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Brief Measure Information

NQF #: 3734

Corresponding Measures:

Measure Title: Alignment of Person-Centered Service Plan (PCSP) with Functional Assessment Standardized ltems (FASI)
Needs

Measure Steward: Centers for Medicare & Medicaid Services

sp.02. Brief Description of Measure:

The percentage of home and community-basedservices (HCBS) recipients aged 18 years or older whose PCSP
documentationaddresses needs in the areas of self-care, mobility, and instrumental activities of daily living (IADL) as
determined by the mostrecent FASI assessment

For the purposes of this measure application, the term home and community-based services also will referto community-
based long-term services and supports (CB-LTSS). This approach aligns with the definition used by the NQF (NQF, 2016) as
well as the way the Centers for Medicare & Medicaid Services(CMS) defines CB-LTSS.

National Quality Forum (NQF). (2016). Quality in Home and Community-Based Services to Support Community Living:
Addressing Gaps in Performance Measurement. National Quality Forum website. Retrieved

from: https://www.qualityforum.org/Publications/2016/09/Quality in Home and Community-

Based Services to Support Community Living Addressing Gaps in Performance Measurement.aspx

1b.01. Developer Rationale:

Currentestimates suggest that 10 million individuals who require assistance to perform activities of daily living or IADL
are living in the community, including in private orgrouphomes.! A 2017 CMS report? showed that more than 3.7 million
individuals receive Medicaid-funded HCBS. Federal and state governments finance more than 60 percent of paid HCBS
costsin the United States through the Medicaid program. HCBS are expected to grow because of the aging U.S.
population and the current move away from institutional-based care.3 As significant continued growth is expected in cost
and use of HCBS, including through managed care contracting, greater scrutiny on qualityalso is expected.

CMS regulations 1915(c) and 1915(i) require that all persons receivingHCBS be engaged in a person-centered planning
process, which leads to development of their individualized PCSP.# PCSPs must reflect the services and supports
important for HCBS participants to meet their needs identified throughassessment as well as their personal preferences
for delivery of suchservices and supports. The documented service plan must reflect that the settingin whichthe person
residesis chosen by the personand mustaddress the person’s long-term care needs. FASI forms part of acomprehensive
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assessment for identifying functional need. The personal priorities reflect the person’s preferences for each domain of
daily function.

This proposed measure aims to improve the alignment of service plans forindividuals receiving HCBS with functional
needs based on standardized functional assessmentitems. Aligningservice planswith functional needs isimportantin
HCBS populations because it facilitates improved outcomes, but measurement gaps exist, limiting the ability to assess this
key aspect of person-centered supports and services. First, understanding a person’s functional needs requires a
standard, reliable assessment, yet atleast 124 functional assessment tools were used by state Medicaid programs for
LTSSin 2015.°The NQF conducted a broad environmental scan of HCBS quality measurement across all payers.® The
resulting recommendations prioritized “assessment” —a process that should gatherall of the information needed to
informthe person-centered planning process—as one of three subdomains within the person-centeredplanning and
coordination domainfor which quality measurement can be improved. However, the current HCBS environment lacks
standardized measurements of function (e.g., self-care, mobility, IADL) across settings that may form the basis of a high-
quality service plan.> Furthermore, atleast 21 states had functional assessment tools for specific populationsin 2015 that
were notalso used to plan careservices.”

After anindividualis assessed, the identified functional needs must be addressedin the HCBS service plan. The Medicaid
and Children’s Health Insurance Program (CHIP) Payment Access Commission recently funded a comprehensive scan
related to HCBS and behavioral health.? The results showed that most state-level quality measurement activity related to
HCBS in Medicaid was based on CMS reporting requirements for 1915(c) waiver programs. These measures generallyare
process orientedand intended to demonstrate state and provider compliance with a range of policiesand procedures.
One of six key domains for the measures is “service plan,” for whichthe focus is ensuring that plans reflect needs and
participants receive services consistent with the plans. Acommonexample of a service planmeasure employed by state
waiver programsis the percentage of service plansupdated or revisedas warranted by changes in participant needs. This
conceptisacritical conceptto measure, and itis different from looking at whetheraservice plan addressesall current
identified functional needs regardless of whether needs have changed. Additionally, the NQF has not endorsed existing
service plan measures.

The absence of a performance measure identifying the alignment between the functional assessment and the PCSP at any
given time —notonlywhen needs change—reflects a gap atthe measurementlevel. The proposed measureincorporates
a standardized approachto assess functional needs that was found to be reliable and valid in measuring self-care,
mobility, and IADL in the HCBS population. The performance measure subsequently fillsan NQF -identified gap by
measuring the alignment of those needs with the service plan —animportant step toward providing high-quality and
person-centered service to individuals receiving HCBS.

1. Kaye, H.S., & Harrington, C.(2015). Long-term services and supports in the community: Toward aresearch
agenda. Disability and HealthJournal, 8(1) 3—8. Retrieved
from http://proxygw.wrlc.org/login?url=http://search.e bscohost.com/login.aspx ?dire ct=true&db=psyh& AN=201
4-55175-002 &site=eds-live &cope=site&authtype=ip,uid&custid=s8987071.

2. Eiken,S.(2017). Medicaid long-term services and supports beneficiariesin 2013. Centers for Medicare &
Medicaid Services. Retrieved from https://www.medicaid.gov/sites/default/files/2019-12 /ltss-beneficiaries-

2013.pdf.

3. Ng, T., Harrington, C., Musumeci, M., & Reaves, E. (2015). Medicaid home and community-based services
programs: 2012 data update. Kaiser Family Foundation. Retrieved
from https://www.kff.org/medicaid/report/medicaid-home-and-community-based-services-programs-2012-
data-update.

4. Center for Medicaid and CHIP Services. Person-Centered
Planning. http://www.advancingstates.org/sites/nasuad/files/CMS-Person-Centered%20Planning. pdf5.

5. Medicaid and CHIP Paymentand Access Commission. (2016).June 2016 reportto Congress on Medicaid and
CHIP, Functional assessments for long-term services and supports. Retrieved
from https://www.macpac.gov/publication/june-2016-report-to-congress-on-medicaid-and-chip.
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6. Caldwell, )., & Kaye, H.K.(2016). Quality in home and community-based services to support community living:

Addressing gaps in performance measurement. National Quality Forum; 2016:1-59. Retrieved
from https://www.qualityforum.org/Publications/2016/09/Quality_in_Home_and Community-

Based_Services to_Support Community Living _Addressing Gaps_in_Performance Measurement.aspx.

7. Medicaid and CHIP Paymentand Access Commission. (2017) Inventory of the state functional assessment tools

for long-termservices and supports. Retrieved from https://www.macpac.gov/publication/inventory-of-the-

state-functional-assessment-tools-for-long-term-services-and-supports.

8. Hartman, L., & Lukanen, E.(2016). Quality measurement for home and community basedservices (HCBS) and
behavioral health in Medicaid. Medicaid and CHIP Payment and Access Commission; 2016:1-30. Retrieved
from https://www.macpac.gov/publication/quality-measure ment-for-home-and-community-based-services-

and-behavioral-health-in-medicaid.

sp.12. Numerator Statement:

The number of HCBS recipients aged 18 years or older with documented needs in the areas of self-care, mobility, or IADL
as determined by the mostrecent FASI assessment within the previous 12 months and with documentationthat the

subsequent PCSP addresses the FASI-based functionalneeds in self-care, mobility, and IADL.

Details on codes usedto identifythe numerator population are available in the sp.12 attachment.

sp.14. Denominator Statement:

The number of HCBS recipients aged 18 years or older with documented needs in the areas of self-care, mobility, or IADL

as determinedby the most recent FASI assessment within the previous 12 months.

Details on codes usedto identifythe denominator population are availablein the sp.12 attachment.

sp.16. Denominator Exclusions: Exclusionsinherentin the denominator definitioninclude individuals younger than 18

years, individuals who have not had a FASI assessment within the previous 12 months, and individuals who havehad a

FASIassessment, but no functional needs were identifiedin the areas of self-care, mobility, or IADL. In addition,
individuals without three months of continuous HCBS enrollment are excluded.

Measure Type: Process

sp.28. DataSource:
Assessment Data
Instrument-Based Data
ElectronicHealth Records
Paper Medical Records

sp.07. Level of Analysis:
Other

Population: Regional and State

IF Endorsement Maintenance - Original Endorsement Date:

Most Recent Endorsement Date:

IF this measure isincluded in acomposite, NQF Composite#/title:
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IF this measure is paired/grouped, NQF# /title:

sp.03. IF PAIRED/GROUPED, what is the reason this measure must be reported with other measures toappropriately
interpret results?:

Preliminary Analysis: New Measure

Criteria 1: Importance to Measure and Report

1a. Evidence

1a. Evidence. The evidence requirements for a structure, process, or intermediate outcome measure are that
it is based on a systematic review (SR) and grading of the body of empirical evidence in which the specific
focus of the evidence matches what is being measured. For measures derived from a patient report, the
evidence also should demonstrate that the target population values the measured process or structure and
finds it meaningful.

Thedeveloper providesthe following description for this measure:

e This is a new process measure at the population, regional and state level that measures the
percentage of home and community-based services (HCBS) recipients aged 18 years and older whose
Person-Centered Service Plan (PCSP) documentation addresses needs in self-care, mobility, and
instrumental activities of daily living (IADL) as determined by the most recent Functional Assessment
Standardized Items (FASI) assessment.

e The developer provides a logic model that depicts that if self-care, mobility, and IADL needs are
addressed by an individual’s PCSP, then it canlead to short term outcomes such as facilitation of
responsivity to unmet needs, increased standardization of assessing functional needs, and accurate
alignment between needs and PCSP and long term outcomes such as address unmet needs to prevent
poor outcomes, set goals to benchmark progress on quality measure, and facilitate increased service
satisfaction for individuals served and their families.

Thedeveloper providesthe following evidence for this measure:

e SR of the evidence specific to this measure? ] Yes No

e Quality, Quantity, and Consistency of evidence provided? L1 Yes No

e Evidence graded? 1 Yes No
Summary:

e The measure developer conducted a literature review by searching through academic journal articles,
greyliterature, and federaland state agency reports published in the past 20 years using PubMed,
Scopus, Google, Google Scholar, and personallibraries.

e The developer noted that determining an individual’s needs and providing services are key to the
success of enabling individuals to remain in their homes and communities. Further, state agencies use
the assessmentofan individual’s unmet needs to determine eligibility for services and to create the
service plan for providing HCBS. Because of this, quality of care is impacted if services fail to meet the
individual’s needs or expectations.
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o The developer cited studies that show a link betweenindividuals who are frail or elderly or
have physical disabilities and unmet needs, it leads to adverse outcomes such as increased
hospitalizations, emergency department visits, discomfort and injuries, and caregiver stress.

o The developer also cited studies that showed that increased prioritization, pursuit, and
attainment of personalized goals in care plans are linked to improved physical outcomes and
well-being.

o The developer statedthat the FAFSI has been determinedto be reliable, valid, and appropriate
for use with individuals receiving HCBS.

o The developer also stated that PCSPs are part of a systematic approach to providing services
tailored to an individual’s strengths, needs, and goals. The developer attested that according
to the literature PCSPs for individuals with intellectual and developmental disabilities should
focus on support rather than on compliance, and they should indicate which supports must be
modified or maintained to meet the individuals’ needs and to facilitate their personal goals.

o Literaturealsosuggestedthat goal setting for an individual’s needs and goals requires
development of a personalized care plan and that when programs are tailored to a patient
preferences and needs, the patients reported higher satisfaction withthe program.

Exception to evidence
e N/A

Questions for the Standing Committee:
e Whatis the relationship between this measure and patient outcomes?
e How strong is the evidence for this relationship?

e [Isthe evidence directly applicable tothe process of care being measured?

Guidance Fromthe Evidence Algorithm

Measure does not assess performance ona health outcome or PRO (Box 1) = Evidence is not basedon a
systematic review and grading body of empirical evidence (Box 3) = Empirical evidence is submitted without
systematic review and grading of the evidence (Box 7) = Empirical evidence summarizedincludes all studies in
the body of evidence (Box 8) = Submitted evidence indicates high-moderate quality (Box 9) 2 Moderate

Preliminary rating for evidence: [0 High X Moderate [ Low O Insufficient

1b. Gap in Care/Opportunity for Improvement and disparities

1b. Performance Gap. The performance gap requirements include demonstrating quality problems and
opportunity for improvement.

e The developer examined data from June and July 2018 where the measure was testedin nine
organizations across four different states located in geographically diverse regions of the country that
serve different populations.

e The developer noted that performance measure scores rangedfrom 42.5 percent for individuals with
intellectual or developmental disability to 85.5 percent for individuals with an acquired brain injury.

e The developer further stated that the mean of the performance measure scores across programs was
66.3 percent.
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e The developer presented descriptive statistics for the total FASI-based needs for individuals in the
denominator of the performance measure and conducted a one-way ANOVA to compare the program
type on the summed total number of FASI-based needs identified across all programs.

o The developer determined that there was a significant effect of program type on the summed
total of all FASI-based needs identified (F equals 22.97, p less than 0.0001).

o The developer further noted that comparison using Tukey’s honestly significant difference
(HSD) test found that the mean number of needs for the older adult and physical disability
groups were significantly different each other and the other three groups, but that the mean
number of needs for the other three programs were not statistically different from each other.

e The developer also presented descriptive statistics on the total number of needs addressed by the
PCSP for individuals in the denominator.

o The developer also conducted a one-way ANOVA and found that there was significant effect of

programtype on the summedtotal of all needs addressed (F equals 30.33, p-value less than
0.0001).

o Again, using Tukey’s HSD test the developer found the same results, two of the groups were
significantly different thaneach other and the other three groups, but the other three groups
were not statistically different from each other.

