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 CMS directives
* EQIC response

* Quick review of the data source logistics

* Measurement grid, discussion and timeline
* Website data entry and tour

* Culture of Safety Survey

* Q&A




CMS directives

e Decrease opioid adverse drug ’ Opioidé(ﬁrescribing and
events by 7%, including deaths in stewardship)

. : * Co-occurring
Medicare population opioids/benzodiazepines

* Decrease opioid prescribing by * |nsulin
12% * Anticoagulants

- Decrease adverse drug events by . ’Ic\lheevglrdaenrijyhlgh-mk medications in
13% * Other
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CMS directives

* Decrease all-cause harm by 9% or * Decrease harm in
more » Hospital-acquired conditions (falls, PI,
* Decrease the ADE and VTE,ADE)
Readmissions in their goals * Hospital-associated infections (CAUTI,
e e CLABSI, SSI, Sepsis, CDI and MRSA;
* Decrease Clostridioides difficile antibiotic stewardship if needed

e Decrease all-cause harm

* Measures (Aggregate of measures and
composite measure)

* Programs (EQIC-wide, regional or
hospital-specific)
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CMS directives

Pany Pieces of the Large Readmizsions Elephant
Portfolio of interventions hospitals may be working on:
Diagnosis Care Protocols

Care Transition Bundle s

Skilled Mursing Facilities

Tele-Health Services

Palliative Care Services

Mental Health

Substance Abuse

Pultiple Visit Patients (Frequent Flyers)

Care Partner [(Patient and Family) Engagement

Sepsis Specific Interventions

_ Bundle
Diagnosis

Care
Protocol

Mental Health
Substance Abu

SNF

Multi-Visit Palliative Care
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CMS Goal IV

e Decrease readmissions by 5%

Readmission prevention

* Advanced discharge planning bundle

Care partner model (Planetree and IPFCC)
SNF and home

High utilizers

Diagnosis-specific analytics and action

Health equity analytics and action
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CMS directives

* Health equity
e REal data collection integrity
* Readmission

* Patient and family engagement
* PFAC
e Care partner model

e Culture

* COVID-19 (emergency
preparedness)

EASTERN US QUALITY
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* Monthly data submission to
CMS

* CMS expects a full data
complement for each
hospital

* Information is blinded
(de-identified)



EQIC programming

Focus Areas

ADE and Opioids

CLABSI

Health Equity

Public Health Emergencies
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ASP, C. diff, MRSA

Culture

PFE

Readmissions

UBs

CAUTI

Falls

Pressure Injury

Sepsis



Next steps

* Inpatient opioid management with emphasis on prescribing
practices performance improvement series

 Medication management team and lead(s)

* Readmission prevention series (input/vote on which to start first)
e Readmission team and lead(s)

* Monthly UBS/safety across the board education webinar

2"d Wednesday of the month at 2 p.m.
* New evidence, innovation or data-driven
* Based on hospital need and priority
* Consider a hospital champion from the staff at minimum for each area?
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Data management

NYSPFP measurement strategy

. Mos’gbrlneaningful, standardized, NQF-endorsed outcome measures
possible

Directional and actionable

Comparable

Minimal to no burden on hospitals for data submission
Robust hospital-facing reports

Special reports

New/innovative

Opioid and medications measures

Relationship with CMS STAR and other measures

e Ask!!!




Source data

NHSN

NDNQJ

Hospital claims

Lab and pharmacy exchange

If your hospital does not participate in NDNQI or NHSN, EQIC has a
website portal to enter the data

There maybe occasional surveys and evaluations to complete
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Tentative timeline

EQIC data steps Qtr. 1 -2021 Qtr. 11 - 2021 Qtr. 1l - 2021 Qtr. IV-2021
Set up source data and complete exchanges X X

Begin displaying measurement run charts and tables X

Begin adding SPC and distribution chart analytics with the X

run charts

Begin to make various comparable data available X
Begin to provide special reports X

