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Intent of Star Ratings on Care Compare

A provocativediscussion of whether Care Compare Ratings are
meeting the intent of the Star Ratings for healthcare consumers.

Data may be up to 2 years old, difficult to affect change.
Changes in Healthcarein the US, especially during the Pandemic

Changes in methodology on top of changes in what measures
matter. Recommendation: Change methodology then allow for
opportunity forimprovement before posting results in a star rating in
the future.

Discourages reporting if measures score low due to overalllow “n”.

Concernover consumer confidencewhen choices are few for
hospital/clinicchoices in rural communities.



Our Response to Understand

» Months of Chart Reviews and questionsto CMS. Review of findings
with governing bodies/boards.

®» Questions with Cerner partners on Claims-based and process
reporting abstracts.

» Many OR and WA hospitals choseto not publish (CAHs have the
ability to opt-out of publishing star ratings on Care Compare)

» \When hospitals chooseto withhold it defeats the intent of Care
Compare.

» |n 2021 (WA State CAH 17/38 reported. OR CAH 17/24 reported-11
OR) Our CAH fell w/inthe #4 Measure Grouping

» Consultwith CAH colleagues and OHSU partnersto learn from their
experience.




Review of Methodology Changes

» \/4.1
Appendix B: Flowchart of Seven-Step Overall Star Rating Methodology

Figure B - 1. The Seven Steps of the Overall Star Rating Methodology

Step 1: Select Measures Step 2: Group Measures Step 3: Calculate Group Score
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Safety or Mortality as Process Measures
required and weighted 22%

= No credit for HAl success of no reportable findings

= HAls are challenging for CAHs-low “n”, and Predicted
score <1

®» |n our case Safety of Care-reflective only of C-diff
cases/and clinical review proved only 2 were potentially
HAI
** Review cases and educate on the timing of testing.
Your IP is critical for these surveillance cases.



Story of C-diff and HAI Continued:

Vo Meseliels MEGRIE Measure Micesue's Neiiemsl Measure's Standard Your Hospital's Measure Group
Measure Name [c] Rgsult ) Performance Mean of Scores [f] Deviation Across Standardized Measure W eight [i] Measure Score Score [d]
Category [e] Hospitals [g] Measure Score [h] from Table 2

Central-Line Associated Bloodstream Infection
(LA N/A N/A 0.692 0.63 N/A 0.0%
Catheter-Associated Urinary Tract Infection (CAUT)

N/A N/A 0.719 0.58 N/A 0.0%
Surgical Site Infection from Colon Surgery (SSI-colon)

N/A N/A 0.812 0.66 N/A 0.0%
Surgical Site Infection from Abdominal Hysterectonmy
(SSl-abdominal hysterectomy) N/A N/A 0.927 0.89 N/A 0.0%

! (1.98)

aeal e ch bl N/A N/A 0.813 0.66 N/A 0.0%
Clostridium Difficile (C.difficile) (2.04)

2.519 Same 0.584 0.47 -4.08 50.0%
Hospital-Lev el Risk-Standardized Complication Rate
(RSCR) Follow ing Elective Primary Total Hip
Arthroplasty (THA) and Total Knee Arthroplasty (TKA)

2.4% Same 2.5% 0.005 0.11 50.0% 0.06
Patient Safety and Adverse Events Composite N/A N/A 0.99 0.19 N/A 0.0%

. . . ]

Q. How would CMS calculate an Overall Star Rating for a small hospital with few
measures on Care Compare?

A. If the hospital meets the minimum threshold requirements (three measure groups with three
measures per group, one of which must specifically be Mortality or Safety of Care), then the
Overall Star Rating will be reported using the same methodology used for hospitals with many
measures. If the hospital does not meet the minimum requirement, then it will not receive an
Overall Star Rating.




2021 Range Summary

Star Classification

Table 9 shows the range of summary scores for each star category within each peer group.

