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O BJ EC TIVES
• The participant will be able to describe the goa  

characteristics, and critical measures of a 
successful hospital partner

• The participant will be able to describe an IDT 
approach to reducing risk of re-hospitalization, 
achieving desired clinical outcomes measure,  
the documentation required to develop and 
maintain partnerships 



• Participation in Shared Saving Program (ACO)
UNDERSTAND PAYMENT MODELS

UNDERSTAND WHAT IS BEING MEASURED IN 
QUALITY IMPROVEMENT FOCUSES

• readmission rates
• hospital quality reporting
• meaningful use of EHR

UNDERSTAND EFFECTS ON:

P ARTN ERS HIP

What you should 
know about 

partnering with 
Hospitals:

• Cardiac
• Neuro
• Orthopedic

KNOW CLINICAL SPECIALIZATIONS- CLINICAL 
PATHWAYS/ PROTOCOLS



S u cce s s fu l P a r t n e r s h ip

Low Readmission Rates
Facilit y Capabilit ies should meet  

part ner's need

Qualit y Measures - No Out liers

Overall Rat ing - 3 st ars or bet t er

Medically Necessary LOS

St ruct ured & Successful 
Transit ional Care

Low Readmission Rat es

Low Cost  per Beneficiary

St rong Sat isfact ion Surveys -
coming soon!

Se rvice s  va lid a t e d  t h rou gh  ou t com e s  fo r  clin ica l a n d  fin a n cia l su cce ss



CMS  Q u a lit y  S t r a t e g y

• Better
• Smarter
• Healthier

Improving 
Health Care 

Delivery Vision
Focuses on:

• Using incentives to improve 
care

• Tying payment to value 
through new payment 
models

Changing how care 
is given through:

• Better Teamwork
• Better coordination across care settings
• More attention to population health
• Putting the power of healthcare 

information to work



C MS ' S  VALUE BAS ED 
G O AL & P ERFO RMAN C E

CMS's goal for 2018 was 50% of all fee-for service Medicare 
payments to be t ied to quality or value through alternative 
payment models.

According to MEDPAC's Report to Congress in June 
2020, about 65% of the beneficiaries who have both 
Part A and Part B coverage are now in 2 other payment 
models that have stronger incentives to manage overall 
spending.

GOAL 50%

65% 
ACHIEVED



Ho s p it a l Acco u n t a b ilit y :
Ho s p it a l In p a t ie n t  Q u a lit y  P r o g r a m s

• Hospital Quality Reporting 
Program (IQR)

• Hospital Value Based 
Purchasing Program (HVBP)

• Hospital-Acquired Condition 
Reduction Program (HAC)

• Hospital Readmission 
Reductions Program (HRRP)

Care Compare (reports on most of the measures used in the above)



• Healthcare-Associated Infection Measures
• Clinical Process Measures
• Electronic Clinical Quality Measures
• Hospital Consumer Assessment of Healthcare 

Providers and System Survey
• Claims-Based Measures

“Pay for Performance" Quality Reporting 
which utilizes a variety of measures to 
determine quality of care:

Many of the measures are used in other Quality Progr  
including VBP

Ho s p it a l 
Q u a lit y  
Re p o r t in g  
P r o g r a m  
( IQ R)

https://www.qualitynet.org/inpatient/iqr/measures



• Clinical outcomes domain (Mortality and 
Complications Measures)

• Person and community engagement domain 
(Survey)

• Safety domain (Hospital Acquired Infections 
Measures)

• Efficiency and cost reduction domain (Medicare 
spending per Beneficiary Measure)
⚬ Includes 30 days after hospital discharge

“Pay for Performance" Program t hat  adjust s 
hospit als '  payment s based on t heir 
performance on 4 domains t hat  reflect  
hospit al qualit y:

Ho s p it a l 
Va lu e  
Ba s e d  
P u r ch a s in g  
P r o g r a m  
(HVBP )



Includes:
• Claims based composite measure regarding 

patient safety
• Five Infection Measures

Reduces payment s t o hospit als (25% worst  
performing) based on how t hey perform on 
measures of hospit al-acquired condit ionsHo s p it a l-

Acq u ir e d  
C o n d it io n  
Re d u ct io n  
P r o g r a m  
(HAC )



• CMS calculates the payment reduction and 
components results for each hospital based on 
its performance on six re-admission measures 
during a 3-year performance period

Encourages hospitals to improve 
communication and care coordination to better 
engage patients and caregivers in discharge 
plans and, in turn reduce avoidable 
readmissions.