Disparities

e Toexamine disparities, the developer assessed measuresscores by race and ethnicity.
o The developer categorizedrace into three groups (those who identified as African American or
Black; those who identified as American Indian, Alaska Native, Asian, or another race; those
who identified as white).
= When race was not known or not designated, the participant was categorizedintoa
separate category.
o Ethnicity was categorized as Latinx or non-Latinx.
e The developer reported that there were significant differences in scores by race (Pearson chi squared
(3) equaled 27.3272, the probability of (Pr) equaled 0.0001). African Americanor Black categoryhad

the highest performance measure score at 80.2 percent, while Race Unknown (46.2 percent)and
White (50.0 percent) had the lowest performance measure scores.

e The developer also reported that no significant differences by ethnicity were seen (Pearson chi
squared (1) equaled 0.7737, Pr equaled 0.379).

e The developer noted that the results suggesta possible racial disparity exists in PCSP use but that
caution is advised in generalizing the scores as further exploration is needed due to smallsample sizes
of some racial or ethnic groups.

Questions for the Standing Committee:

e [stherea gap in care that warrants a national performance measure?

Preliminary rating for opportunityforimprovement: [0 High X Moderate [ Low [l
Insufficient

Criteria 2: Scientific Acceptability of Measure Properties

Complex measure evaluated by the Scientific Methods Panel (SMP)? [ Yes No
Evaluators: Staff
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2a. Reliability: Specifications and Testing

2al. Specifications require the measure, as specified, to produce consistent (i.e., reliable) and credible (i.e.,
valid) results about the quality of care when implemented.
2a2. Reliability testing demonstrates whether the measure data elements are repeatable and producing the

same results a high proportion of the time when assessedin the same population in the same time period,
and/or whether the measure score is precise enough to distinguish differences in performance across

providers.
Specifications:
e Measure specifications are clear and precise.

Reliability Testing:
e Reliability testing conducted at the Patient/Encounter Level:

o The developer conducted a field test from March 2017 to September 2017, during which
reviewers interviewed and observed individuals enrolled in one of the five programtypes,
talked with primary caregivers, guardians, or both, and reviewed cased notes. After that, the
reviewers coded the FASI functional items based on the person’s usual need for assistancein
the past three days and their dependent performance in the past month.

o Testing and analysis involved 478 unique individuals eligible to receive services from Medicaid
HCBS programs within four geographically diverse states.

o The developer conducted reliability testing by comparing the data from the 2017 FAFSI field
test and the results of areview of a subset of the forms from the field test by 2 reviewers and
calculating a Kappa statistic.

= The results indicated a Kappa statistic of 1.0000 (p-value less than 0.001) for the level
of agreement between FASI-based needs and documented needs. The developer ran
additional analysis to determine agreement by program type:
e For older adults, physical disability, and intellectual or development disability
program, responses to both FASI-based needs and documented needs were
‘yes’ which the developer statedindicates complete agreement on need.
e For acquired brain injury and behavioral health condition programs has a
Kappa statistic of 1.0000 (p-value less than 0.001).

o Toevaluate consistencyin the number of FASI-based needs and total needs addressedin the
PCSP identified by each pair of reviewers, the Bland-Altman limits of agreement (LOA) was
used.

= The LOA for FASI-based needs identified by pairs of reviewers were between -10.05 to
10.80and 4.2 percent of all records fell outside of these LOA after removing a
reviewer who was consistently outside the LOA.
e The percentage of records that fell within the 95 percent confidence intervals
rangedfrom 93.1 percent t096.4 percent by programtype.
= The LOA for total pairs of records reflecting that needs were addressed by the PCSP
were between -9.94 and 10.47.
e The percentage of pairs within LOA ranged from 91.6 percent to 94.1 percent
by programtype.
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e Further, analysis of total pairs of records indicated 95.1 percent were within
the LOA using 95 percent confidence interval after removing a reviewer who
was consistently outside the LOA.

o To evaluate the concordance betweenthe number of FASI-based needs addressed and the
reviewers’ assessment that the numerator had been met, the developer calculated a Kappa
statistic. The developer also examined the IRR using a Kappa statistic for when reviewers
evaluated whether a record did or did not meet the definition of the performance measure.

= The developer reported the results indicate very good agreement that was statistically
significant (0.8130 with a p-value of less than 0.001).

= Additional analysis was run to determine agreement by program type. The Kappa
values ranged from 0.67 to 0.96.

= The developer reported the results indicate good agreement that was statistically
significant (0.5759 with a p-value of less than 0.001).

Additional analysis was run to determine agreement by programtype. The Kappa values ranged from 0.02to
0.78.

Questions for the Standing Committee regarding reliability:

e Do you have any concerns that the measure cannot be consistently implemented (i.e., are the measure
specifications adequate)?

Guidance Fromthe Reliability Algorithm

Submitted specifications are precise, unambiguous, and complete (Box 1) = Empirical reliability testing
conducted using statistical tests as measure is specified (Box 2) = Testing was not conducted at the
accountable entity level (Box4) = Testing was conducted on all critical patient/data elements (Box8) =
Method was appropriate for assessing the reliability of all critical patient/encounter level elements (Box 9) 2>
Moderate certainty or confidence that the critical patient/encounter level data elements used in the measure
arereliable (Box 10a) 2 Moderate

Preliminary rating for reliability: [0 High X Moderate [ Low [ Insufficient

2b. Validity: Validity Testing; Exclusions; Risk Adjustment; Meaningful Differences; Comparability;
Missing Data

2b2. Validity testing should demonstrate that the measure data elements are correct and/or the measure
score correctly reflects the quality of care provided, adequatelyidentifying differences in quality.

2b2-2b6. Potential threats to validity should be assessed/addressed.
Validity Testing
e Validity testing conducted at the Accountable Entity Level:

o The developers conducted face validity for the measure by surveying a technical expert panel
(TEP) as well as the reviewers who participatedin the reliability testing.

= The developers asked reviewers to complete a survey after they had reviewed either
atleast ten data abstractionforms or at the end of data collection.

= The developers alsoconvened a TEP consisting of 22 subject matter experts and
stakeholders where preliminary results were shared and the TEP members were asked
to provide feedback in an online form.
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e Of the 22 TEP members, 12 provided feedback including seven potential FASI
PM users, twoadvocacy group representatives, two self-advocates, and one
potential FAFSI PM user.

o Usinga four-level Likert scale, the developer evaluated face validity of the critical data
elements (identifying needs on FASI and identifying whether the alignment of needs to
personal service plan is important to quality) and of the measure as an indicator of quality.

=  For the critical data elements

e The reviewers consistently gave the elements a 90 percent ‘agree’ or ‘strongly
agree’ rating.

e The TEP usually gave the elements a 90 percent ‘agree’ or stronglyagree’
rating with the exception of the question that asked “Areviewer will
determine whether the PCSP addressed the identified self-care, mobility
and/or IADL needs. This means that there is a service (paid or unpaid) and/or
action steps associated with allthe unmet needs identified using a FASI
assessment” which had a 66.7 percent agreement rate.

=  For evaluating the measure as an indicator quality:

e Agreementon questions from reviewers ranged from 81 percent to 95.2
percent.

o The lowest agreement for reviewers was on the question
“Performance on this measure provides important information for
assessing whether groups of CB-LTSS recipients are receiving person-
centeredservices.”

o The highest agreement was on the question “A PCSP that addresses
identified functional needs is animportant stepto creating person-
centeredservices because it addresses the individual’s needs.”

e Agreement on questions from the TEP ranged from 66.7 percent to 91.7
percent.

o The lowest agreement for the TEP members occurred for two
guestions “Performance on this measure provides important
information for assessing whether groups of CB-LTSS recipients are
receiving person-centered services” and “Performance on this
measure provides important information assessing whether groups of
CB-LTSS recipients are receiving high quality services.”

o The highest agreement for the TEP members occurred for two
guestions “A PCSP that addresses identified functional needs is an
important step to creating person-centered services because it
addresses the individual’s needs” and “A PCSP that addresses
identified functional needs is an important step towards high quality
services because the reviewer can create a plan to address the
individual’s needs.”

Exclusions
e The measure does not use exclusions.

e While the measure does not use exclusions, the developer statedthat individuals who did not have a
FASI-based need were excluded from the measure to ensure that only individuals with functional
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needs in self-care, mobility, and IADL were included in testing. The developer noted that because FASI
evaluates only functional needs, there maybe other reasons an individual is receiving HCBS services
that may not be manifested as a functional need.

e The developer found that only three out of the 478 sample had no FASI-based functional need. These
individuals were part of the programs serving those with an acquired brain injury and those witha
behavioral health condition.

e The developer concluded that individuals with an acquired brain injury, a behavioral health condition,
or anintellectual or a developmental disability may not have functional disabilities that limit their
participationin everyday activities. The developer stated that it is reasonable that these individuals,
have no FASI-based needs.

Risk Adjustment

e The measureis not risk-adjusted or stratified.

Meaningful Differences

e To evaluate statisticallyand clinically meaningful differences, the developer conducted a chi-square
test. The developer statedthat the test found a statistically significant difference in performance
measure scores (chi-square (4) equaled 53.5, p-value less than 0.0001). The developer noted that this
result indicates that the differences are not due to random chance.

e The developer stated that while the chi-square result is statistically significant, they are not able to
determine how clinically or practically meaningful the results are as the measure is not routinely
implemented in HCBS programs.

Missing Data

e The developer statedthat during the pairing of FASI field test data and data abstractionforms, 36 data
abstraction forms were not able to be paired with FASI field test forms. The developer stated that the
inability for the forms to be aligned was due to incorrect form and reviewer identifiers and not a result
of data missing from the fields on the abstraction form. The developer further attested that missing
data were minimal and results were therefore not biased by missing data/

Comparability

e The measure only uses one set of specifications for this measure.

Questions for the Standing Committee regarding validity:

e Do you have any concerns regarding the validity of the measure (e.g., exclusions, risk adjustment
approach, etc.)?

Guidance Fromthe Validity Algorithm

Potential threats tovalidity were empirically assessed (Box 1) = Empirical validity testing was not conducted
(Box 2) = Facevalidity was assessed at the accountable entity level (Box 3) = Moderate agreement that the
accountable entity level from the measure as specified can be used to distinguish quality (Box 4) 2 Moderate

Preliminary rating for validity: O High X Moderate [ Low [ Insufficient
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Criterion 3: Feasibility

3. Feasibility is the extent to which the specifications, including measure logic, require data that are readily
available or could be captured without undue burden and can be implemented for performance
measurement.

e The developer stated that the data elements are abstracted froma record by someone other than the
person obtaining original information and that some data elements are in defined fields in electronic
sources.

e The developer further stated that the measure requires twosources of data, the FASI and the PCSP
and that the data-entry process depends on the provider organization’s resources.

e The developer noted that reviewers, TEP members, and researchers identified two difficulties in data
collection

o Some reviewers and TEP members noted that the measure’s language was unclear specifically
concerning the PCSP, the measure did not address other needs, and the lack of clarity around
the difference between developing goals and service planning.

o Some reviewers expressed difficulty with the administrative burden of the measure as service
plan information can be found in a variety of documents. Additionally, some reviewers noted
that the variances in training among states may affect the user’s understanding and time to
complete the measure.

e The developer offered solutions to these difficulties stating that they implemented a training program
and a weekly roundtable to discuss the measure. They did note that with this additional information
from the TEP members and reviewers, the training should include a module on best practices to
effectively engage individuals receiving HCBSin a discussion about their goals and needs.

e The developer also offered a solution for the amount of time to gather data by suggesting the creation
of astreamlined data abstraction form by removing unnecessary items used for the testing and
modifying the FASI to an electronic system. They further suggested the organizations may consider
developing a standardized PCSP form.

e The developer also suggested the use of standard sampling techniques to decrease the time needed
for the analysis of the measure.

Questions for the Standing Committee:
e Arethe requireddata elementsroutinely generated and used during care delivery?

e Arethe requireddata elementsavailable in electronic form (e.g., EHR or other electronic sources)?

e [Isthedata collection strategy ready to be put into operational use?

Preliminary rating for feasibility: [0 High X Moderate [0 Low [ Insufficient

Criterion 4: Use and Usability

4a. Use (4al. Accountability and Transparency; 4a2. Feedback on measure)

4a. Use evaluates the extent towhich audiences (e.g., consumers, purchasers, providers, and policymakers)
use or could use performance results for both accountability and performance improvement activities.
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4a.1. Accountability and Transparency. Performance results are usedin at least one accountability application
within three years after initial endorsement and are publicly reported within six years after initial
endorsement (or the data on performance results are available). If they are not in use at the time of initial
endorsement, then a credible plan for implementation within the specified time frames is provided.

