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Stratis Health
• Independent, nonprofit, Minnesota-based organization 

founded in 1971
– Lead collaboration and innovation in health care quality and 

safety, and serve as a trusted expert in facilitating 
improvement for people and communities 

• Work at intersection of research, policy, and practice 
• Long history of working with rural providers, CAHs, and the 

Flex Program
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Rural Quality Improvement 
Technical Assistance Center (RQITA)
• Cooperative agreement awarded to Stratis Health starting September 

2015 from the Health Resources and Services Administration Federal 
Office of Rural Health Policy (HRSA FORHP).

• Improve quality and health outcomes in rural communities through TA for 
FORHP quality initiatives
– Flex/MBQIP
– Small Health Care Provider Quality Improvement Grantees 

• Focus on quality reporting and improvement
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Overview
Discuss trends in quality reporting and implications for CAHs 
and small rural hospitals including: 

– Overall Quality Hospital Star Ratings, including changes to the 
methodology finalized in 2021

– Understand federal Electronic Clinical Quality Measures (eCQMs) 
and anticipated changes to eCQM reporting and use in coming years

– Alignment and impact on the Medicare Beneficiary Quality 
Improvement Program (MBQIP) program
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Discussion on trends in quality reporting and the implications for critical access hospitals
  *   Review changes to CMS’ overall Hospital Star Rating methodology finalized in the 2021 Outpatient Prospective Payment Systems (OPPS) rule
  *   Understand federal electronic Clinical Quality Measure (eCQM) requirements and anticipated changes to eCQM reporting and use in coming years




MBQIP Overview and Updates
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MBQIP Overview
• Quality improvement (QI) activity under the Medicare Rural Hospital 

Flexibility (Flex) grant program through the Federal Office of Rural 
Health Policy (FORHP)

• Improve the quality of care in CAHs by increasing quality data reporting 
and driving improvement activities based on the data

• Common set of rural-relevant hospital metrics, technical assistance, 
encouragement, and support

• Ability for FORHP to demonstrate impact of hospital and state-based 
efforts on a national scale
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Goals of MBQIP
• CAHs report common set of rural-relevant measures
• Measure and demonstrate improvement
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One quarter of all US hospitals are CAHs
JAMA Article(s) from 2011 calling out CAHs for poor quality
PPS hospitals paid based on quality performance – expectation that third party payers will follow the lead of CMS and expect value demonstration from CAHs even if Medicare reimbursement for CAHs doesn’t change.



Reporting Channels for Core MBQIP Measures
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Hospital 
Quality 

Reporting 
(HQR)

CMS Outpatient Measures
(Submitted via CART or 

vendor tool)
OP-2, OP-3, OP-18 

CMS Outpatient Measures
(Submitted via HARP)

OP-22 

HCAHPS Survey
(Vendor or self-
administered)

NHSN*

HCP/IMM-3
(formerly 
OP-27)

Antibiotic 
Stewardship 
(submitted via  
Annual Facility

Survey)

State 
Flex 

Office

EDTC†

*National Healthcare Safety Network †Emergency Department Transfer Communication



Process for CMS Quality Measures
• CMS quality programs and measures are identified and updated through 

the annual rule-making process:
• IPPS Rule (Inpatient Prospective Payment System) defines IQR (Inpatient Quality 

Reporting Program) and the Promoting Interoperability Program

• OPPS Rule (Outpatient Prospective Payment System) defines OQR (Outpatient 
Quality Reporting Program)

• Measures typically endorsed by the National Quality Forum (NQF), and 
reviewed through a pre-rulemaking process by the NQF Measures 
Application Partnership (MAP) 

• CMS measures are regularly added, “topped-out” and retired, or removed

8

Presenter
Presentation Notes
IPPS also includes VBC, HRRP, HAC

Star Rating includes OP and IP measures – has been incorporated in rulemaking in both in the past. 



MBQIP Measure Changes 2014 - 2021
Inpatient/Patient Safety Patient 

Engagement
Care Transitions Outpatient

HF-1 HCAHPS Emergency Department
Transfer Communication

OP-1

HF-2 OP-2
HF-3 OP-3
PN-6 OP-4

PN-3b OP-5
IMM-2 OP-6

OP-27  HCP/IMM-3 OP-7
ED-1 OP-18
ED-2 OP-20

Antibiotic Stewardship 
(NHSN Annual Facility 

Survey)

OP-21

OP-22
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Changing Landscape: 
Moving to Measure Modernization
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CMS Meaningful Measures 2.0
Address measurement gaps, reduce burden, 
and increase efficiency by:
• Utilize only quality measures of highest value 

and impact focused on key quality domains.
• Align measures across value-based programs 

and across partners, including CMS, federal, 
and private entities.

• Transform measures to fully digital by 2025 
and incorporate all-payer data.

• Prioritize outcome and patient reported 
measures.

• Develop and implement measures that reflect 
social and economic determinants.
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Source: https://www.cms.gov/meaningful-measures-20-moving-measure-reduction-modernization

Presenter
Presentation Notes
2022 Rulemaking – RFI’s related to shift to dQMs and equity/disparity gap:
Potential stratification of quality measure results by race and ethnicity o Improving Demographic Data Collection o Potential creation of a Hospital Equity Score to synthesize results across multiple social risk factors Intent: To make reporting of health disparities based on social risk factors and race and ethnicity more comprehensive and actionable for hospitals, providers, and patients
PROM for THA/TKA

Digital Quality Measurement
Meaningful Measures 2.0 will emphasize digital quality measures (dQMs), which originate from sources of health information that are captured and can be transmitted electronically and via interoperable systems. 
CMS will continue to improve its digital strategy by:
Using Fast Healthcare Interoperability Resources (FHIR)-based standards to exchange clinical information through application programming interfaces (APIs), allowing clinicians to digitally submit quality information one time that can then be used in many ways.
Accelerating the transition to fully electronic measures.
Working across CMS to use artificial intelligence to identify quality problems before patients are harmed and intervene accordingly.
Developing more APIs for quality measure data submission and interoperability.
Harmonizing measures across registries.