Ho s p it a l-
Re a d m is s io n  
Re d u ct io n s  
P r o g r a m  
(HRRP )



• CHF
• Pneumonia
• Acute Myocardial Infarction
• COPD
• Total Hip Arthroplasty (THA) and Total Knee 

Arthroplasty (TKA)
• Coronary Artery Bypass Graft (CABG) surgery

30-day risk standardized unplanned 
readmission measures

Ho s p it a l 
Re a d m is s io n  
Me a s u r e s

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/Value-Based-Programs/HRRP/Hospital-Readmission-

Reduction-Program.html



O THER HO S P ITAL 
C O N S IDERATIO N S

• BPCI-A
• ACOs
• CJRR

ALTERNATIVE PAYMENT MODEL 
PARTICIPATION

Are  you  m a in t a in in g ke y p a r t n e r sh ip s?

Do  you  kn ow  w h a t  you r  con ve n e r  u se s  
t o  m e a su re  su cce ss?



S k ille d  N u r s in g  Fa cilit y  Va lu e - Ba s e d  
P u r ch a s in g  P r o g r a m  (S N FVBP )

Rewards skilled nursing 
facilit ies with incentive 

payments for the 
quality of care they 
give to people with 

Medicare

W HA T:

Promotes better 
clinical outcomes for 
skilled nursing facility 
patients and makes 

their care experience 
better during skilled 
nursing facility stays

W HY:

Started in fiscal year 
2019

W HEN :

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/Other-
VBPs/SNF-VBP.html



• CMS has established SNF baselines for 
readmissions from 2015 data collection

• Feedback reports for each facility started in 
October 2016, through CASPER system

• Performance Period (comparison data) started 
January 1, 2017

• Performance data posted on readmissions on 
Nursing Home Compare website starting October 
2017

• Payment impact began October 2018 (FY 2019)
⚬ SNF payments were reduced by 2%

• Currently in FY 2021 performance period which 
started 10/1/2020

DATA 
C O LLEC TIO N  
FO R S N FVBP



S N F VBP  MEAS URE - S N FRM
• SNFRM estimates risk-standardized rate of all-cause, unplanned hospital readmissions of Medicare 

SNF beneficiaries within 30 days of discharge from their prior proximal acute hospitalization
⚬ Hospital readmissions are identified through Medicare claims
⚬ Tracks readmissions within 30 days after discharged from a prior hospitalization, not d/c from a 

SNF
⚬ Readmissions within 30-day window counted regardless of whether the beneficiary is readmitted 

directly from SNF or had been discharged home from SNF
• Includes all Medicare Fee For Services patients
• Risk-adjusted based on:

⚬ patient demographics
⚬ principal diagnosis in prior hospitalization
⚬ co-morbidit ies, and
⚬ other health status variables that affect probability of readmission

• Excludes planned readmissions since these are not indicative of poor quality



S N FRM EX C LUS IO N S
• Anyone less than 18 years
• SNF stays with a gap of greater than 1 day between discharge from the prior hospitalization, proxim  

hospitalization and the SNF admission
• SNF stays where the resident was discharged from the SNF against medical advice
• SNF stays in which the principal dx for prior proximal hospitalization was for the medical treatment o  

cancer or pregnancy
• Forms the basis for the SNF performance on the measure and value-based incentive payments 

determined by comparing all SNFs' performance scores
• Will be replaced by the SNFPPR in future rulemaking

Update:  Due to COVID, this measure is suppressed for 2022 program year.  All participa ting SNFs will 
receive a  score of 0, have the 2% withheld and then receive 1.2% or 60% of the withhold.