Currentuses ofthe measure

Publicly reported? O Yes No

Current usein an accountability program? Yes [1 No [ UNCLEAR
Planned use in anaccountability program? Yes [0 No [ NA

Accountability program details

e The developer stated that the measureisin use or being considered for use in three states. The
developer also stated that the measure s currently used with the Veteran’s Health Administration
(VHA) particularly for their Program of Comprehensive Assistance for Family Caregivers as part of their
Veteran Functional Assessment Instrument (VFAI). The VHA program is intended to promote the
health and well-being of caregivers of veterans through education, resources, support, and services.
The developer statedthat the measure is publicly reported but it does not appear that the listed
programs have a public reporting component.

e The developer also stated that CMS, the measure steward, intends to share information about the
availability and potential utility of this measure for public reporting through several communication
channels. The developer also states that the measure maysupport states intheir efforts to meet
Medicaid’s Section 1915(c) Home and Community-Based Services Waiver Program Assurances, which
requires participants to have a service plan appropriate for their need and to receive the services,
supports, or both specified in the plan.

e The developer further noted that because the measure is derived from the HCBSFASI set, it is
expectedthat states will use the measures inthe set for theirinternal assessment of HCBS program
quality and related quality and improvement projects and public reporting. The developer also
attestedthat the measure will likely be included in CMS’ HCBS quality measure set for voluntary
adoption by states’ HCBS programs.

4a.2. Feedback on the measure by those being measured or others. Three criteria demonstrate feedback: (1)
Those being measured have been given performance results or data, as well as assistance with interpreting the
measure results and data; (2) Those being measured, and other users have been given an opportunity to
provide feedback on the measure performance or implementation; and (3) This feedback has been considered
when changes are incorporated into the measure.

Feedback on the measure provided by those being measured or others

e The developer noted that a method for distribution of the results of organization’s performance on
the measure was not included in the measure testing. The developer stated that CMSwill share
information about the availability and utility of the measure through various communication channels
and that data, results, and guidelines will be addressedin the implementation plan.

e The developer further noted that although results were not shared with participating organizations,
they were submitted to CMSto review and develop future activity.

e The developer obtained feedback on the measure performance and implementation from the
reviewers and TEP members.

o The developer statedthat a majority of reviewers agree that the documents and sources
needed for the measure are readily available, clearly specified, and the time to complete the
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measure is reasonable. The developer noted that the qualitative comments received noted
inconsistencies in the PCSP documents.

o The developer stated that majority of TEP members agreed with the performance measure
feasibility and usability statements. The members agreed that the guidelines for the measure
areclearly stated and that the time to collect the information is reasonable, however, a
smaller majority agreed that the information needed to implement this measure for groups of
CB-LTSSrecipients is readily available.

= The developer noted that the level of agreement among the TEP members was
generallyless than that of the reviewers. The developer noted that the greatest
difference was the agreement on the statements regarding the availability of
information. The developer statedthat this discrepancy could be due to a lower
number of TEP respondents and the lack of experience using the measure in the field.

e The developer concluded that feedback from the reviewers was positive and the concerns from the
TEP were mostly focused on data accessibility. The developer noted that this concern will be
addressed as more states centralized electronic records. The developer noted that the specifications
and implementation were not modified to address this specificissue.

Questions for the Standing Committee:

* How have (or can) the performance results be used to further the goal of high quality, efficient
healthcare?

* How has the measure been vetted in real-world settings by those being measured or others?

Preliminary rating for Use: Pass [ No Pass

4b. Usability (4b1. Improvement;4b2. Benefits of measure)

4b. Usability evaluates the extent to which audiences (e.g., consumers, purchasers, providers, and
policymakers) use or could use performance results for both accountability and performance improvement
activities.

4b.1Improvement. Progresstoward achieving the goal of high quality, efficient healthcare for individuals or
populations is demonstrated.

Improvement results

e The developer stated that the performance measure was not measured over time and therefore
changes because of implementation could not be determined.

4b2. Benefits versus harms. The benefits of the performance measure in facilitating progress toward achieving
high quality, efficient healthcare for individuals or populations outweigh evidence of unintended negative
consequences to individuals or populations (if such evidence exists).

Unexpected findings (positive or negative) during implementation

e The developer noted that they were positively surprised by the extent of TEP and reviewer agreement
on the importance of the measure for aligning functional needs with service planning.

Potentialharms
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e The developer also attested that unexpected benefits are not well understood yet because the
measure has not been implemented.

Additional Feedback:
e N/A

Questions for the Standing Committee:
* How can the performance results be used to further the goal of high quality, efficient healthcare?

* Do the benefits of the measure outweigh any potential unintended consequences?

Preliminary rating for Usability: [J High Moderate [ Low [ Insufficient

Criterion 5: Related and Competing Measures

Related Measures

e NQF #2624 Functional Outcome Assessment

e NQF #2631 Percent of Long-Term Care Hospital (LTCH) Patients With an Admission and Discharge
Functional Assessment anda Care Plan That Addresses Function

e NQF #2967 CAHPS® Home and Community-Based Services Measures

Harmonization
e The developer attested that NQF #2624 and NQF #2631 are similarin concept but are in a different
setting from NQF #3734 and that NQF #2967, the general population is the same. However, the

developer stated that no further harmonization is possible due to the differences between the related
measures and NQF #3734.
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Developer Submission

Criteria 1: Importance to Measure and Report

Extent to which the specific measure focus is evidence-based, important to making significant gains in healthcare quality,
and improving health outcomes for a specific high-priority (high-impact) aspect of healthcare where thereis variation in
or overall less-than-optimal performance. Measures must be judgedto meetall sub criteria to pass this criterion and be
evaluated against the remaining criteria

la. Evidence

1a.01. Provide alogicmodel.

Briefly describe the steps between the healthcare structures and processes (e.g., interventions, or services) and the
patient’s health outcome(s). The relationships in the diagram should be easily understood by general, non-technical
audiences. Indicate the structure, process or outcome being measured.

[Response Begins]

Table 1 presents alogic model which delineates inputs, processes as well as long term outcomes that the FASI PM2
measure is designed to accomplish.
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Table 1. Logic Model for FASI PM2

Inputs Processes Output Short-Term Outcomes Long-Term
Outcomes
e Individuals e HCBS This process e Facilitate e Address
eligible for program measure responsivity to unmet
HCBS staff identifies unmetneeds needsto
assesses whether e Facilitate prevent
individual self-care, accurate poor
usingthe mobility, alignment outcomes
FASI. and IADL between needs e Setgoalsto
o FASI needsas and PCSP benchmark
identifies measured e Facilitate progresson
and by the FASI increased quality
documents are standardization measure
support addressed of assessing across
needor by the functional programor
needson individual’s needsin HCBS unitof
Self-Care, PCSP. e Identify whatis analysis
Mobility, neededfor e Facilitate
lADL, reviewers to increased
sections. align PCSP with service
the individual’s satisfaction
needs for
individuals
servedand
their
families

[Response Ends]

1a.02. Select the type of source for the systematic review of the body of evidence that supports the performance
measure.

A systematic review is a scientific investigation that focuses on a specific question and uses explicit, prespecified scientific
methods to identify, select, assess, and summarize the findings of similar but separate studies. It may include a

quantitative synthesis (meta-analysis), depending on the available data.

[Response Begins]

Other (specify)

[Other (specify) Please Explain]

The measure developersummarizes evidence identified through a structured search of the peer-reviewedand gray
literature laterin this section.

[Response Ends]
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If the evidenceis not based on a systematic review, skip to the end of the section and do not complete the repeatable
question groupbelow. If you wish to include more than one systematic review, add additional tables by clicking “Add”
after the final question in the group.

Evidence - Systematic Reviews Table (Repeatable)

Group 1 - Evidence- Systematic Reviews Table

1a.03. Provide the title, author, date, citation (including page number) and URL for the systematic review.

[Response Begins]
Not applicable.

[Response Ends]

1a.04. Quote the guideline or recommendation verbatim about the process, structure or intermediate outcome being
measured. If not aguideline, summarize the conclusions from the systematic review.

[Response Begins]
Not applicable.

[Response Ends]

1a.05. Provide the grade assigned to the evidence associated with the recommendation, and include the definition of
the grade.

[Response Begins]
Not applicable.

[Response Ends]

1a.06. Provide all other grades and definitions from the evidence grading system.

[Response Begins]
Not applicable.

[Response Ends]

1a.07. Providethe grade assigned to the recommendation, with definition of the grade.

[Response Begins]
Not applicable.

[Response Ends]

1a.08. Provide all other grades and definitions from the recommendation grading system.

[Response Begins]
Not applicable.

[Response Ends]
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1a.09. Detail the quantity (how many studies) and quality (the type of studies) of the evidence.

[Response Begins]
Not applicable.

[Response Ends]

1a.10. Provide the estimates of benefit, and consistency across studies.

[Response Begins]
Not applicable.

[Response Ends]

1a.11. Indicate what, if any, harms wereidentifiedin the study.

[Response Begins]
Not applicable.

[Response Ends]

1a.12. Identify any new studies conducted since the systematic review, and indicate whether the new studies change
the conclusions from the systematicreview.

[Response Begins]
Not applicable.

[Response Ends]

1a.13. If source of evidence is NOT from a clinical practice guideline, USPSTF, or systematic review, describe the
evidence on which you are basing the performance measure.

[Response Begins]
Not applicable.

[Response Ends]

1a.14. Briefly synthesize the evidence that supports the measure.

[Response Begins]

Determiningthe individual's needs and providingappropriate services and supports for those identified needs are keysto
the success of enablingindividuals to remain in theirhomes and community. In fact, state agencies use the assess ment of
the individual’s unmet needs to determine eligibility for services and to create the service planfor providing publicly
funded HCBS. Consequently, the quality of careis compromised if services fail to meet the individuals’ needs or
expectations.>? For individuals who arefrail elderly or have physical disabilities, adverse outcomes, such as increased
hospital admissions, emergency department visits, discomfortand injuries, and caregiver stress, are well documented
consequences of afailureto meetthe individual's needs.3® Several studies demonstrate thatincreased prioritization,
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pursuit, and attainment of personalized goals in individual care plans are linked to improved physical outcomes and well -
being. For example, incorporating physical activity as a self-care priority is associated with improvements in frailty status,
fall rates, and health-related quality of life.” The proposed performance measure helps address CMS’s requirements for
Health and Welfare assurancesand sub-assurances under 1915(c) waiver programs, thus potentially leadingto enhanced
quality.*0

Additionally, the reliable andvalid determination of an individual’s needs for supportin self-care, mobility, and IADLis an
important step toward aligning identified needs with subsequent service plans. In acomprehensive reviewof the
literature, Williams, Lyons, and Rowland suggest that accurate and consistent measurement of functional and
performance limitations are primary issues to determining unmet needs.'* Work conducted by Li, Chadiha, and Morrow-
Howell also highlights the variability of methods and sources of information usedto identify unmet needs, including
functional needs, in eligible populations.® Current measures have not been adequately tested for reliability and validity,
thus leading to unwarranted variations in practice that compromise continuityand quality of care. Thompson, Schalock,
and Tasse indicate that defensible resource allocations must be based on results that come from assessment tools that
are reliable, valid, and standardized.?

On the basis of a national field test, the FASI have been found to be reliable, valid, and appropriate for use with
individuals receiving HCBS. The FASI includes three core factors of function: self-care, mobility, and IADL. Thus,
completion of the FASI assessment provides a standardized and reliable method of identifying service needs in eligible
individuals who require assistance or support to meet daily mobility, self-care, or IADL to sustain their capacity to remain
in the home and community environment.

Intended to support HCBS participants’ functionalneeds, PCSPs are part of a systematic approach to providing services
tailored to an individual’s strengths, needs, and goals. According to Schalock, Thompson, and Tasse, PCSPs for individuals
with intellectual and developmental disabilities should focus on support rather than on compliance, and theyshould
indicate which supports must to be modified or maintainedto meetthe individuals’ needs and to facilitate their personal
goals.'? Similarly, Hannan et al. determined that goal setting frameworks depend on environmental and personal
factors.*The researchers concluded from clinicianfeedback on personalized goal setting that patients with emotional
distress should prioritize identity developmentin their person-centered goal frameworks. Further, variationin an
individual’s needs and goals requires development of a personalized care plan.* Rietkerket al. found that when
comprehensive geriatricassessment programs were tailored to patient preferencesand needs, the majority of
participants reported high programsatisfaction.*®

[Response Ends]

1a.15. Detail the process usedto identify the evidence.

[Response Begins]

The projectteam conducted a structured literature review of studies using the following search terms: performance
measure, person-centered supports and services, functional assessment, personal priorities, home and community-based
service, and community-basedlong-term services and supports. The team searched academic journal articles, grey
literature, and federal and state agencyreports published in the past 20 years usingPubMed (U.S. National Library of
Medicine, National Institutes of Health), Scopus®, Google, Google Scholar, and personallibraries.

[Response Ends]

1a.16. Provide the citation(s) for the evidence.

[Response Begins]
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10.

11.

12.

13.

14.

15.

16.

MaloneBeach, E.E., Zarit, S.H., & Spore, D.L.(1992). Caregivers' perceptions of case managementand
community-based services: Barriers to service use. Journal of Applied Gerontology, 11(2),146—159. Retrieved
from https://www.ncbi.nlm.nih.gov/pubmed/10171017.

Morgan, D.G., Semchuk, K.M., Stewart, N.J., & D'Arcy, C. (2002). Rural families caring for a relative with
dementia: Barriers to use of formalservices. Social Science Medicine, 55(7), 1,129—-1,142. Retrieved
from https://www.ncbi.nlm.nih.gov/pubmed/12365526.

