay for performance initiatives.

Factors and agency characteristics that influence the degree of benefit derived from private pay
OASIS data collection

In Section 4.4, we analyzed how size and other agency characteristics differed among respondents
and how they impacted decisions uses and benefits associated with OASIS data collection on private
pay patients.

Agency size . Size was not generally correlated with the uses or benefits derived from private pay
OASIS data collection. Smaller agencies are less like to submit their private pay OASIS data to a
private vendor for benchmarking, and are also less likely to use private pay OASIS data for marketing
to referral sources and payers, and negotiating with payers, than large agencies. Small agencies were
more likely to report they suspended collection due to the number of private pay patients they serve
being too small for calculation of outcome measures and the number of visits too few to impact
outcomes for those patients.

Urban/Rural Status Rural agencies were the least likely to agree with the statement that OASIS
helps their agency to save money. Otherwise, urban/rural status was not generally a significant
influence on the uses or benefits derived from private pay OASIS data collection. Like the small
agencies, rural agencies were also more likely to report they suspended collection due to the number
of private pay patients they serve being too small for calculation of outcome measures

Region . Agencies in the West that continued collecting private pay OASIS data report using it more
frequently than do other areas of the country for case-mix analys is, identifying targets for OBQ,
tracking patient outcomes in response to QI initiatives, identifying staff training needs, assisting with
resource allocation decisions, fulfilling requirements of other payers and benchmarking against other
agencies. Agencies in the West were also more likely to agree that the collection of OASIS data on
private pay patients was valuable for all of the listed benefits.

Payer mix. Having a low percentage of patients for whom OASIS is required (less than 80 percent)
was a significant predictor that the agency is less likely to agree that the collection of OASIS data on
private pay patients was valuable for all of the listed benefits.

Barriers to agencies benefiting from private pay OASIS data

Several potential barriers to the use of private pay OASIS data emerged in our interviews with QIOs
and with agencies that have continued OASIS collection on private pay patients (discussed in Section
5). These are summarized below

Lack of outcome reports. As described above, the ability to measure outcomes of private pay
patients, identify care processes needing improvement, measure improvements in outcomes,
benchmark care against other agencies and use private pay outcomes for marketing is currently
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restricted to those agencies that either contract with a private vendor or have invested in internal
resources to process private pay OASIS data.

Lack of buy-in to OASIS and OBQI at the agency management level. According to the QIO
representatives interviewed, agency leadership and the availability of QI staff have an important
impact on an agency’s interest in using, and ability to benefit from, OASIS data. QIOs report that
some agencies have never invested the time or energy needed to understand outcome reports or to
track outcome measures of even their Medicare/Medicaid patients. Several agencies we interviewed
agreed that a lack of commitment to the OBQI process and the unwillingness to devote sufficient
resources to OASIS data collection and analysis were the biggest barriers to use of private pay OASIS
data. Some respondents reported that improvements to the OASIS tool are needed to increase the
level of acceptance of OASIS and OBQI. These improvements would include addressing concerns
that OASIS response categories do not allow agencies to demonstrate patient progress, and
perceptions that OASIS is too subjective and “gameable”. In addition, some respondents expressed
concern that the suspension of OASIS data collection for private pay patients sends a message that
CMS is not fully committed to quality improvement for all home health patients.

Shorter stays, lower reimbursement, and low frequency of private pay patients. One additional
issue that was frequently raised by agencies is that they provide fewer home health services for
private pay patients than they would for comparable patients with Medicare or Medicaid coverage.
Agencies believe that they rarely have time to make an impact on the patient’s status and achieve
improvements because patients are discharged or transferred so quickly from home care into an
outpatient setting. Coupled with the fact that many agencies have a low percentage of private pay
patients, some agencies question whether outcome data for private pay patients would yield
information about appropriate targets for improving care. At the same time, TEP members raised
concerns that without outcome data being collected and reported on private pay patients, there is no
way to determine if this reduction in services is having a negative impact on the care private pay
patients receive.

Data privacy and masking. One issue that did not seem to be a barrier to private pay OASIS
collection was concern about privacy of the data. As evidenced by the survey results and discussions
with representatives of the national home health industry organizations, privacy issues relating to
collection of OASIS data on private pay patients do not seem to be a major concern among providers.
The implementation of HIPAA appears to have subsumed the particular concerns about OASIS by
providing much more stringent protection for all individuallevel health data. Our analysis indicates
that the threats to the privacy of OASIS data on this population do not seem to exceed those of the
OASIS data for government-paid programs.

Masking of identifiers on OASIS records submitted to the state and national Data Repositories is an
additional measure of security, but it may create some problems for data reporting and analysis.
While masked records could theoretically be used in computing outcomes and generating quality
indicators for publication on Home Health Compare, it is impossible to pursue work utilizing the
identifiers, such as attempting to link episodes for an individual where some of the identifiers were
entered onto the OASIS form with small differences, or an identifier has valid changes over time.
Thus, creating a single record with all of an individual’s utilization (both Medicare/Medicaid and
private pay) is virtually impossible. Some CMS staff see masking as creating problems in the data
systerns used to process OASIS data question the need for it, believing that “if we have the authority
to collect it, it shouldn’t have to be masked”.
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7.3 Costs and burdens associated with OASIS data collection

In this section we summarize the survey findings to answer the following study questions:

e What is the incremental cost associated with OASIS assessment versus non-OASIS
assessment for private pay patients?

e What factors and agency characteristics (such as size) influence agency costs related to
OASIS data collection?

Assessment staffing. One of the factors affecting assessment costs is the mix of staff completing the
assessments and the number of staff completing assessments (since each staff member who completes
the comprehensive assessment must be trained, regardless of how many (or few) assessments s/he
performs.) In our sample, nurses completed an average 89% of all assessments, the remainder being
completed by physical therapists (10%) or other therapists (1%). The largest agencies were most
likely to use therapists to complete their comprehensive assessments (average 21%); small agencies
made least use of therapists (5%).

Assessment labor hours and cost- Medicare/Medicaid patients. On average, nurses spent about
two hours (122 minutes) completing a start-ofcare for a Medicare/Medicaid patient, 82 minutes for a
followup/recertification assessment, and 59 minutes for a discharge assessment. When therapists
completed the assessment, they took a few minutes less (109, 75, and 54 minutes, respectively.)
Additional staff (clerical, medical records, QI staff) spend an average of 41 minutes on start-of-care
assessments, 32 minutes on followup/recertification assessments, and about 25 minutes on discharge
assessments. There is no significant difference in assessment times for Medicare/Medicaid patients
between agencies who continued OASIS data collection on private pay patients and those who
suspended such data collection. The total assessment labor cost for each Medicare/Medicaid
assessment type is estimated to be about $62 for start-of-care assessments, about $45 for a
followup/recertification assessment, and about $32 for discharge assessments.

® No apparent impact of “reduced burden” followup assessment on assessment time.. The
OASIS followup/recertification assessment was reduced from 71 to 23 items in December 2002
in an effort to reduce HHA burden. Agencies were asked if they had reduced the followup
assessment to the minimum required, dropped some items, or made no changes. It was expected
that assessment time would be lower for agencies who had reduced items to the minimum. The
observed differences was very modest — 108 total assessment minutes vs. 115 minutes for
agencies who made no changes.

Assessment labor hours — Private Pay patients. Nurses at agencies that continued to collect OASIS
on private pay patients spent a few minutes less on these assessments than on Medicare patients (116
minutes vs. 122 for an average Medicare start of care, 78 minutes vs. 82 for a Medicare followup, 54
minutes vs. 59 minutes for a Medicare discharge assessment). This could be due to some small
differences related to data processing, or it could be a difference in the characteristics of the private
pay patients (e.g., younger age) that allows the assessment to happen more quickly. However,
agencies that suspended OASIS data collection for private pay patients spent substantially less time
on their comprehensive assessments of their patients - 78 minutes vs. 116 for start of care, 45
minutes vs. 78 for a followup, 37 minutes vs. 54 minutes for a discharge assessment. The total
assessment labor cost for each private pay assessment type is estimated to be about $59 for a start-of-
care OASIS assessments vs. $42 for other start-of-care assessment; , about $43 for an OASIS
followup/recertification assessment vs. $25 for alternative; and $31 for an OASIS discharge
assessment vs. $21 for another type of discharge assessment.
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Other labor costs — Data Quality Review. In addition to the conduct of the assessment itself, HHA
staff must review the OASIS assessment to assure that it is complete and accurate. For Medicare
patients, payment depends on the OASIS data, and errors on the assessment can result in delays in
processing and inaccurate payments. Agencies reported spending about $28 per assessment on data
quality reviews for Medicare/Medicaid assessments, and slightly less ($23 to $27) on review of
assessments for private pay patients. The difference between Medicare/Medicaid and private pay
patients is modest (5%) at the agencies that continued OASIS for private pay, and more substantial
(16%) at the agencies which suspended. Economies of scale are evident, with the largest spending
about half as much per assessment as the smallest agencies (320 vs. $40 per assessment for
Medicare/Medicaid, $18 vs. $33 for private pay patients.)

Other labor costs — Assessment Training. Agencies that continued OASIS data collection on
private pay patients need train staff on one assessment protocol only. The average total cost of this
training (which includes initial training of new employees as well as ongoing in-service training and
other educational activities across all staff types — clinical and clerical) was estimated at about $11per
assessment. For agencies that suspended OASIS data collection for private pay patients, the cost of
OASIS training for Medicare/Medicaid assessments was estimated at an average $13 per assessment;
in addition, such agencies were estimated to invest $22 per assessment in training (of all staff types)
on non-OASIS assessments of private pay patients. This number seems large, which is likely due
either to agency reporting error OR to the fact that most agencies serve modest numbers of private
patients, which reduced the number of assessments over which the training investment can be
“spread”. As with data quality review, there are significant economies of scale and the largest
agencies spend about half as much per assessment as the smallest agencies.

Other costs. Surveyed home health agencies were asked to report non-labor costs related to their
comprehensive assessment activities, including items such as printing, data entry, data scanning, or
data validation services, software and hardware, or consultants (e.g., training.) The overall average
reported cost per assessment was about $7, the median was $1. The largest portion (63%) of these
costs was software and computer costs. Agencies that had suspended OASIS data collection for
private pay patie nts reported costs that were 26% lower than those which had continued, with
proportional differences in most of the cost components.

Total assessment cost — Medicare/Medicaid patients. The average total cost per OASIS start of
care assessment was about $108 at agencies which continued to collects OASIS on private pay
patients; $90 for a followup, and $76 for a discharge assessment.) OASIS costs for agencies that
chose to suspend OASIS for private pay patients was actually slightly higher ($113 for start of care,
$90 for followup/assessment, and $81 for a discharge assessment.)

® Total assessment cost — Private Pay patients. The average total cost per assessment of private
pay patients was slightly less at agencies for those who continued to collect OASIS ( about $3
less for each type of assessment.) At agencies which had suspended OASIS data collection, the
private pay patients’ assessments cost about was about $92 for start of care, $76 for
followup/recertification, and $72 per discharge.

Cost of Mandating OASIS Data Collection for Private Pay Patients. We estimated the per-
assessment incremental cost of mandated OASIS data collection. For some cost components, we
compared the costs already reported for private pay patients and Medicare/Medicaid patients. For
others, we asked agencies directly what their costs would be if OASIS were mandated. The total
incremental cost PER ADMISSION is estimated at $54.30.
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® No differential impact by agency size . The net impact of such a mandate on any particular
agency would depend on its patient volume, its use of nurses versus therapists in conducting
assessments, (and full versus part-time staff) and its payer mix (which determines the number of
additional OASIS assessments to be conducted.) We calculated the net impact on assessment
minutes. The average was around 1% for agencies which had continued OASIS data collection
vs. 7 to 8% of agencies which had suspended OASIS. By size, there was no clear pattern in
observed changes — the impacts ranged from 2% to 5%, with no clear pattern across assessment
type or agency size categories, suggesting that mandating OASIS data collection would
differentially impact agencies that are smaller or larger.

Factors and agency characteristics that influence the costs and burdens associated with OASIS
data collection

Size . Agency size was not correlated with the number of minutes reported to complete
Medicare/Medicaid or private pay assessments. Agencies in the lowest 2 size quartiles did report a
higher number of RN data quality review hours per assessment for both Medicare/Medicaid
assessments and private pay assessments. The number of RN training hours per assessment for
OASIS assessments was also higher for agencies in the smallest size quartile.

Location. Rural agencies reported higher RN minutes for private pay Start-of-Care Assessments,
although rural/urban status was not significantly related to the total staff costs for private pay Start-of-
Care Assessments. Region was significantly related in terms of the number of RN minutes and total
staff costs reported for Medicare/Medicaid Start-of-Care Assessments, but not for RN minutes for
non-OASIS assessments. Non-OASIS RN training hours were reported to be significantly higher for
agencies in the South and the Midwest.

Proprietary status. For-profit agencies reported significantly fewer RN minutes for
Medicare/Medicaid Start-of-Care Assessments. However, for-profits reported more RN data quality
review hours and RN training hours per assessment for both private pay and Medicare/Medicaid
assessments.

Use of Point of Care technology. Agencies that had a high proportion of staff using POC technology
reported a significantly higher number of RN minutes for Medicare/Medicaid Start-of-Care
Assessments and for private pay Start-of-Care Assessments. They also had an overall higher total
staff costs for private pay Start-of-Care Assessments and higher RN data quality review hours per
assessment for both private pay and Medicare/Medicaid assessment. The difference in staff costs for
Medicare/Medicaid and private pay assessments was significantly smaller for agencies with high use
of POC technology.

Staff shortages. Agencies reporting a staffing shortage reported a higher number of RN minutes and
higher total costs for both Medicare/Medicaid Start-of-Care Assessments and for private pay Start-of-
Care Assessments. These agencies also reported higher RN data quality review hours and higher RN
training hours per assessment for Medicare/Medicaid assessments. Non-OASIS RN training hours
also were higher.

7.4 Potential impacts of including private pay OASIS data in
outcome reports

In Section 2, we discuss the methodology and findings of our analysis of a sample of OASIS data for
Medicare and other patients obtained from a private home health benchmarking vendor, Outcomes
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Concept Systems. Here we summarize the results of our findings as they relate to the following study
questions:

e How do case-mix and outcomes differ for Medicare/Medicaid and private pay patients?

e Can patient outcomes currently collected for Medicare/Medicaid patients at the agency
level be generalized to serve as a report for all adult non-maternity patients receiving
skilled services from an agency?

e Does the risk-adjustment approach used in the current outcome reports perform
adequately for private pay patients?

Differences in case-mix and outcomes

In our analysis of private pay and Medicare/Medicaid OASIS data, we examined patient diagnosis,
patient characteristics, and patient outcomes. As expected, significant differences were seen between
the patients based on payment source. Our findings, detailed in Sections 2.3 and 2.4, support the
perception that private pay patients are commonly acute post-operative patients, with fewer chronic
functional and cognitive disabilities and a greatr level of natural support in the home. Not
surprisingly, with no risk adjustment model applied, private pay patients did better on most outcome
measures than Medicare or Medicaid patients.

Using Medicare/Medicaid outcomes as a proxy for private pay outcomes

A separate question is whether the outcomes currently produced on Medicare/Medicaid patients
adequately represent the care provided to private pay patients. Our analyses showed that within
agency correlation between Medicare/Medicaid and private pay patients was less than 50 percent for
21 of the 24 outcomes examined. This indicates that outcomes based on Medicare/Medicaid patient
data cannot be generalized to serve as a proxy for private pay patients.

Adequacy of the current risk adjustment model for private pay patients

Our analyses of Medicare, Medicaid and private pay outcomes data suggest that there are important
differences in outcomes for home health patients with different payment sources that remained even
after applying the risk adjustment models. While it is possible that these differences reflect a better
quality of care for private pay patients, it is more likely that the differences are largely due to the
inability. of the risk adjustment models to account for all of the sources in variation in outcomes
across the different payer groups. Our analysis showed that the independent variables in the risk
adjustment models accounted for less of the variance in outcomes for private pay patients than for
Medicare/Medicaid patients, a finding that was not surprising given that the risk adjustment models
were developed using a sample of OASIS assessments that did not include private pay patients.

For this reason, comparisons of agency performance based on data that is aggregated across private
pay, Medicare, and Medicaid patients could produce misleading information, particularly if the
comparisons are made between agencies with large differences in the proportion of private pay
patients. Outcomes based on combined data confound differences in agency performance (i.e., how
well they achieve particular outcomes) with differences in payer mix, given that agencies with more
private pay patients would tend to have better outcomes. Comparison of outcomes between agencies
with small and high proportions of private pay patients may not be valid for assessing quality of care
given the results described above. This is less of a concern for facilities with comparable proportions
of private pay patients and for outcomes for which there were only small differences across different

payment SOurces.
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7.5 Implications of study findings for future CMS policy-making

It is not possible to accurately predict the actual impacts of a decision by CMS to either permarently
suspend or require OASIS data collection on private pay patients. However, in this section we offer
some potential impacts based on our interviews and the results of the survey, for CMS consideration.

7.5.1 Potential positive impacts of reinstating the mandate for OASIS data collection
for private pay patients '

Private pay patients and consumers Requiring OASIS for private pay patients has the potential to
improve patient care by insuring that patient assessment tools used by all Medicare-certified agencies
include, at a minimum, the nationally-validated OASIS questions. The collection of OASIS data also
creates an environment in which care processes can be improved by examining the outcomes and
targeting the specific characteristics and needs of the private pay patient population.

It also may provide patients and consumers the ability to select a care provider by examining outcome
reports that include patients with similar characteristics and conditions and noting how well patients
of one agency fare compared to other agencies and to the state and national average. TEP members
noted that it may also assist in protecting private pay patients from under-provision of services.

Private payers would benefit from being able to review outcome data that includes patients with the
characteristics and conditions of their subscribers and so may be able to direct patients to the agency
where they would receive the best care. Survey respondents and some agency representatives
indicated that most private payers currently do not display significant interest in OASIS data. We did
not speak with private payer representatives as part of the study. It is reasonable to posit, however,
that private payers might be more interested in home health quality data if it were benchmarked.

Home health agencies. Agencies that collect private pay OASIS data report benefits related to
improved agency administrative functioning (such as fewer training issues and greater consistency in
patient assessment and care planning).derived from using a single tool for assessment and care
planning. As reported above, the majority of survey respondents whose agencies continued OASIS
data collection on private pay patients agreed that OASIS data are valuable for assessing outcomes for
their private pay patients; determining appropriate quality monitoring or improvement activities for
those patients; and that continued collection provides them with a better picture of overall agency
performance.

If CMS produces case-mix, outcome and adverse event reports that included private pay data,
agencies would have the ability to use the data to examine outcomes, improve care processes and
market to organizations and groups such as consumers, referral sources, payers and accrediting
organizations. These reports may also be useful in negotiating rates with private payers.

Home health industry. Consistent collection of outcomes data may improve the industry’s standing
and negotiating position with payers and providers who are reluctant to have their patients cared for
in a home health setting because of questions about the quality of care provided. It may also assist the
industry to prepare for upcoming pay for performance initiatives.

CMS. As noted in the introduction to this report, Sections 1861 and 1891 of the Social Security Act
establish the responsibility of CMS to monitor the quality of care provided by Medicare-certified
HHA to all patients, regardless of payment source. A requirement for OASIS data collection for all
adult non-maternity patients would allow CMS to fulfill that role by enabling CMS to evaluate and
monitor the quality of care provided in the home environment for all patients across agencies and
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over time and ensure that Medicare policies do not have a negative effect on either Medicare or non-
Medicare patients :

7.5.2 Potential negative impacts of reinstating the mandate for OASIS data
collection for private pay patients

Costs to home health agencies. Reinstituting private pay OASIS data collection would not create
any financial impact on the estimated 20 - 25 percent of Medicare-certified agencies that provide care
only to Medicare/Medicaid patients. Those agencies that currently collect data on private pay patients
but do not enter it into an electronic database (approximately one quarter of those that have continued
collection) would have to the increased expense associated with data entry and transmission. For
agencies that have suspended private pay OASIS data collection, we estimate that costs per
assessment would increase as shown in Table 4.47 — an average of $54.30 per admission.
Furthermore, the costs required for OASIS assessment may not be reimbursed by private payers that
typically authorize fewer visits and services than are received by comparable OASIS patients.

Our analysis showed that a decision to permanently reinstitute private pay OASIS data collection
would not differentially impact agencies by size or urban/rural status, but it would impact agencies
differently depending on their payer mix and proportion of private pay patients. The mean proportion
of private pay patients across all agency size groups and regions is reported to range from a low of 11
percent to a high of 23 percent. Therefore, the estimated cost per assessment would apply to between
11 and 23 percent of patients in the approximately 30 percent of agencies that have suspended OASIS
data collection on private pay patients.

Increased staff burden Survey respondents cited concerns about staff becoming overburdened if
OASIS were required for all patients. Since the OASIS assessment typically takes longer to complete
than the average non-OASIS assessment, clinician productivity would necessarily be somewhat
reduced. If agencies did not hire additional staff to handle the requirement for a more resource-
intensive assessment, patient care might suffer.

Patient burden Survey respondents reported that concern about “patient burden” was an important
reason for suspending OASIS, and private pay patients would be subjected to a longer assessment if
OASIS data collection were mandated for all.

Costs to private payers. Private payers may be put in the position of having to increase
reimbursement to agencies that are required to perform a more resource-intensive assessment.

Need for CMS to develop reporting mechanisms. CMS would be the need to develop a mechanism
for agencies to receive reports on their private pay patients. The differences in outcomes across
different payer groups noted in Section 7.4, above, suggests that it might be approprite to report
outcomes and case mix profile information separately for private pay and Medicare/Medicaid patients
(and also potentially to report outcomes and case mix profile information separately for Medicare and
Medicaid patients). If CMS elects to require collection, coding and transmission of OASIS
assessments for private pay patients for use in outcome reporting, then it may also be appropriate to
develop refinements to the risk adjustment models. Refinements would include interaction terms for
independent variables and payment source for the key independent variables on which there are
important differences in coefficients for patients with different payment sources.

Abt Associates Inc. OASIS Study
12/30/2005 Final Report 157



7.5.3 Potential positive impacts of permanently suspending OASIS data collection
for private pay patients

Increased clinician productivity and reduced staff burden. Agencies that discontinued OASIS
collection on their private pay patients would have a potential for increased clinician productivity if
they switched to a less resource-intensive assessment tool.

Agency cost savings. As shown in Table 4.44, if agencies currently collecting OASIS data on private
pay patients choose to cease doing so, they have the potential to save an average of $11 to $12 on
each start-of-care and followup assessment, plus about $4 on each discharge assessment. However,
these savings would likely be somewhat offset by increases in OASIS assessment cost, as fixed costs
are spread over a shrinking pool of OASIS assessments.