Table 9. K-means Overall Star Rating summary score ranges for April 2021, by peer group*

3-measure group peer

4-measure group peer

5-measure group peer

i group (n=337) group (n=553) group (n=2,465)
1 Star -2.69,-0.73 -2.85, -0.69 -2.21,-0.87
2 Star -0.71,-0.21 -0.67,-0.03 -0.87,-0.41
3 Star -0.19,0.24 -0.02,0.42 -0.41,-0.04
4 Star 0.25, 0.69 0.43,0.89 -0.04,0.34
5 Star 0.72, 240 0.91,1.91 0.35, 1.39

*Shows results for the 3,355 hospitals that met the reporting criteria.




Key Takeaways:

» Know your data and where it is extracted from
Claims or Process-EHR data.

» \Nork closely with IT/Business Intelligence partners.

» Create a year-over-year comparison to highlight the
areas where the organization can impact the results.

» Share this information to encourage efforts and
motivate your teams. (It takes a village)

»Begin now to track and with continuous process
Improvement will see results in 2-3 years when the
data will catch up.




3. Key Take away

Methodology Change

a.) Peer Group reduced from ~3700 hospitals to 553
hospitals-narrowing the room for error and making the
middle-high performance more competitive

b.) In prior methodology, some measures would have
carried a more significant load than others based on
various factors. Current methodology weights all measures
IN a measure group the same using a simple average.
Difficult with small numbers and when predicted value <1
where measure no longer counts towards overall weight, as
In Safety Measures (HAI).
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Questions?
Comments?

Contact Information:
Meg Linza, RN, MSN
mlinza@columbiamemorial.org
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Ho di we rspnd?

5 stages of grief- Denial, Anger, Bargaining, Depression, Acceptancel




How do we get there?




Charting the course for data monitoring
and performance improvement




Creating tools

Use your tools. Make new tools. EHR, CMS, tracker, Vendors, etc
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p P period period period period Actions information
Benchmarks s=state, Benchmarks s=state,
n=national n=national Benchmarks s=state, t Benchmarks s=state, Benchmarks s=state,
n=national e n=national
Measure
OP-18b Median Time from ED Arrival { 124 mins : Q1 (2019) { 133 mins | ﬂ;;lm&) { 131 mins : Q3 (2020) - { 134 mins |, Q3 (2020) - i 134 mins } 04 [2020)- { 134 mins + Qi (2021)- mummgnﬂﬂuw&gﬂm;
to EO Departure for =119, n=113 . =121, n=115} |- =126, n=129| . =133, n=125 . 5=162, n=155 e =137, n=155 e =
04 (2019 , 04 (2020 a1 (2021 03 (2021) 04 {2021)
Discharged EC Patients f£ oaar is hottar] (280 pts) - ) (193 pts) (2020) (157 pts) - j (291 pts) - ) (288 pts) ' ' (389 pts) : ' wiflapdf
OP-18¢ Median Time fram ED Arrival .
51 mins . mins Q4 (2019 34 mins . 64 mins . 64 mins _ 53 mins _ Haual i
to ED Departure for { i 5; 'ﬂgi aiogy ig; 'm' Qﬂ; : { i;‘ 'mb a3 (2020 i1: Imr as 200 | 25; Iz;m as 2020 | iﬂ; 'Z;M Q1 (2021)- bipsiquatyne oms.gouileslacoeT dleg
Discharged EO Patients - 5=153, n= ; 5=1kG, n= - =184, n= ; 5=216, n= , 5=250, n= R 5=204, n= 209 =
Pyohiatricfilental Health (28 pts) 04 (2019) {12t (2020) Epts) 04 {2020) [14pts) Q1 (2021) [22pts) Q3 (2021) (23 pts) 04 [2021) 5.0z pdf
Patients f ower is fefterf
0, o 1 (2019 g g 5% 5% ) o g
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OP-22 Left Without Being Seen fLower is hatter} [5=2%, n=2%) 0 (2019) [s=2%, n=2%) |- 04 (=23, n=2%) Q& (2019) (=234, n=2%) 04 (2020) (=23, n=23%) Q& (2020) (=23, n=23) Q4 (2020) 2 5
,161 pts ,665 pts) || ,665 pts 12,126 pts 12,126 pts 12,126 pts
{14,161pts) | " {14,665 pts)  |{2019) {14,665 pts) - [ p | [ | [ p | wiEapdf
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IMM-3 Infuenza ¥accination Coverage nfa 04 (2018) n/a 04 (2019) 89% Q4 (2020) - 89% Q4 (2020) - 89% Q4 (2020) - 21% Q4 (2021)- bittps:Homitems goulCHIT_publiciReponiless
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0% . 12% 04 (2019} 12% . 8% . 17% R 19% a1 ’ ; : -
PC-01 Estly Elective Deliver 17.33 weeks. fowes i host _ _ Q1 (2019) _ _ @3 _ _ Q3 (2020) - _ _ Q3 (2020) - ) _ Q4 (2020)- _ B Q1 (2021)- meeting. Offered education to hitpsdtemitemz gouCRIT_publicdYiswhdeazure
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0% 50% Q4 (2018 % % ; . .
o . i . - . % lazoao)- | wa  |ang202n- bitpe ualiyet o govilestElae edTdTec
OP-2 Fibrinalytic Therapy Recelved [s=30%, n=583) | Q1 (2019) Q (s=25%, n=54%) |- O3 [s=31%, n=523) |03 (2020) - W (s=253, n=523) |03 (2020] - W (s=26%, n-53%) Q3 (2021 (0pts) Q4 (2021) o ,
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Stroke