Allen,S.M., & Mor, V.(1997). The prevalence and consequences of unmet need: Contrasts between olderand
younger adults with disability. Medical Care,35(11), 1,132-1,148. Retrieved
from https://www.ncbi.nIm.nih.gov/pubmed/9366892.

Desai, M.M., Lentzner, H.R., & Weeks, J.D.(2001). Unmet need for personal assistance with activities of daily
living among older adults. Gerontologist, 41(1), 82-88. doi: 10.1093/geront/41.1.82

Long,S.K., Coughlin, T.A., & Kendall, S.J. (2002). Access to care amongdisabled adults on Medicaid. Health Care
Financing Review, 23(4), 159-173. Retrieved
from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4194759/.

Li, H., Chadiha, L.A., & Morrow-Howell, N. (2005). Association between unmet needs for community services and
caregiving strain. Families in Society, 86(1), 55—62. doi: 10.1606/1044-3894.1877

Haider, S., Grabovac, |. & Dorner, T.E.(2019). Effects of physical activity interventions in frail and prefrail
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narrative review. Journal of the American Geriatrics Society, 131(11-12), 244-254. doi: 10.1111 /jgs.15312
Sherrington, C., Fairhall, N.J., Wallbank, G.K., Tiedemann, A., Michaleff, Z.A., Howard, K., Clemson, L., Hopewell,
S., & Lamb, S.E. (2019). Exercise for preventing falls in older people living in the community. Cochrane Database
Systematic Review, (1).Cd012424. doi: 10.1002/14651858.CD012424. pub2

Von Berens, A,, Fielding, R.A., Gustafsson, T., Kirn, D., Laussen, J., Nydahl, M., Reid, K., Travison, T.G., Zhu, H.,
Cederholm, T., & Koochek, A. (2018). Effect of exercise and nutritionalsupplementation on health -related quality
of life and mood in older adults: The VIVE2 randomized controlledtrial. BMC Geriatrics, 18(1), 286. doi:
10.1186/s12877-018-0976-z

Centersfor Medicare & Medicaid Services. (2015). Applicationfor a §1915(c) home and community -based
waiver: Instructions, technical guide, and review criteria. Retrieved from https://www.medicaid.gov/medicaid-
chip-program-information/by-topics/waivers/downloads/ technical-guidance.pdf.

Williams, J., Lyons, B., & Rowland, D.(1997). Unmet long-term care needs of elderly people in the community: A
review of the literature. Home Health Care Services Quarterly, 16(1-2),93-119. Retrieved
from https://www.ncbi.nlm.nih.gov/pubmed/10168492.

Thompson, J.R., Schalock, R.L., & Tasse, M.J. (2018). How support needs can be used to inform allocation of
resources and funding decisions. American Association on Intellectualand Developmental Disabilities. Retrieved
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pdf/2016-09581.pdf

17. Integrated Care Resource Center. (2016). Spotlight: CMS Medicaid managed carefinal rule: Provisions relatedto

integrated programsfor Medicare-Medicaid enrollees. Retrieved
from http://www.integratedcarere sourcecenter.com/PDFs/2016%2005%2 012 %20Medicaid%20Managed %20Car
e%20Regulations.pdf.

[Response Ends]

1b.01. Briefly explain the rationale for this measure.

Explain how the measure will improve the quality of care, and list the benefits orimprovements in quality envisioned by
use of this measure.

[Response Begins]

Current estimates suggest that 10 million individuals who require assistance to perform activities of daily living or IADL
are living in the community, including in private orgrouphomes.! A 2017 CMS report? showed that more than 3.7 million
individuals receive Medicaid-funded HCBS. Federal and state governments finance more than 60 percent of paid HCBS
costsin the United States through the Medicaid program. HCBS are expected to grow because of the aging U.S.
population and the current move away frominstitutional-based care.? As significant continued growth is expected in cost
and use of HCBS, including through managedcare contracting, greater scrutiny on qualityalso is expected.

CMS regulations 1915(c) and 1915(i) require that all persons receivingHCBS be engaged in a person-centered planning
process, which leads to development of their individualized PCSP.* PCSPs must reflect the services and supports
importantfor HCBS participants to meet their needs identified through assessment as well as their personal preferences
for delivery of suchservices and supports. The documentedservice plan must reflect that the setting in which the person
residesis chosen by the personand must address the person’s long-term care needs. FASI forms part of a comprehensive
assessment for identifying functional need. The personal priorities reflect the person’s preferences for each domain of
daily function.

This proposed measure aims to improve the alignment of service plans forindividuals receiving HCBS with functional
needs based on standardized functional assessmentitems. Aligningservice planswith functional needs isimportantin
HCBS populations because it facilitates improved outcomes, but measurement gaps exist, limiting the ability to assess this
key aspect of person-centered supports and services. First, understanding a person’s functional needs requires a
standard, reliable assessment, yet atleast 124 functional assessment tools were used by state Medicaid programs for
LTSSin 2015.°The NQF conducted a broad environmental scan of HCBS quality measurement across all payers.® The
resulting recommendations prioritized “assessment” —a process that should gatherall of the information needed to
informthe person-centered planning process—as one of three subdomains within the person-centered planning and
coordination domainfor which quality measurement can be improved. However, the current HCBS environment lacks
standardized measurements of function (e.g., self-care, mobility, IADL) across settings that may form the basis of a high-
quality service plan.> Furthermore, atleast 21 states had functional assessment tools for specific populationsin 2015 that
were notalso used to plan careservices.”

After anindividualis assessed, the identified functional needs must be addressedin the HCBS service plan. The Medicaid
and Children’s Health Insurance Program (CHIP) Payment Access Commission recently funded a comprehensive scan
related to HCBS and behavioral health. The results showed that most state-level quality measurement activity related to
HCBS in Medicaid was based on CMS reporting requirements for 1915(c) waiver programs. These measures generallyare
process orientedand intended to demonstrate state and provider compliance with arange of policiesand procedures.
One of six key domains for the measures is “service plan,” for whichthe focus is ensuring that plans reflect needs and
participants receive services consistent with the plans. Acommonexample of a service plan measure employed by state
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conceptisacritical conceptto measure, and itis different from looking at whethera service plan addressesall current
identified functional needs regardless of whether needs have changed. Additionally, the NQF has notendorsed existing
service plan measures.

The absence of a performance measure identifying the alignment between the functional assessmentand the PCSP atany
given time—notonlywhen needs change—reflects a gap at the measurementlevel. The proposed measureincorporates
a standardized approachto assess functional needs that was found to be reliable and valid in measuring self-care,
mobility, and IADL in the HCBS population. The performance measure subsequently fills an NQF -identified gap by
measuring the alignment of those needs with the service plan —animportant step toward providing high-quality and
person-centered service to individuals receiving HCBS.

1. Kaye, H.S., & Harrington, C.(2015). Long-term services and supports in the community: Toward aresearch
agenda. Disability and Health Journal, 8(1) 3—8. Retrieved
from http://proxygw.wrlc.org/login?url=http://search.e bscohost.com/login.aspx?dire ct=true&db=psyh& AN=201
4-55175-002 &site=eds-live &scope=site&authtype=ip,uid&custid=s8987071.

2. Eiken,S.(2017). Medicaid long-term services and supports beneficiariesin 2013. Centers for Medicare &
Medicaid Services. Retrieved from https://www.medicaid.gov/sites/default/files/2019-12/Itss-
beneficiaries-2013. pdf.

3. Ng, T., Harrington, C., Musumeci, M., & Reaves, E. (2015). Medicaid home and community-based services
programs: 2012 data update. Kaiser Family Foundation. Retrieved
from https://www.kff.org/medicaid/report/medicaid-home-and-community-based-services-programs-2012-
data-update.
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CHIP, Functional assessments for long-term services and supports. Retrieved
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from https://www.qualityforum.org/Publications/2016 /09/Quality in_Home_and Community-
Based_ Services to Support Community Living Addressing Gaps in Performance Measurement.aspx.

7. Medicaid and CHIP Paymentand Access Commission. (2017) Inventory of the state functional assessmenttools
for long-term services and supports. Retrieved from https://www.macpac.gov/publication/inventory-of-the-
state-functional-assessment-tools-for-long-term-services-and-supports.

8. Hartman, L., & Lukanen, E.(2016). Quality measurementforhome and community based services (HCBS) and
behavioral health in Medicaid. Medicaid and CHIP Payment and Access Commission; 2016:1-30. Retrieved
from https://www.macpac.gov/publication/quality-measure ment-for-home-and-community-based-services-
and-behavioral-health-in-medicaid.

[Response Ends]

1b.02. Provide performance scores on the measure as specified (current and overtime) at the specified level of
analysis.

Include mean, std dev, min, max, interquartile range, and scores by decile. Describe the data source including number of
measured entities; number of patients; dates of data; if a sample, characteristics of the entities include. This information
also will be used to address the sub-criterion on improvement (4b) under Usability and Use.
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[Response Begins]

The scores from recent tests of the proposed measure indicate a sizeable gap in the performance of accountable HCBS
programs in aligning PCSPs of participants with FASI-based functional needs. During June and July 2018, this measure was
tested in nine organizations from four different states located in geographicallydiverse regions of the country. These
organizations serve different populations, including individuals who are older adults and individuals with a physical
disability, an intellectual or a developmental disability, an acquiredbraininjury, or a behavioralhealth condition. The FASI
field testing demonstratedthat functional needs differed dependingon HCBS programtype (e.g., individualswho are
older adults had different types and numbers of needs than individuals with mental health and substance use disorders).

To reflectthese differences, Table 2 presents the numerator, denominator, and score for this measure by program type.
The denominatoris defined as those individuals receiving HCBS with documented need on the Self-Care, Mobility, or IADL
sections of the FASI. The numerator is defined as the percentage of individuals aged 18 years or older who receive HCBS
with documentedfunctional needs as determined by the FASI assessment and documentation of a PCSP thataddresses
the identified functional needs. The sample consisted of 475 individuals who had a FASI-based need (denominator). The
score varied depending on the program; the lowest score was foundin individuals with an intellectual or a developmental
disability (42.5 percent) and the highestscorein individualswith an acquired brain injury (85.5 percent). The relatively
low scores across programs suggest room for improvement exists in aligning the functional needs and service plan,
offering a meansto improve HCBS. Table 3 presents the minimum and maximum scores as well as the scores by quintile;
the meanis 66.3 percent.

Table 2. Alignment of PCSP with FASI-Based Needs: Denominator, Numerator, and Score by Program Type

Measure Individualsin | Individualsin | Individualsin | Individualsin | Individualsin TOTAL
Component Programs Programs Programs Programs Programs
Serving Serving Serving Those Serving Serving
Those Who | Those witha with an Those with | Those witha
Are Older Physical Intellectualor | an Acquired Behavioral
Adults Disability a Brain Injury Health
(row%) (row%) Developmental (row %) Condition
Disability (row (row%)
%)
Total Unique 117 (24.5) 119(24.9) 106 (22.2) 70(14.6) 66 (13.8) 478 (100)
Individuals
Does notHavea 0(0.0) 0(0.0) 0(0.0) 1(33.3) 2(66.7) 3(100)
FASI-Based Need
Denominator Has 117 (24.6) 119(25.1) 106 (22.3) 69 (14.5) 64 (13.5) 475 (100)
a FASI-Based
Need (% of
Sample)
Numerator 68 94 45 59 49 315
Hasatleast1
FASI-Based Need;
PCSPs Address all
Needs
Performance 58.1 79.0 42.5 85.5 76.6 66.3

Measure Score, %
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Table 2 shows how the development of a person-centeredservice plan using needs identified throughthe
FASI can be calculated by HCBS population served. Performance scoresvary from42.5 percent (for persons
with intellectual and developmental disabilities) to 85.5 percent (for persons with acquired brain injuries).

Table 3. Alignment of PCSP with FASI-Based Needs: Minimum, Maximum, and Quintile Scores

Measure Score Minimum and Second Quintile | Third Quintile Fourth Maximum and
First Quintile Quintile Fifth Quintile
Performance Measure 42.5 58.1 76.6 79.0 855
Score, %

The calculation of this performance measure includes determining whether the PCSP addressed the individual’s
functional needs, as documented using the FASI. Table 4 presents descriptive statistics of total FASI-based needs for
individuals in the denominator of the performance measure. A one-way ANOVA was conductedto compare the effect of
programtype on the summed total number of FASI-based needs identified acrossall five programs. Therewas a
significant effect of program type on the summedtotal of all FASI-based needs identified (F[4,470]=22.97, p<0.0001).
Post-hoc comparisons usingthe Tukey's honestly significant difference (Tukey’s HSD) test indicate that the mean number
of needs for the older adultand physical disability groups were significantly different from each otherand the remaining
three groups. However, the meannumber of needs for individuals with an intellectual or a development disability, an
acquiredbraininjury, or a behavioral health condition were not statistically different from each other.