Patient Perspectives
The updated initiative will promote better collection and integration of patient voices across CMS programs by:
Simplifying how to use Patient-Reported Outcome (PRO) Measures and addressing their integration into the electronic health record (EHR) workflow.  
Developing PRO measures that are embedded into the workflow, may be accessed through an API or patient portal, improve ease of use, and reduce reporting burden.
Using NIH-developed Patient-Reported Outcomes Measurement Information System (PROMIS) tools.
Working across CMS to use “Self-Reported Health” as an agency-wide key result that reflects the patient’s voice around quality of care.


https://www.cms.gov/meaningful-measures-20-moving-measure-reduction-modernization


Overall Hospital Star Rating
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Why Star Ratings for Hospitals?
• CMS has stated that the objective of the Overall Hospital Quality Star 

Rating project is to summarize information from existing hospital 
measures on Care Compare in a way that is useful and easy to 
interpret for patients and consumers.

• Overall Hospital Quality Star ratings, initially released in July 2016, 
followed CMS release of Star Ratings across a variety of health care 
provider types, and release of the HCAHPS Star Ratings.

• Summarizes current Care Compare measures into a single star rating.
• More than 20% of hospitals (primarily small and rural) consistently don’t 

meet the threshold to have a rating calculated.  
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Health Plans, nursing homes, home health, dialysis providers, and some physician groups; 




Recent Changes to Star Rating Methodology
• CMS held a wide variety of stakeholder meetings and 

‘listening sessions’ about the Star Ratings in 2019
• Significant changes to the overall methodology for Star 

Rating calculation were proposed and then finalized as part 
of the 2021 OPPS rulemaking process.

• Updated Star Ratings, using the new methodology were 
posted on Care Compare in April 2021
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2021 OPPS Final Rule: https://www.govinfo.gov/content/pkg/FR-2020-12-29/pdf/2020-26819.pdf

Presenter
Presentation Notes
Changes finalized in OPPS Final Rule: https://www.govinfo.gov/content/pkg/FR-2020-12-29/pdf/2020-26819.pdf 

https://www.govinfo.gov/content/pkg/FR-2020-12-29/pdf/2020-26819.pdf


The Seven Steps of the Overall Star Rating 
Methodology 

15

Source: Comprehensive Methodology Report (v4.1) (02/26/2021), Available here: 
https://qualitynet.cms.gov/inpatient/public-reporting/overall-ratings/resources

https://qualitynet.cms.gov/inpatient/public-reporting/overall-ratings/resources


Methodology Changes (1)
Shift from seven measure groups to five:

1. Mortality (death rate for a variety of patient groups)
2. Safety of Care (HAIs and complications)
3. Readmissions (readmission rates, hospital return days)
4. Patient Experience (HCAHPS, at least 100 returned surveys)
5. Timely and Effective Care (Consolidates process measures from 

Effectiveness of Care, Timeliness of Care, and Efficient Use of 
Medical Imaging Groups)
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Notes: 
• Mortality and Readmissions measures are calculated using Medicare FFS claims
• List of measures used in April 2021 release, including timeframe and data source can be 

found here

Presenter
Presentation Notes
https://www.medicare.gov/hospitalcompare/Data/Measure-groups.html 

Reflects overall direction of CMS to move away from process measures


Reminder: Every time the ratings are calculated, the list of measures that is included is updated to align with measures available on Care Compare (48 measures included in the April 2021 release)


https://stratishealth.org/wp-content/uploads/2021/05/Star-Rating-Measure-Info_April-2021-1.pdf


Methodology Changes (2)
Threshold for rating calculation:
• To have an overall hospital quality star rating calculated, must have a 

minimum of 3 measures in at least 3 groups, 1 of which must be an 
outcome group

• Change in what is considered an outcome group to only include the 
Safety of Care and Mortality measure groups (Readmissions was 
previously included as an outcome group)
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Notes: 
• CAHs rarely meet the threshold to have safety of care measures reported on Care Compare
• Mortality measures are calculated using claims for a three-year period (April 2021 release 

used 2016 – 2019 data)

Presenter
Presentation Notes
Combined impact of these changes – kind of a wash in terms of how many CAHs are eligible



Methodology Changes (3)
Simplification of statistical method to calculate measure group scores:

– Had been complex calculation using latent variable modeling and 
Winsorization

– Revised methodology shifts to simple average of measure scores within 
each measure group
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Updated weighting by measure group:

Source: Comprehensive Methodology Report (v4.1) (02/26/2021)

• Measure group weights are re-
proportioned if no measures are 
available in a measure group

• If meet the threshold to have a rating 
calculated, all measures that are 
available are included 

Presenter
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Statistical simplification adopted

Stratification of readmission group score was NOT adopted

Weighting reassigned proportionally when have less than five measure groups…  
For example, if a hospital had measures in Mortality (39%), Readmission (39%), and Timely and Effective Care (21%);  

If meet the threshold – all measures that are available are included (not just the three measures in the three groups)




Methodology Changes (4)
• Shift to a peer grouping approach to developing Star Rating 

‘cut-points’
– Hospitals with three measure groups
– Hospitals with four measure groups
– Hospitals with five measure groups

• Intent is to address concerns about comparability of 
hospitals with fundamental differences such as size, 
volume, patient case mix, and service mix
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(for example, a hospital with three measure groups could have the same summary score as a hospital with four measure groups; however, that summary score could fall within the four-star cluster for the three measure group peer group and the five-star cluster for the four measure group peer group).