C o n s o lid a t e d  a p p r o p r ia t io n s  a ct  in clu d e s  
p r o v is io n  t o  e x p a n d  p r o g r a m  w it h  u p  t o  9  
a d d it io n a l m e a s u r e s  s t a r t in g  in  FY 2 0 2 4  
in clu d in g :

• Functional Status Measures
• Patient Safety
• Care Coordination
• Patient Experience
• Resident Survey and Staff Turnover

OTHER 
COMING 
CHANGES 
TO VBP 
PROGRAM

Will include all residents regardless of payer



C O N FIDEN TIAL 
FEEDBAC K 
REP O RT

Reference: 
https://www.cms.gov/Medicare/Quality-

Initiatives-Patient-Assessment-
Instruments/Value-Based-Programs/Other-

VBPs/SNF-VBP-quarterly-report-template.pdf



O t h e r  S N F Da t a

• who experience one or more falls with major 
injury during their SNF stay (SNF QRP)

• whose functional abilities were assessed and 
functional goals were included in their 
treatment plan (SNF QRP)

% OF RESIDENTS WHO...

• were rehospitalized after a nursing home admission
• have had an outpatient emergency department visit
• got antipsychotic medication for the first time
• improved in their ability to move around on their own

• Nursing Home Compare/5 Star Rating
• Health and Fire Safety Inspection results, Staffing, Penalties and Quality Measures including 

pertinent short stay measures
• Rate of potentially preventable hospital readmissions 30 days after discharge from a SNF 

(SNF QRP).
• Medicare Spending Per Beneficiary (MSPB) for resident sin SNFs (SNF QRP)
• Rate of successful return to home and community from a SNF (SNF QRP)



Improvement 
requires facility to
create and examine 
existing practices 

and update as 
necessary

Offer consistent 
and up-to-date 
staff education, 

and have reference 
tools available to 

support staff

Each facility must 
identify each 

resident 's 
individual need

Perform Root Case 
Analysis

At the global level, 
awareness and 

education across a 
broad spectrum of 
healthcare workers 

is necessary

5  KEYS  TO  IMP RO VE Q UALITY

1 2 3 4 5



C O N S IDERATIO N S  TO  
IMP RO VE Q UALITY

• Monitor QM scoring monthly through facility level reports
• Address 5 Star Reports frequently in formal IDT meetings
• Identify risk areas
• Root Cause Analysis on poor outcomes and set plan in 

place
• Circle back and make sure plan/protocols are still effective 

(forgotten step at times - can lead to survey issues)

Reginald M. Hislop III, PhD., Maureen McCarthy, RN, BS, RAC-MT, CQP, Five Star 
Quality Rating System Technical Users Guide, HCPRO, 2017.



IMP RO VE Q UALITY

• Stay current to all regulations and performance 
expectations through CMS sources, consultants, 
webinars and conferences

• QAPI approach with IDT members to all risk areas
• Surveyors are looking for Performance Improvement 

Plans for QMs or other areas to see that a facility is 
dedicated to improving their overall quality of services

Reginald M. Hislop III, PhD., Maureen McCarthy, RN, BS, RAC-MT, CQP, Five Star 
Quality Rating System Technical Users Guide, HCPRO, 2017.



Is  Th e r a p y  a n  a ct iv e  IDT m e m b e r  in  
y o u r  q u a lit y  im p r o v e m e n t  p r o ce s s ?