Table 4. Descriptive Statistics for Total Number of FASI-Based Needs Identified by Program Type

Program Type n Mean (SD) Median | 25thand 75" | IQR Min and Max
Percentiles Values
Total Unique Individuals 475 | 16.0(10.2) 16 7,16 16 1,44
Individuals in Programs Serving Those 117 21.3(9.6) 22 13,28 15 1,44
who are Older Adults
Individuals in Programs Serving Those 119 17.9(8.4) 19 12,24 12 2,37

with a Physical Disability

Individuals in Programs Serving Those 106 13.2(10.9) 10 4,20 16 1,39
with an Intellectual ora
Developmental Disability

Individuals in Programs Serving Those 69 14.4 (8.7) 14 6,22 16 1,34
with an Acquired Brain Injury

Individuals in Programs Serving Those 64 8.9(8.0) 7 2,13 11 1,30
with a Behavioral Health Condition

Table 5 presents descriptive statistics on the total number of needs addressed by the PCSP for individuals in the
denominator of the performance measure. A one-way ANOVA was conducted to compare the effect of programtypeon
the summed total of all needs addressed across all five programs. There was a significant effect of programtype on the
summed total of all needs addressed (F[4,470]=30.33, p<0.0001). Post-hoc comparisons using the Tukey’s HSD test
indicated thatthe mean number of needs addressed for the older adult and physical disability groups were significantly
different from each other and the remaining three groups. However, the mean number of needs addressed for individuals
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with an intellectualor a development disability, an acquired brain injury, and a behavioral health condition were not
statistically differentfrom each other.

Table 5. Descriptive Statistics for Total Number of FASI-Based Needs Addressed in PCSP by Program Type

Program Type n Mean (SD) | Median | 25thand 75t IQR Min and Max
Percentiles Values

All Individuals 475 14.3(9.5) 13 6,21 15 0,40

Individuals in Programs Serving 117 19.1(9.7) 19 1226 14 1,40

Those who are Older Adults

Individuals in Programs Serving 119 17.3(8.5) 18 11,24 13 0,37
Those with a Physical Disability

Individuals in Programs Serving 106 9.5(7.5) 8 3,14 11 0,30
Those with an Intellectual ora
Developmental Disability

Individuals in Programs Serving 69 13.9(8.5) 13 6,21 15 1,31
Those with an Acquired Brain Injury

Individuals in Programs Serving 64 8.0(7.6) 6 2,10 8 0,30
Those with a Behavioral Health

Condition

[Response Ends]

1b.03.If no or limited performance data on the measure as specified is reported above, thenprovide asummary of

datafrom the literature thatindicates opportunity for improvement or overall less than optimal performance on the
specificfocus of measurement. Include citations.

[Response Begins]
Not applicable. Data have been includedfor Question 1b.02.

[Response Ends]

1b.04. Provide disparities data from the measure as specified (currentand over time) by populationgroup, e.g., by
race/ethnicity, gender, age, insurance status, socioeconomic status, and/or disability.

Describe the data source including number of measured entities; number of patients; dates of data; if a sample,
characteristics of the entities included. Include mean, std dev, min, max, interquartile range, andscores by decile. For
measures that show high levels of performance, i.e., “topped out”, disparities data may demonstrate an opportunity for
improvement/qgapin care for certain sub-populations. This information also will be used to address the sub-criterion on
improvement (4b) under Usability and Use.

[Response Begins]

Differences in performance measure scores based on race and ethnicity were investigated. To perform the analysis,
participantrace was collapsedto formthree groups: individuals who identified as African American or Black; individuals
who identified as American Indian, Alaska Native, Asian, or anotherrace; and individuals who identified as white.
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Participants for whom race was not designated or was unknown were placed into a se parate category. Categories for
participant ethnicity were Latinxand non-Latinx.

Results indicatedsignificant differences in scores by race (Pearson chi?(3)=27.3272, Pr=0.0001). However, no significant
differences occurred by ethnicity (Pearson chi?(1)=0.7737, Pr=0.379). These results suggest that a possible racial disparity
existed in PCSP use; however, caution in generalizing these scores is advised and further explorationis neededbecause
some of the racial or ethnicgroups contain onlysmall numbers of participant cases. Table 6 summarizes these resullts.

Table 6. Alignment of PCSP with FASI-Based Needs—Denominator, Numerator, and Score by Race

Measure African American | American Indian, White Race Unknown All Individuals*
Component or Black Alaska Native,
Asian, or Other

Race

Denominator 106 (22.4) 84 (17.7) 245 (51.7) 39(8.2) 474 (100)
Has a FASI-Based
Need (% of
Sample)

Numerator 85 42 170 18 315

Hasatleast 1
FASI-Based Need;
PCSPs Address all
Needs

Performance 80.2 50.0 69.4 46.2 66.5
Measure Score,
%

*One individualfromthe intellectual or developmental disability program categorywas missing information on race and
ethnicity. Pearsonchi?(3) = 27.3272, Pr=0.0001.

[Response Ends]

1b.05. If no or limited data on disparities from the measure as specified is reportedabove, then provide a summary of
datafrom the literature that addresses disparities in care on the specific focus of measurement. Include citations. Not
necessary if performance data providedin above.

[Response Begins]
Not applicable. Performance data is provided for Question 1b.4.

[Response Ends]

Criteria 2: Scientific Acceptability of Measure Properties

Extentto which the measure, as specified, produces consistent (reliable) and credible (valid) results about the quality of
care when implemented. Measures must be judged to meet the sub criteria for both reliability and validity to pass this
criterionand be evaluated against the remaining criteria.

sp.01. Provide the measure title.
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Measure titles should be concise yet convey who and what is being measured (see What Good Looks Like).

[Response Begins]
Alignment of Person-Centered Service Plan (PCSP) with Functional Assessment Standardized Items (FASI) Needs

[Response Ends]

sp.02. Provide a brief description of the measure.

Including type of score, measure focus, target population, timeframe, (e.g., Percentage of adult patients aged 18-75 years
receiving one or more HbA1c tests peryear).

[Response Begins]

The percentage of home and community-basedservices (HCBS) recipients aged 18 years or older whose PCSP
documentationaddresses needs in the areas of self-care, mobility, and instrumental activities of daily living (IADL) as
determined by the most recent FASI assessment

For the purposes of this measure application, the term home and community-based services also will refer to community-
based long-term services and supports (CB-LTSS). This approach aligns with the definition used by the NQF (NQF, 2016) as
well as the way the Centers for Medicare & Medicaid Services(CMS) defines CB-LTSS.

National Quality Forum (NQF). (2016). Quality in Home and Community-Based Services to Support Community Living:
Addressing Gaps in Performance Measurement. National Quality Forum website. Retrieved

from: https://www.qualityforum.org/Publications/2016/09/Quality in Home and Community-

Based Services to Support Community Living Addressing Gaps in Performance Measurement.aspx

[Response Ends]

sp.04. Check all the clinical condition/topicareas that apply to your measure, below.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and requestthatyou instead select one of the other answer options as they applyto your measure.

Please do not select:

e Surgery: General

[Response Begins]
Behavioral Health: Other Serious Mental lliness
Other (specify)

[Other (specify) Please Explain]

Home and community-basedservices

[Response Ends]

sp.05. Check all the non-condition specific measure domain areas that apply to your measure, below.

[Response Begins]
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Care Coordination

Health and Functional Status

Health and Functional Status: Change

Health and Functional Status: Nutrition
Health and Functional Status: Obesity

Health and FunctionalStatus: Physical Activity
Health and Functional Status: Quality of Life
Health and FunctionalStatus: Total Health

[Response Ends]

sp.06. Select one or more target population categories.

Select only those target populations which can be stratified in the reporting of the measure'sresult.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and requestthatyou instead select one of the other answer options as they applyto your measure.

Please do not select:

e Populations at Risk: Populations at Risk

[Response Begins]
Adults (Age >=18)
Populations at Risk: Dual eligible beneficiaries of Medicare and Medicaid

[Response Ends]

sp.07. Select the levels of analysis that apply to your measure.

Check ONLY the levels of analysis for which the measure is SPECIFIED and TESTED.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and request thatyou instead select one of the other answer options as they applyto your measure.

Please do not select:
e (Clinician: Clinician

e  Population: Population

[Response Begins]
Other
Population: Regional and State

[Response Ends]

sp.08. Indicate the care settings that apply to your measure.

Check ONLY the settings for which the measure is SPECIFIED and TESTED.
[Response Begins]

Ambulatory Care
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Outpatient Services
Post-Acute Care

[Response Ends]

sp.09. Provide a URL link to aweb page specific for this measure that contains current detailed specifications including
code lists, risk model details, and supplemental materials.

Do notentera URL linking to a home page or to general information. If no URL is available, indicate “none available".

[Response Begins]

https://www.medicaid.gov/medicaid/long-term-services-supports/teft-program/functional-assessment-standardized-
items/index

[Response Ends]

sp.12. Attach the datadictionary, code table, or value sets (and risk model codes and coefficients when applicable).
Excel formats (.xlIsx or .csv) are preferred.

Attach an excel or csv file; if this poses an issue, contact staff. Provide descriptors for any codes. Use one file with multiple
worksheets, if needed.

[Response Begins]
Available in attached Excel or csvfile

[Response Ends]

Attachment: 3734_3734_FASIPM2 NQF Code List_2022.09.13 Update-508.xIsx

sp.13. Statethe numerator.

Brief, narrative description of the measure focus or whatis being measured about the target population, i.e., cases from
the target population with the target process, condition, event, or outcome).

DO NOT include the rationale for the measure.

[Response Begins]

The number of HCBS recipients aged 18 years or older with documented needs in the areas of self-care, mobility, or IADL
as determinedby the mostrecent FASI assessment within the previous 12 months and with documentationthat the
subsequent PCSPaddresses the FASI-based functionalneeds in self-care, mobility, and IADL.

Details on codes usedto identifythe numerator population are availablein the sp.12 attachment.

[Response Ends]

sp.14. Provide details needed to calculate the numerator.
Allinformation requiredto identify and calculate the cases from the target population with the target process, condition,

event, or outcome such as definitions, time period for data collection, specific data collection items/responses, code/value
sets.
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Note: lists of individual codes with descriptors that exceed 1 page should be provided in an Excel orcsv file in required
formatatsp.11.

[Response Begins]

The numerator is a portion (i.e., potential subset) of HCBS recipients in the denominator. This portion isthe resultof a
review of PCSP documentation in conjunction with the FASI to determine whetherthe PCSP addresses eachfunctional
need. For the PCSPto be countedas addressing the identified functional needs in self-care, mobility, or IADL, a service
(paid or unpaid) or a plan in progress must be associated with eachneed. Documentation of a PCSP is identified through
an HCBS recipient’s case record.

The frequency of data aggregation will be at the discretion of state users because CMS has determined that states will
use, on avoluntary basis, the standardizeditems (i.e., FASI) fromwhich the measureis derived. Itis anticipated that
states would calculate the measure atleastannually per HCBS program. Some states may choose to calculate the
measure morefrequently than annually (e.g., everythree orsix months).

Details on codes usedto identifythe numerator population are availablein the sp.12 attachment. Specifically, the
numerator codesinclude, as listed in the attached Excel file, FO900, FO900A, FO900A1, FO900A2, FO905A, FO905B, FO910,
FO910A, F0910B, F0910B1, F0910B2, F0920, F0920A1, F0920A2, F0920B1, F0920B2, F0920C1, F0920C2, F0920D1,
F0920D2, F0920E1, F0920E2, F0920F1, F0920F2, F0920G1, F0920G2, F0920H1, F0920H2, F0920_1, F0920_2, F0925A and
F09258B.

[Response Ends]

sp.15. Statethedenominator.

Brief, narrative description of the target population being measured.

[Response Begins]

The number of HCBS recipients aged 18 years or older with documented needs in the areas of self-care, mobility, or IADL
as determinedby the mostrecent FASI assessment within the previous 12 months.

Details on codes usedto identifythe denominator population are availablein the sp.12 attachment.

[Response Ends]

sp.16. Provide details needed to calculate the denominator.

Allinformation required to identify and calculate the target population/denominator such as definitions, time period for
data collection, specific data collection items/responses, code/value sets.

Note: lists of individual codes with descriptors that exceed 1 page should be provided in an Excel or csv file in required
formatatsp.11.

[Response Begins]

The proposed measure focuses on the assessment of functional needs in the areas of self-care, mobility, and IADL
common among adult HCBS recipients and derived from use of the FASI. The denominator is determined by itemsin
Section GG: Functional Abilities and Goals of the FASI Set form.
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Self-care needs are identified in the followingitems on the FASI Setform (FASI form): 6a (e ating), 6b (oral hygiene), 6¢
(toileting hygiene), 6d (wash upper body), 6e (shower/bathe self), 6f (upperbodydressing), 6g (lower body dressing), and
6h (putting on/taking off footwear).

Bed mobility and transfer needsare identifiedin the following items on the FASI form: 7a(roll leftand right), 7b (sit to
lying), 7c (lying to sitting on side of bed), 7d (sit to stand), 7e (chair/bed-to-chair transfer), 7f (toilet transfer), and 7g (car
transfer).

If the responsetoitem 8 on the FASIformindicates that the person walks, ambulation needs are identifiedin the
following items on the form: 8a (walks 10feet), 8b (walks 50 feet with two turns), 8c (walks 150feet), 8d (walks 10 feet

on uneven surfaces), 8e (1 step [curb]), 8f (4 steps), 8g (12 steps), 8h (walks indoors), 8i (carriessomething in both hands),
8j (picking up object), 8k (walks for 15 minutes), and 81 (walks across a street).

If the responsetoitem 9 on the FASIformindicates that the person uses a manual wheelchair, wheelchair mobility needs
are identifiedin the following items on the form: 9a (wheels 50 feet with two turns), 9b (wheels 150feet), 9c (wheels for
15 minutes) and 9d (wheels acrossa street).

If the responsetoitem 10 on the FASIformindicatesthatthe person uses a motorized wheelchair/scooter,
wheelchair/scooter mobility needs are identified in the following items on the form: 10a (wheels 50 feet with two turns),
10b (wheels 150feet), 10c(wheels for 15 minutes) and 10d (wheels across a street).