Measure

antithrombotic therapy at hospital discharge (higher is better]

STK-2 Ischemic stroke patients prescribed or continuing to take
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2020

75% 100%

(4 pts) (5 pts)

Q3
2020

P
_IJIJ.'.
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Ql
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80%
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Q2
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Q3
2021

——
_IJIJ.'.
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(9 pts)

4 ey
)|

1o
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Q2
2022

1000
_IJIJ.'.

(6 pts)

Q3
2022

Q4
2022

Quality Improvement Links for more detailed

Actions information

m/eh{2022 fcms104v10

arep
hospital discharge (higher

STK-3 Ischemic stroke patients with atrial fibrillation flutter who

scribed or continuing to take anticoagulation therapy at

(2 pts)

(1 pts)

(2 pts)

100%
(nb=51%)
(1 pts)

N/A
(nb=41%)
(0 pts)

0%
(nb=34%)
(1 pts)

10002
_IJIJ.'.

(1pt)

50%
(1/2pts)

m/eh/2022 /cms071v1l

therapy by the end of hospital day 2 (higher iz

STK=3 Ischemic stroke patients administered antithrombotic

100% 0%
(4 pts)

11U/

(5 pts)

(nb=80%)
(3 pts)

N/A
(nb=84%)
(0 pts)

100%
(nb=82%)
(6 pts)

—_—
_IJIJ.'.

(8pts)

.
_IJIJ.'.

(5/5pts)

m/feh/2022 fems072v10

take statin medication at hospital discharge (highs

VTE Prophylaxis

VTE-1 This measure assesses the number of patients who received

STK-6 Ischemicstroke patients who are prescribed or continuing to

TE prophylzxis or have documentation why no VTE prophylaxis was

ziven the day of

or the day after hospital admizsion or surgery end
that start the day of or the day after hospital

65% 72%
(166 pts) (104 pts)

71%
(127 pts)

59%
(136 pts)

80%
(nb=76%)
(5 pts)

64%
(nb=85%)
(123 pts)

100%
(nh=78%)
(2 pts)

60%
(nh=85%)
(128 pts)

100%
(nb=76%)
(9 pts)

73%
(nb=86%)
(178 pts)

7%
(127 pts)

85.7%

(6/7 pts)

1.1%
(135 pts)

66.7%
(4/6pts)

75.4%
(122 pts)