Q UALITY MEAS URES

• The QM rating has information on 15 different 
physical and clinical measures for nursing home 
residents that therapy can improve

• Each outlying area should be analyzed and the IDT, 
including Therapy, should set a plan to improve



Q UALITY 
MEAS URES



Q UALITY 
MEAS URES



CLIN ICAL BES T 
P RACTICE



RES IDEN T 
S N AP S HO T

identify each resident's individual need



Be g in s  a t  Ad m is s io n

• Indicates risk of poor 
nutrition or assist 
needed

EATING

• Indicates possible 
balance problems or 
falls risk

AMBULATION/ 
TRANSFERS/ 

FALL RISK• Indicates what 
level of 
independence 
resident may be

• Circulation or skin 
related problems

DRESSING

• Can indicate any 
choking or aspiration 
risks

• Description of appetite
• Specialized diet
• Respiratory or 

endurance problems 
impacting prior function

SWALLOWING



Be g in s  a t  Ad m is s io n

• Indicates level of 
independence

• Continent of bowel 
and bladder

BATHING/ 
BATHROOM 

USE
• Can indicate side 

effects or poor 
adjustment to new 
medications

MEDICATION 
REVIEW

• If falling at home more 
likely to fall in facility

• Pain presence

FUNCTIONAL 
DECLINE/FALLS

• Indicates possible 
safety concerns

• Behavioral/ 
Psychological/ 
Elopement issues

• Sleep patterns

COGNITION



TRIG G ER 
TO  AC TIO N

root cause analysis

• Add patients who trigger upon admission 
either from Resident 
Snapshot/PLOF/Health Profile, trigger on 
MDS assessments, therapy assessments 
and/or other referrals to Action List

• Review these patients at the morning 
meeting or UR with IDT

Ris k  Id e n t if ica t io n  a n d  Tr a ck in g



TRIG G ERS  FO R AC TIO N
• Referral from Snapshot
• Fall History
• Reduced intake by mouth/altered 

diet
• Changes/High number of 

medications/antipsychotics
• Unstable or changes in vitals
• Fluctuating functional status

7.  Behavior changes/Impaired cognition
8.  Pain
9.  Skin issues
10. Decreased mobility/ADLs
11. Bowel/Bladder issues
12. Poor sleep patterns 

Pa y pa rt icula r a t t ent ion t o t a rge t ed HRR dia gnosis



RIS K AC TIO N  MEETIN G
• Facility to determine the most 

appropriate setting to discuss 
residents

• Can be morning Stand Up, UR or 
IDT meeting

• Complete comprehensive review 
of all risk factors

• Can use Pause, Wha t is Root Cause to 
determine cause and appropriate 
referrals (can be used during 
meeting or as part of 
comprehensive evals)

• Track referrals using assignment 
sheets at completed

• What reports do you pull regularly 
for facility outcomes?



RO O T
C AUS E 
AN ALYS IS



BEHAVIO R 
C HEC KLIS T



P RO G RAM FLO W
up-to-date 
education

1
• Written status/adaptations /interventions should be present 

in a private place, so care staff can access it easily during care

2
• Nursing should write a note on carryover and positive impact 

to function and quality of life for resident

3 • Nursing will follow for next two weeks for carry over

4 • Team will recommend discharge from Action List

5 • Residents will be reviewed quarterly

6 • Check understanding consistently throughout year



C O MMUN IC ATIO N  & TRAIN IN G

• Specific Care Plan Training - Competency
• Vital Signs
• Clinical Program Education
• Use sign off sheets during training with 

dates completed, who attended and 
who instructed



• INTERACT stands for Interventions to Reduce 
Acute Care Transfers

• It is a quality improvement program to improve 
the identification, evaluation, and 
communication about changes in resident 
status

• The program is comprised of communication, 
care paths, clinical and advanced-care planning 
tools for care teams and tracking systems to 
use to reduce unnecessary readmissions to the 
hospital

IN TERAC T 
4 . 5

identify each resident's individual need



• Stop and Watch Tool
• SBAR Form
• Hospitalizations Tracking Tool
• Quality Improvement Tool

IN TERAC T 
4 . 5

SEVERAL OF THE TOOLS CAN BE UTILIZED FOR 
AT-RISK QUALITY IMPROVEMENT AND 
TRACKING PROGRAMS:

You may use any of the resources from the website free of 
charge,  but cannot modify them in any way.

https://pathway-interact.com/wp-
content/uploads/2018/09/INTERACT-V4-Implementation_Guide-

June-2018.pdf
identify each resident's individual need



IN TERAC T TO O LS



HO W  C AP ABLE IS  
YO UR FAC ILITY?