IADL are identifiedin the following items on the FASI form: 11a (makesa light cold meal), 11b(makes alight hot meal),
11c (lightdaily housework), 11d (heavier periodic housework), 11e (light shopping), 11f (telephone -answeringcall), 11g
(telephone-placing call), 11h (medication manage ment-oral medications), 11i(medication management-inhalant/mist
medications), 11j (medication management-injectable medications), 11k (simple financial management), and 111
(complex financial management).

Details on codes usedto identifythe denominator population are availablein the sp.12 attachment.

[Response Ends]

sp.17. Describe the denominator exclusions.

Brief narrative description of exclusions from the target population.

[Response Begins]

Exclusionsinherentin the denominator definition include individuals younger than 18 years, individuals who have not had
a FASI assessment within the previous 12 months, and individuals who have had a FASI assessment, but no functional
needs wereidentified in the areas of self-care, mobility, or IADL. In addition, individuals without three months of
continuous HCBS enrollment are excluded.

[Response Ends]

sp.18. Provide details needed to calculate the denominator exclusions.

Allinformation requiredto identify and calculate exclusions from the denominator such as definitions, time period for data
collection, specific data collection items/responses, code/value sets — Note: lists of individual codes with descriptors that
exceed 1 page shouldbe provided in an Excel orcsv file in required formatatsp.11.

[Response Begins]

To identify participants excluded from NQF 3734, verifythe age of the person responding to questions within the FASI to
ensure theyare overthe age of 18. Then, verify that the participant has beenenrolledin HCBS continuallyfor atleast
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three months during the measurement period. Finally, confirm that, while completing the FASI, functional needs were
identified related to self-care, mobility, and/or IADL.

[Response Ends]

sp.19. Provide all information required to stratify the measureresults, if necessary.

Include the stratification variables, definitions, specific data collection items/responses, code/value sets, and the risk -
model covariates and coefficients for the clinically-adjustedversion of the measure when appropriate. Note: lists of
individual codes with descriptors that exceed 1 page should be provided in an Excel or csv file in required format in the
Data Dictionary field.

[Response Begins]

The primary unit of analysis is the Medicaid HCBS program type. Programs can provide a combination of standard medical
services and nonmedical services. Standard services include, butare not limited to, case management (i.e., services and
supports coordination), homemaker, home health aide, personal care, adult day health services, habilitation (both day
and residential), and respite care. States also can propose “other” typesof services that may assistin diverting or
transitioning individualsfrominstitutional settings into their homes and community or both. (Source: Home &
Community-BasedServices1915(c), https://www.medicaid.gov/medicaid /hcbs/authorities/1915-c/index.html)

These programsare designedto provide an arrayof services to a certaintarget population; as a result, each state typically
operates morethan one HCBS program. Five HCBS program types were used to test this measure. Their labels reflect the
predominant population eligible for services under each HCBS program. However, the group of individuals served withina
single HCBS program may be heterogeneous by design (e.g., the intentional combination of individuals with mental health
or substance use disorders) or because of the presence of comorbidities. These program types are as listed below.

1. HCBSprogramsservingindividuals who are older adults

2. HCBS programs serving individuals with a physical disability

3. HCBS programsservingindividuals with an intellectual or a developmental disability
4. HCBS programs serving individuals with an acquired brain injury
5.

HCBS programs serving individuals with a mental health or substance use disorder (collectively referredto as
behavioral health condition)

Medicaid agencies in the states have administrative authority over these HCBS programs and determine which services
and supportsto offer beneficiaries deemed eligible for a given HCBS program. Although Medicaid HCBS programs are
administeredby state Medicaid agencies under various Medicaid legal authorities, theyfrequently are operated by other
entities, including non-Medicaid state agencies(e.g., Department of Aging), non-state governmental entities(e.g.,
county), or managed care organizations. The operating entities then contract with direct services and supports providers.

[Response Ends]

sp.20. Is this measure adjusted for socioeconomic status (SES)?

[Response Begins]
No

[Response Ends]

sp.21. Select therisk adjustment type.
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Select type. Provide specifications for risk stratification and/or risk models in the Scientific Acceptability section.

[Response Begins]

No risk adjustment or risk stratification

[Response Ends]

sp.22. Select the mostrelevanttype of score.

Attachment: If available, please provide a sample report.

[Response Begins]

Rate/proportion

[Response Ends]

sp.23. Select the appropriate interpretation of the measure score.

Classifies interpretation of score according to whether better quality or resource use is associated with a higher score, a
lowerscore, a score falling within a definedinterval, ora passing score

[Response Begins]

Better quality = Higherscore

[Response Ends]

sp.24. Diagram or describe the calculation of the measure score as an ordered sequence of steps.

Identify the target population; exclusions; cases meeting the target process, condition, event, or outcome; time period of
data, aggregating data; risk adjustment; etc.

[Response Begins]

The following steps are used to create the score for this measure.

1.

Restrict the HCBS sample to individualsaged 18 years or older with continuousenrollment foratleast three
months and individuals who have had a FASI assessment within the previous 12 months.

Countthe number of sampled individuals with atleast one FASI-documented functional needin self-care,
mobility, or IADL. Documented functional needs are based on receiving eithera “05” or below (i.e., “04,” “03,”
“02,” or “01”) or “88” (i.e., functional needs assessment was not attempted due to short-term medical condition
or safety concerns; activity was not attempted) onany itemin the Self-Care, Mobility, or IADL sections of a FASI
form.See S.2b., Data Dictionary, Code Table, or Value Sets, for value labels andS.7, Denominator Details, for the
list of specific items on the FASI form that comprise the Self-Care, Mobility, and IADL sections.

For each individual with atleast one FASI-documented functional need, determine whetherthe PCSP
documentationindicatesthatthere is a paid service or unpaid help foraddressing each FASI-based functional
need in self-care, mobility, and IADL.

Countthe numberof sampled individuals forwhomthe PCSP addresses all FASI-based functional needs in self-
care, mobility, and IADL.

Calculate the percentage by dividingthe resulting number in Step 4 by the resulting numberin Step 2.

[Response Ends]
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sp.25. Attach a copy of the instrument (e.g. survey, tool, questionnaire, scale) used as a data source for your measure,
if available.

[Response Begins]
Copy of instrumentis attached.

[Response Ends]

Attachment: 3734_3734_FASISet Template_(2)-508.pdf

sp.26. Indicate the responder for your instrument.

[Response Begins]
Clinician

[Response Ends]

sp.27. If measuretestingis based on asample, provideinstructions for obtaining the sample and guidance on minimum
sample size.

Examples of samples used for testing:

e Testing may be conducted on a sampleof the accountable entities (e.g., hospital, physician). The analytic unit
specified forthe particular measure (e.g., physician, hospital, home health agency) determines the sampling
strategy for scientific acceptability testing.

e Thesample should represent the variety of entities whose performance will be measured. The 2010 Measure
Testing Task Force recognized thatthe samples used for reliability and validity testing often have limited

generalizability because measured entities volunteer to participate. Ideally, however, all types of entities whose
performance will be measured should be included in reliability and validity testing.

e Thesample should include adequate numbers of units of measurement and adequate numbers of patients to
answer the specific reliability or validity question with the chosen statistical method.

o  When possible, units of measurement and patients within units should be randomly selected.

[Response Begins]

The intended sample forthis measureis adult Medicaid beneficiaries aged 18 years or older who currently are receiving
HCBS. Sampling should be representative of all HCBS recipients and stratified by HCBS program type within each state to
allow comparisons of measure results for each HCBS program type with the mean. The source of the sample frame will be
the state Medicaid agency oran accountable entity delegated by the state Medicaid agency(e.g., state agency other than
the Medicaid agencythat operates the program, managed care organization, case management agency, state, county).
Selection of datafor the FASIPM2 were collected through convenience sample, pulling data for five populations—older
adults, individuals with a physical disability, individuals with an intellectual or developmental disability, individuals with
an acquired brain injury, and individuals with a behavioral health diagnosis. Participants eligible for inclusion in the
measure were assigneda random number, within the sample, and selected for participation to meet the minimum
necessary number of casesfor analysis.

Guidance on minimum case count for calculating FASI PM2 by states and managed care plans will be releasedin the
future.
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[Response Ends]

sp.28. Identify whetherand how proxyresponses are allowed.

[Response Begins]

Proxy responsesare notapplicable to the data abstraction forminvolvedin this measure because reviewers complete it.
Family members and caregivers are among the acceptable sources of information for clinicians (including case managers
and other paid members of the services and supports team) who conduct the FASI assessment and make the final
determinationabout how to complete the form. A similar situation applies to PCSP documentation.

[Response Ends]

sp.29. Survey/Patient-reported data.

Provide instructions for data collection and guidance on minimum response rate. Specify calculation of response rates to
be reported with performance measure results.

[Response Begins]
Not applicable. This measure does not use a survey.

[Response Ends]

sp.30. Select only the data sources for which the measure is specified.

[Response Begins]
Assessment Data
ElectronicHealth Records
Instrument-Based Data
Paper Medical Records

[Response Ends]

sp.31. Identify the specific data source or data collection instrument.

Forexample, provide the name of the database, clinical registry, collection instrument, etc., and describe how data are
collected.

[Response Begins]

FASI set. CMS developedthe FASI as part of the Testing Experience and Functional Assessment Tools (TEFT)
demonstration to assess the status of individualsreceiving HCBS. HCBS program staff or reviewers at agencies under
contractto state HCBS programs use the FASI set to assess HCBS recipients’ functional ability and need for assistance. A
FASI assessment commonly is performed during an in-personvisit, and it can be performedin any community-based
setting where HCBS recipients reside. The reviewer can use various sources of information to complete a FASI
assessment, including an interview with the person, an interview with a helper, writtenrecords, and naturally occurring
observationof performance. Fields forthe FASI set are available within CMS’s Data Element Library (DEL) and are
attachedin section S.2b.
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PCSP documentation. A PCSP typically is developed by the case manager followinga state-established process that
considers unmet needs and informal support systems and thenfills gaps with Medicaid or other services. A PCSP is
putin place after the assessmentis conducted. It can be created in all community-based settings, dependingon the
recipient’s need. The format of a PCSP can varyacross and within programs, though the ultimate goal of the PCSP
processis to provide HCBS participants adequate information and support to ensure they can lead the planning
process to their greatest ability. Whenan HCBS participantis unable to fully engage in developing the PCSP, the
person’s chosenrepresentative participates in the PCSP as needed and as defined by the person or by state law, as
required. In doing so, the person-centered planning process recognizesthat the person lives in relationship with
family and friends who play animportantrolein the person’s successful community living.

Person-centered service planning may include family and peers as part of what is called relationship-centered service
planning. Relationship-centered service planningis particularlyrelevant when HCBS participants are unable to
advocate for themselves, such as people with severe cognitive or communication disabilities (e.g., disorders of
consciousness, severe dementia). In such situations, person-centered and relationship-centeredservice planningare
more, not less, important, and authorized care partners, family members, and close friends (serving as power of
attorney) can effectively advocate service plans they feel the personwould endorse. To ensure that patient
preferences, priorities, and values are captured either directly orthrough authorized representatives, providers of
HCBS for the personor those who have an interestin or are employed by an HCBS provider forthe person are not
authorized to participatein person-centeredservice planning. Additionally, service providers and care partners are
fully trained in the principles of effective person-and relationship-centered care planning to ensure the person’s
values and preferences are prioritized.

PCSPs mustinclude documentation of a specificand individualized needs assessment, the positive interventions and
supports used priorto anew or revised PCSP, and the services and supports that will assist the personsin achieving
their identified priorities and the providers of those services and supports.

Documentation of the PCSP must be understandable to the HCBS participant receiving HCBS services and supports
and the persons (i.e., care partners)supporting the HCBS participant. PCSP must be written in plain languageandina
manner accessible to persons who have disabilities and persons who are limitedin English proficiency. PCSPs must be
reviewed at least every 12 months, whenever a person’s circumstances or needs change, or atthe request of the
person. Personal strengths and preferences are arequirement of PCSP documentation and should include personal
goals and desired outcomes. Risk factors and measures to minimize them shouldalso be included.

Data abstraction. Each program will apply methods of their choice for abstracting FASI data. These methods are likely
to be similar to methods used by the state to generate existingquality measures derived from the same data sources.
One method could be to use a data abstraction form. The Appendix contains a sample data abstractionform based
on the FASI data collectioninstrument (see sp.23) used during measure testing. This form could be adapted by
programs implementing the measure.

[Response Ends]

sp.32. Provide the data collectioninstrument.

[Response Begins]

Available in attachedappendix in Question 1 of the AdditionalSection

[Response Ends]

Attachment: 3734_3734_FASISet Template_(3)-508.pdf
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Measure testing must demonstrate adequate reliability and validity in orderto be recommendedfor endorsement.
Testing may be conductedfor data elements and/or the computed measure score. Testing information and results should
be entered in the appropriate fields in the Scientific Acceptability sections of the Measure Submission Form.

O Measures must be tested for all the data sources and levels of analyses that are specified. If thereis more than
one set of data specifications or more than one level of analysis, contact NQF staff about how to presentall the
testinginformation in oneform.

o Allrequired sections mustbe completed.

o0 For composites with outcome and resource use measures, Questions 2b.23-2b.37 (Risk Adjustment) also must be
completed.

o If specifiedfor multiple data sources/sets of specifications (e.g., claims and EHRs), Questions 2b.11-2b.13 also
must be completed.

o Anappendixfor supplemental materialsmay be submitted (see Question 1 in the Additional section), butthere
is no guarantee it will be reviewed.

o Contact NQF staff with any questions. Check for resources at the Submitting Standards webpage.