7.54 Potential negative impacts of permanently suspending OASIS data
collection for private pay patients

Medicare/Medicaid patients. Concern was voiced by agency representatives, QIO staff, and TEP
members that a permanent suspension of OASIS data collection would result in the a system in which
there would be negative incentives to caring for Medicare beneficiaries due to the requirement for a
more resource-intensive comprehensive assessment. These incentives could result in reduced access
and inferior outcomes for Medicare patients.

Home health agencies. A large proportion of respondents view using two assessment tools, one for
Medicare/Medicaid patients and one for private pay patients, as more of a burden. A decision to
permanently suspend the mandate for OASIS collection on private pay patients may actually be
perceived as a burden by agencies that would prefer to continue collection. Those agencies would
have a choice between switching to a non-OASIS tool for their private pay patients or being placed in
competition with agencies that would have potentially lower costs. They would also be competing for
staft with agencies that would be offering a “reduced paperwork™ environment. Based or: survey
results and discussions with home health agency administrators it also seems likely that a signific ant
proportion of the agencies that have continued collecting OASIS on their private pay patients under
the “ternporary” suspension of OASIS requirements would stop collecting OASIS data if the
suspension were made permanent.

Home health industry. Agency representatives said that a permanent suspension might erode the
industry’s standing and negotiating position with payers and providers because of questions about the
quality of care provided. One accrediting organization representative offered the opinion that
improving the quality of care for all home health patients would be made more difficult by “the lack
of a mandate from Congress,” and that if OASIS is not required for all patients, agencies may lose the
potential for meeting the needs of their patient population as a whole. It would also become harder to
hold agencies accountable and harder for agencies to demonstrate accountability. An agency
representative commented that all of home health quality improvement is based on OASIS and that
the home health industry is ahead of other health care settings in terms of benchmarking because of
OASIS. The need for consistent benchmarks will grow as managed care increases.

CMS quality initiatives. Agency representatives cautioned that a decision to permanently suspend
private pay OASIS data collection weakens CMS’s message about the importance of quality
improvement for all patients and the goal of achieving system transformation in areas such as
reduction in unnecessary emergent and inpatient care.
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TITLE VII--PROVISIONS RELATING TO PARTS A AND B

Subtitlé A--Home Health Services

SEC. 704. TEMPORARY SUSPENSION OF OASIS REQUIREMENT FOR COLLECTION OF
DATA ON NON-MEDICARE AND NON-MEDICAID PATIENTS.

(a) IN GENERAL- During the period described in subsection (b), the Secretary may
not require, under section 4602(e) of the Balanced Budget Act of 1997 (Public Law
105-33; 111 Stat. 467) or otherwise under OASIS, a home health agency to gather or
submit information that relates to an individual who is not eligible for benefits under
either title XVIII or title XIX of the Social Security Act (such information in this
section referred to as “nonmedicare/medicaid OASIS information').

(b) PERIOD OF SUSPENSION- The period described in this subsection--

(1) begins on the date of the enactment of this Act; and

(2) ends on the last day of the second month beginning after the date as of
which the Secretary has published final regulations regarding the collection
and use by the Centers for Medicare & Medicaid Services of non-
medicare/medicaid OASIS information following the submission of the report
required under subsection (c).

(c) REPORT-

(1) STUDY- The Secretary shall conduct a study on how non-
medicare/medicaid OASIS information is and can be used by large home
health agencies. Such study shall examine--
(A) whether there are unique benefits from the analysis of such
information that cannot be derived from other information available to,
or collected by, such agencies; and ,
(B) the value of collecting such information by small home health
agencies compared to the administrative burden related to such
collection.
In conducting the study the Secretary shall obtain recommendations from
quality assessment experts in the use of such information and the necessity of
small, as well as large, home health agencies collecting such information.
(2) REPORT- The Secretary shall submit to Congress a report on the study
conducted under paragraph (1) by not later than 18 months after the date of
the enactment of this Act.

(d) CONSTRUCTION- Nothing in this section shall be construed as preventing home
health agencies from collecting non medicare/medicaid OASIS information for their

own use.
Abt Associates Inc. OASIS Study
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OMB Approval Form 09380940

Medicare Provider #

f | , N ©
v CENTERS for MEDICARE & MEDICAID SERVICES gency Name

OASIS Cost and Benefit Survey
of Home Health Agencies
2005

For agencies that have
continued full OASIS data collection on
non-Medicare/non-Medicaid patients

You should complete THIS version of the survey if:

« Your agency continues to conduct complete OASIS assessments on all your adult non-maternity
patients receiving skilled services (regardless of whether they are Medicare/Medicaid patients or
not); AND

e Your agency continues to conduct OASIS assessments on your non-Medicare/non-Medicaid
patients at Start of Care/Resumption of Care, Follow-up and Discharge.

This survey has been reviewed and approved by
the Centers for Medicare and Medicaid Services

Please Return By

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless
: it displays a valid OMB control number. The valid OMB control number for this information collection is 09380940. The
! time required to complete this information collection is estimated to average 90 minutes per response, including the time to
review instructions, search existing data resources, gather the data needed, and complete and review the information
collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form,

please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryiand 21244-1850.



Instructions

Is your agency correctly identified on the survey label?

To help ensure that our records are correct, please review the preprinted information on the label on the
cover of the survey. If your agency name is incorrect, cross it out and write in the correct name on the
label. If the Medicare provider number is incorrect, contact us toll-free at 1-866-271-1397,

This survey is intended to collect answers for the home health agency with the
Medicare Provider Number on the front of this survey, including any branch offices
covered under that provider number. If your agency includes subunits that have

separate Medicare Provider Numbers do not report for those units.

As you complete the survey, please refer to the following instructions:

The survey i1s directed toward Home Health Agency Administrators. However, other staff with
knowledge about OASIS costs and benefits can contribute to its completion.

You are sometimes instructed to skip over a question in this survey. When this happens, you will see an
arrow with a note that tells you what question to answer next, like this:

L Yes = Skip to A8 .
L] No

If there is no note about skipping over a question, proceed to the immediate next question.

Sections D through H collect information on the resources your agency devotes to patient assessment
activities. We ask for your best available data on staff time and assessment related costs based on
your experience. We would prefer “hard data” from time studies or accounting records, but we
recognize that many agencies do not have the capacity to perform such studies or accounting systems
that maintain the information in this particular level of detail. Since we are eager to have a wide range
of agencies represented in the survey, estimations are acceptable.

If you have any questions about this survey, please contact us at the toll-free number 1-866-271-1397 or
email OASIS@abtassoc.com. '

RETURN YOUR COMPLETED SURVEY IN THE ENVELOPE PROVIDED TO:

Abt Associates Inc.
Attn: OASIS Cost and Benefit Survey
55 Wheeler St.
Cambridge, MA 02138-9972

The OASIS Cost and Benefit Survey

is part of a Congressionally mandated study to assess the burdens and benefits of OASIS data
collection on home health agencies, particularly as it relates to non-Medicare and non-Medicaid
patients. Participation in this survey is voluntary; whether or not you complete this survey will have

no affect on your agency’s Medicare certification or reimbursement.

ALL INFORMATION COLLECTED WILL BE CONSIDERED STRICTLY CONFIDENTIAL.




A. Please tell us about your agency

Al. Is your agency part of a national, regional or local chain or health system that includes other Medicare-
certified Home Health Agencies that have their own Medicare provider numbers?

0. Yes = If yes, how many other Home Health provider numbers does it include? #
D,‘; No

A2. Is your agency part of an organization that includes a separate non-certified provider that serves non-
Medicare patients (e.g., a staffing or private-duty agency)?

= D Yes
Djf No

A3. Please indicate whether your agency has experienced any of the following in the past 12 months.
(check all that apply)

Q. Merger, acquisition, split/demerger, change of ownership

(1 Change in agency leadership

- Move to a new location

Q.. Staff reductions

Qs Staff shortages

0. A significant change in referral sources

O- An increase in the average level of clinical severity or care needs of your agency’s patients
Qs Implementation of a new system for automating your clinical records
. Other new software/computer systems implementation

0., Initiation of new program(s) targeting specific patient populations
Q.. OBQM initiatives resulting in practice changes

A4. Please indicate the type of accreditation(s) held by your agency: (check all that apply)

. JCAHO

- CHAP

: Other (specify)
-0 None

B. Please tell us about the patients your agency serves

Please tell us about the number of adult non-maternity patients that received skilled services from your agency, for
either the 2004 calendar year or your agency’s most recent fiscal year. If your agency has both a Medicare-
certified component and a non-certified component, remember to include only the patients served by your
Medicare-certified component.

Bla. Unduplicated patients served: Include all adult, non-maternity patients receiving skilled services in the
past calendar or fiscal year. Count each patient only once, regardless of the number of services, frequency
of admission or changes in payer source.

ey

i

Total number of unduplicated patients served: #

Blb. Total number of patient admissions:. Include all adult non-maternity patients receiving skilled services
who were admitted during the most recent calendar year or your agency’s most recent fiscal year. Ifa
patient was admitted, discharged, and then readmitted later in the year, that patient would be counted as two
admissions.

Total number of patient admissions: #
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B2. Please indicate the payment sources for your agency’s adult non-maternity skilled service admissions for
either the 2004 calendar year or your agency’s most recently completed fiscal year.

Payment Source Percent of Admissions
& edicare (Traditional fee-for-service) ’ %
i edicare (HMO, managed care) %
edicaid (Traditional fee-for-service) : %
¥ ; edicaid (HMO, managed care) %
- Other public sources (Worker’s Compensation,. ‘
Title programs, TRICARE/VA) %
Private HMO/managed care %
Other private insurance ' %
Self-pay %
Othier %
Total = 100% of adult non-maternity
skilled service admissions

B3. What is the ending date (month and year) of the time period used to answer Questions Bl and B2 above?

Two-digit Month: Two-digit Year:

B4. Please indicate what the data reported in questions B1 and B2 are based on: (check all that apply)

J: Medicare Cost Reports, accounting records, computer system or software
J- Estimates
D Other

C. Please tell us about your OASIS data collection, entry and transmission practices

Cl. For all OASIS assessments completed in the past 12 months (or other recent 12-month period for which
data are available), estimate the percentage that were conducted by Registered Nurses, Physical Therapists,
Occupational Therapists, Speech Language Pathologists and Others. For example, if RNs do % of the
OASIS assessments on your Medicare/Medicaid patients and PTs do the rest, enter 75% for RN and 25%
for PT in the Medicare/Medicaid column. If particular types of staff do not conduct OASIS assessments, fill
in zero (0) percent. If you do not have particular types of staff, check NA (not applicable). As in previous
questions, if your agency has both a Medicare-certified and a non-certified component, report data only for
the Medicare-certified component.

, For your Medicare/Medicaid patients For your non-Medicare/
. non-Medicaid patients
Staff Type/Discipline % of OASIS assessments conducted by: % of OASIS assessments conducted by:
Registered Nurses o, .. or L NA - % oo or bl NA o
- ; ;
Physical Therapists % - or O NA - % - or O NA .
W . . T v I -
Occupational Therapists % oooor O NA % oor T NA
i Speech Language Pathologist A or @ NA . % - or @ NA
: Other (specify)
; Yo ce Or D NA % . .. of D’; NA -
| 1000 . - Total=100% of
o Total=100% of Medicare/Medicaid non-Medicare/non-Medicaid OASIS
OASIS assessments
assessments
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C2.

- C3.

In December 2002, a reduced-burden OASIS data set (“OASIS -B1, 12/2002”) was introduced. It
decreased the number of OASIS items on the Recertification/Follow-up assessment to 26 items. Did your
agency adopt the reduced-burden OASIS and/or reduce the number of OASIS items collected at
Recertification on your Medicare/Medicaid patients?

Q. Yes; we reduced OASIS Data collected to the minimum required
Q. Yes; we dropped some items, but are still collecting more than the minimum required
0. No; we made no change in number of items we collect at Recertification.

What percent of your agency’s clinical staff use point of care data collection technology such as laptops,
handheld devices, etc that enable inputting and encoding of OASIS assessment data?

%

D. How much time does your agency spend on OASIS assessments, data entry, and transmission?

DI.

D2.

Please indicate the average number of minutes spent by staff at your agency on OASIS comprehensive
assessments for Medicare/Medicaid patients for each of the listed time points.

Report RN time for assessments conducted by an RN, and Therapist time for assessments conducted by
physical therapists, occupational therapists and speech/language pathologists. Also report time spent by
clerical staff and any other staff involved in OASIS assessments, data entry, and transmission.

e INCLUDE: in-home assessment time, follow-up time to collect missing data, documentation, data
entry and data correction time.

e EXCLUDE: travel time, time spent on care planning to meet needs identified by assessment, and time
spent on QI activities. :

Note that the “staff type” categories (RN, therapist, clerical, other) represent labor types, not activities. If an
RN does data entry, the time would be included on the “RN” line, not the “Clerical staff” line. For
example, if the average Start of Care/Resumption of Care assessment requires an RN to spend 80 minutes to
compkte the in-home assessment and follow-up on missing data, plus another 20 minutes entering and
correcting data, you would report 100 minutes on the RN line under Start of Care/Resumption of Care. If
Clerical staff do the data entry, the number of minutes spent on that task would be reported on the “Clerical
staft” line.

Start of Care/
Resumption of Care

RN e

Follow-up/

. - D-
recertification ischarge

Staff Type/Discipline

Therapist (PT, OT, SLP)
Clerical staff

Other staff

minutes per assessment

minutes per assessment

minutes per assessment

minutes per assessment

minutes per assessment

minutes per assessment

minutes per assessment

minutes per assessment

minutes per assessment
minutes per assessment

fiitnites per assessment

minutes per assessment

Check off the box that most accurately describes “Other staff” above.

0. Managers - Medical records staff O Billing clerks U Quality improvement staff

Q: Other (specify: )
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D3  On average, do staff at your agency spend the same amount of time on OASIS assessments for non-
Medicare/non-Medicaid patients as they do on OASIS assessments for Medicaid/Medicare patients?
. Yes = Skip to section E.
3 (J- No = Continue to D3a

D3a. Please indicate the average number of minutes spent by staff at your agency on OASIS

comprehensive assessments for non-Medicare/non-Medicaid patients.

Staff Type/Discipline

Start of Care/

Resumption of Care '

Follow-up/

Discharge

RN
Therapist (PT, OT, SLP)
Clerical staff

Other staff

minutes per assessment

minutes per assessmen

minutes per assessment

minutes per assessment

recertification

minutes per assessment

minutes per assessment

minutes per assessment

miinutes -per assessment

minutes per assessment
minutes per assessment
minutes per assessment

rinutes per assessment

D4. Check off the box that most accurately describes the “Other staff” above.

(. Managers  0: Medical records staff U : Billing clerks ~ [1: Quality improvement staff

'Q; Other (specify: )

E. How much time does your agency spend reviewing data quality?

El. Please estimate the total number of staff hours your agency spent on monitoring the processing and quality
of assessment data (for example, reviewing summary reports provided by your agency’s information system
or HAVEN indicating that data on patient assessments are incomplete or have errors). Report total hours

- for the past 12 months, or most recent fiscal year, for your Medicare/Medicaid patients and your non-
Medicare/non-Medicaid patients. Do not include time spent monitoring outcomes data or reviewing QI/QM
] reports. )
/
. _ . For your non-Medicare/non-
e For your Medicare/Medicaid patients L .
Staff Type/Discipline Total number of hours per year Medicaid patients
Total number of hours per year
RN Hours ' Hours ’
Therapist (PT, OT, SLP) Hours Hours
Clerical staff Hours Hours
Other staff Hours Hours
: 4 E2. Check off the box that most accurately describes the “Other staff” above.
' : Managers - Medical records staff [ Billing clerks U Quality improvement staff
O Other (specify: ).
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F. How much time does your agency spend on OASIS training?

Fl. Please indicate the total number of staff hours your agency spent on OASIS training in the past 12 months
or most recent fiscal year. Be sure to include orientation training and continuing education related to
OASIS. Also be sure to include the trainer time if the trainer is a staff member. (NOTE: Costs for
training provided by outside consultants will be documented in Section G.)

Total number of hours per year
Staff Type/Discipline spent on OASIS Training
RN S Hours :
Therapist (PT, OT, SLP)| Hours
Clerical staff ___ Hours
Other staff o Hours

F2. Check off the box that most accurately describes “Other staff” above.
Q. Managers O Medical records staff (O Billing clerks ~ (J: Quality improvement staff

. Other (specify: )

G. Other costs associated with OASIS data collection

In the previous sections we asked about labor costs (the number of hours spent by agency staff) related to OASIS
data collection, processing, and transmissin. In this section we ask you to estimate your agency’s NON-
LABOR costs— for the past 12 months or your agency’s most recently completed fiscal year — for QOASIS-
related activities.

Gl. Please provide an estimate of your agency’s non-labor costs for the past 12 months, or your agency’s most
recently completed fiscal year, for the types of expenditures listed below. Exclude costs related to labor
resources (which were reported in the previous sections) and costs related to monitoring outcomes or
OBQM/OBQI activities. Record a zero (0) if your agency had no costs for a particular type of expenditure.

Assessment-related expenditures Total cost per year

a. Training on OASIS and other comprehensive assessments $
provided by external consultants
b. Data entry/scanning provided by external vendor

c. Data validation/analysis previded by external vendor

d. Printing costs
e. Internal software and computer hardware
f. Other costs: (describe)

o & P S A

G2. Please indicate if any of the following has a substantial continuing cost that indirectly results from OASIS
data collection? (check all that apply)

More involved care planning

Clinical follow-up based on OASIS findings

Ongoing care/case management to the patient’s needs identified by OASIS
Greater supervisory oversight

Increased overhead/agency management activ ities due to OASIS

. Other (specify)

popLoo
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H. How would your agency’s costs change if OASIS were mandated for all
non-Medicare/non-Medicaid patients?

In this section we ask you to provide estimates of how some of your agency’s annual costs would change if
OASIS data collection, encoding and transmission were mandated for ALL adult non-maternity patients
receiving skilled care and the number of patients your agency served remained the same. We understand that
your response will be an estimate, since there is no way to predict future costs with complete accuracy, but please
consider what your agency spends now and how these costs might change if OASIS data collection, encoding and
transmission were mandated for ALL adult non-maternity patients receiving skilled care.

H1. If OASIS data collection, encoding and transmission were mandated for ALL adult non-maternity
patients receiving skilled care, would it change your agency’s total costs (reported in sections D — G) for:

staff time spent reviewing data quality reports

staff time spent training on OASIS related activities

external consultants for training

external data entry or scanning

external data validation or analysis

printing

internal software and computer hardware

other costs

@Rt a0 o R

0. Yes, somefall of the above costs would change = Continue to 12
- No, all of the above costs would remain the same = Skip to section I

H2. Review of Data Quality In Section E you provided an estimate of the number of hours agency staff spend
monitoring the processing and quality of assessment data (for example, reviewing summary reports
provided by your agency’s information system or HAVEN indicating that data on patient assessments are
incomplete or have errors). If OASIS data collection, encoding and transmission were mandated for
ALL adult non-maternity patients receiving skilled care, would it change the number of hours agency
staff spend reviewing data quality on your non-Medicare/non-Medicaid patients? Do not include time
spent monitoring outcomes data or reviewing QI/QM reports.

Q. Yes = Continue to H2a
Q. No, the number of hours would remain the same = Skip to H3

H2a. Estimate the total number of staff hours your agency would spend each year on review of data quality
reports for your non-Medicare/non-Medicaid patients if OASIS were mandated for these patients.

For your hon-Medicare/non—Medicaid patients
Staff Type/Discipline Fstimated number of hours per year
RN Hours
Therapist (PT, OT, SLP) Hours
Clerical staff ' § Hours
Other staff Hours

H2b. Check off the box that most accurately describes “Other staff” above. |
Q. Managers (O Medical records staff ~ (; Billing clerks U Quality improvement staff

U< Other (specify: )
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H3. OASIS-related training In Section F you provided an estimate of the number of hours agency staff spend
each year on OASIS-related training. If OASIS data collection, encoding and transmission were
mandated for ALL adult non-maternity patients receiving skilled care, would it change the number
of hours agency staff spend each year on OASIS-related training?

. Yes .= Continue to H3a
Q. No, the costs would remain the same = Skip to H4

H3a. Estimate the total number of staff hours your agency would spend each year on

v OASIS-related training, if OASIS were mandated for all adult non-matemity patients receiving

e skilled care. Be sure to include orientation training and continuing education related to OASIS. Also
be sure to include the trainer time if the trainer is a staff member.

Total number of hours per year
Staff Type/Discipline Spent on OASIS Training
RN Hours
Therapist (PT, OT, SLP) o Hours
Clerical staff Hours
Other staff . Hours

H3b. Check off the box that most accurately describes “Other staff” above.

Q. Managers 1 Medical records staff [ Billing clerks @ Quality improvement staff
Qs Other (specify: )

H4. Other non-labor costs associated with OASIS data collection In section G you provided an estimate of
your agency’s costs for external consultants for training, external data entry or scanning, external data
validation or analysis, internal software and computer hardware, and printing If OASIS data collection,
encoding and transmission were mandated for ALL adult non-maternity patients receiving skilled
care, would it change your agency’s costs for these non-labor expenditures?

0. Yes = Continue to H4a
Q- No, the costs would remain the same = Skip to section I

H4a. If yes, how would the costs change? (check box and fill in amount for all that apply)

0. We estimate that there would be a one-time transition cost of $
(enter a dollar amount)
- We estimate that total annual costs for all of these items would increase by 5
: (enter a dollar amount)

. We estimate that total annual costs for all of these items would decrease by $
(enter a dollar amount)

. I. Please tell us how you determined the costs you reported in sections D — H.

Tt

1. The cost data reported in sections D - H are based on the following sources: (check all that apply)

0. Time sheets, internal accounting records or mvoices
(1. Staff estimates
. Other (specify)

#

2.  Title/Job Position of the person providing the information in sections D — H. If several people provided
information, identify the single person who provided the most information.
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J. What does your agency currently do with OASIS data?

Note: If your agency provides services to TRICARE patients (the health care program for military
personnel and their dependents), do not include data on these patients in your responses to this section.

J1.  Please indicate what your agency does with OASIS data collected on Medicare/Medicaid patients and

other patients.
i OASIS Data on OASIS Data
;%; Medicare/Medicaid {collected on Other
i Patients Patients
Yes No Yes No
w4 a. OASIS data are reviewed for quality and completeness and 0 o - 0 0 .
; errors are corrected : E 3 4
. OASIS data are entered into an electronic data base Q. 0. o Q.
c. OASIS data are submitted to a private vendor, or outside 0 Q. 0 Q
organization (e.g., for benchmarking) : ~ 4 4
d. OASIS-based outcome reports are produced by a private O o o. Q
vendor or outside organization ?
e. OASIS-based outcome reports are produced by my o o Q. o
agency’s internal systems or parent organization i ‘ +
f. OASIS-based outcome reports are reviewed by my agency 1 PR - Q.
g. OASIS-based outcome reports are reviewed with my G Q. a
state’s Quality Improvement Organization 5 E 3 4

J2.  Please indicate whether your agency uses OASIS data for the following purposes for Medicare/Medicaid
patients and for other patients.