PEER GROUPING was adopted

Using October 2019 data: (quality reporting center presentation: https://www.qualityreportingcenter.com/globalassets/iqr2021events/iqr020321/starsratingsv4.0_nationalprovidercall_updated_011321508.pdf 
3 measure peer group - 348 (10%)  4 measure peer group - 583 (17%)  5 measure peer group - 2,509 (73%) • >95% of hospitals assigned to the same peer measure group between 2016-2019 • Peer measure groups reflect hospital differences (e.g., size, volume, case and service mixes)  Hospitals with ≥ 3 measures in 3 and 4 measure groups are more likely to be CAHs (58% and 52% of the peer groups, respectively)



Comparisons
CAH Star Rating Previous method 

(January 2020)
Previous Method 
(October 2020)

Revised Method 
(October 2020)

★ 1 0 26 
★★ 35 15 94

★★★ 330 108 166

★★★★ 225 217 157

★★★★★ 55 42 45

Not rated 704 (52%) 940 (70%) 834 (61%)
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Notes: 
• Star Ratings had not been updated on Care Compare since January 2020. 
• October 2020 Star Ratings were not published (Source: 2021 OPPS Final Rule)
• January 2020 rating included 54 measures, April 2021 includes 48 measures 
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January 2020 – 54 measures
April 2020 – 48 measures

One of the measures retired in that period was: OP-5 (Median time to ECG),  

Frequently asked when star rating will be updated
CAHs CAN request rating be suppressed during the preview window
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Star Rating Take-aways
• The methodology changes have addressed many, but not 

all, of the broader concerns about the ratings 
• Availability of rural-relevant measures is a significant 

concern 
– Important to be looking forward to measure changes on Care Compare 

that may have an impact down the road 

Presenter
Presentation Notes
January 26th Webinar announced: Overall Hospital Quality Star Ratings on Care Compare 2022 OPPS Final Rule Methodology - 1518118 (webcasts.com) 

https://www.qualityreportingcenter.com/en/inpatient-quality-reporting-programs/hospital-inpatient-quality-reporting-iqr-program/2022-events/iqr012622/ 


NOTE:  The data used for tables in the Final Rule is from October 2020 Hospital Compare Refresh  - which CMS did not publish.

Three measures were removed/retired between January 2020 and October 2020: OP-5 (Median time to ECG), OP-14 and OP-11 (imaging measures)

The proposed rule, using data from January 2020:� - 676 CAHs that did not meet the star rating threshold (N/A) under current methodology
 - 794 CAHs that did not meet the star rating threshold (N/A) using proposed methodology changes that were adopted in the final rules
An INCREASE in the number of CAHs not eligible for a star rating.

In the Final Rule, data tables were calculated using October 2020 data:
 - 940 CAHs were N/A for a star rating under the current methodology
 - 846 CAHs were N/A for a star rating under the updated finalized methodology
A DECREASE in the number of CAHs not eligible for star ratings (so more CAHs get ratings)

However – Due to the removal of measures between the two time periods (primarily OP-5), under the current methodology 264 fewer CAHs were eligible for a star rating in October 2020 than were eligible in January 2020 (676 NA in January, 940 NA in October)

Under the revised methodology there were 794 NA in January compared to 846 NA in October

Thus – although the revised methodology resulted in a small increase in CAHs eligible for a star rating when comparing the two methods using October 2020 data (94 additional CAH under the new methodology).
There are still LESS CAHs receiving star ratings due to the retirement of measures from previous data periods. 


Below data from January 2020 – have not updated based on October data (which is not available)
For CAHs that currently meet the thresholds to have a star rating calculated :
Almost none have enough data to meet the threshold in Safety of Care. 
Several have the three required Mortality measures  (it is a three-year window for that calculation). However, CAHs rarely have a rating of anything other than ‘same as the national average’. 
Most meet the three measures requirement in Readmissions
About ½ are included in the Patient Experience category. Although the majority of CAHs report HCAHPS, many don’t have enough surveys returned to be included in these calculations 
The process measures categories are a mixed bag. Many of the measures in those categories have been, or are in process of being removed, so although the consolidation may increase the number of CAHs that are eligible in the short-term, that may change as the star rating timelines catch-up with the removal of several process measures.

Currently – 1 CAH has 1 Star, and 37 have 2 Stars
Under proposed – 14 will have 1 Star, and 69 will have 2 Stars

Currently 55 CAHs have 5 Stars (and 328 with 4 Stars)
Under proposed – 74 CAHs will have 5 Stars
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Star Ratings – What’s Next
• CMS anticipates publicly reporting updated Overall Star Ratings 

results in Summer 2022
– Hospital specific preview reports available in Spring 2022
– CAHs can request suppression of Overall Hospital Star Rating from public 

reporting, but must do so during the preview period (data still included in 
public use files)

– Anticipate that data periods available for the updated rating will be 
truncated due to the COVID-19 PHE  
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January 26th Webinar announced: Overall Hospital Quality Star Ratings on Care Compare 2022 OPPS Final Rule Methodology - 1518118 (webcasts.com) 

https://www.qualityreportingcenter.com/en/inpatient-quality-reporting-programs/hospital-inpatient-quality-reporting-iqr-program/2022-events/iqr012622/ 


NOTE:  The data used for tables in the Final Rule is from October 2020 Hospital Compare Refresh  - which CMS did not publish.

Three measures were removed/retired between January 2020 and October 2020: OP-5 (Median time to ECG), OP-14 and OP-11 (imaging measures)

The proposed rule, using data from January 2020:� - 676 CAHs that did not meet the star rating threshold (N/A) under current methodology
 - 794 CAHs that did not meet the star rating threshold (N/A) using proposed methodology changes that were adopted in the final rules
An INCREASE in the number of CAHs not eligible for a star rating.

In the Final Rule, data tables were calculated using October 2020 data:
 - 940 CAHs were N/A for a star rating under the current methodology
 - 846 CAHs were N/A for a star rating under the updated finalized methodology
A DECREASE in the number of CAHs not eligible for star ratings (so more CAHs get ratings)

However – Due to the removal of measures between the two time periods (primarily OP-5), under the current methodology 264 fewer CAHs were eligible for a star rating in October 2020 than were eligible in January 2020 (676 NA in January, 940 NA in October)

Under the revised methodology there were 794 NA in January compared to 846 NA in October

Thus – although the revised methodology resulted in a small increase in CAHs eligible for a star rating when comparing the two methods using October 2020 data (94 additional CAH under the new methodology).
There are still LESS CAHs receiving star ratings due to the retirement of measures from previous data periods. 