VTE-2 This measure assesses the number of patients who received

/TE prophylaxis or have documentation why no VTE prophylaxis was
gziven the day of or the day after the initial admission [or transfer) to

age and older prescribed, or c
opioid and benzodiazepine

start the day of or the day after ICU admizzion (or transfer)|f

ncurrently at discharge (Jov

the Intensive Care Unit {ICU) or surgery end date for surgeries that

nfa Proportion of inpatient hospitalizations for patients 18 years of

ontinued on, two or more opi an

89% 14%
(72 pts) (50 pts)

79%
(58 pts)

measure was new in 2021

78%
(60 pts)

73%
(nb=79%)
|66 pts)

10.3%
(nb=22%)
(117 pts)

68%
(nh=80%)
(53 pts)

(nb=21%)
(138 pts)

74%
(nb=76%)
(73 pts)

16.4%
(nb=20%)
(128 pts)

79%
(58 pts)

14.5%
(124 pts)

13.4%

(134 pts)

10.3%

(126 pts)

Presentation given to ACS supervisor
on 1.10.22 re: eCQM data and areas for
improvement. Will f/u in Q2 2022 re:
Quality Improvement Projects for VTE
prophylaxis measures. June '22- Brett B
and Emily C presented to ACS retreats
x4. July '22- Brett B presented to Dr.
Durrani, lead Hospitalist

m/eh/2022 /cms108v10

https://ecgi.healthit.zov/ecom/eh/2022 fems506v4




Measure

Measures on Quality Dashboard

Q1
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5= state
benchmark

Q2
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Q4
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2021

5= state
benchmark

Q4
2021

5= state
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Q1
2022

5= state
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Q2
2022
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Q3
2022