Hospital (state) data steps Qtr. | - 2021 Qtr. 11 - 2021 Qtr. 11l - 2021 Qtr. IV-2021
Ensure data exchanges are set up for pharmacy/lab and X

claims

Confer rights (NHSN); sign waiver (NDNQJ) X

Submit portal measures as needed By April 30

= September 2020 to present X
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Portal data

Who needs to use this Measures
method?
* Non NDNQJI hospitals * See falls and pressure injuries on

EQIC measurement gird

e NHSN: CAHs who do not use or  ° See infection measures (except

only use partially se%sis) on EQIC measurement
gri

There may be state-specific differences based on data collection and management.
" EQIC In those states; ask your project manager.
'. EASTERN US QUALITY
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Data Submission Data Submission
Time Period Deadline

. Source/
Improvement Area Measure Name Numerator Denominator Measure Type . Resource
Collection Strategy

Number of patients Total number of . Submit within 45 days

ADE with ADEs patient days Outcome Claims EQIC Measure Monthly of close of month
High-risk (see list in

. _— data dictionary) s -

ngh risk medications medications Tptal patients = 65 y/o Outcome Portal/ NQF 0022 Monthly Submit within 45 days

in the elderly prescribed in patients discharges Pharmacy - of close of month
=65ylo

Percentage of Number of episodes Number of episodes

hyperglycemic POCT | with POCT blood where POCTblood | Process PortallLab ADA Measure Monthly Submit within 45 days

blood glucose results glucose results with | st lted of close of month

> 180 mg/dL values > 180 mg/dL | 9UeoSeesis resule

ADE

Percentage of Number of episodes Number of episades

hyperglycemic POCT with POCT bIOOd. where POCT blood Process Portal/Lab ADA Measure Monthly Submit within 45 days

blood glucose results glucose results with | fest lted of close of month

> 250 mg/dL values > 250 mg/dL | 91OOSe eSS resule

Percentage of Number of episodes Number of episades

hypoglycemic POCT with POCT blood where POCT blood Process Portal/Lab ADA Measure Monthly Submit within 45 days

blood glucose results glucose results < 56 of close of month

<56 mg/dL maldL glucose tests resulted

Percentage of Number of episodes Number of episodes

hypoglycemic POCT with POCT blood where POCT blood Process Portal/Lab ADA Measure Monthly Submit within 45 days

blood glucose results glucose results < 70 of close of month

<70 mgldL mgldL glucose tests resulted
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https://qpp.cms.gov/docs/QPP_quality_measure_specifications/CQM-Measures/2019_Measure_238_MIPSCQM.pdf
https://care.diabetesjournals.org/content/43/Supplement_1/S66
https://care.diabetesjournals.org/content/43/Supplement_1/S66
https://care.diabetesjournals.org/content/43/Supplement_1/S66
https://care.diabetesjournals.org/content/43/Supplement_1/S66

Improvement Area

ADE

Opioids
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Measure Name

Percentage of
Supratherapeutic INR
results below normal

Percentage of
Supratherapeutic INR
results above normal

Opioid reversal agent
use

Opioid mortality
FFS

Opioid mortality
All payer

Inpatient opioid dosing

Number of episodes
per calendar day with
INR results with
values < 2

Number of episodes
per calendar day with
INR results with
values =5

Number of naloxone
doses administered on
inpatient care units

Number of Medicare
FFS opioid-related
deaths (include opioid
toxicity in primary or
secondary diagnosis)

Number of opioid-
related deaths (include
opioid toxicity in a
primary or secondary
diagnosis)