Below data from January 2020 – have not updated based on October data (which is not available)
For CAHs that currently meet the thresholds to have a star rating calculated :
Almost none have enough data to meet the threshold in Safety of Care. 
Several have the three required Mortality measures  (it is a three-year window for that calculation). However, CAHs rarely have a rating of anything other than ‘same as the national average’. 
Most meet the three measures requirement in Readmissions
About ½ are included in the Patient Experience category. Although the majority of CAHs report HCAHPS, many don’t have enough surveys returned to be included in these calculations 
The process measures categories are a mixed bag. Many of the measures in those categories have been, or are in process of being removed, so although the consolidation may increase the number of CAHs that are eligible in the short-term, that may change as the star rating timelines catch-up with the removal of several process measures.

Currently – 1 CAH has 1 Star, and 37 have 2 Stars
Under proposed – 14 will have 1 Star, and 69 will have 2 Stars

Currently 55 CAHs have 5 Stars (and 328 with 4 Stars)
Under proposed – 74 CAHs will have 5 Stars




eCQMs
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What is an eCQM?
“Electronic clinical quality measures (eCQM) use 
data electronically extracted from electronic 
health records and/or health information 
technology systems to measure the quality of 
health care provided.”

- eCQI Resource Center
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is an effort to bring together stakeholders from across the eCQI community and provide a centralized location for news, information, tools, and standards related to eCQI and eCQMs



CMS Vision: eCQMs
“We believe that in the near future, collection and reporting of data 
elements through EHRs will greatly simplify and streamline reporting 
for various CMS quality reporting programs, and that hospitals will be 
able to switch primarily to EHR-based data reporting for many 
measures that are currently manually chart abstracted and submitted 
to CMS for the Hospital IQR Program.”

Federal Register / Vol. 81, No. 81 / Wednesday, April 27, 2016 / IPPS Proposed Rules/page 
25174 
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Presentation Notes
2016 – IQR: At least one quarter of data for at least four self-selected eCQMs
2017 – IQR: Full year of data for 15 eCQMs (no selection), aligned with Medicare EHR Incentive metrics and timeline
2018 – (CAHs) Must submit all eCQMs attestation no longer acceptable


Meaningful Measures 2.0: CMS working on framework now – includes ‘transform measures to fully digital by 2025 and incorporate all-payer data’
CMS unlikely to consider non-digital measures in the MUC list in the future (broad view – but focus on ease of burden and have all digital with seamless communication) – move away from retrospective view of quality measurement. 



eCQM Reporting Requirements
• Required for CAHs as part of the Medicare Promoting Interoperability Program* 

(fka. EHR Incentive Program)
• CY 2022 Submission Deadline will be February 28, 2023
• Progressive increase for reporting of eCQMs by quarters
• Starting in CY 2022, Safe Use of Opioids measure is required, other measures are self-selected
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Sources: www.qualityreportingcenter.com, 
2021 Final IPPS Rule, 2022 Final OPPS Rule

CY Reporting 
Period

Number of Calendar Quarters to 
Report

Number of Measures to Report on 
Each Quarter

2020 One self-selected quarter Four self-selected eCQMs

2021 Two self-selected quarters Four self-selected eCQMs

2022 Three self-selected quarters 3 self-selected eCQMs + Safe Use of 
Opioids eCQM^

2023 and 
beyond

Four quarters 3 self-selected eCQMs + Safe Use of 
Opioids eCQM^

*Meeting the eCQM requirement for the Medicare Promoting Interoperability Program also satisfies the Hospital IQR Program eCQM 
requirement for PPS Hospitals

Presenter
Presentation Notes
Webinar: 
CY 2021 eCQM Reporting Tools and FAQs for the Hospital IQR Program and Medicare Promoting Interoperability Program will be presented by Veronica Dunlap, BSN, RN, CCM, Lead, Alignment of Electronic Clinical Quality Measure (eCQM) Reporting, Hospital IQR Program, at the Inpatient Value, Incentives, and Quality Reporting (VIQR) Outreach Education Support Contractor.
This presentation will provide participants in the Hospital IQR Program and Medicare Promoting Interoperability Program helpful tips and tools for successful calendar year (CY) 2021 eCQM reporting, with a focus on addressing data submitter questions.
The webinar slides will be available for download from www.QualityReportingCenter.com under Upcoming Events the day before the presentation.
The webinar will be presented on February 25, 2022, from 2:00 p.m. to 3:00 p.m. Eastern Time (ET). This presentation has been approved for one continuing education (CE) credit. 


http://www.qualityreportingcenter.com/
https://www.federalregister.gov/documents/2020/09/18/2020-19637/medicare-program-hospital-inpatient-prospective-payment-systems-for-acute-care-hospitals-and-the
https://www.federalregister.gov/documents/2021/11/16/2021-24011/medicare-program-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center-payment


CY 2022 eCQM Measures
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Short Name CY 2022 Available Measures
ED-2 Median Admit Decision Time to ED Departure Time for Admitted Patients^
VTE-1 Venous Thromboembolism Prophylaxis
VTE-2 Intensive Care Unit Venous Thromboembolism Prophylaxis
PC-05 Exclusive Breast Milk Feeding^
STK-2 Discharged on Antithrombotic Therapy
STK-3 Anticoagulation Therapy for Atrial Fibrillation/Flutter
STK-5 Antithrombotic Therapy By End of Hospital Day 2
STK-6 Discharged on Statin Medication^
Safe Use 
of Opioids Safe Use of Opioids – Concurrent Prescribing*

Sources: www.qualityreportingcenter.com, 
2021 Final IPPS Rule, 2022 Final IPPS Rule

*All hospitals are required to report Safe Use of Opioids beginning with the CY 2022 reporting period – RFI included in 2022 OPPS 
Proposed Rule asking for feedback on this requirement
^ Measure finalized for removal beginning with CY 2024 reporting year per 2022 IPPS Final Rule