OASIS Data on OASIS Data
A ssessment data are used in Medicare/Medicaid |collected on Other
o Patients Patients
Yes No Yes No
fa. Individualized care planning _ g o .| o a,
- b. Identifying patient need for referrals (e.g. SW or PT) o Q. Q- Q.
ic. Identifying patient need for special programs or interventions a o | o 0
(e.g. fall prevention or cognitive impairment) : 2 : *
d. Case-mix analysis a. Q. Q- Q.
e. Identifying practice areas needing improvement a O Q. 0,
f. Identifying target outcomes for OBQI Q. Q. a- Q.
o, Tracking patient outcomes in response to QI initiatives Qo a a. o,
h. Identifying staffing needs Q. Q. Q- - O
i Identifying staff training needs ‘ Qo o i Q.
3 . Assisting with agency resource allocation decisions Q. Q. a- Q.
i k. Controlling costs / increasing efficiency g a O ¥
. Fulfilling requirements of Accrediting Organization Q. Q. Q- Q.
! m. Fulfilling requirements of other payers a O g  a
n. Comparing the quality of our agency to that of others Q. 4. 0- El/
1 o. Marketing to public / customers = P Q.
' p. Marketing to referral sources Q. Q Q- Q.
q. Marketing to, or negotiating with, payers . a.- a.
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J3.

J4.

J5.

J6.

AVR

J8.

Is your agency currently working with your state Quality Improvement Organization (QIO) to select target
outcomes. for Outcome Based Quality Improvement (OBQI) efforts and/or to implement quality
improvement processes?

. Yes
D;’_ No

Within the past 12 months, has your agency read and/or reviewed OBQI reports?

. Yes
D'; No

Within the past 12 months, have your agency staff received OBQI training (e.g., training from the QIO,
attending workshops)?

. Yes
D'; No

Within the past 12 months, has your agency changed care practices or initiated care practices as part of a QI
process? '

3. Yes
D_f No

Within the past 12 months, has your agency evaluated the effectiveness of care practices initiated as part of
a QI process?

- Yes
Dg No

Within the past 12 months, what types of assistance related to OASIS or OBQI has your agency received
from a parent organization? (check all that apply)

Not applicable; our agency is independently owned and operated.

. Parent organization provided training on conducting OASIS assessments.

Parent organization provided technology for data collection.

Parent organization provided software for data encoding/quality audit.

Parent organization provided outcome reports for non-Medicare/non-Medicaid patients.
» Parent organization provided assistance interpreting OBQI reports.

: Other OASIS/OBQI-related assistance provided by parent organization (specify)

e
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K. Are OASIS data useful?

Opinions vary about the value of OASIS data. We want to know your agency’s perspectives. Based on your
agency’s experience, indicate the extent to which you agree or disagree with the following statements about the
possible benefits of OASIS.

Strongly

Agree ‘Agree Disagree Disagree Disagree

Neither
Agree nor Strongly

Collecting OASIS data Helps to standardize our agency’s
comprehensive assessment process

Collecting OASIS data improves our agency’s overall
patient care planning process

Collecting OASIS data facilitates a multidisciplinary
approach to patient care at our agency

OASIS data help us identify care processes needing
improvement

OASIS data help us identify the need for referrals for
services such as social work or occupational therapy

OASIS data help us identify a patient’s need for specific
programs or interventions (e.g. a fall prevention program)

OASIS data help us identify the need for developing
special programs or interventions

OASIS data provide us with increased clarity in
documentation of homebound status

OAGSIS has helped our agency make efficient allocation /
use of agency resources in delivering care

OASIS has helped us improve patient outcomes at our
agency

OASIS data collection helps us measure and evaluate
clinical staff assessment skills and care planning
competency

OASIS has helped foster staff team work and improve
morale at our agency

OASIS has helped our agency to save money

OASIS has helped our agency improve the quality of its
services

OABSIS has helped the home health indﬁstry improve the
quality of homecare services

OASIS is effective in ensuring that consumers receive
quality services from home health agencies

Di}
s

Q

(73

U

[ P

Qs

Q:

a

.

s

.

Q- ( B i Y
Q- . P
o o o

Q- . P Q.

o O O

o o o

o o o

- W s
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w1

L. Why has your agency continued to collect OASIS data on your non-Medicare/
non-Medicaid patients?

Ll. Indicate the degree to which the following factors influenced your agency’s decision to continue OASIS
data collection for non-Medicare/non-Medicaid patients. Select NA (not applicable) if the statement does
e not apply to your agency.

‘ Very Somewhat  Somewhat Very
G Important Important Unimportant Unimportant NA
a. Belief that the federal requirement to collect e .
OASIS was only suspended on a temporary . o
basis and the requirement for collection may be Qe O SE U U
reinstated
b. Fewer training issues when one data collection
form is used for all patients U O, Q- . Q.
¢. Fewer training issues when our data collection
policies remain unchanged Qe L . Uy
d. The Conditions of Participation continue to
require a comprehensive assessment for all (e Q. - O .
patients
e. It is not always possible to know the payment
source for a patient’s episode of care at the . o % - iy
outset '
f. Concern that Survey and Certification may cite
our agency for not having a comprehensive O (P U . (]

assessment if we use a non-QASIS assessment
g. Collecting OASIS data on non-Medicare/non-

Medicaid patients provides us with information e . O o B [ 7

that cannot be derived from other sources
h. Some payment sources other than Medicare and

Medicaid require OASIS data collection s U, - Qs =E
i Some referral and payment sources other than
Medicare and Medicaid are interested in
outcomes data on our non-Medicare/non- = =k Q- U .
Medicaid patients :
j. Our own interest in outcomes data on our non- )
Medicare/non-Medicaid patients = Q. - Q- o
k. Our electronic data collection system does not .
easily accommodate the use of more than one i Q. Q- (I " [
comprehensive assessment '
. An administrative/executive decision by my 0. o. Q. . Q.

corporate organization

L2. Please identify any other factors that strongly influenced your agency’s decision to continue collecting
OASIS data on non-Medicare/non-Medicaid patients:
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L3. Indicate your level of agreement with the following statements. Select NA (Not Applicable) if OASIS data
are not being used for this purpose.

Strongly Strongly
s Agree Agree DisagreeDisagree NA
f a. OASIS data are valuable for assessing the needs of our non- : : '
e Medicare/non-Medicaid patients g O O : O,
b. OASIS data are valuable for care planning for our non-
Medlcare/non-Medlcald patients o O W Qs Qs
4 valuable for assessing outcomes for our ‘ ' , e
non-Medlcare/non- edicaid patients : g o O O faf’“f
d. OASIS data on our non-Medicare/non- Medlcald patients
are valuable for determining appropriate quality monitoring 0. O, Uy U Q.
or improvement activities for those patients
e. OASIS data on our non-Medicare/non-Medicaid patients Q 0 a g 0
are valuable for our agency resource allocation decisions b k < 3 >4
f. Collecting OASIS data on non-Medicare / non-Medicaid
patients provides us with a better picture of overall agency Qs O, O O o
performance

L4. Please identify any other benefits or burdens resulting from continued collection of OASIS data on non-
Medicare/non-Medicaid patients:

M. Survey Completion Information
M1. Name, title and contact information of person completing the survey:

Name:

ﬁ Title:

Address:

Phone: Email:

M2. How many other people at the agency did you consult to obtain information submitted in this questionnaire?

i ___ #of people
+ M3. Please record the month, day and year this survey was completed.
i / /

MM DD YYYY

Thank you for completing the survey! Please mail your completed survey
to the address listed on the inside of the front cover.
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-OMB Approval Form 09380940

Medicare Provider#
Agency Name

CENTERS for MEDICARE & MEDICAID SERVICES

OASIS Cost and Benefit Survey
of Home Health Agencies
2005

For agencies that have
suspended full OASIS data collection
on non-Medicare/non-Medicaid patients

You should complete THIS version of the survey if:

e Your agency has completely stopped collecting OASIS data on your non-Medicare/non- Medicaid
patients; OR :

« The assessment your agency uses for your non-Medicare/non-Medicaid adult non-maternity skilled
service patients contains OASIS items, but it is not the complete OASIS data set required for Medicare
and Medicaid patients; OR

 Your agency no longer collects OASIS data on all your non-Medicare/non-Medicaid adult non-maternity
skilled service patients at all of the following time points: Start of Care/Resumption of Care, Follow-up

and Discharge.

This survey has been reviewed and approved by
the Centers for Medicare and Medicaid Services

Please Return By

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid OMB control number. The valid OMB control nurnber for this information collection is 09380940. The time
required to complete this information collection is estimated to average 90 minutes per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you
have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.



Instructions

Is your agency correctly identified on the survey label?

To help ensure that our records are correct, please review the preprinted information on the label on the
cover of the survey. If your agency name is incorrect, cross it out and write in the correct name on the
label. If the Medicare provider number is incorrect, contact us toll-free at 1-866-271-1397.

This survey is intended to collect answers for the home health agency with the
Medicare Provider Number on the front of this survey, including any branch offices
covered under that provider number. [If your agency includes subunits that have
separate Medicare Provider Numbers do not report for those units.

As you complete the survey, please refer to the following instructions:

The survey is directed toward Home Health Agency Administrators. However, other staff with
knowledge about OASIS costs and benefits can contribute to its completion.

You are sometimes instructed to skip over a question in this survey. When this happens, you will see an
arrow with a note that tells you what question to answer next, like this:

[] Yes = Skip to A8
[l No

If there is no note about skipping over a question, proceed to the immediate next question.

Sections D through I collect information on the resources your agency devotes to patient assessment
activities. We ask for your best available data on staff time and assessment-related costs based on
your experience. We would prefer “hard data” from time studies or accounting records, but we
recognize that many agencies do not have the capacity to perform such studies or accounting systems
that maintain the information in this particular level of detail. Since we are eager to have a wide range
of agencies represented in the survey, estimations are acceptable.

If you have any questions about this survey, please contact us at the toll-free number 1-866-271-1397 or
email QASIS@abtassoc.com.

RETURN YOUR COMPLETED SURVEY IN THE ENVELOPE PROVIDED TO:

Abt Associates Inc. _
Attn: OASIS Cost and Benefit Survey
55 Wheeler St.
Cambridge, MA 02138-9972

The OASIS Cost and Benefit Survey
is part of a Congressionally mandated study to assess the burdens and benefits of
OASIS data collection on home health agencies, particularly as it relates to non-
Medicare and non-Medicaid patients. Participation in this survey is voluntary; whether
or not you complete this survey will have no affect on your agency’s Medicare
certification or reimbursement

ALL INFORMATION COLLECTED WILL BE CONSIDERED STRICTLY CONFIDENTIAL.




A. Please tell us about your agency

Al. Is your agency part of a national, regional or local chain or health system that includes other Medicare-
certified Home Health Agencies that have their own Medicare provider numbers?

J: Yes = Ifyes, how many other Home Health provider numbers does it include? ~ #
D No ‘

A2. s your agency part of an organization that includes a separate non-certified provider that serves non-
Medicare patients (e.g., a staffing or private-duty agency)?

“ Q. Yes

D:“ No
A3. Please indicate whether your agency has experienced any of the following in the past 12 months.
(check all that apply)
[J: Merger, acquisition, split/demerger, change of ownership
- Change in agency leadership
J: Move to a new location
W Staff reductions
(). Staff shortages
.. A significant change in referral sources
- An increase in the average level of clinical severity or care needs of your agency’s patients

O; Implementation of a new system for automating your clinical records
Js Other new software/computer systems implementation

Q... Initiation of new program(s) targeting specific patient populations
;. OBQM initiatives resulting in practice changes

A4. Please indicate the type of accreditation(s) held by your agencyé (check all that apply)

L. JCAHO

- CHAP

Q. Other (specify)
{1: None

B. Please tell us about the patients your agency serves

Please tell us about the number of adult non-matemnity patients that received skilled services from your agency
for either the 2004 calendar year or your agency’s most recent fiscal year. If your agency has both a Medicare-
certified component and a non-certified component, remember to include only the patients served by your
Medicare certified component.

Bla. Unduplicated patients served: Include all adult, non-maternity patients receiving skilled services in the
past calendar or fiscal year. Count each patient only once, regardless of the number of services, frequency
of admission or changes in payer source.

Total number of unduplicated patients served: #

B1b. Total number of patient admissions : Include all adult, non-maternity patients receiving skilled services
who were admitted during the most recent calendar year or your agency’s most recent fiscal year. If a
patient was admitted, discharged, and then readmitted later in the year, that patient would be counted as
two admissions.

¥

Total number of patient admissions: #
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B2. Please indicate the payment sources for your agency’s adult non-maternity skilled service admissions for
either the 2004 calendar year or your agency’s most recently completed fiscal year.

Payment Source Percent of Admissions
Medicare (Traditional fee-for-service) o %
3 Medicare (HMO, managed care) %

Medicaid (Traditional fee-for-service) %
Medicaid (HMO, managed care) %
Other public sources (Worker’s Compensation, '
Title programs, TRICARE/VA) o
Private HMO/managed care %
Other private insurance %
Self-pay %
Other %

é Total = 100% of adult non-maternity

! skilled service admissions

B3. What is the ending date (month and year) of the time period used to answer Questions B1 and B2 above?

Two-digit Month: Two-digit Year:

B4. Please indicate what the data reported in questions B1 and B2 are based on: (check all that apply)

0. Medicare Cost Reports, accounting records, computer system or software
(J- Estimates

Q: Qther

C. Please tell us about your OASIS data collection, entry and transmission practices for your
Medicare and Medicaid patients

C1. For all OASIS assessments completed on your Medicare/Medicaid patients in the past 12 months (or other
recent 12-month period for which data are available), estimate the percentage that were conducted by
Registered Nurses, Physical Therapists, Occupational Therapists and Speech Language Pathologists. For
: example, if RNs do % of the OASIS assessments on your Medicare/Medicaid patients and PTs do the rest,
- enter 75% for RN and 25% for PT. If particular types of staff do not conduct OASIS assessments on your
Medicare/Medicaid patients, fill in zero (0) percent. If you do not have particular types of staff, check NA
(not applicable). As in previous questions, if your agency has both a Medicare-certified and a non-certified
component, report data only for the Medicare-certified component.

o For your Medicare/Medicaid patients
£ Staff Type/Discipline % of OASIS assessments conducted by:
Registered Nurses % . - or O, NA -
Physical Therapists % .. or O NA ..
Occupational Therapists % .- or O NA -
Speech Language
Pathologists : % or [ NA
Total=100% of OASIS assessments on
Medicare/Medicaid patients
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e -

-

C2.

C3.

In December 2002, a reduced-burden OASIS data set (“OASIS —B1, 12/2002”) was introduced. It
decreased the number of OASIS items on the Recertification/Follow-up assessment to 26 items. Did
your agency adopt the reduced-burden OASIS and/or reduce the number of OASIS items collected at
Recertification on your Medicare/Medicaid patients?

0: Yes; we reduced OASIS Data collected to the minimum required
J; Yes; we dropped some items, but are still collecting more than the minimum required
(- No; we made no change in number of items we collect at Recertification.

What percent of your agency’s clinical staff use point of care data collection technology such as laptops,
handheld devices, etc that enable inputting and encoding of OASIS assessment data?

%

D. How much fime does your agency spend on OASIS assessments, data entry, and

DI.

D2.

transmission?

Please indicate the average number of minutes spent by staff at your agency on OASIS comprehensive
assessments for Medicare/Medicaid patients for each of the listed time points.

Report RN time for assessments conducted by an RN, and Therapist time for assessments conducted by
physical therapists, occupational therapists and speech/language pathologists. Also report time spent by
clerical staff and any other staff involved in OASIS assessments, data entry, and transmission.

¢ INCLUDE: in-home assessment time, follow-up time to collect missing data, documentation, data
entry and data correction time.

o EXCLUDE: travel time, time spent on care planning to meet needs identified by assessment, and time
spent on QI activities.

Note that the “staff type” categories (RN, therapist, clerical, other) represent labor types, not activities. If
an RN does data entry, the time would be included on the “RN” line, not the “Clerical staff” line. For
example, if the average Start of Care/Resumption of Care assessment requires an RN to spend 80 minutes
to complete the in-home assessment and follow-up on missing data, plus another 20 minutes entering and
correcting data, you would report 100 minutes on the RN line under Start of Care/Resumption of Care. If
Clerical staff do the data entry, the number of minutes spent on that task would be reported on the
“Clerical staff” line.

Start of Care/ Follow-up/

Staff Type/Discipline

Resumption of Care

recertification

Discharge

RN
Therapist (PT, OT, SLP)
Clerical staff

Other staff

minutes per assessment
minutes per assessment

minutes per-assessment

minutes per assessiment

minutes per assessment

minufes per assessment

minutes per assessment

minutes per assessment

minutes per assessment

minutes per assessmen

minutes per assessment

minutes per assessment

Check off the box that most accurately describes “Other staff’” above.

UJ: Managers
L= Other (specity:

() Medical records staff . Billing clerks

)

O Quality improvement staff
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E.
.

a.

b.

C.

d.

E2.
£
.
Ciad

Please tell us about your agency’s assessment-related practices for your non-
Medicare/non-Medicaid patients

Note: If your agency provides services to TRICARE patients (the health care program for military
personnel and their dependents), do not include them in your responses to this section.

Please tell us about the comprehensive assessments you use for your non-Medicare/non-Medicaid
patients.

Does the Start of Care assessment your agency uses for non-Medicare/non-Medicaid patients include:

(check one)
0: No OASIS items - Some OASIS items 0. All OASIS items

Does the Resumption of Care assessment your agency uses for non-Medicare/non-Medicaid patients
include: (check one)

1. No OASIS items J; Some OASIS items . All OASIS items

Does the Follow-up/ Recertification assessment your agency uses for non-Medicare/non-Medicaid
patients include: (check one)

1. No OASIS items J: Some OASIS items J. AIll OASIS items

Does the Discharge assessment your agency uses for non-Medicare/non-Medicaid patients include:
(check one)

. No OASIS items [: Some OASIS items {0, All OASIS items

For all comprehensive assessments completed on your non-Medicaid/non-Medicare patients in the past
12 months (or other recent 12-month period for which data are available), estimate the percentage that
were conducted by Registered Nurses, Physical Therapists, Occupational Therapists, Speech Language
Pathologists and Others.

For example, if RNs do % of the patient assessments on your non-Medicare/non-Medicaid patients and
PTs do the rest, enter 75% for RN on the RN line and 25% for PT on the PT line. If particular types of
staff do not conduct assessments on your non-Medicare/non-Medicaid patients, fill in zero (0) percent. If
you do not have particular types of staff, check NA (not applicable). As in previous questions, if your
agency has both a Medicare-certified and a non-certified component, report data only for the Medicare-
certified component.

For your non-Medicare/non-Medicaid patients
Staff Type/Discipline % of comprehensive assessments conducted by:

Registered Nurses % oo oof Wb NA o
Physical Therapists % . or O NA -
Occupational Therapists % oo oor W NA
Speech Language Pathologist % - or A NA -
Other (specify)

0% i or U NA =

Total=100% of assessments on
non-Medicare/non-Medicaid patients
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E3. Please indicate the average number of minutes spent by staff at your agency on comprehensive
assessments for non-Medicare/non-Medicaid patients at each of the listed time points. Follow the
instructions in Section D on which activities to include and exclude.

I Start of Care/ Follow-up/

Staff Type/Discipline X . A Discharge

P P Resumption of Care recertification &

RN L : i
minutes - per-assessment miinutes - per assessment minutes: per assessment

Therapist (PT, OT, SLP) e : I
minutes per assessment minutes per assessment minutes per assessment

Clerical staff e Er ] . : -
minufes per assessment minutes per assessment minutes per assessment

Other staff o e s
minutes per assessment minutes per assessment minutes per assessment

E4. Check off the box that most accurately describes “Other staff” in questions E2 and E3.
0. Managers  J; Medical records staff - Billing clerks 01; Quality improvement staff
Q. Other (specify: )

ES. What percent of your agency’s clinical staff use point of care data collection technology such as laptops,
handheld devices, etc that enable inputting and encoding of assessment data collected on your non-
Medicare/non-Medicaid patients ?

%

F. How much time does your agency spend reviewing data quality?

F1. Estimate the total number of staff hours your agency spent on monitoring the processing and quality of
assessment data (for example, reviewing summary reports provided by your agency’s information system
or HAVEN indicating that data on patient assessments are incomplete or have errors). Report total hours
for the past 12 months, or most recent fiscal year, for your Medicare/Medicaid patients and your non-
Medicare/non-Medicaid patients. Do not include time spent monitoring outcomes data or reviewing

QI/QM reports.
S Typeisplne | Ty e s ot g s
RN Hours Hours
Therapist (PT, OT, SLP Hours Héurs
Clerical staff Hours 0o Hours
Other staff Hours : Hours

E2. Check off the box that most accurately describes “Other staff” above.
Q. Managers U Medical records staff Q- Billing clerks & Quality improvement staff
Q- Other (specify: ; )

OASIS Survey for Agencies that Suspended Full OASIS Collection 5



G. How much time does your staff spend on tréining related to OASIS and other
comprehensive assessments?

Gl. Please indicate the total number of staff hours your agency spent on OASIS training and training for the
comprehensive assessments your agency uses for non-Medicare/non-Medicaid patients in the past 12
months or most recent fiscal year. Be sure to include orientation training and continuing education for
assessment related activities. Also be sure to include the trainer time if the trainer is a staff member.
(NOTE: Costs for traning provided by outside consultants will be documented in Section H.)

Sl Typeibiscipine | 1o mebe SEien b vear | Tl e o et v 8
RN : _ Howrs .. ~ Hours .
Therapist (PT, OT, SLP) o Hours Hours .:-
Clerical staff Hours Hours -

Other staff o Hours Hours

G2. Check off the box that most accurately describes “Other staff”” above.
Q. Managers - Medical records staff - Blllmg clerks [, Quality improvement staff

Q. Other (specify: )

H. Other costs associated with comprehensive assessment data collection

In the previous sections we asked about labor costs (the number of hours spent by agency staff) related to
assessment data collection, processing, and transmission. In this section we ask you to estimate your agency’s
NON-LABOR costs — for the past 12 months or your agency’s most recently completed fiscal year — for
assessment-related activities.

H1. Please provide an estimate of your agency’s non-labor costs for the past 12 months, or your agency’s most
recently completed fiscal year, for the types of expenditures listed below. Exclude costs related to labor
resources (which were reported in the previous sections) and costs related to monitoring outcomes or
OBQM/OBQI activities. Record a zero (0) if your agency had no costs for a particular type of
expenditure.