Number of inpatients
with average daily
opioid dosage of = 90
MME dosing per day

Denominator

Number of episodes
per calendar day
where INR tests
resulted

Number of episodes
per calendar day
where INR tests
resulted

Total number of
patient discharges

Total number of
Medicare FFS patient
days

Total number of
patient days

Total number of opioid
prescriptions

Measure Type

Process

Process

Process

Outcome

Outcome

Outcome

Source/

Collection Strategy

Portal/Lab

Portal/Lab

Portal/

Pharmacy

Claims

Claims

CMS Data/Portal/
Pharmacy

Resource

EQIC Measure

EQIC Measure

EQIC Measure

EQIC Measure

EQIC Measure

EQIC Measure

Data Submission
Time Period

Monthly

Monthly

Monthly

Monthly

Monthly

Monthly

Data Submission
Deadline

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month




Source/ Data Submission Data Submission

LT Collection Strategy LT Time Period Deadline

Improvement Area Measure Name Measure Type

Opioids

CAUTI

CLABSI
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Opioid prescriptions

Opioid ADE

CAUTISIR

Catheter utilization
ratio

CAUTI rate per 1,000
catheter days

CAUTI rate per 10,000
patient days
(population rate)

CLABSISIR

Central line utilization
ratio

Number of patients
concurrently
prescribed an opioid
and benzodiazepine
during hospitalization

Number of opioid-
related ADEs,
including deaths

Number of observed
CAUTI infections

Number of indwelling
urinary catheter days

Number of observed
CAUTI infections

Number of observed
CAUTI infections

Number of observed
CLABSI infections

Number of central line
days

Total number of
patient discharges

Total number of
patient days

Number of expected
CAUTI infections

Number of patient
days

Number of indwelling
urinary catheter days

Number of patient
days

Number of expected
CLABSI infections

Number of patient
days

Process

Outcome

Outcome

Process

Outcome

Outcome

Outcome

Process

Portal/Pharmacy

Claims

NHSN

NHSN/ Portal

NHSN/ Portal

NHSN/ Portal

NHSN

NHSN/ Portal

EQIC Measure

EQIC Measure

CDC Guidelines

CDC Guidelines

CDC Guidelines

AHRQ

NHSN per
CDC Guidelines

NHSN per
CDC Guidelines

Monthly

Monthly

Monthly

Monthly

Monthly

Monthly

Monthly

Monthly

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45
days of close of
month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month


https://www.cdc.gov/nhsn/PDFs/pscManual/7pscCAUTIcurrent.pdf
https://www.cdc.gov/nhsn/PDFs/pscManual/7pscCAUTIcurrent.pdf
https://www.cdc.gov/nhsn/PDFs/pscManual/7pscCAUTIcurrent.pdf
https://www.ahrq.gov/hai/cusp/cauti-interim/cauti-interim3.html:%7E:text=A%20population%20CAUTI%20rate%20is,by%2010%2C000%20(Equation%202
https://www.cdc.gov/nhsn/PDFs/pscManual/4PSC_CLABScurrent.pdf
https://www.cdc.gov/nhsn/PDFs/pscManual/4PSC_CLABScurrent.pdf

Improvement Area

CLABSI

C. difficile Infection

Culture

Falls
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Measure Name

CLABSI rate per 1,000
central line days

CLABSI rate per
10,000 patient days
(population rate)

C. diff SIR

C. diff rate

Percent of hospitals
that have implemented
each of the five PFE
metrics

The leadership
assessmentis a brief
quarterly survey that
measures each
hospital’'s progress in
implementation of
four proven best
practices, as provided
by CMS

Falls with any harm per
1,000 patient days

Numbers of observed
CLABSI infections

Numbers of observed
CLABSI infections

Number of incident
hospital-onset CDI
LablD events

Number of incident
hospital-onset CDI
LablID events

Number of hospitals
that have implemented
each of the metrics

Number of hospitals
that have implemented
each of the elements

Number of falls with
any harm (minor and
greater)

Denominator

Number of central line
days

Number of patient days

Number of predicted
hospital-onset CDI
LablID events

Number of patient days
for the facility

Number of hospitals

Number of hospitals

Number of patient days
on eligible nursing
units

Measure Type

Outcome

Outcome

Outcome

Outcome

Process

Process

Outcome

Source/
Collection Strategy

NHSN/ Portal

NHSN/ Portal

NHSN

NHSN/ Portal

Portal

Portal

NDNQI/Portal

Resource

NHSN per
CDC Guidelines

American Journal of
Infection Control.
Fakih M.G. et al. 2011;