5= state
benchmark

Q4
2022

5= state
benchmark

Quality Improvement
Actions

Links for more detailed
information

e Ris ment on AAMISSION Lid the mather have .
i ith i i iszi % % % % % % https:tisafehealtheareforeveruw oman. orglaimlp.
hemarthage risk assessments - withrizk level assigned - performed on admiszion to 70.80% 64.50% 81.50% 78.70% 3% 0% 6.80% 15.10% 26.30% 36.30% Brett B. presented at Nov. MCC . i - -
labaor and delivery and on admizsion to postpartum? This isin alignment with the [s=97%) (s=97%) (s=97%) (s=42%) (5=94%) [s=93%) (5=94%) (5=94%) 5=95%) meeting. FBC nurses to implement new _ _ _
Jaint Commizsion M | Safety Standards for H hage. S z -
cint Commission Maternal Sa eti:::jr = for Hemarthage, Migher is (65 pts) (76 pts) (81 pts) (61 pts) (61 pts) (0/57 pts) (4/59 ps) (8/53 ps) (15/57 pts) | (29/51 pts) workflow Jan 2022 burdle-2!
0% 0% 25% 0% 0% 50% 16.70% 0% 0% 0% Brett B. presented at Nov. MCC
PC-01 Early Elective Delivery Elective vaginal or cesarean deliveries amang meeting. Offered education to hitpeitgualitinet, cme, gowlfilesiilas3ed 137 d Fe
IT138 week deliveries (encluding cases with complications) fawsr i betterd (s=1.9%) (s=3.7%) (s=3.2%) (s=2.3%) (s=8.0%) (s=4.4%) (s=b.8%) (s=3.6%) (5=3.6%) providers about alternative dx codes Lii =
(3 pts) (6pts) (4pts) (4 pts) (4pts) (4 pts) (6 pts) (2 pts) (3 pts) (5 pts) when applicable
Cesarean After Labor Induction Induced deliveries that resultedin 2 11.80% 19.40% 9.80% 14.30% 19.20% 10.70% 3.60% 20.80% 15.40% 18.50%
cesarean regardless of the reazon for the cesarean]. Farmerly named "F ailed
Inductions” o i ’ [5=19.6%) [5=20.6%) [5=19.1%) (5=19.6%) [5=19.6%) [5=19.3%) [5=20.6%) [5=20.5%) [5=20.6%)
nductions" ffower is betier
(17 pts) (31 pts) (41 pts) (28 pts) (26pts) (28 pts) (28 pts) (24pts) (4/26 pts) (5/27 pts)
Cesarean Delivery Measures
Cesarean Birth: Overall This is the most basic of all cesarean measures but is R R S S S R o S
ot endorsed by any quality crganization. It mises mothers with very different izsues- sLati 31.60% ce.clli cLali <Al 28.10% 1024 32.1% b3t 33.30%
rictably mathers with prior cesarean births [who have 2 903 rate of repeat
cesarean) and mothers wha are at much lower risk [including those with prior vaginal | (5=21.9%) (s=30.3%) [5=29.6%) (5=28.9%) (s=28.8%) (s=29.9%) (s=30.2%) [5=30.6%) (s=29.6%)
deliveries and na risk factars). Alsao known as the the "Total Cesarean Rate”, (65 pts) (76 pts) (81 pts) (61 pts) (61 pts) (57 pts (59 pts) (17/53pts) (15/57 pts) | (17/51 pts)
Cesarean Birth: PrimElryr Cesarean deliveries among all deliveries without 2 17.70% 22.70% 17.30% 15.80% 1640 19.60% 10.90% 28% 16% 22.70%
prior cesarean. Wwhile the Primary Cesarean rate is animprovement aver the Overal
[Tatal) Cezarean rate, itis not endarzed by any quality arganization, nar are there [5=20.6%) (5= 21.5%) [5=20.9%) (5=19.9%) [5=20.2%) [5=22.2%) [5=21.4%) [5=21.9%) [5=21.4%)
any established targets for this meazure. (62 pts) (66 pts) 75 pts) (57 pts) (55 pts) (51 pts) 55pts) | (14/50pts) N (8/s0pts) | (10744 pts)
Cesarean Birth: NTSV Cesarean bitths amang Muliparous, Term, Singletan, R v v A A P . a e
Verew [NTSV) deliveries. The PC-02-Current version uses the most current Jaint 18.50% 31.30% 25.70% 25.20% Hilalns 2lalles HESLL 28.60% £ AU 25%
Commizsion [TJC) PC-02 measure specifications retrospectively applied to all prior
time periodsz. This allow s for accurate trending, even as the TIC zpecifications have [ (5=25.1%) [5=25.6%) [5=24.9%) (s=24.8%) [5=24.4%) [5=25.6%) [5=25.3%) [s=27%) (s=24.3%
changed auer time. {27 pts) (32 pts) {35 pts) (24 pts) {33 pts) (20 pts) (24 pts) [6/21 pts) (5/23 pts) (5/20 pts)
Vaginal Delivery Measures
Episiotomy Rate Episiotomy procedures amang all vaginal deliveries withaut
shoulder dystacia See mare details. This measure is endarsed by NOF and the 2% 0% 1.70% 0% 0 0% 4.30% 0o 0% 0%
Leapfrog Group, which recommends a target episiotomy rate of <53 bazed
on population studies. 'While statewide episiotomy rates have fallen rapidly in the _ _ _ _ ~ ~ ~ ~ _
last decade, there is still wide variation among hospitals (0.3 w 353 )--suggesting (s=3.2%) (s=3.4%) (s=2.9%) (s=2.9%) ErE] (5=2.3%) (s=2.4%) (s=2.3%) (s=24%)
oppoitunities forimprovement. fanear i bamar’ (49 pts) (52 pts) (59 pts) (48 pts) (46 pts) (41 pts) (47 pts) (36 pts) (0/41pts) | (0/32 pts)
16.90% 23.70% 24.70% 31.10% 29.50% 26.30% 35.60% 24.50% 15.80% 21.60%
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Q3