Presenter
Presentation Notes
the proportion of patients aged 18 and older who are prescribed two or more opioids or an opioid and benzodiazepine concurrently at discharge

http://www.qualityreportingcenter.com/
https://www.federalregister.gov/documents/2020/09/18/2020-19637/medicare-program-hospital-inpatient-prospective-payment-systems-for-acute-care-hospitals-and-the
https://www.federalregister.gov/d/2021-16519/p-5740


What does ‘reporting’ mean?
Submit the required eCQMs through any combination of the 
following:

• Accepted (Quality Reporting Data Architecture) QRDA Category I 
files with patients meeting the initial patient population (IPP) of the 
applicable measures

• Zero denominator declarations*
• Case threshold exemptions (< 5 cases in the reporting quarter)*

28

Source: https://www.qualityreportingcenter.com/globalassets/iqr2021events/ecqm030921/ecqm-webinar_qa-session-cy-2020_030921_slides_vfinal508.pdf

*Submitted via Hospital Quality Reporting (HQR) system through a HARP account, EHR must have 
capability to report the measures.

https://www.qualityreportingcenter.com/globalassets/iqr2021events/ecqm030921/ecqm-webinar_qa-session-cy-2020_030921_slides_vfinal508.pdf


Hardship Exception –
Promoting Interoperability Program

“A CAH may, on a case-by-case basis, be granted an 
exception from this adjustment if CMS or its Medicare 

contractor determines, on an annual 
basis, that a significant hardship exists.”

For more information: https://www.cms.gov/Regulations-and-
Guidance/Legislation/EHRIncentivePrograms/PaymentAdj_Hardship.html
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Note: PPS hospitals would also need to submit an Extraordinary Circumstances Exception (ECE) request for eCQM 
reporting for the Hospital IQR Program, 

Presenter
Presentation Notes
CAH Deadline for Hardship Exemption is in November 2019

https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/PaymentAdj_Hardship.html


eCQMs and Public Reporting
• eCQM data is not currently reported on CMS Care Compare
• CMS will start public reporting of eCQM data with CY 2021 data, 

available to the public as early as Fall 2022
• Hospitals can review their data before being made public during a 30-

day preview period
• Data will be published on CMS Care Compare and/or the Provider 

Data Catalog (formerly data.medicare.gov)
• CMS will combine the validation processes for eCQMs with the process 

for IQR chart-abstracted measure data (CAHs are not subject to CMS data 
validation requirements)
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Sources: www.qualityreportingcenter.com 
and 2021 Final IPPS Rule

https://www.medicare.gov/care-compare/
https://data.cms.gov/provider-data/
https://www.federalregister.gov/documents/2020/09/18/2020-19637/medicare-program-hospital-inpatient-prospective-payment-systems-for-acute-care-hospitals-and-the


MBQIP and eCQMs
• None of the available eCQMs align with current chart-

abstracted MBQIP measures
• FORHP exploring options for using eCQMs as part of 

MBQIP
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In previous years there had been some alignment
Three currently available eCQMs align with MBQIP measures:
ED-1 (Removed after Q4 2018 submission)
ED-2 (Removed after Q4 2019 submission) 
ED-3/OP-18
Chart abstracted data for these measures must be submitted to meet MBQIP requirements:
Mirrors requirements for IQR program
FORHP exploring options for using eCQMs as part of MBQIP




On the Horizon
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Hybrid Hospital-Wide All-Cause Readmissions
• Submission of clinical variables and linking data elements that are 

combined with claims data to calculate a risk-standardized readmission rate
• Timeline for implementation as part of IQR:

– Voluntary pilot in CY 2018
– Full implementation:

• Two voluntary reporting periods:
– July 1, 2021 through June 30, 2022  (Data Due September 30, 2022)
– July 1, 2022 through June 30, 2023  (Data Due October 2, 2023)

• First required IQR reporting period: 
– July 1, 2023 – June 30, 2024 (Data Due October 1, 2024)

• Hybrid HWR measure data to be publicly reported starting with the July 
2025 refresh of Care Compare (replacing the claims-based only HWR 
measure)
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Reporting information: Reporting the Hybrid Hospital-Wide Readmission 
Measure to the Hospital IQR Program (qualityreportingcenter.com)

https://www.qualityreportingcenter.com/en/inpatient-quality-reporting-programs/hospital-inpatient-quality-reporting-iqr-program/2021-events/ecqm51821/


Hybrid Hospital-Wide All-Cause Readmissions (2)
• Clinical variables (first captured):

• Linking data elements:

• Format: QRDA 1 (Quality Reporting Data Architecture)

34

 Heart Rate 
 Systolic Blood Pressure 
 Respiratory Rate 
 Temperature 
 Oxygen Saturation 
 Weight
 Hematocrit 

 White Blood Cell Count 
 Potassium 
 Sodium 
 Bicarbonate 
 Creatinine 
 Glucose

 CMS Certification Number
 Health Insurance Claims 

Number or Medicare Beneficiary 
Identifier

 Date of birth
 Sex
 Admission date
 Discharge date.

Source: www.qualityreportingcenter.com
and 2020 Final IPPS Rule

http://www.qualityreportingcenter.com/
https://www.federalregister.gov/documents/2019/08/16/2019-16762/medicare-program-hospital-inpatient-prospective-payment-systems-for-acute-care-hospitals-and-the


2022 IPPS Final Rule: New Quality Measures
• Maternal Mortality Structural Measure*

– Participation in perinatal quality improvement program if provide inpatient 
labor/delivery care (note: initial reporting includes Q4 2021, data due May 15, 2022)

• COVID-19 Vaccination Coverage among Health Care Professionals* 
– Reported via CDC NHSN, initial reporting period of 10/1/21 – 12/31/21 (data due 

May 16, 2022)
• Hybrid Hospital-Wide All-Cause Risk Standardized Mortality Measure 

(initial voluntary reporting period of 7/1/2022 – 6/30/2023)
• Two new eCQMs: (available for CY 2023 reporting)

– Hospital Harm—Severe Hypoglycemia 
– Hospital Harm—Severe Hyperglycemia 
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Source: www.qualityreportingcenter.com
and 2022 IPPS Final Rule

*Reporting Information: HCP COVID-19 Vaccination Measure and Maternal 
Morbidity Structural Measure (qualityreportingcenter.com)

Presenter
Presentation Notes
Other Items FYI – 
Development and Inclusion of a 30-Day, All-Cause Mortality Measure for Patients Admitted With COVID-19 Infection
Hospital-Level, Risk Standardized Patient Reported Outcomes Measure Following Elective Primary Total Hip and/or Total Knee Arthroplasty
We have also identified potential opportunities specific to the Hospital IQR Program where we could leverage current measures or develop new measures to address the gap in existing health inequities. These opportunities include the stratification of HWR measure data by both dual eligibility and race/ethnicity, and the inclusion of a structural measure assessing the degree of hospital leadership engagement in health equity performance data.