40(4):359-364

CDC Guidelines

CDC Guidelines

CMS

CMS

National Quality Forum
#0202 (click “Accept”
on the “Copyright
Notice” dialog box)

Data Submission
Time Period

Monthly

Monthly

Monthly

Monthly

Measured upon
enrollment and
updated as changes
oceur

Measured upon
enroliment and
updated as changes
oceur

Monthly

Data Submission
Deadline

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

N/A

N/A

Submit within 45 days
of close of month


https://www.cdc.gov/nhsn/PDFs/pscManual/4PSC_CLABScurrent.pdf
https://www.researchgate.net/publication/51596365_Introducing_a_Population-Based_Outcome_Measure_to_Evaluate_the_Effect_of_Interventions_to_Reduce_Catheter-Associated_Urinary_Tract_Infection
http://www.cdc.gov/nhsn/PDFs/pscManual/12pscMDRO_CDADcurrent.pdf
http://www.cdc.gov/nhsn/PDFs/pscManual/12pscMDRO_CDADcurrent.pdf
http://www.qualityforum.org/QPS/QPSTool.aspx?m=1119&e=1

Improvement Area

Falls

MRSA

Pressure Injury

Y. EQIC

" EASTERN US QUALITY

IMPROVEMENT COLLABORATIVE

Measure Name

Falls per 1,000 patient
days

Percent of falls in
which the patient had a
fall risk assessment
performed and
documented within 24
hours of the fall

MRSA bloodstream
infection hospital-onset
incidence rate per
10,000 patient days

MRSA bloodstream
infection SIR

AHRQ Patient Safety
Indicator (PSI) 3 -
Stage Il or IV pressure
injuries (secondary
diagnosis) per 1,000
discharges among
patients ages 18 years
and older

Prevalence rate of
facility-acquired
pressure injuries of
Stage 2 or higher per
100 patients

Number of falls

Number of fall events
with moderate or
greaterinjury that
received a risk
assessment within 24
hours of the fall event

Number of incident
hospital-onset MRSA
LablD events

Number of incident
hospital-onset MRSA
LablID events

Number of discharged
adult patients with a
facility-acquired
pressure injury of stage
lFor IV (or
unstageable)

Number of patients
with a facility-acquired
Stage 2 or higher
pressure injury ata
particular point in time

Denominator

Number of patient days
on eligible nursing
units

Number of falls with
injury level of moderate
or greater severity

Number of patient days
for the facility

Number of predicted
hospital-onset MRSA
LablID events

Number of medical and
surgical discharges
age 18 years and older

Number of patients on
units being studied at a
particular pointin time

Measure Type

Outcome

Process

Outcome

Outcome

Outcome

Outcome

Source/
Collection Strategy

NDNQI/Portal

NDNQI/Portal

NHSN/ Portal

NHSN

Claims

NDNQI/Portal

Resource

National Quality Forum
#0141 (click “Accept”
on the “Copyright
Notice” dialog box)

CDC Guidelines

CDC Guidelines

AHRQ specifications
using ICD-10 codes

National Quality Forum
#0201

(click “Accept” on the
“Copyright Notice”
dialog box)

Data Submission
Time Period

Monthly

Monthly

Monthly

Monthly

Monthly

Monthly

Data Submission
Deadline

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month


http://www.qualityforum.org/QPS/QPSTool.aspx?m=1118&e=1
https://members.nursingquality.org/NDNQIPortal/Documents/General/Guidelines%20-%20PatientFalls.pdf?linkid=s0_f776_m73_m230_a0_m236_a0_m242_a0
https://www.cdc.gov/nhsn/pdfs/pscmanual/12pscmdro_cdadcurrent.pdf
https://www.cdc.gov/nhsn/pdfs/pscmanual/12pscmdro_cdadcurrent.pdf
http://qualityindicators.ahrq.gov/Downloads/Modules/PSI/V60-ICD10/TechSpecs/PSI_03_Pressure_Ulcer_Rate.pdf
http://www.qualityforum.org/QPS/QPSTool.aspx?m=1117&e=1
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Pressure Injury