Q4

Ql

Q2

Q3

Q4

Ql

Q2

Q3

Q4

Measure 2020 | 2020 | 2020 | 2020 § 2021 | 2021 | 2021 | 2021 j 2022 | 2022 | 2022 | 2022
5= state 5=state 5=state 5=state 5=state 5=state 5=state 5=state 5=state 5=state 5=state 5=state
benchmark | benchmark | benchmark benchmark benchmark | benchmark benchmark benchmark benchmark | benchmark | benchmark benchmark
A 0 - - . : -
Anticoagulation Safety Excessive Anticoagulation with Warfarin-Inpatients. ., N N . N N
Mumber of patient events with an INR =5 sfter any warfarin administration for patients 18.75% U7 U 4.76% 10% 4.76% 16.67% 10% U7 Uro
cared for in an inpatient area. A patient that has multiple elevated INRs will be counted
as sone event until it drops below 3.5 and rises above 5 again. (lower is better] 3fj_ﬁ. pt5 0;12 pt5 u_,-"g pt5 ﬂ21 pt5 2}'2() pt5 1{21 pt5 Zflz pt5 ]_f]_() pt5 uﬂg pt5 0}"9 pt5
Gl‘gI'EEI"I'IiE SE'FETY Percent of inpatients receiving a glycemic agent with blood 1.43% 0oL 0o 1.23% 5 G5of 0% 5.49% 0% 5.63% 0o
glucose < 50, Number of patient BG levels < 50 mg/dl after any hpoglycemic agent - - - - -
sdminstration for patients cared forin an inpatient area. {lower is better) 1/70 pts 0/42 pts 0/50 pts 0/81 pts 6/110 pts | 0/91 pts 5/91 pts 0/93 pts 4f/7ipts | 0f81pts
Opiuid Safew Percent of inpatients receiving Naloxone after Opicid Administration. 0.81% 0.60% 0% 0.78% 0% 0.37% 0.62% 0% 0% 0%
Mumber of patients cared for in an inpatient area who received naloxone < 24 hours after
any opioid administraticn related to over sedation. (lower is better] 2f24ﬁ pts L‘rlﬁﬁ pts 03'224 pts 2’;25? pts 0;235 pts 1;"2?0 pts 2’;315 pts U,"'ZEB pts 0;259 pts lmr224 pts
Fatle aTe gicato
VTE Peri-Operative Pulmonary Embolism (PE) or Deep Vein Thrombosis [DVT) Rate, per
1000 surgical discharges. Dizcharges, among cases meeting the inclusion and excluzion 0% 0% 0% 0% 0% 0% 0% 0% 0%
rules for the denominator, with 3 secondary ICD-10-CM diagnosis code for proximal deep
vein thrombosis [DEEPVIB *) or a secondary ICD-10-CM diagnosis code for pulmonary
embolism [PULMOID *). [fower is better)
69 pts 8 pts 11 pts 48 pts 66 pts 65 pts 53 pts 51 pts 0/57 pts 0/61 pts
Pressure Ulcer Haspital Acquired Pressure Injury Rate. Dizcharges, among cases . . . . o o N N .
meeting the inclusion and exclusion rules for the donominator, with any secondary ICD- U U U u 0% 0% 0% 0% U
180-CM diagnosis codes for pressure ulcer and any secondary ICD-10-CM diagnosis codes
for pressure ulcer stage |l or IV [or unstageable) [DECUBVD *). [lower is better)
24 pts 9 pts 16 pts 110 pts 134 pts 145 pts 162 pts 114 pts 0f117 pts 0/105 pts
Sepsis and Septic Shock Rate Mortatlity rate amang patients with sepsis and 0% 0% 0% 0% 0% 0% 0% 0% 0%
septic shock. Mumber of inpatient hospital deaths, among cases meeting the inclusion
and exclusion rules for the denominator. (lower is betrer)
2 pts 0 pts 3 pts 5 pts 4 pts 6 pts 7 pts 9 pts 0/5 pts 0/2 pts




Anticipation

Waiting for the next report to drop




Not a magic tool.

Thisis me when the Tracker didn’t solve all the world’s problems
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Celebrate the wins!
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Quarterly reports to BoT




Quality Directors in Oregon CAHs




Brighter days ahead!
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