• SNF/NF Capabilities List, which can be useful for 
emergency room staff, hospital discharge planners, 
and hospital physicians in understanding the 
capabilities of each facility when making 
hospitalization and discharge decisions

• The Capabilities List may also be useful in education 
new staff, family members and on call primary care 
clinicians about the facility's capabilities



Th e r a p y  S u p p o r t  fo r  P a r t n e r s h ip s

• Therapy educated on specialization populations - hospital/SNF niche

• Facility education/competencies for conditions/complexities - including CMS 
focuses

• Get residents up and moving early and often to reduce risk of pneumonia, 
wounds, infection or falls

• Active member in Falls, Wounds, and Pain programs consistently

• IDT members can utilize the STOP and WATCH form to document changes



Th e r a p y  s u p p o r t  fo r  
P a r t n e r s h ip s

• Complete comprehensive assessment that may include
⚬ Environmental modification
⚬ Vital signs in Plan of Care if appropriate 
⚬ Behavioral modification
⚬ Patient centered staff training
⚬ Adaptive equipment
⚬ Functional maintenance programs

• Be an extra watchdog for changes in vital signs
• Communicate consistently to nursing for early interventions
• 7-day a week availability



S t r u ct u r e d  Tr a n s it io n  o f Ca r e  P r o g r a m m in g

• Educating resident and caregivers so they understand their risks, helps to 
control disease at a safer and higher functional level (ex. Infection control 
education with COVID

• Communicate to home health agencies and other discharge 
settings/caregivers re:  equipment, care plan, discharge plans/needs to help 
resident with a smooth transition to another level of care

• Formalize discharge process and make it easy for all



• Early knowledge of Discharge Plans
• Early family meetings and planning
• Medication reconciliation and training prior to 

discharge
• Home assessments by Therapy/virtual visits
• Written follow up and upcoming appointments
• Contact information at SNF/Therapy to 

Patient/Caregivers
• Avoid Friday discharges
• Discharge Checklist to make sure all addressed
• Virtual visit to check in
• Check Satisfaction Scores (patient and family) 

consistently

S TRUC TURED 
TRAN S ITIO N  O F 
C ARE 
P RO G RAMMIN G

create and examine existing
practices and update



DIS C HARG E 
C HEC KLIS T



O t h e r  Co n s id e r a t io n s  fo r  S m o o t h  Tr a n s it io n s

• Effective for services furnished on or after 
January 1, 2014, the TCM service CPT codes 
can be billed for Telehealth services

• All requirements and State Practice laws 
apply

• Many waivers were implemented in 2020 with 
Pandemic

TELEHEALTH

• Liaison with the hospital through SNF
• Works with IDE in SNF to coordinate after care 

and follow up calls to patient and families
• Coordinates equipment and environmental 

modifications
• In place to reduce risk of re-hospitalizations and 

will set SNFs apart from a hospital's perspective
• Virtual vs. Employee

TRANSITION CASE MANAGER

https://edit.cms.gov/files/document/covid-guidance-and-
updates-nursing-homes-during-covid-19.pdf

https://www.cms./gov/Outreach-and-Education/Medicare-
Learning-Network-MLN/MLNProducts/Downloads/Transitional-

Care-Management-Services-Fact-Sheet-ICN908628.pdf



S URVEY READIN ES S -
C O N S IDER ALL P LAYERS

• IJ - Non-compliancewith ROPswhichhascaused,or
is likelyto cause,seriousinjury,harm,impairmentor
deathof a resident

DOES THERAPY UNDERSTAND 
RISK AS IT APPLIES TO SURVEY?

• Dietary Guidelines
• Orders
• Infection/Isolation (COVID)

DOES YOUR STAFF UNDERSTAND  
ALL RISK POLICIES & PROCEDURES, 
BOTH GENERAL & PATIENT 
SPECIFIC?