Readmissions

Sepsis

IMPROVEMENT COLLABORATIVE

Measure Name

Percent of patients
with documentation of
a pressure injury risk
assessment within 24
hours of admission

All-cause readmission
rate

All-cause readmission
rate, Medicare FFS

Diagnosis or issue-
driven readmission rate
(e.g., health disparities,
diagnosis, SNF
admission)

AHRQ Patient Safety
Indictor (PSI) 13: Post-
operative sepsis rate
per 1,000 elective
surgical discharges for
patients ages 18 years
and older

Sepsis Mortality

Number of patients
identified in the
prevalence study with
a stage 2 or higher
facility-acquired
pressure injury who
had a risk assessment
within 24 hours of
admission

Number of
readmissions within 30
days of discharge

Number of
readmissions within 30
days of discharge

Number of
readmissions within 30
days of discharge

Number of hospital-
acquired sepsis cases
in the defined surgical
populations

Number of deaths
among patients
diagnosed with sepsis
or septic shock

Denominator

Number of patients
with a facility-acquired
Stage 2 or higher
pressure injury
identified in the
prevalence study
(should match
numerator of the
pressure injury
prevalence rate)

Number of eligible
discharges

Number of eligible
Medicare FFS
discharges

Number of eligible
discharges for specific
conditions (i.e., sepsis,
health disparities, SNF,
COPD, etc.)

Elective surgical
discharges age 18
years and older

Patients with diagnosis
of sepsis or septic
shock

Measure Type

Process

Outcome

Outcome

Process

Process

Outcome

Source/
Collection Strategy

NDNQI/Portal

Claims

Claims

Claims

Claims

Claims

Resource

>
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EQIC Measure

EQIC Measure

EQIC Measure

AHRQ specifications
using ICD-10 codes

EQIC Measure

Data Submission
Time Period

Monthly

Monthly

Monthly

Monthly, quarterly, ad
hoc

Monthly

Monthly

Data Submission
Deadline

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month


https://www.ahrq.gov/patient-safety/settings/hospital/resource/pressureulcer/tool/put5.html
https://qualityindicators.ahrq.gov/Downloads/Modules/PSI/V60-ICD10/TechSpecs/PSI_13_Postoperative_Sepsis_Rate.pdf
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Measure Name

SSI SIR: Abdominal
Hysterectomy

SSI SIR: Hip
Prosthesis

SSI SIR: Colon
Surgery

SSl rates per 100
operative procedures:
Abdominal
Hysterectomy

SSl rates per 100
operative procedures:
Hip Prosthesis

SSl rates per 100
operative procedures:
Colon Surgery

AHRQ Patient Safety
Indictor 13: Post-
operative sepsis rate
per 1,000 elective
surgical discharges for
patients ages 18 years
and older