Assesment-related expenditures Total cost per year

a. Training on OASIS and other comprehensive
assessmerits provided by external consultants
b. Data entry/scanning provided by external vendor

¢. Data validation/analysis provided by external vendor

d. Printing costs
¢. Internal software and computer hardware
f. Other costs: (describe)

“B BB 9 2 B e

H2. Please indicate if any of the following has a substantial continuing cost that indirectly results from OASIS
data collection. (check all that apply)

More involved care planning

. Clinical follow-up based on OASIS findings

+ Ongoing care/case management to the patient’s needs identified by OASIS
+ Greater supervisory oversight

= Increased overhead/agency management activities due to OASIS

. Other (specify)

[y Epuyuy .
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I. How would your agency's costs change if OASIS were mandated for all
non-Medicare/non-Medicaid patients?

In this section we ask you to provide estimates of how some of your agency’s annual costs would change

if OASIS data collection, encoding and transmission were mandated for ALL adult non-maternity
B patients receiving skilled care and the number of patients your agency served remained the same. We
understand that your response will be an estimate, since there is no way to predict future costs with complete
accuracy, but please consider what your agency spends now and how these costs might change if OASIS data
collection, encoding and transmission were mandated for ALL adult non-maternity patients receiving skilled

care.

I1. If OASIS data collection, encoding and transmission were mandated for ALL adult nor-maternity
wd patients receiving skilled care , would it change your agency’s total costs (reported in sections F, G and

H) for:
a. staff time spent reviewing data quality reports
b. staff time spent training on OASIS rehted activities
c. external consultants for training
d. external data entry or scanning
e. external data validation or analysis
f. printing
g internal software and computer hardware
h. other costs

Q. Yes, some/all of the above costs would change = Continue to 12
. No, all of the above costs would remain the same = Skip to section J

I2. Review of Data Quality In Section F you provided an estimate of the number of hours agency staff
spend monitoring the processing and quality of assessment data (for example, reviewing summary reports
provided by your agency’s information system or HAVEN indicating that data on patient assessments are
incomplete or have errors). If OASIS data collection, encoding and transmission were mandated for

ALL adult non-maternity patients receiving skilled care, would it change the number of hours
agency staff spend reviewing data quality on your non-Medicare/non-Medicaid patients? Do not
include time spent monitoring outcomes data or reviewing QV/QM reports.

Q. Yes = Continue toI2a
Q. No, the number of hours would remain the same = Skip to I3

[2a. Estimate the total number of staff hours your agency would spend each year on review of OASIS
data quality reports for your non-Medicare/non-Medicaid patients, if OASIS were mandated for
these patients.

STy | e
RN ‘ Hours

. Therapist (PT, OT, SLP) Hours

&j Clerical staff Hours
Other staff Hours

12b. Check off the box that most accurately describes the “Other staff” above.
O Managers - Medical records staff U Billing clerks O Quality improvement staff

Q- Other (specify: )

OASIS Survey for Agencies that Suspended Full OASIS Collection 7



I3. OASIS-related training In Section G you provided an estimate of the number of hours agency staff
spend each year on OASIS-related training. If OASIS data collection, encoding and transmission were
mandated for ALL adult non-maternity patients receiving skilled care, would it change the number
of hours agency staff spend each year on OASIS-related training?

! 3, Yes = Continue to I3a v
is Q. No, the number of hours would remain the same = Skip to I4

o I3a. Estimate the total number of staff hours your agency would spend each year on OASIS-related
training, if OASIS were mandated for all adult non-maternity patients receiving skilled services. Be
sure to include orientation training and continuing education related to OASIS. Also be sure to
include the trainer time if the trainer is a staff member.

Total number of hours per year
Staff type/Discipline Spent on OASIS Training
RN .~ Hours
Therapist (PT, OT, SLP) Hours
Clerical staff Hours
Other staff Hours

I3b. Check off the box that most accurately describes “Other staff” above.
O Managers  ; Medical records staff ~ U5 Billing clerks (s Quality improvement staff

: Other (specify: )

I14. QOther non-labor costs associated with comprehensive assessment data collection In section H you
provided an estimate of your agency’s costs for external consultants for assessment-related training,
external data entry or scanning, external data validation or analysis, internal software and computer
hardware, and printing. If OASIS data collection, encoding and transmission were mandated for
ALL adult non-maternity patients receiving skilled care, would it change your agency’s costs for
these non-labor expenditures?

. Yes © Continue to [4a
- No, the costs would remain the same = SKip to section J

I4a. If yes, how would the costs change? (check box and fill in amount for all that apply)

. We estimate that there would be a one-time transition cost of $
(enter a dollar amount)

it . We estimate that total annual costs for all of these items would increase by §$
(enter a dollar amount)

(. We estimate that total annual costs for all of these items would decrease by $
(enter a dollar amount)

J. Please tell us how you determined the costs you reported in D through |

j J1.  The cost data reported in sections D through I are based on which of the following sources:
(check all that apply)

0. Time sheets, internal accounting records or invoices
L) Staff estimates
Q- Other (specify)

J2.  Title/Job Position of the person providing the information in sections D — I. If several people provided
information, identify the single person who provided the most information.

8 OASIS Survev: Agencies that Suspended Full Collection



K. What does your agency currently do with patient assessment data?

Note: If your agency provides services to TRICARE patients (the health care program for military
personnel and their dependents), do not include data on these patients in your re sponse.

K1. Please indicate what your agency does with patient assessment data collected on Medicare/Medicaid
patients and other patients.

OASIS Data on Assessment Data
- Medicare/Medicaid | collected on Other
i Patients Patients
w; Yes No Yes No
2. Data are reviewed for quality and completeness and errors | -
are corrected o, = 1 W W
i b. Data are entered into an electronic data base - Q. a- Q.
c. Data are submitted to a private vendor or outside 0
organization (e.g., for benchmarking) ! Q: ] W U
d.  Outcome reports based on assessment data are produced by a
private vendor or outside organization O Qs o Q.
e. Outcome reports based on assessment data are produced by
my agency's internal systems or parent organization Q. Q- =2 =2
f. Outcome reports based on assessment data are reviewed by O 0 0
my agency ¢ ’ s
. Outcome reports based on assessment data are reviewed with a O » a
my state’s Quality Improvement Organization : > B 4

K2. Please indicate whether your agency uses assessment data for the following purposes for
Medicare/Medicaid patients and for other patients.

OQSIS Data on Assessment Data
Assessment data are used in... Med‘cl’)‘:t"ig\:;d'ca‘d °°““l::‘:i:['l‘tsoth"
Yes No Yes No
a. Individualized care planning Q. Q- O, O
b. Identifying patient need for referrals (e.g. SW or PT) Q. Q. Q. Q.
c. Identifying patien‘t need for spc_:cia'l programs or interventions D; D 0. o,
(e.g. fall prevention or cognitive impairment) : < -
d. Case-mix analysis O Q. Q- Q.
c. Identifying practice areas needing improvement Q. Q- mh 0,
f. Identifying target outcomes for OBQI Q- Q. Q. Q.
o Tracking patient outcomes in response to QI initiatives Q. | - EL
h. Identifying staffing needs Q. a. a-: Q.
i. Identifying staff training needs | Q- 0. o,
i. Assisting with agency resource allocation decisions Q- Q. Q. Q.
9 k. Controlling costs / increasing efficiency D Q- O: Q.
- . Fulfilling requirements of Accrediting Organization Q- Q. a. Q.
4 m. Fulfilling requirements of other payers C] Q- O- Q.
n. Comparing the quality of our agency to that of others Q- Q4. Q- Q.
0. Marketing to public / customers El D I:l ’ EI
p. Marketing to referral sources Q- |_—_|} EI EI
q. Marketing to, or negotiating with, payers D D“ D Q.

OASIS Survey for Agencies that Suspended Full OASIS Collection 9




K3.

Ke6.

K7.

SEREERE S

KA.

Is your agency currently working with your state Quality Improvement Organization (QIO) to select target
outcomes for Outcome Based Quality Improvement (OBQI) efforts and/or to implement quality
improvement processes?

. Yes
J: No

Within the past 12 months, has your agency read and/or reviewed OBQI reports?

. Yes
D;} No

Within the past 12 months, have your agency staff received OBQI training (e.g., training from the QIO,
attending workshops)?

D Yes
D No

Within the past 12 months, has your agency changed care practices or initiated care practices as part ofa
QI process?

. Yes
- No

Within the past 12 months, has your agency evaluated the effectiveness of care practices initiated as part
of a QI process?-

Dg Yes
J: No

Within the past 12 months, what types of assistance related to OASIS or OBQI has your agency received
from a parent organization? (check all that apply)

0. Not applicable; our agency is independently owned and operated.

Q- Parent organization provided training on conducting OASIS assessments.

(- Parent organization provided traihiﬁg on conducting non-OASIS assessments.
0. Parent organization provided technology for data collection.

0. Parent organization provided software for data encoding/quality audit.

Q. Parent organization provided outcome reports for non-Medicare/non-Medicaid patients.
(J; Parent organization provided assistance interpreting OBQI réports.

Q.. Other OASIS/OBQI-related assistance provided by parent organization (specify)

OASIS Survev: Agencies that Suspended Full Collection



b

L. Are OASIS data useful?

Opinions vary about the value of OASIS data. We want to know your agency’s perspectives. Based on your
agency’s experience, indicate the extent to which you agree or disagree with the following statements about the

possible benefits of OASIS.

Neither
Strongly Agree nor

Agree Agree Disagree Disagree Disagree|

- Strongly

Jk OASIS data collection helps us measure and evaluate clinical

h.  Collecting OASIS data helps to standardize our agency’s
© comprehensive assessment process :

@y Oy i

b. Collecting OASIS data improves our agency’s overall patient
care planning process

Q- Q. O

c. Collecting OASIS data facilitates a multidisciplinary
approach to patient care at our agency

D{z E’i Dz

4. OASIS data help us identify care processes needing
improvement

. OASIS data help us identify the need for referrals for
services such as social work or occupational therapy

Da} D DZ

£ OASIS data help us identify a patient’s need for specific
programs or interventions (e.g. a fall prevention program)

g. OASIS data help us identify the need for developing special
programs ot interventions ‘

h. OASIS data provide us with increased élarity in
documentation of homebound status

i OASIS has helped our agency make efficient allocation / use Q. 0 -
of agency resources in delivering care g i ;

i. OASIS has helped us improve patient outcomes at our
agency
staff assessment skills and care planning competency

. OASIS has helped foster staff team work and improve
morale at our agency

m. OASIS has helped our agency to save money " B - 5
h. OASIS has helped our agency improve the quality of its 0 a a
services ' “ ’

o. OASIS has helped the home health industry improve the
quality of homecare services

p. OASIS is effective in ensuring that consumers receive
quality services from home health_agencies

D :

[ P

0,
0.

[ ¥
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M. Why did your agency decide to suspend the collection of some or all OASIS data on your
non-Medicare/non-Medicaid patients?

M1. Indicate the degree to which the following factors influenced your agency’s decision to partially or
completely suspend OASIS data collection for some/all of its non-Medicare/non-Medicaid patients.
Select NA (not applicable) if the statement does not apply to your agency.

Very Somewhat Somewhat Very
o Important Important Unimportant Unimportant
L . Availability of non-OASIS comprehensive. = : e T
i ity - comprea [ 1 a W =

patient assessment that we prefer

b. Use of an electronic data collection system that
could accommodate different comprehensive - Q. Q- A 0,
patient assessments

c. The cost of OASIS collection and collection-
’ related activities _

! d. The staff time required for OASIS collection :
and collection—rz(l]ated activities Q- Us = Q.

i ooy
u
e. Problems retaining or recruiting staff related to Q. o. a. 0. Q.
d

o, o

burden of OASIS data collection activities
f. Burden on patients related to OASIS data

collection SE O, Qs Qo
g, Concerns about confidentiality of QASIS data O. Q: Q. Q: o,
h. Concerns about reliability of OASIS data in

general Qs D_(’ Q- (P O
i. Lack of outcome and case-mix reports on non- & a. a a a

Medicare / non-Medicaid patients from CMS 4 . I a el
j. Concern that OASIS is not as relevant for non- 0. Q. u) Q. .

Medicare and non-Medicaid patients
k. Our agency uses non-OASIS data to. meastire

outcomes for our nion-Medicare / non-Medicaid (I Q. Q. e
patients o i

l. The number of non-Medicare / non-Medicaid
patients our agency services is too small for - s, Q- Q. s

computation of outcome measures
m. Our non-Medicare / non-Medicaid patients

have too few visits to use patient data / . Q. Q- s O,
outcome measures .
n. Current risk-adjustment methodologies do not
adequately adjust for differences between
Medicare/Medicaid patients and non-Medicare s s - U o
/ non-Medicaid patients . :
0. An administrative /:executive decision by my Q a ‘o a 0
corporate organization b : e ’ 4
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M?2. Please identify any other factors that strongly influenced your agency’s decision to suspend collection of
OASIS data on some/all of its non-Medicare/non-Medicaid patients:

N. Survey Completion Information
N1. Name, title and contact information of person completing the survey:

Name:

Title:

Address:

Phone: Email:

N2. How many other people at the agency did you consult to obtain information submitted in this survey?
___#of people
N3. Please record the month, day and year this survey was completed.

/ -/
MM DD YYYY

Thank you for completing the survey! Please mail your completed survey
to the address listed on the inside of the front cover.

i
#

OASIS Survey-for Agencies that Suspended Full OASIS Collection 13
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Appendix C

Additional Cross-tabulation Tables and Multivariate Analysis
Results

Table C.1: Agency Characteristics by Continue/Suspend Status

Agency Characteristic Suspended Percent Continued Percent
Size Category (1/2/3/4)
Missing 29.17 70.83
Quartile 1 (smallest) 29.11 70.89
Quartile 2 35.53 64.47
Quartile 3 34.9 65.1
Quartile 4 (largest) 30.41 69.59
Census Region (numeric)
Northeast 19.1 80.9
Midwest 37.06 62.94
South 29.96 70.04
West ' 40.82 59.18
Rural 32.7 67.3
No
Yes 31.58 68.42
Type of Facility
VNA 28.85 71.15
Combination gov't/private 50 50
Official 2564 74.36
Hospital-based 32.32 67.68
SNF-based 50 50

~ Other 34.24 65.76
Type of Control
Non-prof: Religious 4118 58.82
Non-prof: Private 2542 74.58
Non-prof: Other 26.87 73.13
For-profit 34.77 65.23
Govt: State/County 30.51 69.49
Comb govt and vol 100
Abt Associates Inc. OASIS Study Final Report

12/30/05 Appendix C



an
=

g

i\wj 4

Agency Characteristic

Suspended Percent

Continued Percent

Local govt 33.33 66.67
Part of Chain

Missing 100

No 31.19 68.81
Yes 35.14 64.86
Separate Provider

Missing 20 80
No 30.26 69.74
Yes 38.24 61.76
Staff shortage or reduction

No 28.63 71.37
Yes 34.96 65.04
Accredited

No 28.13 71.88
Yes 37.63 62.37
Accreditation: JCAHO only

No 29.44 70.56
Yes 37.13 62.87
Accreditation: CHAP only

No 31.72 68.28
Yes 43.75 56.25
Adopted reduced-burden OASIS &/or

reduce # of questions for M/IM? 4545 54.55
Missing

Adopted reduced burden OASIS 36.3 63.7
Reduced some items, still collecting

others 28.21 71.79
No change 16.09 83.91
Has HHA changed practices b/c of Ql

process in last 12 months?

Missing 100
Yes 31.66 68.34
No 39.13 60.87
High Tech Devices Used to Collect

Data > 50% of clinical staff

Missing 30 70
No 31.29 68.71

Abt Associates Inc.
12/30/05

OASIS Study Final Report

Appendix C

Cc-2



Agency Characteristic Suspended Percent Continued Percent
Yes 3537 64.63
High Measure of OASIS Usefuiness

Score

No 40.86 59.14
Yes 24.55 75.45
Binary Version of a1

Missing 100

No 31.19 68.81
Yes 35.14 64.86
Type of Control: Non-Profit

No 34.18 65.82
Yes 29.24 70.76
Type of Control: For Profit

No 30.09 69.91
Yes 34.77 65.23
Type of Control: Government

No 32.34 67.66
Yes 32.26 67.74
Type of Agency: VNA

No 32.64 67.36
Yes 28.85 7115
Tybe of Agency: Combination

No 32.22 67.78
Yes 50 50
Type of Agency: Official

No 33.27 66.73
Yes 25.64 74.36
Type of Agency: Hosp Based

No 32.33 67.67
Yes 32.32 67.68
Type of Agency: SNF Based

No 32.22 67.78
Yes 50 50
Type of Agency: Other

No 30.65 69.35
Yes 34.24 65.76

Abt Associates Inc.
12/30/05

OASIS Study Final Report
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Agency Characteristic

Suspended Percent

Continued Percent

BINARY: High Number of RN Minutes

Req for SOC Assessment 31.96 68.04
No

Yes 32.65 67.35
High Number of Clerical Minutes Req

for SOC Assessment

No 322 67.8
Yes 32.43 67.57
Low Percentage of Required OASIS

(less than 80 %)

Missing 100

No 28.29 71.71
Yes 43.11 56.89
Medium Percentage of Required OASIS

(80-<90%)

Missing 100

No 33.11 66.89
Yes 30.16 69.84

Abt Associates Inc.
12/30/05

OASIS Study Final Report
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Table C.2: Reasons for Continuing Collection on Private Pay Patients Continued
Agencies Mean Rating

. . Mean Rating:
2l Degree to which the following factors influenced agency’s 2 (very important)
decision to continue OASIS data collection for to
non-Medicare/non-Medicaid patients - 2 (very unimportant)
Fewer training issues when one data collection form is used for all patients 1.58
Fewer training issues when our data collection policies remain unchanged 154
The Conditions of Participation continue to require a comprehensive 152
assessment for all patients )
An administrative/executive decision by my corporate organization 1.03
Belief that the federal requirement to collect OASIS was only suspended on 0.78
a temporary basis and the requirement for collection may be reinstated )
Our own interest in outcomes data on our non-Medicare/non-Medicaid 0.78
patients .
Our electronic data collection does not easily accommodate the use of more 0.58
than one comprehensive assessment )
It is not always possible to know the payment source for a patient’'s episode 0.41
of care at the outset )
Concern that Survey and Certification may cite our agency for not having a 0.39
comprehensive assessment if we use a non-OASIS assessment )
Collecting OASIS data on non-Medicare/non-Medicaid patients provides us 0.27
with information that cannot be derived from other sources )
Some payment sources other than Medicare and Medicaid require OASIS 005
data collection : )
Some referral and payment sources other than Medicare and Medicaid are 0.06
interested in outcomes data on our non-Medicare/non-Medicaid patients )
i
Abt Associates Inc. OASIS Study Final Report
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Table C.3: Reasons for Suspending Collection on Private Pay Patients Suspended

Agencies Mean Rating :

Mean Rating:
2 (very important)
Degree to which the following factors influenced agency’s decision to -2 t(?Iery

suspend OASIS data collection for non-Medicare/non-Medicaid patients unimportant)
Suspended due to staff time required for OASIS 1.78
Suspended due to cost of OASIS collection 1.58
Suspended due to burden on patients 1.31
Suspended due to problems retaining or recruiting staff related to burden of 1.27
OASIS
Suspended due to administrative/executive decision 0.99
Suspended due to avail of preferred non-OASIS assessment 0.67
Suspended due to inadeq risk adjustment methodologies 0.52
Suspended due to OASIS not relevant to non-M/M patients 0.45
Suspended due o use of non-OASIS outcomes measures 0.41
Suspended due to electronic data system accommodates different 0.28
assessments
Suspended due to concerns about reliability of OASIS 0.21
Suspended due to non-M/M patients have too few visits to use outcome 0.07
measures
Suspended due to # non-M/M patients too small for outcome measures 0.13
Suspended due to lack of outcome and case-mix reports on non-M/M patients 0.22

-0.72

Suspended due to confidentiality concerns w/ OASIS

Abt Associates Inc. OASIS Study Final Report
12/30/05 Appendix C

C-6



fame

e
SRR

Table C.4: Reasons for Suspending Collection on Private Pay Patients: Mean

Importance Ratings* by Size

Degree to which the following factors

influenced agency’s decision to suspend Quartile Quartile
OASIS data collection for non-Medicare/non- 1 Quartile | Quartile 4
Medicaid patients All i(smallest) 2 3 (largest)
Suspended due to staff time required for OASIS 1.78 1.64 1.82 1.78 1.94
Suspended due to cost of OASIS collection 1.58 1.39 147 1.68 1.82
Suspended due to burden on patients 1.31 1.26 114 1.36 1.55
Suspended due to problems retaining or
-recruiting staff related to burden of OASIS 1.27 1.16 119 1.26 1.54
Sus'pfended due to administrative/executive 0.99 117 101 0.87 114
decision :
Suspended due to avail of preferred non-OASIS 0.67 0.83 0.68 0.53 067
assessment ' ’ ' ’ )
Suspended due to inadequate risk adjustment 0.52 0.55 043 0.53 0.75
methodologies ) ’ ’ ’ ’
Suspended due to OASIS not relevant to private 0.45 0.86 0.40 0.33 0.32
pay patients ’ ) ’ ’ ’
Suspended due to use of non-OASIS outcomes 0.41 0.76 0.16 0.53 0.21
measures ) ) ) ’ )
Suspended due to availability of electronic data
system that accommodates different 0.28 0.42 0.31 0.28 0.26
assessments
Suspended due to concerns about refiability of 0.91 0.23 0.28 0.10 0.37
OASIS ) ) ) ) ‘
Suspended due to private pay patients have too 0.07 0.46 0.47 0.4 050
few visits to use outcome measures ) ) ’ ) )
Suspended due to # private pay patients too 013 0.26 0.45 084 0.80
small for outcome measures ) ) ’ ’ ’
Suspended due to fack of outcome and case- 022 010 0.10 058 . | 000
mix reports on private pay patients ’ ' ) ' )
Suspended due to confidentiality concerns w/ 072 140 0.30 110 0.30
OASIS ' ’ ’ ’ )
*Mean Rating: 2 (very important) to - 2 (very unimportant)
Abt Associates Inc. OASIS Study Final Report
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Table C.5: Reasons for Suspending Collection on Private Pay Patients: Mean
Importance Ratings* by Geographic Area