O Forinformation on the most updated guidance on how to address social riskfactors variables and testing in this
formrefer to the release notes forthe 2021 Measure Evaluation Criteria and Guidance.

Note: The information provided in this formis intended to aid the Standing Committee and other stakeholders in
understanding to what degree the testing results for this measure meet NQF’s evaluation criteria for testing.

2a. Reliability testing demonstrates the measure data elements are repeatable, producing the same results a high
proportionof the time whenassessed in the same population in the same time periodand/or thatthe measurescore is
precise. For instrument-based measures (including PRO-PMs) and composite performance measures, reliability should be
demonstratedfor the computed performance score.

2b1.Validity testing demonstratesthat the measure data elements are correctand/or the measure score correctly
reflects the quality of care provided, adequately identifying differences in quality. For instrument based measures
(including PRO-PMs) and composite performance measures, validity should be demonstrated forthe computed
performancescore.

2b2. Exclusions are supported by the clinical evidence and are of sufficient frequencyto warrantinclusion in the
specifications of the measure;

AND

If patient preference (e.g., informed decision-making) is a basis for exclusion, there must be evidence that the exclusion
impacts performance on the measure; in such cases, the measure must be specifiedso that the informationabout patient
preferenceand the effecton the measureis transparent (e.g., numerator category computed separately, denominator
exclusion category computed separately).

2b3. For outcome measures and other measures when indicated (e.g., resource use):

O anevidence-based risk-adjustment strategy (e.g., risk models, risk stratification) is specified; is based on patient
factors (including clinical and socialrisk factors) that influence the measured outcome and are present at start of
care; 14,15and has demonstrated adequate discriminationand calibration

o rationale/datasupportno riskadjustment/ stratification.

2b4. Data analysis of computed measure scores demonstrates that methods for scoring and analysis of the specified
measure allow for identification of statistically significant and practically/clinically meaningful 16 differencesin
performance;

OR
there is evidence of overall less-than-optimal performance.

2b5. If multiple data sources/methods are specified, there is demonstration they produce comparable results.
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2b6. Analyses identify the extent and distribution of missing data (or nonresponse) and demonstrate that performance
results are not biased due to systematic missing data (or differences between responders and non-responders) and how
the specified handling of missing data minimizes bias.

2c. For composite performance measures, empirical analyses support the composite construction approach and
demonstrate that:

2cl.the component measures fit the quality construct and add value to the overall composite while achieving the related
objective of parsimony to the extent possible; and

2c2.the aggregationand weighting rules are consistent with the quality construct and rationale while achieving the
related objective of simplicity to the extent possible.

(if notconductedor results notadequate, justification must be submitted and accepted)

Definitions

Reliability testing applies to both the data elements and computed measure score. Examples of reliability testing for data
elementsinclude, butare notlimitedto: inter-rater/abstractor or intra-rater/abstractor studies; internal consistency for
multi-item scales; test-retest for survey items. Reliability testing of the measure score addresses precision of
measurement (e.g., signal-to-noise).

Validity testing applies to both the data elements and computed measure score. Validity testing of data elements typically
analyzes agreement with anotherauthoritative source of the same information. Examples of validity testing of the
measure scoreinclude, butare notlimitedto: testing hypotheses that the measures scores indicate quality of care, e.g.,
measure scores are different for groupsknown to have differences in quality assessed by another valid quality measure or
method; correlation of measure scores with another valid indicator of quality forthe specifictopic; orrelationship to
conceptually related measures (e.g., scores on process measures to scores on outcome measures). Face validity of the
measure score as a quality indicator may be adequate if accomplished througha systematic and transparent process, by
identified experts, and explicitly addresses whether performance scores resultingfrom the measure as specified canbe
used to distinguish good from poor quality. The degree of consensus and any areas of disagreement must be
provided/discussed.

Examples of evidence that an exclusion distorts measure results include, but are notlimitedto: frequencyof occurrence,
variability of exclusions across providers, and sensitivity analyseswith and without the exclusion.

Patient preferenceis nota clinical exception to eligibility and can beinfluenced by provider interventions.
Risk factors thatinfluence outcomes should not be specified as exclusions.

With large enough sample sizes, small differences that are statistically significant may or may not be practically or
clinically meaningful. The substantive question may be, for example, whether a statistically significant difference of one
percentage pointin the percentage of patients who received smokingcessation counseling (e.g., 74 percentv. 75
percent) is clinically meaningful; or whether a statistically significant difference of $25 in cost foran episode of care (e.g.,
$5,000v.55,025) is practically meaningful. Measures with overall less-than-optimal performance may not demonstrate
much variability across providers.

Please separate added or updated informationfrom the most recent measure evaluation within each question response
in the Scientific Acceptabilitysections. Forexample:

Current Submission:
Updated testing information here.
Previous (Year) Submission:

Testing fromthe previous submission here.

2a.01. Select only the data sources for which the measureis tested.
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[Response Begins]
Assessment Data
ElectronicHealth Records
Instrument-Based Data
Paper Medical Records

[Response Ends]

2a.02. If an existing dataset was used, identify the specific dataset.

The dataset used for testing must be consistent with the measure specifications for target populationand healthcare
entities being measured; e.g., Medicare Part A claims, Medicaid claims, other commercial insurance, nursinghome MDS,
home health OASIS, clinical registry).

[Response Begins]
The FASIfield test data set was used to identify individuals forinclusionin the numeratorand the denominator.

[Response Ends]

2a.03. Provide the dates of the datausedin testing.

Use the following format: “MM-DD-YYYY - MM-DD-YYYY”

[Response Begins]

FASIfield test data were collected03-2017-09-2017. These data were reviewed to test this performance measure from
06-2018-07-2018.

[Response Ends]

2a.04. Select thelevels of analysis for which the measure is tested.

Testing must be provided for all the levels specified andintended for measure implementation, e.g., individualclinician,
hospital, health plan.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and requestthatyou instead select one of the other answer options as they applyto your measure.

Please do notselect:
e (linician: Clinician

e Population: Population

[Response Begins]
Other (specify)

[Other (specify) Please Explain]
Medicaid Program, HCBS Program Type

Population: Regional and State

NATIONAL QUALITY FORUM PAGE 39



[Response Ends]

2a.05. Listthe measured entities includedin the testing and analysis (by level of analysis and data source).

Identify the number and descriptive characteristics of measured entities includedin the analysis (e.qg., size, location, type);
if a sample was used, describe how entities were selected forinclusion in the sample.

[Response Begins]

This process measure was tested in five Medicaid HCBS waiver program types in four different states, located in
geographically diverse regionsof the country. Within these four states, nine organizations collected data for participants
receiving HCBS and supports through five Medicaid programtypes: (1) programs serving olderadults, (2) programs
servingindividuals whohave a physical disability, (3) programsserving individuals who have an intellectual or a
developmental disability, (4) programs serving individuals who have an acquiredbraininjury, and (5) programs serving
individuals who havea behavioral health condition. The four participating states offer services throughall five of these
HCBS program types; however, forthe purposes of the original FASI fieldtestin 2017, states selected those programs that
would participatein the field test. Table 7 describes the nine data collection organizations by state, HCBS program type,
and number of FASI field test records that were reviewed for testing of this performance measure. The unit of analysis for

the proposed measureis the HCBS program type.

Table 7. Data Collection by HCBS Program Type and State*

State Individualsin | Individualsin Individualsin | Individualsin | Individualsin State Total
Programs Programs Programs Programs Programs (col %)
Serving Those | ServingThose | ServingThose | Serving Those | Serving Those
Who Are witha with an with an witha
Older Adults Physical Intellectual or Acquired Behavioral
(col %) Disability a Brain Injury Health
(col %) Developmental (col %) Condition (col
Disability %)
(col %)
State A — — 108 (100) 29 (41.4) 57 (86.4) 194 (39.7)
State B 49(40.2) 15(12.2) — — 9(13.6) 73(14.9)
State C — 67 (54.5) — 37(52.9) — 104 (21.3)
State D 73(59.8) 41(33.3) — 4(5.7) — 118(24.1)
Total 122(100) 123 (100) 108(100) 70(100) 66 (100) 489 (100)

— Cellintentionally leftempty

* The number of table cells populated is more than the nine data collection organizations because some organizations

collecteddata for more than one HCBS program type within the state.

** Eleven of these 489 individuals had additional issues with their data abstractionforms that could not be resolved.
Therefore, asshown in other tables, 478 is the total number of individuals for which data collected could be usedto
analyze the performance measure; furthermore, 475 (of 478) met the denominator definitionfor calculating the

performance measure score.

[Response Ends]
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2a.06. Identify the number and descriptive characteristics of patients included in the analysis (e.g., age, sex, race,

diagnosis), separated by level of analysis and data source; if a sample was used, describe how patients were selected
for inclusion in the sample.

If there is a minimum case count used for testing, that minimum must be reflected in the specifications.

[Response Begins]

Testing and analysis involved 478 unique individuals eligible to receive services from Medicaid HCBS programswithin four
states. HCBS programs enable individuals who otherwise would need institutional residential services to live in the least
restrictive environment of their choosing in the community. Five populations (or HCBS programs) were represented in the

testing and analysis. Those five populations included older adults, individuals with a physical disability, individuals with an
intellectual ora developmental disability, individuals with an acquired braininjury, or individuals with a behavioral health
condition. Table 8 describes the HCBS program type for individuals whose FASI field test records were reviewed for

testing this performance measure. Of these individuals, three did not have FASI-based needs. The final sample for analysis
included 475 unique individuals in five program types, as describedin Table 9.

Table 8. Overall Sample Description by Program Type

Individualsin | Individualsin Individualsin | Individualsin | Individualsin Total
Measure Programs Programs Programs Programs Programs
Serving Those | ServingThose | Serving Those | Serving Those | Serving Those
Who Are witha withan withan witha
Older Adults Physical Intellectual or Acquired Behavioral
(row %) Disability a Brain Injury Health
(row %) Developmental (row %) Condition
Disability (row %)
(row %)
Number of 229(23.6) 237 (24.4) 211(21.7) 133(13.7) 126(13.0) 972* (100)
Forms
Received
Number of 229 (24.5) 237 (25.3) 211(22.5) 133(14.2) 126(13.5) 936 (100)
Usable Forms
Individuals 0(0.0) 3(50.0) 1(16.7.0) 0(0.0) 2(33.0) 6(100)™
with No FASI-
Based Need
Individuals 5(71.4) 1(14.3) 1(14.3) 0(0.0) 0(0.0) 7 (100)
whose
Mobility
Needs Did not
Align with
FASI Field
Testing
Total Unique 117 (24.5) 119(24.9) 106(22.2) 70(14.6) 66 (13.8) 478 (100)
Individuals***
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* Included in this total, but not shown, are 36 (3.7 percent) data abstractionforms that could not be aligned with FASI
field testrecords because of incorrect formand reviewer identifiers and not because of data missing from the fields on
the data abstraction formrelated to identifying the criticaldata elements. These formswere unusablein our analysis.

** Includedin this total are two participants whose data abstractionforms were already considered unusable for other

reasons.

***|dentified as those who did not meetthe numerator criteria (i.e., those whose mobility needs were assessed as

“independent”).

Table 9. Denominator Sample Description by Program Type

Measure Individualsin | Individualsin | Individualsin | Individualsin | Individualsin Total
Programs Programs Programs Programs Programs
Serving Serving Serving Those Serving Serving
Those Who | Those witha withan Those with | Those witha
Are Older Physical Intellectualor | an Acquired Behavioral
Adults Disability a Brain Injury Health
(row %) (row%) | Developmental | o Condition
Disability (row %)
(row %)
Total Unique 117 (24.5) 119(24.9) 106(22.2) 70(14.6) 66(13.8) 478 (100)
Individuals
Individualhas No 0(0.0) 0(0.0) 0(0.0) 1(33.3) 2(66.7) 3(100)
FASI-Based Need
Denominator Has 117 (24.6) 119(25.1) 106(22.3) 69 (14.5) 64 (13.5) 475 (100)
a FASI-Based
Functional Need
(% of Sample)

The sample demographicdata are summarizedin Table 10. Fifty-six percent of the sample were female, and the average
age was 55.1 years. Participants self-reportedrace: 51.6 percent reported white; 22.3 percent, African American or Black;
3.8 percent, Asian; 0.2 percent, AmericanIndian or Alaska Native; and 13.7 percent, otherrace. Approximately 8.2
percentof race datareported were unknown or missing. Ninety-seven percent of participants reported being non-Latinx.
The program for olderadults had a higher percentage of females. This program, as expected, had participants who were
on average about 20 to 25 years olderthan those covered by the other four programs. The program forindividualswho

are older adults had the highest percentage who were white; the program forindividuals with a physical disabil ity had the
highest percentage whowere African Americanor Black.
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Table 10. Sample Demographic Characteristics by Program Type

Characteristic Individualsin | Individuals Individualsin Individualsin | Individualsin Total
Programs in Programs Programs Programs Programs
Serving Those Serving Serving Those | Serving Those Serving
Who Are Those with withan with an Those with
Older Adults | aPhysical | Intellectualora [ Acquired a Behavioral
(row %) Disability | Developmental | Brain Injury Health
(row %) Disability (row %) Condition
(row %) (row %)
Sex — — — — — —
Female 79(29.8) 62(23.4) 46 (17.4) 37 (14.0%) 41(15.5) 265 (100)
Male 38(18.1) 57(27.1) 60 (28.6) 32(15.2%) 23(11.0) 210(100)
Age (mean, SD) 76.0+6.2 51.5+11.6 40.2+13.9 48.0+13.3 56.1+11.4 | 55.1+17.2
Race — — — — — —
White 73(29.8) 60 (24.5) 36(14.7) 39(15.9%) 37(15.1) 245 (100)
African American 24 (22.6) 50(47.2) 9(9.5) 20(18.9%) 3(2.8) 106 (100)
or Black
Asian 14(77.8) 1(5.6) 2(11.1) 0(0%) 1(5.6) 18(100)
American Indian or 0(0) 0(0) 0(0) 0(0%) 1(100) 1(100)
Alaska Native
Other 6(9.2) 3(4.6) 39(60.0) 4(6.2%) 13(20.0) 65 (100)
Unknown or 0(0) 5(12.8) 20(50.0) 6(15.4%) 9(23.1) 39(100)
Missing
Ethnicity* — — — — — —
Latinx 0(0) 1(6.3) 5(31.3) 4(25.0%) 6(37.5) 16 (100)
Non-Latinx 117(25.6) 118(25.8) 100(21.8) 65 (14.2%) 58(12.7) 458 (100)

— Cellintentionally leftempty

*One individualfrom the intellectual or developmental disability program categorywas missing information on race and

ethnicity.