Number of observed
surgical site infections

Number of observed
SSls

Number of observed
SSls

Number of observed
SSls

Number of observed
SSls

Number of observed
SSls

Number of hospital-
acquired sepsis cases
in the defined surgical
populations

Denominator

Number of expected
SSls

Number of expected
SSls

Number of expected
SSls

Number of operative
events

Number of operative
events

Number of operative
events

Elective surgical
discharges age 18
years and older

Measure Type

Outcome

Outcome

Outcome

Outcome

QOutcome

Outcome

Process

Source/
Collection Strategy

NHSN

NHSN

NHSN

NHSN/ Portal

NHSN/ Portal

NHSN/ Portal

Claims

Resource

CDC Guidelines

CDC Guidelines

CDC Guidelines

CDC Guidelines

CDC Guidelines

CDC Guidelines

AHRQ specifications
using ICD-10 codes

Data Submission
Time Period

Monthly

Monthly

Monthly

Monthly

Monthly

Monthly

Monthly

Data Submission
Deadline

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month


https://www.cdc.gov/nhsn/PDFs/pscManual/9pscSSIcurrent.pdf?agree=yes&next=Accept
https://www.cdc.gov/nhsn/PDFs/pscManual/9pscSSIcurrent.pdf?agree=yes&next=Accept
https://www.cdc.gov/nhsn/PDFs/pscManual/9pscSSIcurrent.pdf?agree=yes&next=Accept
https://www.cdc.gov/nhsn/PDFs/pscManual/9pscSSIcurrent.pdf?agree=yes&next=Accept
https://www.cdc.gov/nhsn/PDFs/pscManual/9pscSSIcurrent.pdf?agree=yes&next=Accept
https://www.cdc.gov/nhsn/PDFs/pscManual/9pscSSIcurrent.pdf?agree=yes&next=Accept
https://qualityindicators.ahrq.gov/Downloads/Modules/PSI/V60-ICD10/TechSpecs/PSI_13_Postoperative_Sepsis_Rate.pdf

Improvement Area

Venous Thromboem-
bolism
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Measure Name

VTE rate per 100 adult
inpatient discharges

VTE rate per 100 adult
surgical inpatient
discharges

VTE rate per 100 adult
medical inpatient
discharges

Percentage of
Supratherapeutic INR
results below normal

AHRQPSI12 -
Perioperative
pulmonary embolism
or deep vein
thrombosis (secondary
diagnosis) per 1,000
surgical discharges for
patients ages 18 years
and older

Number of discharges
with facility-acquired
VTEs

Number of surgical
discharges with facility-
acquired VTEs

Number of medical
discharges with facility-
acquired VTEs

Number of episodes
per calendar day with
INR results with values
<2

Number of surgical
patients with hospital-
acquired deep vein
thrombosis or
pulmonary embolism

Denominator

Number of discharges

Number of surgical
discharges

Number of medical
discharges

Number of episodes
per calendar day
where INR tests
resulted

Number of adult
surgical discharges

Measure Type

QOutcome

Outcome

Outcome

Process

Outcome

Source/
Collection Strategy

Claims

Claims

Claims

Portal/Lab

Claims

Resource

Joint Commission
Specifications Manual
for National Hospital

Inpatient Quality
Measures

Joint Commission
Specifications Manual
for National Hospital

Inpatient Quality
Measures

Joint Commission
Specifications Manual
for National Hospital

Inpatient Quality
Measures

EQIC Measure

AHRQ specifications
using ICD-10 codes

Data Submission
Time Period

Monthly

Monthly

Monthly

Monthly

Monthly

Data Submission
Deadline

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month

Submit within 45 days
of close of month


https://www.jointcommission.org/measurement/specification-manuals/chart-abstracted-measures/
https://www.jointcommission.org/measurement/specification-manuals/chart-abstracted-measures/
https://www.jointcommission.org/measurement/specification-manuals/chart-abstracted-measures/
https://qualityindicators.ahrq.gov/Downloads/Modules/PSI/V60-ICD10/TechSpecs/PSI_12_Perioperative_Pulmonary_Embolism_or_Deep_Vein_Thrombosis_Rate.pdf

EQIC website

Let’s tour the Data Section!
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AHRQ Culture of Safety Survey

Features e Dashboards
» Offered at no cost to EQIC * Password protected
hospitals * real-time
* Twice during the four- * unit-specific
year EQIC program participation rates
* Onboarding and * Detailed reports
registration support e Automated tools
* Promotional materials e Action planning
* Debriefing

D




Survey poll

* Select the best time for you organization to take the COS
survey

[ ] May-June 2021

[ ] September-October 2021
Comment:

' . EASTERN US QUALITY
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Any questions or clarifications?




Thank you.

Connecticut: Donna Novella (novella@chime.org)

New Hampshire: Anne Diefendorf adiefendorf@healthynh.org)
New York: Nancy Landor (nlandor@hanys.org)

North Carolina: Yvonne Mosley (yvmosley@ncha.org)

Vermont: Lyndsay Sykes (lvndsays@vpaghc.org)
West Virginia: Nicole Ford (nford@hanys.org)

Y. EQIC
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