Degree to which the following factors Region Urban/Rural
influenced agency’s decision to
suspend OASIS data collection for

non-Medicare/non-Medicaid patients All NE MW | South; West | Urban | Rural
Suspended due to staff time required for 178 191 179! 187 158 176 1.85
OASIS
Suspended due to cost of OASIS 158 | 190 | 1701 152! 141 160 | 152
collection
Suspended due to burden on patients 1.31 1.34 132 1.31 128 1.35 1.16
Suspended due to problems retaining or .
recruiting staff related to burden of 1.27 1.17 108! 146 1.28; 1.33 1.09
OASIS
Suspended due to
administrative/executive decision 0.99 0.50 0.50 1341 1.05) 113 0.53
Suspended due to avail of preferred non- 0.67 0.10 064! 070! 081 072 0.53
OASIS assessment .
Suspended due fo inadequate risk 052 051 | 053| 058 039 056 | 042
adjustment methodologies
Suspended due to OASIS not relevantto . 445 © 921 | 031 064] 052 059 | 0.6
private pay patients
Suspended due to use of non-OASIS 041 | 018 | 057| 048] 019 057 | -0.05
outcomes measures
Suspended due to availability of
electronic data system that 0.28 043 025 062 0.22{ 0.18 0.57
accommodates different assessments
Suspended due to concerns about . :
reliability of OASIS 0.21 0.10 0.36: 023 008 0.28 0.01
Suspended due to private pay patients
have too few visits to use outcome 0.07 0.08 -0.31 019 0.32; -0.08 0.51
measures
Suspended due to # private pay patients 013 0.19 0211 001! -091 -034 0.46
too small for outcome measures ) ' ’ ) ’ ) )
Suspended due to lack of outcome and | 555 43 | 035, 0.0 | 043 033 | 0.01
case-mix reports on private pay patients :
Suspended dus fo confidentiality 072 110 | -096 | -021| -0.99| 064 | -0.91
concerns w/ OASIS

*Mean Rating: 2 (very important) to - 2 (very unimportant)
Abt Associates Inc. OASIS Study Final Report
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Table C.6: Review and Analysis of OASIS Data for Medicare and Medicaid Patients by

Continue/Suspend Status

Percent of agencies who report... ALL Suspended | Continued
OASIS data are reviewed for quality and completeness 99% 96% 100%
and errors are corrected
OASIS data are entered into an electronic data base 97% 93% 99%
OASIS data are submitted to a private vendor (e.g., for o o
benchmarking) 40% 45% 38%
OASIS-based outcome reports are produced by a private
vendor 44% 49% 41%
OASIS-based outcome reports are produced by my 63% 66% 629%
agency’s internal systems ° ° °
OASIS-based outcome reports are reviewed by my o o
agency 98% 96% 99%
OASIS-based outcome reports are reviewed with my o =0,
state’s Quality Improvement Organization 88% 85% 89%
Abt Associates Inc. OASIS Study Final Report
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Table C.7: Uses of OASIS Data for Medicare and Medicaid Patients by

Continue/Suspend Status

Percent of agencies who report assessment

data are used in... All} Suspended | Continued
{ndividualized care planning 94% 92% 96%
identifying patient need for referrals (e.g. SW or PT) 94% 92% 95%
Identifying patient need for special programs/interventions 90% 87% 91%
Case-mix analysis 90% 89% 90%
Identifying practice areas needing improvement 95% 92% 96%
Identifying target outcomes for OBQI 96% 93% 98%
Tracking patient outcomes in response to Ql initiatives 94% 93% 95%
Identifying staffing needs 60% 67% 56%
Identifying staff training needs 83% 81% 84%
Assisting with agency resource allocation decisions 58% 62% 56%
Controlling costs / increasing efficiency 64% 63% 64%
Fulfilling requirements of Accrediting Organization 57% 66% 53%
Fulfilling requirements of other payers 56% 59% 55%
Comparing the quality of our agency to that of others 91% 85% 93%
Marketing to public / customers 49% 46% 51%
Marketing to referral sources 47% 48% 46%
Marketing to, or negotiating with, payers 32% 39% 29%
Abt Associates Inc. OASIS Study Final Report
Appendix C c-10
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Table C.8: Review and Analysis of OASIS Data for Medicare and Medicaid Patients by

Size:

Quartile | Quartile| Quartile | Quartile
Percent of agencies who report... Ail 1 2 3 4
OASIS data are reviewed for quality and 99% 95% 100% 100% 100%
completeness and errors are corrected ? ? ?
OASIS data are entered into an electronic data base: 97% 93% 97% 99% 99%
OASIS data are submitted to a private vendor (e.g., 40% 279% 36% 43% 71%
for benchmarking) ? ° ? ? °
OASIS-based outcome reports are produced by a 44% 30% 39% 49% 70%
private vendor
OASIS-based outcome reports are produced by my 63% 629% 64% 65% 63%
agency’s internal systems ? ° ? ’ ?
OASIS-based outcome reports are reviewed by my 98% 95Y% 100% 100% 100%
agency (] 0 (] (] ) 0
0ASIS-based outcome reports are reviewed with my 88% 85% 90% 85% 96%
state’s Quality Improvement Organization
Abt Associates Inc. OASIS Study Final Report
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Table C.9: Uses of OASIS Data for Medicare and Medicaid Patients by Agency Size

Percent of agencies who report assessment Quartile | Quartile | Quartile | Quartile
data are used in... -1 2 3 4
Individualized care planning 93% 95% 94% 95%
identifying patient need for referrals (e.g. SW or PT) 91% 93% 95% 97%
Identifying patient need for special programs/interventions 85% 92% 92% 92%
Case-mix analysis 83% 90% 93% 96%
Identifying practice areas needing improvement 93% 95% 97% 96%
Identifying target outcomes for OBQI 92% 98% 98% 99%
Tracking patient outcomes in response to Ql initiatives 86% 96% 99% 97%
Identifying staffing needs 60% 63% 58% 60% -
identifying staff training needs 77% 87% 80% 91%
Assisting with agency resource allocation decisions 49% 63% 59% 68%
Controlling costs / increasing efficiency 62% 62% 64% 68%
Fuffilling requirements of Accrediting Organization 46% 50% 63% 80%
Fulfilling requirements of other payers 48% 56% 59% 69%
Comparing the quality of our agency to that of others 84% 91% 94% 96%
Marketing to public / customers 43% 45% 51% 61%
Marketing to referral sources 41% 40% 48% 65%
Marketing to, or negotiating with, payers 23% 29% 37% A7%
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Table C.10: Review and Analysis of OASIS Data for Medicare and Medicaid Patients

by Location

Percent of agencies who
report...

All

Region

Rural/Urban

NE

MwW

S

Rural

Urban

OASIS data are reviewed for
quality and completeness and
errors are corrected

99%

100%

99%

100%

93%

100%

98%

OASIS data are entered into
an electronic data base

7%

98%

99%

98%

89%

95%

97%

OASIS data are submitted to a
private vendor (e.g., for
benchmarking)

40%

45%

41%

40%

37%

44%

39%

OASIS-based outcome
reports are produced by a
private vendor

44%

46%

50%

40%

40%

45%

43%

OASIS-based outcome
reports are produced by my
agency'’s internal systems

63%

60%

58%

68%

64%

54%

68%

OASIS-based outcome
reports are reviewed by my
agency

98%

100%

99%

99%

92%

99%

98%

OASIS-based outcome
reports are reviewed with my
state’s Quality improvement
Organization

88%

92%

89%

88%

82%

93%

86%

Abt Associates Inc.
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Table C.11: Uses of OASIS Data for Medicare and Medicaid Patients by Location

Percent of agencies who Region Rural/Urban

report assessment data are

used in... All NE MW S w Rural Urban
Individualized care planning 94% 95% 94% 96% 89% 95% 94%
'r‘;?:rtr‘z‘s“?ezatigw gfg‘?r;m 94% | 95% | 94% | 96% | 87% 93% 94%
Identifying patient need for
special 90% | 92% - 90% | 91% | 85% 91% 89%
programs/interventions
Case-mix analysis 0% | 80% = 89% | 95% | 84% 90% 90%
:‘::J:;Y;"I?ngzszcn?ei:eas 95% | 100% | 95% | 95% | 87% 95% 94%
'g;g:fy"‘g target outcomes for! geo © gg9, | 96% | 99% | 87% 98% 96%
g::g;ns% F;g‘gpi‘n‘i’t‘i‘:fﬁe"‘:s in | o400 | 88% | 94% | 98% | 88% 96% 93%
Identifying staffing needs 60% 49% 63% 60% 64% 58% 61%
Identifying staff training needs |  83% 92% 86% 80% 79% 84% 82%
Assisting with agency 58% | 44% | 61% | 60% | 57% 51% 61%
resource allocation decisions
gf‘f"gf;‘:"g;‘g costs/increasing | g4y, | g%  64% | 64% | 57% | 61% 65%
Fulfilling requirements of 57% | 53% | 58% | 55% | 65% 53% 50%
Accrediting Organization ? ? ? o ° ° °
';:32:':9 requirements of other | ggor | 5go,  56% | 58% | 53% | 58% 55%
Sggﬂ;’;’;gtg';f&”;wgrgf our | g1y | 95% . 86% | 95% | 84% 92% 90%
gﬂuas';';erggfs to public / 49% | 53% | 49% | 52% | 37% 45% 50%
Marketing to referral sources 47% 52% 45% 50% 37% 35% 52%
x:;kig';%:;’ or negotiating 0% : 27%  34% | 34% | 29% 24% 36%
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Table C.12: Review and Analysis of Assessment Data for Private Pay Patients by

Continue/Suspend Status

Suspended

{(non-OASIS | Continued
Percent of agencies who report... Ali data) (OASIS data
Data are reviewed for quality and completeness and 94% 91% 96%
errors are corrected
Data are entered into an electronic data base 66% 50% 74%
Data are supmntted to a private vendor (e.g., for 19% 13% 22%
benchmarking)
Outcome reports are produced by a private vendor 20% 11% 25%
glusttceor;nse reports are produced by my agency's internal 43% 39% 45%
Outcome reports are reviewed by my agency 68% 59% 73%
Outcome reports are reyiewed with my state’s Quality 41% 24% 51%
Improvement Organization
Abt Associates Inc. OASIS Study Final Report :
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Table C.13: Uses of Assessment Data for Private Pay Patients by Continue/Suspend

Status
: Suspended
B Percent of agencies who report assessment (non-OASIS | Continued
data are used in... All data) (OASIS data)
individualized care planning 93% 91% 94%
Identifying patient need for referrals (e.g. SW or PT) 1% 91% 91%
Identifying_ patient peed for special 87% 85% 88%
programs/interventions
Case-mix analysis 55% 38% 64%
Identifying practice areas needing improvement ' 77% 69% 81%
Identifying target outcomes for OBQI 59% 37% 71%
! Tracking patient outcomes in response to Ql initiatives 68% 55% 75%
identifying staffing needs 57%. 62% 54%
identifying staff training needs 74% 2% . 75%
Assisting with agency resource allocation decisions 52% 54% 51%
Controlling costs / increasing efficiency 56% 58% 55%
Fulfilling requirements of Accrediting Organization 52% 59% 48%
Fulfilling requirements of other payers 57% 66% 53%
Comparing the quality of our agency to that of others 52% 28% 65%
Marketing to public / customers 34% 29% 36%
Marketing to referral sources 32% 30% 33%
Marketing to, or negotiating with, payers 27% 29% 25%
j
o
ul
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Table C.14: Review and Analysis of OASIS Assessment Data Collected on Private
Pay Patients by Size (Continued Agencies)

" Quartile | Quartile | Quartile | Quartile
Percent of agencies who report... 1 2 3 4
e OASIS data are reviewed for quality and 95% 97%- 98% 94%
completeness and errors are corrected
o OASIS data are entered into an electronic data 68% 67% 85% 74%
base ’ :
OASIS data are submitted to a private vendor (e.g., 1% 12% 29% 42%
for benchmarking)
OASIS-based outcome reports are produced by a 13% 20% 36% 37%
private vendor
OASIS-based outcome reports are produced by my 48% 49% 38% 40%
agency’s internal systems
OASIS-based outcome reports are reviewed by my 75% 69% 80% - 67%
agency
OASIS-based outcome reports are reviewed with 45% 55% 61% 43%
my state’s Quality Improvement Organization

oo
pee e
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Table C.15: Review and Analysis of OASIS Data Collected on Private Pay Patients by

Location (Continued Agencies)

Percent of agencies who Region Rural/Urban
report... NE MW S W Rural Urban

OASIS data are reviewed for 94% 93% 98% 100% 94% 98%
quality and completeness and
errors are corrected
OASIS data are entered into an 80% 72% 72% 79% 68% 77%
electronic data base ‘
OASIS data are submitted to a 29% 23% 17% 29% 21% 22%
private vendor (e.g., for
benchmarking)
OASIS-based outcome reports 29% 32% 18% 35% 26% 25%
are produced by a private vendor
OASIS-based outcome reports 35% 37% 51% 50% 38% 49%
are produced by my agency's :
internal systems
OASIS-based outcome reports 62% 68% 77% 84% 73% 74%
are reviewed by my agency
OASIS-based outcome reports 42% 45% 53% 69% 50% 52%
are reviewed with my state’s
Quatlity Improvement
Organization

Abt Associates Inc.
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Table C.16: Use of OASIS Assessment Data Collected on Private Pay Patients by Size

(Continued Agencies)

Percent of agencies who report assessment Quartile ;| Quartile | Quartile | Quartile
data are used in... 1 2 3 4
Individualized care planning 96% 93% 94% 92%
Identifying patient need for referrals (e.g. SW or PT) 90% 88% 94% 94%
Identifying patient need for special programs or 86% 88% 90% 90%
interventions (e.g. fall prevention or cognitive
impairment)
Case-mix analysis 66% 59% 67% 57%
Identifying practice areas needing improvement 82% 74% 87% 83%
Identifying target outcomes for OBQI 75% 62% 75% 71%
Tracking patient outcomes in response to Ql initiatives 76% 68% 80% 78%
Identifying staffing needs 59% 57% 50% 47%
Identifying staff training needs 65% 82% 72% 82%
Assisting with agency resource allocation decisions 45% 55% 51% 57%
Controlling costs / increasing efficiency 55% 54% 52% 59%
Fulfilling requirements of Accrediting Organization 38% 45% 47% 70%
Fulfilling requirements of other payers 46% 49% 62% 57%
Comparing the quality of our agency to that of others 66% 57% 70% 68%
Marketing to public / customers 32% 28% 43% 45%
Marketing to referral sources 28% 26% 40% 44%
Marketing to, or negotiating with, payers 16% 24% 29% 35%
Abt Associates Inc. OASIS Study Final Report
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Table C.17: Use of OASIS Assessment Data Collected on Private Pay Patients by
Location (Continued Agencies)

" Percent of agencies who report _ _
#e assessment data are used in... NE MW S w Rural | Urban

individualized care planning 95% 90% 96% 96% 94% 94%
identifying patient need for referrals (e.g. SW 89% 88% 93% 93% 89% 92%
ke i or PT)

Identifying patient need for special programs 88% 89% 88% 89% 88% 89%
or interventions (e.g. fall prevention or
cognitive impairment)

Case-mix analysis 65% 45% 72% 74% 56% 68%
Identifying practice areas needing 87% 78% 79% 88% 79% 82%
improvement
Identifying target outcomes for OBQI 71% 57% 76% 83% 67% 73%
Tracking patient outcomes in response to Ql 76% 61% 80% 88% 72% 78%
initiatives

s Identifying staffing needs 52% 49% 55% 63% 55% 53%
Identifying staff training needs 84% 65% 75% 86% 76% 74%
Assisting with agency resource allocation 45% 43% 53% 69% 44% 55%
decisions
Controlling costs / increasing efficiency 51% 47% 58% 67% 54% 56%
Fulfilling requirements of Accrediting 55% 46% 45% 58% 43% 51%
Organization
Fulfilling requirements of other payers 56% 48% 53% 59% 51% 54%

» Comparing the quality of our agency to that of 62% 52% 69% | 82% 62% 67%
others :

Marketing to public / customers 34% 28% 43% 35% 27% 42%
Marketing to referral sources 30% 23% 41% 29% 20% 40%

Marketing to, or negotiating with, payers 27% 20% 29% 20% 17% 30%
Abt Associates Inc. ’ OASIS Study Final Report
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Table C.18: Agencies OBQI Activities - All Respondents

Percent of agencies who report they... All Continued Suspended
Are currently working with their state Quality

Improvement Organization (QIO) to select target

outcomes for Outcome Based Quality Improvement 86% 87% 86%
(0OBQiI) efforts and/or to implement quality

improvement processes

Have read or reviewed OBQI reports within the past 96% 95% 97%

12 months

Have received OBAQ training in the past 12 months 87% 86% 88%
Have changed care practices or initiated care

practices as part of a Ql process in the past 12 89% 87% 90%
months

Have evaluated the effectiveness of care practices o o 0
initiated as part of a QI process in the past 12 months 93% 96% 91%
‘Abt Associates Inc. OASIS Study Final Report
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Table C.19: Agencies OBQI Activities - All Respondents by Size

Quartile Quartile Quartile Quartile

i Percent of agencies who report they... 1 2 3 4
2
Are currently working with their state Quality
s improvement Organization (QIO) to select

target outcomes for Outcome Based Quality 78% 88% 89% 93%
improvement (OBQI) efforts and/or to
implement quality improvement processes

Have read or reviewed OBQI reports within the 89% 99% 100% 99%
past 12 months ’ ° ° °

Have received OBQ! training in the past 12 . 82% 86% 0% 96%
months

Have changed care practices or initiated care
practices as part of a QI process in the past 12 81% 91% 92% 94%
months

Have evaluated the effectiveness of care
practices initiated as part of a Ql process in 86% 95% 94% 98%
the past 12 months

o
i
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Table C.20: Agencies OBQI Activities by Region & Rural/Urban

Percent of agencies who report
they...

Region

Rural/Urban

NE

Mw

S

Rural

' Urban

Are currently working with their state
Quality Improvement Organization (QIO)
to select target outcomes for Outcome
Based Quality Improvement (OBQI)
efforts and/or to implement quality
improvement processes

80%

84%

92%

80%

92%

84%

Have read or reviewed OBQI reports
within the past 12 months

100%

99%

95%

92%

100%

95%

Have received OBQI training in the past

’ 12 months

89%

85%

90%

81%

88%

87%

Have changed care practices or initiated
care practices as part of a QI process in
the past 12 months

97%

86%

88%

92%

91%

88%

Have evaluated the effectiveness of
care practices initiated as part of a Ql
process in the past 12 months

85%

92%

95%

93%

96%

91%
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Table C.21: Benefits of OASIS Data Collection, All Respondents Mean Rating

Based on your agency’s experience, indicate the extent to
which you agree or disagree with the following statements
about the possible benefits of OASIS. Mean Rating

Collecting OASIS data helps to standardize our agency’s comprehensive 0.94
assessment process ’
OASIS data help us identify care processes needing improvement 0.86
OASIS has helped us improve patient outcomes at our agency 0.63
OASIS data help us identify a patient's need for specific programs or 0.56
interventions (e.g. a fall prevention program) :
Gollecting OASIS data improves our agency’s overall patient care planning 0.54
process : ’
OASIS data help us identify the need for referrals for services such as social 0.50
work or occupational therapy )
OASIS has helped the home health industry improve the quality of homecare 0.47
services )
Collecting OASIS data facilitates a multidisciplinary approach to patient care 0.45
at our agency )
OASIS data help us identify the need for developing special programs or 0.41
interventions ’
OASIS has helped our agency improve the quality of its services 0.35
OASIS data provide us with increased clarity in documentation of 0.33
homebound status ’
OASIS is effective in ensuring that consumers receive quality services from 0.05
home health agencies )
OASIS has helped our agency make efficient allocation / use of agency -0.01
resources in delivering care )
OASIS data collection helps us measure and evaluate clinical staff 013
assessment skills and care planning competency )
OASIS has helped foster staff team work and improve morale at our agency -0.73
OASIS has helped our agency to save money -0.80
Abt Associates Inc. OASIS Study Final Report
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Table C.22: Benefits of OASIS Data Collection, All Respondents by

Continue/Suspend

Based on your agency’s experience, indicate the extent to % Strongly Agree or Agree
which you agree or disagree with the following statements
about the possible benefits of OASIS. Suspended | Continued

Collecting OASIS data helps to standardize our agency’s 629 859%
comprehensive assessment process ° ?
OASIS data help us identify care processes needing improvement 63% 83%
OASIS has helped us improve patient outcomes at our agency 56% 72%
OASIS data help us identify a patient’s need for specific programs or 44% 70%
interventions (e.g. a fall prevention program) ? ?
Collecting OASIS data improves our agency’s overall patient care 40% 70%
planning process ° °
OASIS data help us identify the need for referrals for services such as 38% 66%
social work or occupational therapy ¢ ?
OASIS has helped the home health industry improve the quality of 43% 63%
homecare services
Collecting OASIS data facilitates a multidisciplinary approach to patient 36% 65%
care at our agency ° ?
OASIS data help us identify the need for developing special programs or 38Y% 59%
interventions ? ?
OASIS has helped our agency improve the quality of its services 34% 60%
OASIS data provide us with increased clarity in documentation of 35% 55%
homebound status
OASIS is effective in ensuring that consumers receive quality services 24% 42%
from home health agencies
OASIS has helped our agency make efficient allocation / use of agency 21% 1%
resources in delivering care
OASIS data collection helps us measure and evaluate clinical staff 46% 19%
assessment skills and care planning competency
OASIS has helped foster staff team work and improve morale at our 10% M
agency '
OASIS has helped our agency to save money 6% 11%
Abt Associates Inc. OASIS Study Final Report
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Table C.23: Benefits of OASIS Data Collection, All Respondents by Region and
Rural/Urban

i Based on your agency’s experience, indicate
e the extent to which you agree or disagree

with the following statements about the Region
” ) possible benefits of OASIS. NE MW S w
i(r)np;\)?éseﬁ; thelp us identify care processes needing 84%* 78%* 78%* 63%
(a)S;AeSnICSy has helped us improve patient outcomes at our 72% 67% 68% 55%

OASIS data help us identify a patient’s need for
specific programs or interventions (e.g. a fall 72%* 62%* 63%* 45%

prevention program)

Collctng OASIS dala mproves o agoneys overal | g | e | oow | 4o
ORSIS data ol us enty e rod o oferials 0 | g | save | sow | 4o
OASIS has ot th homo i sy M0oXe | 1o | ey | oow| 4o
i(t)sAsirSv iI;:z.helped our agency improve the quality of 61%* 47% 56%* 42%
OASIS data help us identify the need for developing 56%* 52% 53%* 30%

special programs or interventions

OASIS data provide us with increased clarity in
documentation of homebound status 39% ] 48% 53% 4%

OASIS is effective in ensuring that consumers receive
quality services from home health agencies 37% 31% 41% 31%

OASIS has helped our agency make efficient
allocation / use of agency resources in delivering care 29% 29% 41% 30%

OASIS data collection helps us measure and evaluate

clinical staff assessment skills and care planning 12% 32% 29% 31%
competency
- .
i OASIS has he|.ped foster staff team work and improve 0% 12% 19% 8%
L morale at our agency
OASIS has helped our agency to save money 2% 10% 1% 10%
Abt Associates Inc. OASIS Study Final Report
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Table C.24: Benefits of OASIS Data Collection, All Respondents by Size

Based on your agency’s experience,
indicate the extent to which you agree or
disagree with the following statements

% Strongly A

gree or Agree

about the possible benefits of OASIS Quartile 1| Quartile 2| Quartile 3| Quartile 4
Collecting OASIS data helps to standardize our 76% 80% 76% 77%
agency’s comprehensive assessment process ? ¢ ° °
OASIS data help us identify care processes 76% 82% 71% 77%
needing improvement ? ’ ? ?
OOL,;‘;S;IgSe?\i)s/ helped us improve patient outcomes at 68% 65% 65% 66%
OASIS data help us identify a patient's need for
specific programs or interventions (e.g. a fall 63% 60% 61% 56%
prevention program)