Maternal Mortality Structural Measure – To report on this measure, hospitals would respond to a two-part question: “Does your hospital or health system participate in a Statewide and/or National Perinatal Quality Improvement Collaborative Program aimed at improving maternal outcomes during inpatient labor, delivery and post-partum care, and has implemented patient safety practices or bundles related to maternal morbidity to address complications, including, but not limited to, hemorrhage, severe hypertension/preeclampsia or sepsis?” Hospitals would then choose from the following response options: (A) “Yes”; (B) “No”; or (C) “N/A (our hospital does not provide inpatient labor/delivery care)” and would submit responses once a year via a CMS-approved web-based tool on the QualityNet website.  CY 2021 reporting period/FY 2023 payment determination, we are proposing a shortened reporting period: October 1, 2021 through December 31, 2021
Question:  Is there currently a perinatal QI Collaborative Program happening in MN (or WI and MI?)
Proposed Hybrid Hospital-Wide All-Cause Risk Standardized Mortality Measure with Claims and Electronic Health Record Data (NQF#3502) Voluntary from July 1, 2022 Through June 30, 2023, and Mandatory Beginning July 1, 2023 Through June 30, 2024, Affecting the FY 2026 Payment Determination and Subsequent Years
With this update, hospitals would already collect nine of the ten core clinical data elements used in the Hybrid HWM measure for reporting on the Hybrid HWR measure, with platelets being the only additional data element used specifically for the Hybrid HWM measure.
We are proposing mandatory data submission, including public reporting of the Hybrid HWM measure, beginning with the data from the July 1, 2023 through June 30, 2024 reporting period, affecting the FY 2026 payment determination and for subsequent years. We anticipate this data would be included in the July 2025 refresh of the Care Compare website or its successor website.
Karla note:  This is very closely aligned with the move to a Hybrid Hospital-Wide All-Cause Readmissions Measure – which was approved in last year’s final rule with a similar voluntary then mandatory timeline.  Once CMS shifts to the mandatory reporting on the Hybrid measures, they will no longer calculated a claims-only version of the measures (which is an issue for CAHs – they are not required to report the EHR data for the hybrid measure calculations)
COVID-19 Vaccination Coverage Among HCP Measure Beginning with Shortened Reporting Period from October 1, 2021 through December 31, 2021
To report this measure, we are proposing that hospitals would collect the numerator and denominator for the COVID-19 HCP vaccination measure for at least one self-selected week during each month of the reporting quarter and submit the data to the NHSN Healthcare Personal Safety (HPS) Component before the quarterly deadline to meet Hospital IQR Program requirements. 
eCQM Proposed Hospital Harm—Severe Hypoglycemia eCQM (NQF #3503e) Beginning with the CY 2023 Reporting Period/FY 2025 Payment Determination-- proportion of patients who experienced a severe hypoglycemic event, defined as a glucose test result of less than 40 mg/dL, within 24 hours of the administration of an antihyperglycemic agent, which indicates harm to a patient.
eCQM Proposed Hospital Harm—Severe Hyperglycemia eCQM (NQF # 3533e) Beginning with the CY 2023 Reporting Period/FY 2025 Payment Determination - the number of inpatient hospital days with a severe hyperglycemic event among the total qualifying hospital days for patients 18 years and older who have a diagnosis of diabetes mellitus and who either received at least one anti-diabetic medication during the hospital admission, or who had an elevated blood glucose level (>200 mg/dL) during their hospital admission. A severe hyperglycemic event is defined as a day in which a patient’s blood glucose result was greater than 300 mg/dL, or a day in which a blood glucose value was not documented and was preceded by 2 consecutive days during which at least one glucose value was 200 mg/dL or greater


Final Rule: Summary on page 23: https://public-inspection.federalregister.gov/2021-16519.pdf 
We are finalizing the adoption of five new measures: (1) A new structural measure—Maternal Morbidity Structural Measure—beginning with a shortened reporting period from October 1, 2021 through December 31, 2021 affecting the CY 2021 reporting period/FY 2023 payment determination; (2) the Hybrid Hospital-Wide All-Cause Risk Standardized Mortality (Hybrid HWM) measure in a stepwise fashion, beginning with a voluntary reporting period from July 1, 2022 through June 30, 2023, and followed by mandatory reporting from July 1, 2023 through June 30, 2024, affecting the FY 2026 payment determination and for subsequent years; (3) the COVID-19 Vaccination Coverage among Health Care Personnel (HCP) measure beginning with a shortened reporting period from October 1, 2021 through December 31, 2021, affecting the CY 2021 reporting period/FY 2023 payment determination and with quarterly reporting beginning with the FY 2024 payment determination and for subsequent years; and two medication-related adverse event eCQMs beginning with the CY 2023 reporting period/FY 2025 payment determination; (4) Hospital Harm-Severe Hypoglycemia eCQM (NQF #3503e); and (5) Hospital Harm-Severe Hyperglycemia eCQM (NQF #3533e). We are also finalizing the removal of three measures: (1) Exclusive Breast Milk Feeding (PC-05) (NQF #0480) beginning with the FY 2026 payment determination; (2) Admit Decision Time to ED Departure Time for Admitted Patients (ED-2) (NQF #0497) beginning with the FY 2026 payment determination; and (3) the Discharged on Statin Medication eCQM (STK-06) (NQF #0439), beginning with the FY 2026 payment determination. We are not finalizing our proposals to remove the following two measures: (1) Death Among Surgical Inpatients with Serious Treatable Complications (CMS PSI-04); and (2) Anticoagulation Therapy for Atrial Fibrillation/Flutter eCQM (STK-03) (NQF #0436).