DOES YOUR STAFF UNDERSTAND 
DOCUMENTATION RISK AREAS?



THERAP Y S ATIS FAC TIO N  
S URVEY

A d ju n ct  t o  
Fa m ily  a n d  

Re s id e n t  
S u r v e y s

He lp  g a u g e  
s co r e s  a n d  

e n a b le  
n e e d e d  

ch a n g e s  t o  
b e  m a d e

A r e a s  in  n e e d  
o f  

im p r o v e m e n t  
ca n  b e  p a r t  

o f  Q A P I 
p r o g r a m

In d ir e c t ly  
co u ld  h e lp  in  

t r a n s it io n  
p la n n in g ,  
t h e r e fo r e ,  
d e cr e a s in g  

r e a d m is s io n s  
a n d  r e fe r r a ls



RES IDEN T/  FAMILY 
S ATIS FAC TIO N  
S URVEY



FIN AL 
THO UG HTS

Culture Change:  SNFs are no longer on an 
island.  Facility and therapy staff must 
integrate and be a part of the change.  All 
community providers must work together to 
provide best service for best patient 
outcomes.

IMPROVED QUALITY

+ FLUID COMMUNICATION

+ CONSISTENT SYSTEMS

+ REDUCED COST

SUCCESSFUL PARTNERSHIP



• www.nhqualitycampaign.org
• American Physical Therapy Association, #Choose PT, MoveForwardPT.com, 

Accessed July 2016
• Readmissions Reduction Program (HRRP) 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/AcuteInpatientPPS/Readmissions-Reduction-Program.html

• http://www.sheppardhealthlaw.com/2016/09/articles/centers-for-medicare-and-
medicaid-services-cms/cms-releases-2017-medicare-hospital-payment-rates-
penalties-for-poor-performers/

• Hospital Inpatient Quality Reporting (IQR) Program Measures (cms.gov)

http://www.nhqualitycampaign.org/
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/Readmissions-Reduction-Program.html
http://www.sheppardhealthlaw.com/2016/09/articles/centers-for-medicare-and-medicaid-services-cms/cms-releases-2017-medicare-hospital-payment-rates-penalties-for-poor-performers/
https://qualitynet.cms.gov/inpatient/iqr/measures


• CMS’ ACO’s Pearls of Wisdom https://www.cms.gov/Outreach-and-
Education/Outreach/NPC/Downloads/2017-04-06-SSP-Presentation.pdf

• Value Based Programs, https://www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/Value-Based-Programs/Value-Based-Programs.html

• SNFVBP https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/Value-Based-Programs/Other-VBPs/SNF-VBP.html

• Reginald M. Hislop III, PhD., Maureen McCarthy, R.N., BS., RAC-MT. CQP, Five Star 
Quality Rating System Technical Users” Guide, HCPRO, 2017

• INTERACT® Version 4.5 Tools For SNFs/Nursing Homes - INTERACT® Training, Tools, 
Licensing and Resources (pathway-interact.com)

• http://nsmhpcn.ca/wp-
content/uploads/2014/11/FacialGrimaceBehChecklistFlowCharts_RNAOBPG_Pain_and
_Supp.pdf

https://www.cms.gov/Outreach-and-Education/Outreach/NPC/Downloads/2017-04-06-SSP-Presentation.pdf
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/Value-Based-Programs.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/Other-VBPs/SNF-VBP.html
https://pathway-interact.com/interact-tools/interact-tools-library/interact-version-4-5-tools-tools-for-nursing-homes/
http://nsmhpcn.ca/wp-content/uploads/2014/11/FacialGrimaceBehChecklistFlowCharts_RNAOBPG_Pain_and_Supp.pdf


Th a n k  y o u

Contact Information:
Julia Bellucci, MS, CCC-SLP
Director of Clinical Development
jbellucci@embracepremier.com

Heather Meadows, MS, CCC-SLP
Director of Operations
hmeadows@embracepremier.com
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