Collecting OASIS data improves our agency’s 64% 66% 48% 58%
overall patient care planning process ° ° ? ’
OASIS data help us identify the need for referrals

for services such as social work or occupational 59% 56% 53% 55%
therapy

OASIS has helped the home health industry 63% 50% 55% 56% ’
improve the quality of homecare services ’ ? ?
Collecting OASIS data facilitates a multidisciplinary 53% 60% 51% 53%
approach to patient care at our agency ° ? ? ?
(())fﬁi\tilse?\laks:et;elped our agency improve the quality 58% 50% 47% 52%
OASIS data help us identify the need for 51% 51% 49% 56%
developing special programs or interventions

OASIS data. provide us with increased clarity in " 48% 51% 47% 43%
documentation of homebound status

OASIS is effective in ensuring that consumers 46%* 40% 249, 30%
receive quality services from home health agencies ° ? ? ’
OASIS has helped our agency make efficient

aliocation / use of agency resources in delivering 39% 34% 31% 30%
care

OASIS data collection helps us measure and

evaluate clinical staff assessment skills and care 35% 29% 22% 23%
planning competency

OASIS has helped foster staff team work and 219%* Yy 5% 29
improve morale at our agency ° ° ° ¢
OASIS has helped our agency to save money 14% 7% 8% 6%
Abt Associates Inc. OASIS Study Final Report
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Table C.25: Benefits of OASIS Data Collection on Private Pay Patients Agencies that
Continued OASIS Data Collection for Private Pay Patients by Agency Size

o % Strongly Agree or Agree
b Indicate your level of agreement with Quartile | Quartile | Quartile | Quartile
» the following statements All 1 2 3 4
[ ]
; OASIS data are valuable for assessing the needs: 71% 65% 78% 74% 67%
e of our non-Medicare/non-Medicaid patients
#y OASIS data are valuable for care planning for our 68% 64% 74% 73% 63%
‘ ; non-Medicare/non-Medicaid patients :
OASIS data are valuable for assessing outcomes 64% 63% 63% 63% 66%
for our non-Medicare/non-Medicaid patients
OASIS data on our non-Medicare/non-Medicaid 64% 59% 64% 68% 69%
patients are valuable for determining appropriate
quality monitoring or improvement activities for
those patients
OASIS data on our non-Medicare/non-Medicaid 37% 41% 36% 33% 35%
patients are valuable for our agency resource
~ allocation decisions
Collecting OASIS data on non-Medicare / non- 64% 61% 71% 61% 61%
Medicaid patients provides us with a better
picture of overall agency performance
i
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Table C.26: Benefits of OASIS Data Collection on Private Pay Patients Agencies that
j Continued OASIS Data Collection for Private Pay Patients by Agency Location

% Strongly Agree or Agree

Indicate your level of agreement Region : Rural/Urban
o with the following statements All NE MW S w Rural Urban
G OASIS data are valuable for

assessing the needs of our non- 71% 59% 72% 72% 77% 77% - 68%

Medicare/non-Medicaid patients

OASIS data are valuable for care
planning for our non-Medicare/non-;  68% 58% @ 68% 69% 77% 73% 66%

Medicaid patients

OASIS data are valuable for
assessing outcomes for our non- 64% 52% 61% 67% 73% 70% 61%

Medicare/non-Medicaid patients

QOASIS data on our non-
Medicare/non-Medicaid patients

are valuable for determining 0 0 0 o o o, o,
appropriate quality monitoring or 64% 54% 64% 64% % 85% 63%

improvement activities for those
patients

OASIS data on our non-

Medicare/non-Medicaid patients o o o o o
are valuable for our agency 37% 29% 3% | 39%  49% | 40% 36%

resource allocation decisions

Collecting OASIS data on non-

Medicare / non-Medicaid patients
provides us with a better picture of 64% 59% 63% 62% 7% 72% 60%

overall agency performance

e Y

.
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Table C.27: Value of Private Pay OASIS Data for Agencies that have Non-Certified

Providers in their Organization

Not part of an | Part of an org
org with with separate
Indicate your level of agreement with the following separate non- non-cert
statements cert provider provider
OASIS data are valuable for assessing the needs of our non- 0.75 0.55
Medicare/non-Medicaid patients
OASIS data are valuable for care planning for our non- 0.72 0.54
Medicare/non-Medicaid patients
OASIS data are valuable for assessing outcomes for our non- 0.69 0.50
Medicare/non-Medicaid patients
OASIS data on our non-Medicare/non-Medicaid patients are 0.67 0.50
valuable for determining appropriate quality monitoring or
improvement activities for those patients
OASIS data on our non-Medicare/non-Medicaid patients are 0.40 0.29
valuable for our agency resource allocation decisions
Collecting OASIS data on non-Medicare / non-Medicaid patients 0.67 0.52
provides us with a better picture of overall agency performance
Abt Associates Inc. OASIS Study Final Report
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Multivariate Analysis Results

Table C.28: Agencies that Continued OASIS Collection on Private Pay Patients:

Regression Results on Key Characteristics

Characteristic OddsRatioEst LowerCL UpperCL
Size in 1st Quartile (smallest) 0.629 0.328 1.206
Size in 2nd Quartile 0.62 0.333 1.156
Size in 3rd Quartile 0.695 0.37 1.306
Region: Northeast 4.18* 1.88 9.295
Region: Midwest 1.127 0.61 2.082
Region: South 1.961* 1.097 3.507
Rural 1.069 0.624 1.83
Facility control: For-Profit 0.47* 0.285 0.776
Accredited: JCAHO or CHAP 0.656 0.408 1.053
Separate provider 0.776 0.455 1.322
Considers OASIS highly useful 2.339* 1.473 3.714
High number of RN minutes req for SOC 0.997 0.639 1.556
High-tech devices used to collect data 0.873 0.489 1.557
Staff reduction or shortage 0.864 0.527 1.419
Percent require OASIS: low 0.359* 0.202 0.639
Percent require OASIS: mid 0.893 0.488 1.633

* = significant at the 95% level
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Table C.29: OASIS Data Collected on Medicare/Medicaid Patients

Data are reviewed for quality and completeness and errors are corrected.

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile <0.001 <0.001 <0.001 *
Size in 2nd Quartile 1.279 1.279 1.279 *
Size in 3rd Quartile <0.001 <0.001 <0.001 *
Region: Northeast >999.999 >999.999 >999.999

Region: Midwest 12.3 1.491 101.461 *
Region: South 56.449 2.531 >999.999

Rural 4.128 0.401 42.504

Facility control: For-Profit 0.455 0.035 5.852

Accredited: JCAHO or CHAP >899.999 >999.999 >999.999

Separate provider >999.999 >999.999 >999.999

High-tech devices used to collect data >999.999 >999.999 >999.999

Staff reduction or shortage 7.013 0.577 85.309

Table C.30: OASIS Data Collected on Medicare/Medicaid Patients

Data are entered into an electronic database.

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.088 0.009 0.899 *
Size in 2nd Quartile 0.198 0.019 2.056

Size in 3rd Quartile 0.491 0.036 6.76

Region: Northeast 3.373 0.548 20.767

Region: Midwest 14.636 2.696 79.468 *
Region: South 10 1.811 55.211 *
Rural 0.338 0.1 1.031

Facility control: For-Profit 0.647 0.191 2.188

Accredited: JCAHO or CHAP 1.89 0.437 8.173

Separate provider 17.132 1.73 169.707 *
High-tech devices used to collect data 2.406 0.358 16.156

Staff reduction or shortage 1.439 0.446 4.647
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Table C.31: OASIS Data Collected on Medicare/Medicaid Patients

Data are submitted to a private vendor (e.g., for benchmarking.)

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.276 0.146 0.522 *
Size in 2nd Quartile 0.373 0.204 0.683 *
Size in 3rd Quartile | 0.426 0.25 0.727 *
Region: Northeast 1.008 0.572 1.778

Region: Midwest 1.137 0.623 2.073

Region: South 1.103 0.624 1.95

Rural 1.33 0.767 2.305

Facility control: For-Profit 0.687 0.419 1.126
Accredited: JCAHO or CHAP 2.253 1.426 3.561 *
Separate provider 1.154 0.684 1.948

High-tech devices used to collect data 1.053 0.641 1.73

Staff reduction or shortage 0.785 0.485 1.271

Table C.32: OASIS Data Collected on Medicare/Medicaid Patients

Outcome reports based on assessment data are produced by a private vendor.

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.394 0.213 0.727 *
Size in 2nd Quartile 0.517 0.285 0.937 *
Size in 3rd Quartile 0.549 0.315 0.959 *
Region: Northeast 0.923 0.512 1.664

Region: Midwest 1.26 0.687 2.311

Region: South 0.998 0.565 1.765

Rural 1.017 0.613 1.686

Facility control: For-Profit 0.594 0.367 0.96 *
Accredited: JCAHO or CHAP 2.406 1.509 3.835 *
Separate provider 1.179 0.691 2.014

High-tech devices used to collect data 1.225 0.736 2.037

Staff reduction or shortage 0.879 0.548 1.412
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Table C.33: OASIS Data Collected on Medicare/Medicaid Patients

Outcome reports based on assessment data are produced by my agency’s internal systems.

‘Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.886 0.442 1.778
Size in 2nd Quartile 1.033 0.577 1.849
Size in 3rd Quartile 1.228 0.704 2.142
Region: Northeast 1.032 0.459 2.318
Region: Midwest 1.151 0.494 2.682
Region: South 1.31 0.585 2.938
Rural 0.659 0.401 1.084
Facility control: For-Profit 1.751 1.069 2.895 *
Accredited: JCAHO or CHAP 0.709 0.452 1.113
Separate provider 1.22 0.773 1.925
High-tech devices used to collect data 1.074 0.665 1.735
Staff reduction or shortage 1.47 0.955 2.261
Table C.34: OASIS Data Collected on Medicare/Medicaid Patients
Outcome reports based on assessment data are reviewed by my agency.
Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.31 0.021 4.545
Size in 2nd Quartile 3.008 0.166 54.582
Size in 3rd Quartile 1.963, 0.088 43.664
Region: Northeast >999.999 >999.999 >999.999
Region: Midwest 14.32 1.578 129.915 *
Region: South 16.125 1.742 149.249 *
Rural 1.058 0.21 5.332
Facility control: For-Profit 0.65 0.084 5.046
Accredited: JCAHO or CHAP >399.999 >999.999 >999.999
Separate provider >999.999 >999.999 >999.999
High-tech devices used to collect data >999.999 >999.999 >999.999
Staff reduction or shortage 4.889 0.702 34.043
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Table C.35: OASIS Data Collected on Medicare/Medicaid Patients

Outcome repbrts based on assessment data are reviewed with my state’s Quality Improvement

Organization.

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.308 0.096 0.992 *
Size in 2nd Quartile 0.441 0.137 1.419

Size in 3rd Quartile 0.336 0.1 1.032

Region: Northeast 1.734 0477 6.295

Region: Midwest 1.371 0.395 4.755

Region: South 1705 0.459 6.333

Rural 1.796 0.87 3.709

Facility control: For-Profit 0.668 0.324 1.334

Accredited: JCAHO or CHAP 0.604 0.309 1.182

Separate provider 0.893 0.426 1.871

High-tech devices used to collect data 2121 0.858 5.245

Staff reduction or shortage 1.397 0.672 2.903

Table C.36: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Individualized Care Planning

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartite 0.742 0.173 3.191

Size in 2nd Quartile 1.004 0.287 3.505

Size in 3rd Quartile 0.741 0.255 2.148

Region: Northeast 2.51 0.453 13.912

Region: Midwest 2.075 0.4 10.771

Region: South 3.732 0.633 21.987

Rural 1.286 0.436. - 3794

Facility control: For-Profit 0.481 0.166 1.393

Accredited: JCAHO or CHAP 1.316 0.544 3.186

Separate provider 0.862 0.373 1.988

High-tech devices used to collect data 0.391 0.129 1.185

Staff reduction or shortage 1.56 0.561 4.34
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Table C.37: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Identifying Patient Need for Referrals (e.g., SW or PT)

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.319 0.079 1.283

Size in 2nd Quartile 0.455 0.121 1.705

Size in 3rd Quartile 0.629 0.17 2322
Table C.41: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Identifying Target Outcomes for OBQI
Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.135 0.017 1.082

Size in 2nd Quartile 0.486 0.061 3.869

Size in 3rd Quartile 0.838 0.081 8.627

Region: Northeast 14.695 1.385 155.966 *
Region: Midwest 2706 0.632 11.584

Region: South 23.307 3.554 152.845 *
Rural 1.613 0.47 5.544

Facility control: For-Profit 0.368 0.106 1.273
Accredited: JCAHO or CHAP 0.626 0.203 1.937

Separate provider 2125 0.635 7.107

High-tech devices used to coliect data 0.861 0.163 4.554

Staff reduction or shortage 1.867 0.69 5.05

Table C.42: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Tracking Patient Outcomes in Response to Ql Initiatives

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.199 0.068 0.58 *
Size in 2nd Quartile 1.074 0.33 3.496

Size in 3rd Quartile 3.837 0.66 22.32

Region: Northeast 0.678 0.152 3.028

Region: Midwest 1.978 0.352 11.116

Region: South 7.163 1.084 47.35 *
Rural 1.038 0.328 3.288

Facility controt: For-Profit 0.282 0.091 0.878 *
Accredited: JCAHO or CHAP 1.671 0.621 4.492

Separate provider 1.034 0.492 2172

High-tech devices used to collect data 0.498 0.164 1.513

Staff reduction or shortage 1.616 0.738 3.536




Table C.43: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Identifying Staffing Needs

# Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.693 0.366 1.31
f‘; Size in 2nd Quartile 0.841 0.49 1.442
W Size in 3rd Quartile 0.663 0.38 1.156
Region: Northeast 0.638 0.282 1.442
Region: Midwest 1.115 0.504 2.47
Region: South , 0.881 0.382 2.031
Rural 1.011 0.637 1.605
Facility control: For-Profit 1.218 0.761 1.951
Accredited: JCAHO or CHAP 1.187 0.728 1.938
Separate provider 1.021 0.642 1.623
High-tech devices used to collect data 0.537 0.31 0.93 *
Staff reduction or shortage 0.948 0.605 1.485

Table C.44: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Identifying Staff Training Needs

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.374 0.16 0.873 *
Size in 2nd Quartile 0.829 0.382 1.8

Size in 3rd Quartile 0.454 0.19 1.082

Region: Northeast 2.729 0.832 - 8.956

Region: Midwest 1.623 0.596 4417

Region: South 1.212 0.4086 3.616

Rural 1.11 0.62 1.988

Facility control: For-Profit 0.674 0.358 1.271
Accredited: JCAHO or CHAP 1.243 0.546 2.829

Separate provider 1.214 0.55 2.681

High-tech devices used to collect data 0.474 0.186 1.205

Staff reduction or shortage 1.332 0.691 2.567
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Table C.45: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Assisting with Agency Resource Allocation Decisions

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.345 0.187 0.636 *
Size in 2nd Quartile 0.688 0.388 1.221

Size in 3rd Quartile 0.539 0.297 0.98 *
Region: Northeast 0.555 0.326 0.945 *
Region: Midwest 1.384 0.828 2.31

Region: South 1.212 0.696 211

Rural 0.635 0.401 1.006

Facility control: For-Profit 1.002 0599 | 1.679

Accredited: JCAHO or CHAP 1.209 -0.722 2.024

Separate provider 0.893 0.508 1.571

High-tech devices used to collect data 0.527 0.293 0.946 *
Staff reduction or shortage 0.943 0.56 1.589

Table C.46: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Controlling Costs/Increasing Efficiency

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif

Size in 1st Quartile 0.788 0.447 1.388

Size in 2nd Quartile 0.755 0.444 1.284

Size in 3rd Quartile 0.792 0.444 1.411

Region: Northeast 1.856 1.03 3.345 *
Region: Midwest 1.682 1.038 2.726 *
Region: South 1.414 0.826 2.423

Rural 0.862 0.553 1.343

Facility control: For-Profit 1167 0.726 1875
Accredited: JCAHO or CHAP 1.408 0.819 2.424

Separate provider 0.73 0.41 1.3

High-tech devices used to collect data 0.684 0.367 1.275

Staff reduction or shortage 0.955 0.563 1.618
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Table C.47: Use of OASIS Data Collected on Medicare/Medicaid Patients for:

Fulfiling Requirements of Accrediting Organization

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.054 0.452 2457

Size in 2nd Quartile 0.687 0.322 1.466

Size in 3rd Quartile 0.455 0.204 1.015

Region: Northeast 0.339 0.114 1.008

Region: Midwest 0.758 0.257 2.236

Region: South 0.575 0.195 1.694

Rural 1.023 0.565 1.851

Facility control: For-Profit 1.181 0.663 2.103

Accredited: JCAHO or CHAP 56.002 28.316 110.757 *
Separate provider 1.245 0.698 2.221

High-tech devices used to collect data 1.357 0.696 2.646

Staff reduction or shortage 0.898 0.543 ©1.486

Table C.48: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Fulfilling Requirements of Other Payers

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.657 0.348 1.24

Size in 2nd Quartile 0.77 0.425 1.396

Size in 3rd Quartile 0.706 0.4 1.247

Region: Northeast 1.056 0.607 1.839

Region: Midwest 1.053 0.586 1.89

Region: South 1.234 0.722 2111

Rural 1.239 0.735 2.088

Facility control: For-Profit 0.842 0.505 1.404

Accredited: JCAHO or CHAP 2.595 1.642 41 *
Separate provider 1 0.61 1.638

High-tech devices used to collect data 0.688 04 1.186

Staff reduction or shortage 0.72 0.444 1.169
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Table C.49: Use of OASIS Data Collecte d on Medicare/Medicaid Patients for:
Comparing the Quality of Our Agency to that of Others

%) Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.483 0.151 1.542
Size in 2nd Quartile 0.895 0.306 2615
Size in 3rd Quartile 1.051 0.295 3.741
Region: Northeast 2.357 0.456 12.201
Region: Midwest 0.807 0.199 3.273
Region: South 3.758 0.941 15.013
Rural 0.928 0.446 1.932
Facility control: For-Profit 0.243 0121 0.49 *
Accredited: JCAHO or CHAP - 1.705 0.685 4.242
Separate provider 2.238 0.992 5.051
@ High-tech devices used to collect data 1.981 0.68 5.77
Staff reduction or shortage 0.616 0.297 1.275

Table C.50: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Marketing to Public/Customers

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.578 0.322 1.037
. Size in 2nd Quartile 0.53 0.307 0.916 *
Size in 3rd Quartile 0.58 0.324 1.038
g Region: Northeast 1.775 1.043 3.021 *
’ Region: Midwest 1.701 0.97 2.984
Region: South 1.852 1.102 3.114 *
Rural . 1.101 0.677 1.791
Facility control: For-Profit 1.739 1.104 274 *
Accredited: JCAHO or CHAP 1.308 0.834 2.051
- Separate provider 0.997 0.615 1.617
Eig High-tech devices used to collect data 1.647 0.983 2.759
Staff reduction or shortage . 1.015 0.642 1.604
W
}
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Table C.51: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Marketing to Referral Sources

; ” Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.42 0.236 0.746 *
Size in 2nd Quartile 0.379 0.218 0.659 *
Size in 3rd Quartile 0.422 0.232 0.768 *
Region: Northeast 1.781 1.046 3.032 *
Region: Midwest 1.746 0.993 3.069
Region: South 1.965 1.164 3.316 *
Rural 0.768 0.476 1.239
Facility control: For-Profit 1.975 1.249 3.121 *
Accredited: JCAHO or CHAP 1.109 0.693 1.775
Separate provider 1.327 0.798 2.206
High-tech devices used to collect data 1.69 1.002 2.85 *
Staff reduction or shortage 1.045 0.658 1.66

Table C.52: Use of OASIS Data Collected on Medicare/Medicaid Patients for:
Marketing to, or Negotiating with, Payers

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif

Size in 1st Quartile 0.314 0.16 0.617 *
Size in 2nd Quartile 0.433 0.241 0.777 *
Size in 3rd Quartile 0.593 0.322 1.093
Region: Northeast 0.932 0.505 1.718
i?egion: Midwest 1.938 1.063 3.536 *
Region: South | 1.434 0.799 2.576

""" Rural 0.736 0.447 1.21
Facility control: For-Profit 1.998 1.21 3.299 *
Accredited: JCAHO or CHAP 1.102 0.667 1.819
Separate provider 1.156 0.687 1.945

. ﬂ High-tech devices used to collect data 1.539 0.856 2.767
Staff reduction or shortage 1.149 0.708 1.865
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Table C.53: OASIS Data Collected on Private Pay Patients

Data are reviewed for quality and completeness and errors are corrected.

Agency Characteristics OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.875 0.23 3.336

Size in 2nd Quartile 1.919 0.284 12.58

Size in 3rd Quartile 2.081 0.4 10.823

Region: Northeast <0.001 <0.001 <0.001

Region: Midwest <0.001 <0.001 <0.001

Region: South <0.001 <0.001 <0.001

Rural 0.661 0.19 2.295

Facility control: For-Profit 3.311 0.754 14.547

Accredited: JCAHO or CHAP 1.437 0.464 4.455

Separate provider 1.189 0.384 3.683

High-tech devices used to collect data 0.698 0.208 2.344

Staff reduction or shortage 1.157 0.37 3.622

Table C.54: OASIS Data Collected on Private Pay Patients

Data are entered into an electronic database.

Agency Characteristics OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.482 0.614 3.574

Size in 2nd Quartile 1.116 0.531 2.344

Size in 3fd Quértile 2.756 1.259 6.033 *
Regw VATV 074 e P U
Reg| on V‘Midwes{ SR s , o -

Region: South 0.729 0.334 1.587

Rural | 0.541 0.264 1.109

Fécility control: For-Profit 0.573 0.308 1.065

Accredited: JCAHO or CHAP 1.126 0.614 2.065

Véeparate' provider 1452 0.622 2.135

High-tech devices used to collect data 16.586 5.524 49.798 *
Vétaff reduction or shortage 0.804 0.439 1.47
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Table C.55: OASIS Data Collected on Private Pay Patients

Data are submitted to a private vendor (e.g., for benchmarking).

. OddsRatioEst

1

Agency Characteristics LowerCL UpperCL Signif
Size in 1st Quartile 0.525 0.216 1.271

Size in 2nd Quartile 0.369 0.17 0.801 *
éfze in 3rd Quartile 1.163 0.593 2.283

Region: Northeast 0.49 0.198 1.21

Region: Midwest 056 0.254 1236 o
Reg‘on | south e S SN 0551 0279 109 B
Rural R S 0931 vvvvvvvvvvvv 0496 ,,,,,,,,,, 1747
Facility control: For-Profit 0.302 0.156 0.585 .
Accredited: JCAHO or CHAP 3.211 1.759 5.861 .
Separate provider 1.337 0.673 2.659

High-tech devices used to collect data 1.486 0.778 2.837

Staff reduction or shortage 1.155 0643 2.072

Table C.56: OASIS Data Collected on Private Pay Patients

Outcome reports based on assessment data are produced by a private vendor.