http://www.qualityreportingcenter.com/
https://www.federalregister.gov/documents/2021/08/13/2021-16519/medicare-program-hospital-inpatient-prospective-payment-systems-for-acute-care-hospitals-and-the#h-586
https://www.qualityreportingcenter.com/en/inpatient-quality-reporting-programs/hospital-inpatient-quality-reporting-iqr-program/2021-events/iqr102621/


2022 OPPS Final Rule: Quality Measures
• Removal of two chart-abstracted measures starting in CY 2023:

– OP-2: Fibrinolytic Therapy Received Within 30 Minutes

– OP-3: Median Time to Transfer to Another Facility for Acute Coronary Intervention

• Addition of ST-Segment Elevation Myocardial Infarction (STEMI) eCQM 
(OP-40) starting in CY 2023
– Clinically similar to current OP-2 and OP-3

– First eCQM under the Outpatient Quality Reporting Program (OQR)

• COVID-19 Vaccination Coverage among Health Care Professionals 
– Reported via CDC NHSN, reporting period 10/1/21 – 12/31/21 (data due May 16, 2022)
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Source: 2022 OPPS Final Rule
Released 11/16/2021
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Presentation Notes
Removal of two measures  AMI measure set (OP-2 and OP -3) • Adoption of three new measures:  STEMI eCQM  Breast Screening Recall Rate  COVID-19 Vaccination Coverage Among HCP • Changes to existing measures  OP-31  OAS CAHPS Survey measures

STEMI:
The measure assesses the percentage of ED patients aged 18 years or older with a diagnosis of STEMI who received appropriate treatment. • Denominator: All ED patients 18 years or older diagnosed with STEMI who do not have contraindications to fibrinolytic, antithrombotic, and anticoagulation therapies. • Numerator: ED-based STEMI patient:  Whose time from ED arrival to fibrinolytic therapy is 30 minutes or fewer.  Who received PCI at a PCI-capable hospital within 90 minutes of arrival and are non-transfer.  Who were transferred to a PCI-capable hospital within 45 minutes of ED arrival at a non-PCI-capable hospital.

BC Screening:
Facility-level claims-based process measure that calculates the percentage of Medicare fee-for-service (FFS) beneficiaries for receiving traditional mammography or digital breast tomosynthesis (DBT) screening that was followed by a diagnostic mammography, DBT, ultrasound of the breast, or magnetic resonance imaging (MRI) of the breast in an outpatient or office setting on the same day or within 45 days of the index imag

https://www.federalregister.gov/documents/2021/11/16/2021-24011/medicare-program-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center-payment


2022 OPPS Final Rule: Quality Measures (2)
• Breast Screening Recall Rate (OP-39)

– Claims based measure (Medicare FFS)
– Performance score within the target recall range
– Initial measure calculation data period: July 1, 2020 to June 30, 2021

• For OQR eligible hospitals - shift to mandatory reporting:
– Outpatient and Ambulatory Surgery (OAS) CAHPS (OP-37a-e, CY 2024) 
– Improvement in Patient’s Visual Function within 90 Days Following Cataract Survey

(OP-31, CY2025)
• Proposed rule included a request for information regarding Rural Emergency 

Hospital (REH) – including a section on potential quality measurement 
requirements
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Source: 2022 OPPS Final Rule
Released 11/16/2021
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Removal of two measures  AMI measure set (OP-2 and OP -3) • Adoption of three new measures:  STEMI eCQM  Breast Screening Recall Rate  COVID-19 Vaccination Coverage Among HCP • Changes to existing measures  OP-31  OAS CAHPS Survey measures

STEMI:
The measure assesses the percentage of ED patients aged 18 years or older with a diagnosis of STEMI who received appropriate treatment. • Denominator: All ED patients 18 years or older diagnosed with STEMI who do not have contraindications to fibrinolytic, antithrombotic, and anticoagulation therapies. • Numerator: ED-based STEMI patient:  Whose time from ED arrival to fibrinolytic therapy is 30 minutes or fewer.  Who received PCI at a PCI-capable hospital within 90 minutes of arrival and are non-transfer.  Who were transferred to a PCI-capable hospital within 45 minutes of ED arrival at a non-PCI-capable hospital.

BC Screening:
Facility-level claims-based process measure that calculates the percentage of Medicare fee-for-service (FFS) beneficiaries for receiving traditional mammography or digital breast tomosynthesis (DBT) screening that was followed by a diagnostic mammography, DBT, ultrasound of the breast, or magnetic resonance imaging (MRI) of the breast in an outpatient or office setting on the same day or within 45 days of the index image. The data would be calculated only for facilities paid under the OPPS for mammography and DBT screening in the hospital outpatient setting. 

https://www.federalregister.gov/documents/2021/11/16/2021-24011/medicare-program-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center-payment#h-368


Hot off the press (1):
2023 IPPS Proposed Rule (Released 4/18)
Requests for information (RFI): Climate Change, Principles for Measuring 
Disparities, Advancing Digital Quality Measurement (using FHIR), 
Interoperability Exchange Framework, and “Birthing Friendly” Hospital 
Designation
Proposed New Measures:
• Hospital Commitment to Health Equity (Structural Measure, CY 2023)
• Health-Related Social Needs (HRSN) - % screened AND % positive (CY 

2023 voluntary, 2024 mandatory for IQR)
• Patient Reported Outcome Measure (PROM): Elective Total Hip/Total Knee 

Arthroplasty (pre/post)
• Revised Hospital-Level Risk Standardized Complication Rate-THA/TKA
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Equity -  5 domains:  Strategic Priority, Data collection, Data Analysis, Quality Improvement, leadership engagement

Five domains:  Food Insecurity, Housing Instability, Transportation Needs, Utility Difficulties, Interpersonal Safety
Structural - once per year

Fast Healthcare Interoperability Resources (FHIR) in Hospital Quality Programs 
We continue to note data sources for dQMs may include administrative systems, electronically submitted clinical assessment data, case management systems, EHRs, laboratory systems, prescription drug monitoring programs (PDMPs), instruments (for example, medical devices and wearable devices), patient portals or applications (for example, for collection of patient-generated data such as a home blood pressure monitor, or patient-reported health data), health information exchanges (HIEs) or registries, and other sources. We are currently considering how eCQMs, which use EHR data, can be refined or repackaged to fit within the dQM umbrella.