Agency Characteristics OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.597 0.266 1.34

Size in 2nd Quartile 0.744 0.35 1.58

Size in 3rd Quartile 1.191 0.597 2.379

Region: Northeast 0.469 0.195 1.129

Region: Midwest 0.558 0.26 1.201

Region: South 0.451 0.212 0.959 *
Rural 1.14 0.625 2.079

Facility control: For-Profit 0.337 0.187 0.61 *
Accredited: JCAHO or CHAP 3.197 1.814 5.634 *
Separate provider 1.534 0.82 2.869

High-tech devices used to collect data 0.918 0.505 1.671

Staff reduction or shortage 1.184 0.703 1.994
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Table C.57: OASIS Data Collected on Private Pay Patients

Outcome reports based on assessment data are produced by my agency’s internal systems.

Agency Characteristics OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.933 0.412 211

Size in 2nd Quartile 0.966 0.489 1.909

Size in 3rd Quartile 0.672 0.323 1.399

Region: Northeast 0.561 0.252 1.252

Region: Midwest 0.758 0375 1.53

Region: South 0.933 0.476 1.832

Rural 0.706 0.384 1.299

Facility control: For-Profit 2.05 1.154 3.642 *
Accredited: JCAHO or CHAP 0.633 0.368 1.08

Separate provider 0.655 " 0.363 1.182

High-tech devices used to collect data 1.801 0.919 3.53

Staff reduction or shortage 0.814 0.468 1.416

Table C.58: OASIS Data Collected on Private Pay Patients

Outcome reports based on assessment data are reviewed by my agency.

Agency Characteristics OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.516 0.588 3.909

Size in 2nd Quartile 1.016 0.483 2137

Size in 3rd Quartile 1.635 0.804 3.324

Region: Northeast 0.289 0.133 0.629 *
Region: Midwest 0.337 0.172 0.659 *
Region: South 0.584 0.275 1.241

Rural 0.95 0.497 1.817

Facility control: For-Profit 0.949 0.535 1.686

Accredited: JCAHO or CHAP 1.091 0.66 1.802

Separate provider 0.648 0.382 1.099

High-tech devices used to collect data 1.77 0.938 3.337

Staff reduction or shortage 0.951 0.528 1715
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Table C.59: OASIS Data Coliected on Private Pay Patients

Outcome reports based on assessment data are reviewed with my state’s Quality Improvement

Organization.

Agency Characteristics OddsRatioEst | LowerCL UpperCL Signif
Size. in 1st Quartile 0.995 0.444 2.227

Size in 2nd Quartile 1.445 0.733 2.848

Size in 3rd Quartile 1.986 1.005 3.924 *
Region: Northeast 0.332 0.153 0.72 *
Region: Midwest 0.369 0.186 0.73 *
Region: South 0.536 0.268 1.074

Rural 0.913 0.486 1.715

Facility controi: For-Profit 0.774 0.432 1.387

Accredited: JCAHO or CHAP 0.779 0.469 1.293

Separate provider 0.893 0.543 1.469

High-tech devices used to collect data 0.95 0.508 1.777

Staff reduction or shortage 1.202 0.721 2.002

Table C.60: OASIS Data Collected on Private Pay Patients used for: Individualized

Care Planning

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.775 0.421 7.481

Size in 2nd Quartile 0.988 0.26 3.763

Size in 3rd Quartile 1.075 0.314 3.677

Region: Northeast 0.794 0.176 3.574

Region: Midwest 0.291 0.094 0.907 *
Region: South 1.162 0.372 3.635

Rural 0.804 0.21 3.081

Facility control: For-Profit 0.338 0.075 1.526

Accredited: JCAHO or CHAP 1.008 0.32 3.168

Separate provider 0.674 0.259 1.759

High-tech devices used to collect data 0.527 0.133 2.081

Staff reduction or shortage 0.582 0.202 1.678
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Table C.61: OASIS Data Collected on Private Pay Patients used for: Identifying

Patient Need for Referrals

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile - 0.556 0.184 1.683

Size in 2nd Quartile 0.464 0.141 1.524

Size in 3rd Quartile 0.209 0.275 3.007

Region: Northeast 0.556 0.134 2.301

Region: Midwest 0.588 0.169 2.043

Region: South 1.375 0.409 4.624

Rural 0.588 0.223 1.552

Facility control: For-Profit 0.495 0.194 1.26

Accredited: JCAHO or CHAP 1.051 0.431 2.565

Separate provider 1.551 0.676 3,559

High-tech devices used to collect data 0.705 0.245 2.029

Staff reduction or shortage 0.368 0.166 0.814 *

Table C.62: OASIS Data Collected on Private Pay Patients used for: Identifying
Patient Need for Special Programs or Interventions

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.595 0.218 1.626

Size in 2nd Quartile 0.917 0.399 2.104

Size in 3rd Quartile 0.911 0.388 2.138

Region: Northeast 0.789 0.326 1.909

Region: Midwest 1.055 0.516 2.157

Region: South 1.106 0.516 2.371

Rural 0.702 0.297 1.66

Facility control: For-Profit 0.495 0.252 0972 *
Accredited: JCAHO or CHAP 0.994 0.525 1.884

Separate provider 0.831 0.446 1.549

High-tech devices used to collect data 0.67 0.294 1.524

Staff reduction or shortage 1.155 0.525 2.539
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Table C.63: OASIS Data Collected on Private Pay Patients used for: Case-mix

Analysis
y Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
] Size in 1st Quartile 1.331 0.675 2.625
Size in 2nd Quartile 0.975 0.514 1.85
Size in 3rd Quartile 1.49 0.745 2.983
Region: Northeast 0.662 0.329 1.328
Region: Midwest 0.366 0.187 0.717 *
Region: South 0.947 0.509 1.759
Rural 0.598 0.336 1.065
Facility control: For-Profit 1.111 0.612 2.017
Accredited: JCAHO or CHAP 1.398 0.82 2.384
Separate provider 0.672 0.365 1.236
High-tech devices used to collect data 1.139 0.646 2.007
Staff reduction or shortage 0.662 0.39 ; 1.126

Table C.64: OASIS Data Collected on Private Pay Patients used for: Identifying

Practice Areas Needing Improvement

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.045 0.488 2.235
Size in 2nd Quartile 0.687 0.339 1.39
Size in 3rd Quartile 1.349 0.622 2.927
Region: Northeast 1.002 0.377 2.659
Region: Midwest 0.476 0.213 1.063
Region: South 0.503 0.231 1.098
Rural - 0.97 0.451 2.085
Facility control: For-Profit 1.398 0.632 3.091
Accredited: JCAHO or CHAP 1.229 0.698 2.163
Separate provider 0.685 0.388 1.209
High-tech devices used to collect data 1.444 0.732 2.848
;? Staff reduction or shortage 0.753 0.406 1.396
z
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Table C.65: OASIS Data Collected on Private Pay Patients Used for: ldentifying

Target Outcomes for OBQI

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.239 0.597 2574

Size in 2nd Quartile 0.676 0.338 1.354

Size in 3rd Quartile 1.494 0.727 3.07

Region: Northeast 0.512 0.224 1.17

Region: Midwest 0.332 0.165 0.671 *
Region: South 0.698 0.34 1.434

Rural 0.744 0.406 1.363

Facility control: For-Profit 0.923 0.488 1.743

Accredited: JCAHO or CHAP 1.068 0.635 1.797

Separate provider 0.86 0.509 1.454

High-tech devices used to collect data 1.119 0.609 2.056

Staff reduction or shortage 0.842 0.496 1.431

Table C.66: OASIS Data Collected on Private Pay Patients used for: Tracking Patient
Outcomes in Response to Ql initiatives

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.103 0.499 2.436

Size in 2nd Quartile 0.7 0.342 1.433

Size in 3rd Quartile 1.621 0.767 3.425

Region: Northeast 0.402 0.163 0.995 *
Region: Midwest 0.269 0.125 0.578 *
Region: South 0.601 0.28 1.291

Rural 0.74 0.382 1.437

Facility control: For-Profit 0.799 0.395 1.614

Accredited: JCAHO or CHAP 0.941 0.527 1.682

Separate provider 0.659 0.375 1.157

High-tech devices used to collect data 1.47 0.772 28

Staff reduction or shortage 1.389 0.814 2.371
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Table C.67: OASIS Data Collected on Private Pay Patients used for: Identifying

Staffing Needs

Agency Characteristic OddsRatioEst | LowerCL | UpperCL Signif
Size in 1st Quartile 1.166 0.547 2.486

Size in 2nd Quartile 1.128 0.619 2.056

Size in 3rd Quartile 0.784 0.407 1.509

Region: Northeast 0.908 0.438 1.882

Region: Midwest 0.619 0.338 1.131

Region: South 0.838 0.465 1.51

Rural 1.331 0.764 2.321

Facility control: For-Profit 1.271 0.747 2.165

Accredited: JCAHO or CHAP 1.369 0.806 2.325

Separate provider 1.314 0.821 2.105

High-tech devices used to collect data 0.401 0.224 0.719 *
Staff reduction or shortage 0.853 0.521 1.398

Table C.68: OASIS Data Collected on Private Pay Patients used for: Identifying Staff

Training Needs

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.447 0.204 0.98 *
Size in 2nd Quartile 1.178 0.55 2.522

Size in 3rd Quartile 0.857 0.38 1.934

Region: Northeast 0.853 0.33 2.204

Region: Midwest 0.389 0.196 0.773 *
Region: South 061 0.304 1221

Rural 1.099 0.58 2.083

Facility control: For-Profit 0.812 0.43 1.533

Accredited: JCAHO or CHAP 1.494 0.758 2.946

Separate provider 1.577 0.873 2.849

High-tech devices used to collect data 0.557 0.22 1.407

Staff reduction or shortage 0.717 0.388 1.328
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Table C.69: OASIS Data Collected on Private Pay Patients used for: Assisting with
Agency Resource Allocation Decisions

iy Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
*“ Size in 1st Quartile 0.53 0.249 1127
Size in 2nd Quartile 0.916 0.492 1.706
Size in 3rd Quartile 0.673 0.345 ‘ 1.314
Region: Northeast 0.386 0.189 0.789 *
Region: Midwest 0.384 0.19 0.775 *
Region: South 0.567 0.298 1.08
Rural 0.788 0.453 1.372
Facility control: For-Profit 1.302 0.756 2.241
Accredited: JCAHO or CHAP 1.468 0.862 2.5
Separate provider 1.043 0.612 1.776
High-tech devices used to collect data 0.454 0.24 0.859 *
Staff reduction or shortage 0.966 0.588 1.587

Table C.70: OASIS Data Collected on Private Pay Patients Used for: Controlling
Costs/Iincreasing Efficiency

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.751 0.347 1.623
Size in 2nd Quartile 0.72 0.39 1.329
" ' Size in 3rd Quartile 0.675 0.347 1.312
Region: Northeast 0.516 0.234 1.137
Region: Midwest 0.531 0.261 1.079
Region: South 0.707 0.352 1.423
Rural 0.983 057 1.693
Facility controt: For-Profit 1.054 0.6 1.851
Accredited: JCAHO or CHAP 1.555 0.901 2.684
Separate provider v 0.68 0.419 1.103
) High-tech devices used to collect data 0.624 0.318 1.224
%@ Staff reduction or shortage 0.875 0.535 1.431
W
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Table C.71: OASIS Data Collected on Private Pay Patients Used for: Fulfilling
Requirements of Accrediting Org.

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.105 0.424 2.877

Size in 2nd Quartile 0.749 0.325 1.729

Size in 3rd Quartile 0.475 0.201 1.121

Region: Northeast 0.427 0.172 1.058

Region: Midwest 0.437 0.177 1.084

Region: South 0.513 0.206 1.278

Rural 0.723 0.361 1.449

Facility control: For-Profit 0.762 0.397 1.463

Accredited: JCAHO or CHAP 29.759 16.228 54.569 *
Separate provider 0.467 0.22 0.988 *
High-tech devices used to collect data 1.046 0.552 1.984

Staff reduction or shortage 0.633 0.345 1.16

Table C.72: OASIS Data Collected on Private Pay Patients Used for: Fulfilling
Requirements of Other Payers

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.939 0.45 1.959

Size in 2nd Quartile 0.902 0.468 1.736

Size in 3rd Quartile 1.319 0.693 2.511

Region: Northeast 0.858 0.397 1.851

Region: Midwest 0.602 0.271 1.339

Region: South 0.79 0.38 1.643

Rural 1.06 0.604 1.857

Facility control: For-Profit 0.922 0.529 1.608

Accredited: JCAHO or CHAP 1.659 0.981 2.806

Separate provider 0.675 0.37 1.231

High-tech devices used to collect data 1.115 0.592 2.099

Staff reduction or shortage 1.198 0.745 1.925
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Table C.73: OASIS Data Collected on Private Pay Patients Used for: Comparing the
Quality of Our Agency to that of Others

rj Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.007 0.512 1.981
Size in 2nd Quartile 0.7 0.365 1.341
Size in 3rd Quartile 1.332 0.692 2.564
Region: Northeast 0.273 0.127 0.587 *
Region: Midwest 0.237 0.115 0.489 *
Region: South 0.451 0.225 0.905 *
Rural 0.738 042 1.296
Facility control: For-Profit 0.73 0.393 1.356
Accredited: JCAHO or CHAP 1.109 0.664 1.851
Separate provider 0.712 0.431 1.175
High-tech devices used to collect data 1.469 0.79 2732
Staff reduction or shortage 0.731 0.447 1.196

Table C.74: OASIS Data Collected on Private Pay Patients Used for: Marketing to

Public/Customers

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif

Size in 1st Quartile 0.614 0.287 1.314

Size in 2nd Quartile 0.528 0.263 1.061

Size in 3rd Quartile 0.945 0.488 1.829

Region: Northeast 0.81 0.367 1.789

Region: Midwest 0.886 0.379 2.071

Region: South 1.298 0.618 2.724

Rural 0.603 0.34 1.069

Facility control: For-Profit 2.146 1.224 3.763 *

Accredited: JCAHO or CHAP 1.33 0.79 2.24

Separate provider 0.671 0.365 1.234
. High-tech devices used to collect data 2.287 1.181 4.427 *
B Staff reduction or shortage 0.818 047 1.424
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Table C.75: OASIS Data Collected on Private Pay Patients Used for: Marketing to

Referral Sources

Agency Characteristic OddsRatioEst : LowerCL UpperCL Signif
Size in 1st Quartile 0.426 0.195 0.931 *
Size in 2nd Quartile 0.476 0.232 0.978 *
Size in 3rd Quartile 0.794 0.394 1.601

Region: Northeast 0.902 0.428 . 1.901

Region: Midwest 0.958 0.423 2167

Region: South 1.727 0.843 3.538

Rural 0.431 0.23 0.805 *
Facility control: For-Profit 1.995 1.099 3.624 *
Accredited: JCAHO or CHAP 1.127 0.654 1.941

Separate provider 0.72 0.391 1.326

High-tech devices used to coliect data 2.031 0.992 4.161

Staff reduction or shortage 0.576 0.322 1.031

Table C.76: OASIS Data Coliected on Private Pay Patients Used for: Marketing to, or

Negotiating with, Payers

Agency Characteristic OddsRatioEst ;| LowerCL UpperCL Signif
Size in 1st Quartile 0.292 0.11 0.771 *
Size in 2nd Quartile 0.588 0.289 1.197

Size in 3rd Quartile 0.7 0.322 1.52

.Region: Northeast 1.274 0.506 3.211

Region: Midwest 1.344 0.528 3.424

Region: South 1.761 - 0.719 4,312

Rural 0.562 0.292 1.083

Facility control: For-Profit 1.698 0.861 3.349

Accredited: JCAHO or CHAP 0.88 0.473 1635

Separate provider 0.928 0.495 1.741

High-tech devices used to collect data 1.467 0.629 3.423

Staff reduction or shortage 0.762 0.412 1.411
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Table C.77: Agencies Who Report that Are Currently Working With Their State Quality
Improvement Organization (QIO) to Select Target Outcomes for Outcome Based Quality

improvement (OBQIL) Efforts and/or to implement Quality Improvement Processes

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.184 0.069 0.494 *
Size in 2nd Quartile 0.355 0.135 0.932 *
Size in 3rd Quartile 0.763 0.286 2.038

Region: Northeast 0.592 0.186 1.88

Region: Midwest 1.037 0.305 3.525

Region: South 2.889 0.809 10.322

Rural 1.429 0.722 2.828

Facility control: For-Profit 0.295 0.154 0.564 *
Accredited: JCAHO or CHAP 0.761 0.402 1.442

Separate provider 1.928 1.047 3.552 *
High-tech devices used to collect data 1.087 0.463 2.552

Staff reduction or shortage 0.584 0.316 1.078

Table C.78: Agencies Who Report They Have Read or Reviewed OBQI Reports Within

the Past 12 Months

Agency Charactefistic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.138 0.01 2.006

Size in 2nd Quartile 1.599 0.116 21.95

Size in 3rd Quartile >999.999 >999.999 >999.999

Region: Northeast >999.999 >999.999 >999.999

Region: Midwest 8.042 0.664 97.379

Region: South 2.056 0.175 24.113

Rural 29.433 2.518 344.108 *
Facility control; For-Profit 2.759 0.366 20.805

Accredited: JCAHO or CHAP 7.52 1.803 31.369 *
Separate provider 4.069 0.605 27.354

High-tech devices used to collect data >999.999 >999.999 >999.999

Staff reduction or shortage 2.574 0.441 15.018
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Table C.79: Agencies Who Report They Have Received OBQI Training in the Past 12

Months

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.422 0.143 1.249
Size in 2nd Quartile 0.514 0.209 1.264
Size in 3rd Quartile 1.12 0.441 2.848
Region: Northeast 1.78 0.579 5.471
Region: Midwest 1.762 0.556 5.578
Region: South 2.309 0.768 6.939
Rural 1.125 0.495 2.559
Facility control: For-Profit 1.117 0.535 2.331
Accredited: JCAHO or CHAP 1.069 0.549 2.083
VSeparate provider 1.286 0.736 2244
High-tech devices used to collect data 1.087 0.554 2.133
Staff reduction or shortage 1.363 0.758 2.452

Table C.80: Agencies Who Report They Have Change d Care Practices or Initiated
Care Practices as Part of a QI Process in the past 12 Months

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.338 0.122 0.934 *
Size in 2nd Quartile 0.701 0.237 2.078

Size in 3rd Quartile 0.796 0.285 2227

Region: Northeast 2.051 0.554 - 7.586

Region: Midwest 0438 0.176 1.089

Region: South 0.635 0.265 1.526

Rural 1.565 0.661 3.705

Facility control: For-Profit 0.782 0.342 1.785

Accredited: JCAHO or CHAP 1.045 0.517 2112

Separate provider 1.501 0.725 3.109

High-tech devices used to collect data 2.245 0.896 5.625

Staff reduction or shortage 0.911 0.45 1.845
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Table C.81: Agencies who Report They Hav
Practices Initiated as Part of a Ql Process in

e Evaluated the Effectiveness of Care
the Past 12 Months

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.134 0.036 0.499 *
Size in 2nd Quartile 0.348 0.078 -~ 1.558

Size in 3rd Quartile 0.253 0.055 1.163

Region: Northeast 0.258 0.093 0.721 *
Region: Midwest 0.578 0.208 1.605

Region: South 1.193 0.328 4.339

Rural 1.872 0.692 5.07

Facility control: For-Profit 0.518 0.185 1.45

Accredited: JCAHO or CHAP 1.359 0.624 2.962

"Separate provider 0.821 0.371 1.82

High-tech devices used to collect data 3.974 1.502 10.511 *
Staff reduction or shortage 0.651 0.275 1.54

Table C.82: Agencies that Report: Collecting OASIS Data Helps to Standardize Our
Agency’s Comprehensive Assessment Process

Agency Characteristic OddsRatioEst ;| LowerCL UpperCL Signif
Size in 1st Quartile 0.739 0.386 1.415

Size in 2nd Quartile 1.053 0.5654 2.003

Size in 3rd Quartile 1.018 0.522 1.986

Region: Northeast 3.824 1.847 7914 *
Region: Midwest 2.416 1.364 4.279 *
Region: South 2.283 1.219 4.275 *
Rural 1.009 0.597 1.705

Facility control: For-Profit 0.597 0.362 0.984 *
kAccredited: JCAHO or CHAP 0.585 0.357 0.959 *
Separate provider 0.583 0.31 1.095

High-tech devices used to collect data 0.889 0.494 1.598

Staff reduction or shortage 0.989 0.538 1.819
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Table C.83: Agencies that Report: Collecting OASIS Data Improves Our Agency’s
Overall Patient Care Planning Process

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.04 0.574 1.882

Size in 2nd Quartile 1.154 0.673 1.979

Size in 3rd Quartile 0.643 0.369 1.119

Region: Northeast 2.325 1.339 4.038 *
Region: Midwest 1.469 0.821 2629

Region: South 1.965 1.159 3.331 *
Rural 0.908 0.557 1.481

Facility control: For-Profit 1.234 0.764 1.994

Accredited: JCAHO or CHAP 0.853 0.558 1.302

Separate provider 0.61 0.361 1.03

High-tech devices used to collect data 0.924 0.575 1.484

Staff reduction or shortage 0.986 0.603 1.612

Table C.84: Agencies that Report: Collecting OASIS Data Facilitates a
Multidisciplinary Approach to Patient Care at Our Agency

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.703 0.391 1.266

Size in 2nd Quartile 0.973 0.562 1.686

Size in 3rd Quartile 0.73 0.428 1.247

Region: Northeast 1.525 0.863 2.696

Region: Midwest 1.324 0.732 2.393

Region: South 2.041 1.208 3.45 *
Ruratf 1.181 0.734 1.901

Facility control: For-Profit | 1.009 0.632 1.61 1.