Hot off the press (2): 
2023 IPPS Proposed Rule (Released 4/18)
Proposed New Measures:
• Additional eCQM requirements: 6 measures (3 self-selected, 3 required)
• New eCQMs Available:

– Hospital Harm – Opioid-Related Adverse Events 
– Severe Obstetric Complications (required in 2024)
– Cesarean Birth (required in 2024)
– Global Malnutrition Composite Score

• Revised NHSN HAI measures - using EHR derived data for CDI and 
Hospital Onset Bacteremia/Fungemia (inclusive of CLABSI and MRSA)

• Revised Medicare Spend per Beneficiary (MSBP)
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Source: 2022-08268.pdf (federalregister.gov)

Presenter
Presentation Notes
eCQM Global Malnutrition Composite Score - assess 6+ on level of malnutrition risk and malnutrition dX if properly identified - Screen on admission, complete assessment for those who screen at risk, documentation in medical record and development of nutrition care plan for malnourished patients including recommended treatment plan


Fast Healthcare Interoperability Resources (FHIR) in Hospital Quality Programs 


https://public-inspection.federalregister.gov/2022-08268.pdf


MBQIP Going Forward
• Ongoing focus on measures that align with other Federal 

programs and priorities
– While advocating for increased availability of rural-relevant measures

• Anticipate increased attention and focus on improvement (not 
just reporting)
– Flex programs currently supporting focused QI projects

• Continued changes and updates to measures
– eCQMs?
– Readmissions or other claims-based or Hybrid measures?
– Exploration regarding measures related to other areas of interest (ED experience, HAI, 

swing bed care, etc.) 

41



Provide Input!
Your input is needed to improve quality measurement and 
reporting:
• Provide comments on proposed recommendations, rules, and regulations

– 2023 IPPS Proposed Rule, Comments Due June 17, 2022
• Participate in discussions at a state and national level
• National Quality Forum MAP Rural Health Advisory Group

– Rural recommendations as framework and guidance (ex. Core Rural Measure Set)
– Provide feedback on NQF Rural MAP Workgroup Drafts
– Consider participation in a TEP or Workgroup

• Share what works (or doesn’t) for your hospital
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https://public-inspection.federalregister.gov/2022-08268.pdf
https://www.qualityforum.org/MAP_Rural_Health_Advisory_Group.aspx


Resources: Overall Star Ratings
• Overall Hospital Quality Star Ratings on Hospital Compare: 

Overview for Flex Programs and Rural Stakeholders

• Technical Information: 
https://qualitynet.cms.gov/inpatient/public-reporting/overall-
ratings

• Articles:
– Modern Healthcare: Acute-care hospitals see higher star ratings on new CMS 

methodology April 28, 2021 (subscription may be required)

– JAMA Network Viewpoint: An Evolving Hospital Quality Star Rating System From 
CMS Aligning the Stars May 17, 2021
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Jama article: Karl Y. Bilimoria, MD, MS1,2; Cynthia Barnard, PhD, MBA1,2
Author Affiliations Article Information1Surgical Outcomes and Quality Improvement Center (SOQIC), Department of Surgery, Northwestern Medicine, Chicago, Illinois
2Department of Quality Strategies, Northwestern Medicine, Chicago, Illinois


https://www.ruralcenter.org/resource-library/overall-hospital-quality-star-ratings-on-hospital-compare-overview-for-flex
https://qualitynet.cms.gov/inpatient/public-reporting/overall-ratings
https://www.modernhealthcare.com/safety-quality/acute-care-hospitals-see-higher-star-ratings-new-cms-methodology
https://jamanetwork.com/journals/jama/fullarticle/2780295


Resources: eCQMs and Hybrid Measure(s)

• Quality Reporting Center: eCQM related webinars and tools, predominantly 
focused on CMS reporting requirements (IQR/OQR/Promoting Interoperability 
Program)

• eCQI Resource Center: Supported by CMS and ONC (Office of the National 
Coordinator), the eCQI (electronic Clinical Quality Improvement) Resource Center is 
a centralized location for news, information, tools, and standards related to eCQI
and eCQMs (primarily technical information)

• QualityNet eCQM Reporting: Submission portal, tools, information, resources

For questions on the Promoting Interoperability Program 
and eCQM data submission process

contact the QualityNet Service Center at 
(866) 288-8912 or qnetsupport@hcqis.org
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https://www.qualityreportingcenter.com/
https://ecqi.healthit.gov/
https://www.qualitynet.org/dcs/ContentServer?c=Page&pagename=QnetPublic/Page/QnetTier2&cid=1228773849716
mailto:qnetsupport@hcqis.org


Questions?
Karla Weng, MPH, CPHQ
Senior Program Manager, Stratis Health
952-853-8570 
kweng@stratishealth.org
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Stratis Health is a nonprofit organization that leads collaboration 
and innovation in health care quality and safety, and serves as a 
trusted expert in facilitating improvement for people and 
communities.

This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS) as part of an award totaling $740,000 with 0% financed with 
non-governmental sources. The contents are those of the author(s) and do not necessarily represent the official view of, nor an endorsement, by HRSA, HHS or the U.S. Government. (April 2022)

www.stratishealth.org

http://www.stratishealth.org/
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