Accredited: JCAHO or CHAP 0.748 0.491 1.138

éeparate provider 0.577 0.356 0.937 *
High-tech devices used to collect data 1.012 0.634 1.614

Staff reduction or shortage 0.826 0.525' 1.302
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Table C.85: Agencies that Report: OASIS Data Help Us ldentify Care Processes

Needing Improvement

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 1.178 0.655 212

Size in 2nd Quartile 1.591 0.838 3.018

Size in 3rd Quartile 0.967 0.51 1.835

Region: Northeast 3.041 1.449 6.379 *
Region: Midwest 2.204 1.243 3.909 *
Region: South 1.92 1.064 3.465 *
Rural 0.821 0.489 1.379

Facility control: For-Profit 0.739 0.445 1.227

Accredited: JCAHO or CHAP 1.143 0.684 1.912

Separate provider 0.446 0.244 0.813 *
High-tech devices used to collect data 1.342 0.712 2.527

Staff reduction or shortage 0.858 0.469 157

Table C.86: Agencies that Report: OASIS Data Help Us Identify the Need for
Referrals for Services Such as Social Work or Occupational Therapy

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.291 0.747 2.23

Size in 2nd Quartile 1.155 0.675 1.978

Size in 3rd Quartile 0.979 0.564 1.699

Region: Northeast 1.981 1.114 3.52 *
Region: Midwest 1.349 0.755 2.409

Region: South 1.414 0.839 2.382

Rural 0.897 0.556 1.445

Facility control: For-Profit 0.67 0.432 1.038

Accredited: JCAHO or CHAP: 0.827 0.54 1.268

Separate provider 0.981 0.6 1.605

High-tech devices used to collect data 1.117 0.718 1.738

Staff reduction or shortage 1.028 0.66 1.599
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Table C.87: Agencies that Report: OASIS Data Help Us Identify a Patient’s Need for
Specific Programs or Interventions (e.g. a fall prevention program)

Agency Characteristic OddsRatioEst ;| LowerCL UpperCL Signif
Size in 1st Quartile 0.989 0.55 1.78

Size in 2nd Quartile 0.932 0.534 1.628

Size in 3rd Quartile 1.367 0.78 K 2.395

Region: Northeast 3.498 1.968 ) 6.216 *
Region: Midwest 2.213 1.274 3.842 *
Region: South 221 1.321 3.699 *
Rural 1.033 0.62 1.72

Faciiity control: For-Profit 0.86 0.536 1.38

Accredited: JCAHO or CHAP 0.567 0.367 0.877 *
Separate provider 0.689 0.411 1.165

High-tech devices used to collect data 0.944 0.579 1.537

Staff reduction or shortage 1.212 0.758 1.937

Table C.88: Agencies that Report: OASIS Data Help Us identify the Need for
Developing Special Programs or Interventions

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.822 0.457 1.478

Size in 2nd Quartile 0.805 0.466 1.394

Size in 3rd Quartile 0.706 0.419 1.189

Region: Northeast 1.964 1.141 3.382 *
Region: Midwest 1.656 0.938 2.925

Region: South 1.824 1.089 3.056 *
Rural 1.068 0.67 1.701

Facility control: For-Profit 1.258 0.772 2.051

Accredited: JCAHO or CHAP 0.868 0.57 1.321

Separate provider 0.776 0.486 1.239

High-tech devices used to collect data 1423 0.911 2222

Staff reduction or shortage 1.008 0.638 1.592
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Table C.89: Agencies that Report: OASIS Data Provide Us with Increased Clarity in
Documentation of Homebound Status

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.844 0.469 - 1.5622

Size in 2nd Quartile 1.005 0.578 1.749

Size in 3rd Quartile 0.901 0.531 1.529

Region: Northeast 0.96 0.535 1.723

Region: Midwest 1.252 0.742 2.115

Region: South 1.623 0.955 2.759

Rural 0.893 0.58 1.376

Facility control: For-Profit 0.868 0.533 1411

Accredited: JCAHO or CHAP 0.849 0.553 1.303

Separate provider 0.587 0.354 0.971 *
High-tech devices used to collect data 0.897 0.572 1.405

Staff reduction or shortage 0.869 0.55 1.373

Table C.90: Agencies That Report: OASIS Has Helped Our Agency Make Efﬁciént
Allocation/Use of Agency Resources in Delivering Care

Agency Charactéristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.052 0.56 1.979

Size in 2nd Quartile 0.846 0.463 1.546

Size in 3rd Quartile 0.876 0.499 1.539

Region: Northeast 1.096 0.585 2.053

Region: Midwest 1.103 0.587 2.07

Region: South 1.59 0.89 2.84

Rural 0.809 0.474 1.381

Facility control: For-Profit 1.135 0.662 1.944

Accredited: JCAHO or CHAP 0.794 0.494 1.277

Separate provider 0.656 0.392 1.098

High-tech devices used to collect data 1.02 0.623 1.668

Staff reduction or shortage 0.644 0.401 1.034
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Table C.91: Agencies that Report: OASIS has Helped Us Improve Patient Outcomes

at Our Agency

Agency Characteristic OddsRatioEst LowerCL UpperCL ~ Signif
Size in 1st Quartile 1.099 0.559 2.159

Size in 2nd Quartile 0.93 0.532 1.625

Size in 3rd Quartile 1.128 0.639 1.991
“Region: Northeast 2.201 0.874 5.538

Region: Midwest 1.748 0.735 4.155

Region: South 1.653 0.681 4.011

Rural 0.891 0.569 1.396

Facility control: For-Profit 0.966 0.597 1.565

Accredited: JCAHO or CHAP 0.855 0.549 1.331

Separate provider 0.598 0.384 0.931 *
High-tech devices used to collect data 1.491 0.893 2.491

Staff reduction or shortage 0.796 0.518 1.222

Table C.92: Agencies that Report: OASIS Data Collection Helps Us Measure and
Evaluate Clinical Staff Assessment Skills and Care Planning Competency

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 1.35 0.715 2.551

Size in 2nd Quartile 1.006 0.543 1.862

Size in 3rd Quartile 0.681 0.368 1.262

Region: Northeast 0.319 0.149 0.684 *
Region: Midwest 1.3 0.709 2.384

Region: South 0.84 0.465 1.519

Rural 0.702 0.406 1.216

Facility control: For-Profit 2.02 1.154 3.535 *
Accredited: JCAHO or CHAP 1.087 0.673 1.757

Separate provider 0.555 0.31 0.994 *
High-tech devices used to collect data 1.667 0.967 2.872

Staff reduction or shortage 0.741 0.456 1.202
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Table C.93: Agencies that Report
Improve Morale at Our Agency

. OASIS Has Helped Foster Staff Team Work and

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 11.339 2.827 45.481 *
Size in 2nd Quartile 2.938 0.878 9.828

Size in 3rd Quartile 1.51 0.296 7.698

Region: Northeast <0.001 <0.001 <0.001 *
Region: Midwest 2.337 0.279 19.597

Region: South 2.233 0.58 8.597

Rural 2.83 1.06 7.555 *
Facility control: For-Profit 4,604 1.043 20.324 *
Accredited: JCAHO or CHAP 0.964 0.202 4.607

Separate provider 1.228 0.316 4.778

High-tech devices used to collect data 3.879 0.997 15.089

Staff reduction or shortage 0.801 0.246 2.601

Table C.94: Agencies that Report: OASIS Has Helped Our Agency to Save Money

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.077 0.433 2679

Size in 2nd Quartile 0.639 0.256 1.594

Size in 3rd Quartile 0.806 0.329 1.975

Region: Northeast 0.15 0.031 0.724 *
Region: Midwest 1.079 0.395 2.949

Region: South 1.013 0.386 2657

Rural 0.393 0.16 0.961 *
Facility control: For-Profit 1.768 0.855 3.658 -

Accredited: JCAHO or CHAP 0.295 0.13 0.672 *
Separate provider 1.168 0.496 2.753

High-tech devices used to collect data 2.11 0.999 4.456

Staff reduction or shortage ' 0.468 0.215 1.019 .
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Table C.95: Agencies that Report: OASIS Has Helped Our Agency Improve the

Quality of its Services

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.605 0.9 2.862
Size in 2nd Quartile 1.008 0.587 1.733
Size in 3rd Quartile 1.047 0.613 1.788
Region: Northeast 2.317 1.346 3.988
Region: Midwest 1.265 0.713 2.246
Region: South 1.836 1.091 3.091
Rural 0.991 0.617 1.59
Facility control: For-Profit 0.95 0.599 1.505
Accredited: JCAHO or CHAP 0.997 0.65 1.529
Separate provider 0.692 0.428 1.12
High-tech devices used to collect data 1.231 0.756 2.003
Staff reduction or shortage 0.967 0.612 1.527

Table C.96: Agencies that Report: OASIS Has Helped the Home Health Industry
Improve the Quality of Homecare Services

Agency Characteristic OddsRatioEst iLowerCL UpperCL Signif
Size in 1st Quartile 1.894 1.066 3.364 *

Size in 2nd Quartile 0.989 - 0.564 1.735

Size in 3rd Quartile 1.086 0.637 1.854

Region: Northeast 2.074 1.146 3753 *
Region: Midwest 1.113 0.626 1.979

Region: South 2.282 1.379 3.777 *
Rural | 0.991 0.612 1.604

Facility control: For-Profit 1.265 0.791 2.024

Accredited: JCAHO or CHAP 1.908 1.222 2.982 *
Separate provider 0.99 0.599 1.637

High-tech devices used to collect data '0.836 0.525 1.331

Staff reduction or shortage 0.903 0.565 1.441
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Table C.97: Agencies that Report: OASIS is Effective in Ensuring that Consumers

il Receive Quality Services from Home Health Agencies

? Agency characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 1.789 0.967 3.307
Size in 2nd Quartile 1.378 0.78 2436
Size in 3rd Quartile 0.725 0.408 1.289
Region: Northeast 1.607 0.915 2.822
Region: Midwest 1.124 0.605 2.091
Region: South 1.586 0.921 2.731
Rural 0.967 - 0.574 1.631
Facility control: For-Profit 1.224 0.744 2.014
Accredited: JCAHO or CHAP 0.984 0.625 1.548
Separate provider 0.615 0.366 1.034
High-tech devices used to collect data 0.86 0.537 1.376
Staff reduction or shortage 0.977 0.617 1.549

Table C.98: Agencies that Report: OASIS Data are Valuable for Care Planning for Our
Non-Medicare/Non-Medicaid Patients

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 1.029 0.505 2.098
o Size in 2nd Quartile 1.631 0.836 3.181
Size in 3rd Quartile 1.329 0.675 2.615
Region: Northeast 0.469 0.239 0.917 *
Region: Midwest 0.539 0.268 1.086
. Region: South 0.582 . 0.296 1.143
Rural 1.185 0.623 ' 2.255
Facility control: For-Profit 1.169 0.631 2.164
: Accredited: JCAHO or CHAP ‘ 1.167 0.704 1.934
Separate provider 0.465 0.29 0.745 *
“ High-tech devices used to collect data 1.321 | 0.727 2401
A Staff reduction or shortage 0.745 0.422 1.316
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Table C.99: Agencies that Report: OASIS Data are Valuable for Assessing Outcomes
for Our Non-Medicare/Non-Medicaid Patients

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.782 0.39 1.57

Size in 2nd Quartile 0.678 0.347 1.324

Size in 3rd Quartile 0.767 0.399 1.475

Region: Northeast 0.4 0.199 0.803 *
Region: Midwest 0.597 0.294 1.214

Region: South 0.655 0.321 1.339

Rural 1.311 0.723 2.379

Facility control: For-Profit 1.174 0.664 . 2.077
Accredited: JCAHO or CHAP 1417 0.877 2.29

Separate provider 0472 0.299 0.745 *
High-tech devices used to collect data {1.621 0.888 2.959

Staff reduction or shortage 0.731 0.433 1.234

Table C.100: Agencies that Report: OASIS Data On Our Non-Medicare/Non-Medicaid
Patients Are Valuable for Determining Appropriate Quality Monitoring or Improvement

Activities for Those Patients

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.684 0.335 14

Size in 2nd Quartile 0.887 0.453 1.737

Size in 3rd Quartile 0.875 0.448 1.711

’I/?egion: Northeast 0.406 0.205 0.806 *
Region: Midwest 0.527 - 0.273 1.015

Region: South 0.559 0.285 1.098

Rural 0.946 0.515 1.739

Facility control: For-Profit 0.969 0.538 1.745

Accredited: JCAHO or CHAP 1.145 0.702 1.868

Separate provider 0.458 0.295 0.712 *
High-tech devices used to collect data 1.245 0.684 2.265

Staff reduction or shortage 0.803 0.476 1.355
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Table C.101: Agencies that Report: OASIS Data on Our Non-Medicare/Non-Medicaid
Patients are Valuable for Our Agency Resource Allocation Decisions

. Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
"gi"ze in 1st Quartile 0.835 0.396 1.757
Size in 2nd Quartile 0.7 0.36 1.361
Size in 3rd Quartile 0.684 0.35 1.336
Region: Northeast 0.436 0.231 0.821 *
Region: Midwest 0.488 0.261 0914 *
Region: South 0.53 0.286 0.982 *
Rural 1.122 0.603 2.087
Facility control: For-Profit 1.473 0.852 2.548
Accredited: JCAHO or CHAP 1.327 0.814 2.164
Separate provider 0.643 0.398 . 1.041
High-tech devices used to collect data 0.661 0.358 1.221
Staff reduction or shortage 0.537 0.335 0.861 *

Table C.102: Agencies that Report: Collecting OASIS Data on Non-Medicare/Non-
Medicaid Patients Provides Us with a Better Picture of Overall Agency Performance

‘Agency Characteﬁstic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.896 0.446 1.797

Size in 2nd Quartile 1.258 0.615 2.573

Size in 3rd Quartile 0.732 0.373 1.437

Region: Northeast 0.461 0.207 1.027

Region: Midwest 0.378 0.17 0.842 *
Region: South 0.41 0.19 0.883 *
Rural 1.63 0.898 2.957

Facility control: For-Profit 1.1411 0.602 2.048

Accredited: JCAHO or CHAP 1.853 1.103 3113 *
Separate provider 0.54 0.342 0.853 *
High-tech devices used to collect data 1.043 0.501 217

Staff reduction or shortage 0.599 0.36 0.997 *
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Table C.103: Agencies that Report: OASIS Data are Valuable for Assessing the
Needs of Our Non-Medicare/Non-Medicaid Patients

‘y Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
~ Size in 1st Quartile 0.811 0.394 1.667
i Size in 2nd Quartile 1.557 0.791 3.063
- Size in 3rd Quartile 1.057 0.538 2.076
Region: Northeast 0.49 0.248 0.967 *
Region: Midwest 0.663 0.328 1.337
Region: South 0.664 0.335 1.316
Rural 1.43 0.743 2.756
Facility control: For-Profit 1.156 0.61 219
Accredited: JCAHO or CHAP 1.157 0.703 1.904
Separate provider 0.407 0.253 0.655 *
High-tech devices used to collect data 1.216 0.663 2.23
Staff reduction or shortage 0.926 0.52 1.649

Table C.104: Agencies that Report: OASIS Data are Valuable for Care Planning for
Our Non-Medicare/Non-Medicaid Patients

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 1.029 0.505 2.098
Size in 2nd Quartile 1.631 0.836 3.181
Size in 3rd Quartile 1.329 0.675 2615
Region: Northeast 0.469 0.239 0.917 *
Region: Midwest 0.539 0.268 1.086
Region: South 0.582 0.296 1.143
Rural 1.185 0.623 2.255
Facility control: For-Profit 1.169 0.631 2.164
Accredited: JCAHO or CHAP 1.167 0.704 1.934
;? Separate provider 0.465 0.29 0.745 *
- High-tech devices used to collect data 1.321 0.727 2.401
Staff reduction or shortage 0.745 0.422 1.316
g
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Table C.105: Agencies that Report: OASIS Data are Valuable for Assessing
Outcomes for Our Non-Medicare/Non-Medicaid Patients

Agency Characteristic OddsRatioEst LowerCL UpperCL Signif
Size in 1st Quartile 0.782 0.39 1.57

Size in 2nd Quartile 0.678 0.347 1.324

Size in 3rd Quartile 0.767 0.399 1.475

Region: Northeast 0.4 0.199 0.803 *
Region: Midwest 0.597 0.294 1.21

Region: South 0.655 0.321 1.339

Rural 1.311 0.723 2.379

Facility control: For-Profit 1.174 0.664 2.077

Accredited: JCAHO or CHAP 1.417 0.877 229

Separate provider 0472 0.299 0.745 *
High-tech devices used to collect data 1.621 0.888 2.959

Staff reduction or shortage 0.731 0.433 1.234

Table C.106: Agencies that Report: 'OASIS Data on Our Non-Medicare/Non-Medicaid
Patients are Valuable for Determining Appropriate Quality monitoring or improvement

Activities for Those Patients

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.684 0.335 1.4

Size in 2nd Quartile 0.887 0.453 1.737

Size in 3rd Quartile 0.875 0.448 1.711

Region: Northeast 0.406 0.205 0.806 *
Region: Midwest 0.527 0.273 1.015

Region: South 0.559 0.285 1.098

Rural 0.946 0.515 1.739

Facility control: For-Profit 0.969 0.538 1.745

Accredited: JCAHO or CHAP 1.145 0.702 1.868

Separate provider 0.458 0.295 0.712 *
High-tech devices used to collect data 1.245 0.684 2.265

Staff reduction or shortage 0.803 0.476 1.355

Abt Associates Inc.
12/30/05

OASIS Study Final Report
Appendix C C-70



L

Table C.107: Agencies that Report: OASIS Data on Our Non-Medicare/Non-Medicaid
Patients are Valuable for Our Agency Resource Allocation Decisions

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.835 0.396 1.757

Size in 2nd Quartile 0.7 0.36 1.361

Size in 3rd Quartile 0.684 0.35 1.336

Region: Northeast 0.436 0.231 0.821 *
Region: Midwest 0.488 0.261 0.914 *
Region: South 0.53 0.286 0.982 *
Rural 1.122 0.603 2.087

Facility control: For-Profit 1.473 0.852 2.548
Accredited: JCAHO or CHAP 1.327 0.814 2.164

Separate provider 0.643 0.398 1.041

High-tech devices used to collect data 0.661 0.358 1.221

Staff reduction or shortage 0.537 0.335 0.861 *

Table C.108: Agencies that Report: Collecting OASIS Data on Non-Medicare/Non-
Medicaid Patients Provides Us with a Better Picture of Overall Agency Performance

Agency Characteristic OddsRatioEst | LowerCL UpperCL Signif
Size in 1st Quartile 0.896 0.446 1.797

Size in 2nd Quartile 1.258 0.615 2.573

Size in 3rd Quartile 0.732 0.373 1.437

Region: Northeast 0.461 0.207 1.027

Region: Midwest 0.378 0.17 0.842 *
Region: South 0.41 0.19 0.883 *
Rural 1.63 0.898 2.957

Facility control: For-Profit 1.111 0.602 2.048

Accredited: JCAHO or CHAP 1.853 1.103 3.113 *
Separate provider 0.54 0.342 0.853 *
High-tech devices used to collect data 1.043 0.501 217

Staff reduction or shortage 0.599 0.36 0.997 *
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CMS’ Analysis

Pros

Cons

Reinstate the
mandate for OASIS
data collection for
private pay patients

Private pay patients and
consumers may benefit from
OASIS data collection that can
create an environment that
targets the specific needs and
characteristics of the private
pay population. Private pay
patients could make a more
informed choice about a
particular agency by comparing
outcomes, if published or
shared.

Reinstatement obliges CMS to
provide or use the data
collected to improve the health
care of private pay patients.

HHASs would have the ability to
use the data to examine
outcomes, improve care
processes and market to
organizations and groups such
as consumers, referral sources,
payers and accrediting
organizations.

These reports may also assist
the home health industry and
CMS prepare for pay-for-
performance initiatives,
standardize quality
measurement across
populations, permit global
integration of measures of
process and systems regardless
of payer type, and foster
consistent application of our
efforts toward the use of
electronic health records.

CMS must start the journey of
rulemaking, collaboration with
the industry, and CMS must
work toward producing OASIS
case-mix, outcome and adverse
event reports that include
private pay data.

o Costs to HHAs is a consideration. Reinstituting
private pay OASIS data collection would not create
any financial impact on the estimated 20-25 % of
Medicare certified agencies that provide care only to
Medicare/Medicaid patients. Those agencies that
currently collect data on private pay patients but do
not enter it into an electronic database would have
the increased expense associated with data entry and
transmission. For agencies that have suspended
private pay data collection, the Abt study estimates
that costs per assessment would increase an average
of $54.30 per admission. Cost per admission
assumes one start of care, 0.14 follow up and 0.78
discharge assessment per private pay patient. The
costs required for OASIS assessment may not be
reimbursed by private payers that typically authorize
fewer visits and services than are received by
comparable OASIS patients.

LIMITATION STATEMENTS(1) Members of the
TEP expressed concern that survey respondents may
have overestimated agency time spent on data
collection, training and data quality review due to
inclusion of non-OASIS related activities and the
difficulty of estimating annual hours spent on activities
by payment source. (2) In the July 3, 2000 HHPPS
Final Rule, CMS includes payment adjustments for the
collection of OASIS to ensure the budget neutrality
of the system. The OASIS adjustments are as follows:
a “continuing OASIS adjustment” rate of $4.32 per 60
day episode and a “one-time implementation
adjustment” of $5.50 per episode

* Analysis of survey data by Abt showed that a
decision to permanently reinstitute private pay
OASIS data collection would not differentially
impact agencies by size or urban/rural status, but it
would impact agencies differently depending on
their payer mix and proportion of private pay
patients. The mean proportion of private pay
patients across all agency size groups and regions is
reported to range from a low of 11 percent to a high

- of 23 percent. Therefore, the estimated cost per
assessment would apply to between 11 and 23
percent of patients in the approximately 30 percent
of agencies that have suspended OASIS data
collection on private pay patients.

Permanently
suspend OASIS
collection for

If agencies currently collecting
OASIS data on private pay
patients choose to cease doing

¢ Concern was raised by agency representatives, QIO
staff and TEP members that there would be negative
incentives to caring for Medicare beneficiaries due







CMS’ Analysis Pros Cons

private pay patients so, they have the potential to to the OASIS data requirements.
save an average of $11 to $12
on each start of care and follow
up assessment, plus about $4
on each discharge assessment.

e Agencies may have the e Permanent suspension may be perceived as a burden
potential for increased clinician by agencies that would prefer to continue collection.
productivity if they switch to a Those agencies would have a choice between
less resource intensive switching to a non-OASIS tool for their private pay
assessment tool. patients or being placed in competition with

agencies that may have lower costs. They would
also be competing for staff with agencies that would
be offering a “reduced paperwork” environment.
Survey results and discussions with home health

" administrators indicated that a significant proportion
of the agencies that have continued collecting
OASIS on their private pay patients would stop
collecting OASIS if the suspension was made
permanent.

e CMS’ message of quality improvement for all
patients will be questioned if the suspension of
OASIS data collection is made permanent.

CMS RECOMMENDATION;

Continue the temporary suspension; it would be unfair to burden the providers with the
collection of OASIS at this time since the case mix and outcomes reports are not
designed to include private pay patients. It is inappropriate to collect data and not use it.
HHAs are currently providing each agency patient, regardless of payment source, a
comprehensive assessment. In the event that funding for the development of HHA patient
outcome and case mix reports for private pay patients is identified as a priority function,
CMS would not hesitate to call for the removal of the temporary suspension of OASIS
for private pay patients. Home health agency quality measures that appear on the home
health compare website are based on OASIS data, at this time private pay patients
outcomes are not in the reports posted on this site that consumers use for decisions
regarding choice.
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