[Response Ends]

2a.07. Ifthere are differences in the data or sample used for different aspects of testing (e.g., reliability, validity,

exclusions, risk adjustment), identifyhow the data or sample are different for each aspect of testing.

[Response Begins]

For calculating the measure score, all participants with atleast one FASI-based needwereincludedin the denominator

(n=475). Organizations selected a percentage of these FASI records as a convenience samp le on whichto conduct the two
sets of ratings for concordance and inter-rater reliability (IRR) testing. Of the 475 individuals included in the denominator
of this performance measure, IRR ratings were available for 431, as shown in Table 11.
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Table 11. Number of Unique Individual Records for Denominator and IRR Testing by Program Type

Measure Individualsin | Individualsin | Individualsin | Individualsin | Individualsin Total
Programs Programs Programs Programs Programs
Serving Those | ServingThose | ServingThose | Serving Those | Serving Those
Who Are witha withan withan witha
Older Adults Physical Intellectual or Acquired Behavioral
(row %) Disability Developmental | Brain Injury Health
(row %) Disability (row %) Condition
(row %) (row %)
Denominator 117 (24.6) 119(25.1) 106(22.3) 69 (14.5) 64 (13.5) 475 (100)
IRR Records 101(23.4) 111(25.8) 101(23.4) 62(14.4) 56(13.0) 431(100)

[Response Ends]

2a.08. Listthe social risk factors that were available and analyzed.

Forexample, patient-reported data (e.g., income, education, language), proxy variables when social risk data are not
collected from each patient (e.g. census tract), or patient community characteristics (e.g. percent vacant housing, crime
rate) which do not have to be a proxy for patient-level data.

[Response Begins]

None. Social risk factors were unavailable for testing.

[Response Ends]

Note: If accuracy/correctness (validity) of data elements was empirically tested, separate reliability testing of data
elementsis notrequired—in 2a.09 check patient or encounter-level data; in 2a.010 enter “see validity testing section of
data elements”; and enter “N/A” for 2a.11 and 2a.12.

2a.09. Select the level of reliability testing conducted.

Choose oneorboth levels.
[Response Begins]

Patient or Encounter-Level(e.g., inter-abstractor reliability; data elementreliability must address ALL critical data
elements)

[Response Ends]

2a.10. For each level of reliability testing checked above, describe the method of reliabilitytesting and what it tests.

Describe the steps—do notjust name a method; whattype of error does it test; what statistical analysis was used.

[Response Begins]
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Testinginvolved use of the FASI assessment data collected duringthe 2017 field test and se rvice plans at the time of that
testing. For the FASI field test, reviewers interviewed and observedindividuals enrolled in one of the five program types;
talked with their primary caregivers, guardians, or both; and reviewed case notes. Theythen coded e ach of the FASI
function items on the basis of the person’s usual needfor assistance in the past three days and their most dependent
performancein the past month. Codes for boththe usual and most dependentitems rangedfrom 01 (total dependence)
to 06 (independent); 07 (personrefused), 09 (notapplicable), and 88 (not attempted) were also available. For this
performance measure, individuals were identified as having a FASI-based needif they were coded as 01 to 05 or 88 on
any of the FASI function items, including both usual or most dependent.!

The organizations that participatedin the FASI field test wereinvited to continue their participation by testingthis
performance measure. Record reviewers (case managers and agencyadministrators) (1) reviewed each previously
completedFASI, (2) completeda data abstraction form foreachrecordreviewed, and (3) offered feedback regarding the
effectiveness of this FASI-based performance measure as an indicator of service quality provided to individuals receiving
HCBS. Finally, atechnical expert panel (TEP) was convenedto provide feedback on the results of the testing and garner
subject matter expertise on this performance measure.

Reliability Testing Approach

Data abstraction forms collected during the FASI field test were studied by areviewer at each agency. Two reviewers also
independently studied a subset of the forms. Each reviewerindependently accomplished the following.

a. Determined whether the record indicated any self-care, mobility, or IADL functional needs on the FASIand
recordedthe result on the data abstraction form (Functional needis defined as receiving a code of 05 or below
or 88 on the FASIfor either usual performancein the pastthree days or most dependent performance in the
past month.)

b. Determined whether aneed existedfor each functional item and checkedthe appropriate box on the data
abstraction form

c. Determined whether the PCSP addressed each functional needand checked the appropriate boxon the data
abstraction form

d. Indicated yes or no thatthe PCSP addressed all identified functional needsas determined by the FASI

Note: During the analysis described below, the development team evaluated whetherindividuals with greater numbers of
FASI-based needs were more likely notto have all needs addressed, as documentedin the PCSP.

The datawere collected using a digital, fillable PDF form that administrators uploaded at each site directly to a password -
protected, secure ShareFile® maintained by IBM Watson Health. From there, it was transferredto George Washington
University and importedto an analytic file.

Reliability Testing Approach for Each Critical Data Element

1. Definingneed. Thedevelopmentteam evaluatedthe degree of concordance betweenreviewers’ indicationof a
FASI-based needand functionalneed as determined by the FASI field test data. Reviewers in the current
performance measure field test reviewed FASI records collected during the field test and answered yes or no to
the question “Does the individual have documented needs determined by a FASI?” For the field test data, the
team created avariable with a value of 1 if the individualwas codedas 05 or below or 88for either the usual or
mostdependentversionof eachitemand usedavalue of O for all other scores on eachspecified itemon the
data abstraction form. Summing across the items on the form produced a total possible range from FASI-based
needs of 0to 44.

The teamthen createda dichotomousvariable that was coded 0 if the individual had no needs or 1 if the individual
had one or more FASI-based needs. The team matched each of the records reviewed during performance measure
testing to the same recordin the field test data setand used a Kappa statistic to evaluate the concordance between
the performance measuretestingand the fieldtesting in determining whether the individual had a FASI-based need.
Kappaisaninter-rater agreement statistic, whichis calculated with a 95 percent confidence interval.* Concordance
was evaluated forthe entire sampleand by programtype.

NATIONAL QUALITY FORUM PAGE 45



The team did not calculate IRR for determination of a FASI-basedneed (i.e., reviewer response to the question “Does
the individual have documented needs determined by a FASI?”) because no meaningful disagreement occurred. This
finding is describedin subsection 2b.07.

1. Identifying the total number of FASI-based needs and the total needs addressed in the PCSP. The development
team used an ecologically robust and pragmatic approachto evaluatingconsistencyin the number of FASI-based
needs addressed by each pair of reviewers. The organizations assigned pairs of reviewers to independently
review the same recordfromthe field testing data set. The result was 862 paired evaluations of 431 records. The
team used Bland-Altman limits of agreement (LOA) to evaluate the consistency between reviewer pairsin
determining the total number of FASI-based needs and the total needs addressed in the PCSPfor each
individual.

The Bland-Altman LOA plot comparestwo measurements;%3 in this case, itis used for comparing measurements from
two different reviewers. The differences within each pair of reviewers are plotted against the averages of each pair.
The Bland-Altman displays LOA, which is defined as the average difference plus 1.96 times the standard deviation of
the differences. The LOAallows identification of outliers when looking at the relationship between the difference and
the average using 95 percent confidence intervals.

2. Identifying whether the individual had all FASI-based needs reported as addressed in the PCSP. The team evaluated
the concordance between the number of FASI-based needs addressedand the reviewers assessment that the numerator
definition had beenmet. This analysis involved comparing the number of documented needs addressed with the
reviewers’ assessment thatthe recordindicatedall needs had beenaddressed. To do so, the team calculated the total
number of needs addressed across each of the three FASI sections (Self-Care, Mobility, and IADL) with values ranging
from0to 40 needs addressed. The team also calculatedthe total number of FASI-based needs. They compared the
number of needs with the number of needs addressed. Theythen created a dichotomous variable, which was coded 1 if
the total number of needs addressed equaledthe total number of FASI-based needs and 0 if the total number of needs
addressedwas fewerthan the total number of FASI-based needs. They comparedthis number with the number of yes or
no responses reviewerscodedto the question “After reviewingall the documents, did the individualwho received CB-
LTSS have a PCSP thataddressed all the identified functional needs as determined by the FASI?” The team useda Kappa
statistic to evaluate the level of concordance between the two evaluations where the record metthe description of the
numerator. Table 12 showsthe range of quantitative values for Kappa and the corresponding strength of agreement.

Table 12. Kappa Values and Description

Value of Kappa Strength of Agreement
<0.20 Poor
0.21-0.40 Fair
0.41-0.60 Moderate
0.61-0.80 Good
0.81-1.00 Very Good

The team also examined the IRR with which reviewers evaluated whetherarecorddid or did not meet the definition
of this performance measure. To do so, they examined the concordance betweenreviewers in each pair regarding
their summary assessments of whetherthe record indicated that all the FASI-based needs were addressed by the
PCSP.These analyses were conducted for those records that had been determined to meet the criteria for the
denominator; thatis, there was at least one FASI-based need. The team tested IRR using a Kappa statistic.

1. Mallinson, T., Dietrich, C.N., Harwood, K., Maring, J., Lyons, L., Gaskin, S., Gorsky, A., Weaver, J., Rivard, P., &
Woodward, R.(2018). FASI 2017 Field Test Final Report to the Centersfor Medicare & Medicaid Services under
Contract HHSM-500-2010-0025i-T006. March 30, 2018.
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2. Bland,J.M, & Altman, D.G. (1986). Statistical methods for assessing agreement between two methods of clinical
measurement. The Lancet, 1(8476),307-310.

3. Bland,J).M., & Altman, D.G. (1999). Measuringagreementin method comparison studies. AACN Advanced Critical
Care, 19,223-234.

4. Fleiss,J.L., Levin, B., & Paik, M.C. (2003). Statistical Methods for Rates and Proportions. 3rded. Hoboken: John
Wiley & Sons.

[Response Ends]

2a.11. For each level of reliability testing checked above, what were the statistical results from reliability testing?

Forexample, provide the percent agreement and kappa for the critical data elements, or distribution of reliability statistics
from a signal-to-noise analysis. For score-level reliability testing, when using a signal-to-noise analysis, more than just one
overall statistic should be reported (i.e., to demonstrate variation in reliability across providers). If a particular method
yields only one statistic, this should be explained. In addition, reporting of results stratified by sample size is preferred (pg.
18, NQF Measure Evaluation Criteria).

[Response Begins]
Results of Reliability Testing for Each Critical Data Element

1. Definingneed. Fourhundredseventy-eight proposed data abstraction forms were analyzed to determine the
level of agreement between FASI-based needs and documented needs. Results indicated perfect agreement
(k=1.0000, p<0.001). Subsequent analysis was run to determine the level of agreement by program type. For
older adults, physical disability, and intellectual or developmental disability programs, responses to both FASI-
based needs anddocumented needs were yes (i.e., complete agreement on need). Kappa values for acquired
brain injury and behavioral health condition programs indicated perfect agreement (k=1.0000, p< 0.001),
including agreement for both yes and no on need.

The developmentteam did not calculate IRR for determination of a FASI-based need because no variationexisted. Of
the 431 pairs of records, three records concurred that no FASI-based need was present. There were eightinstances
of nonconcurrence, whichcame from the same pair of reviewers, and, in every instance, the second reviewer
indicated there was no need. Checking against the FASIfieldtest dataindicated that each of these individuals had
eightor more FASI-basedneeds. The team believes the lackof concurrence of the second reviewer was causedby a
known errorthat occurred with the data abstraction formwhen areviewerfailedto reset the formto conducta new
review and instead modified an existing form.

2. Identifying the total FASI-based needs and the total needs addressed in the PCSP. Bland-Altman LOA were usedto
evaluate the extentto which reviewers agreedin their assessment of the number of FASI-based needs and the number of
needs addressed in the PCSP foreachindividual. The LOA are defined by the lower and upper values and define therange
between which 95 percent of values should fall. As shown in Table 13, the LOAfor FASI-based needs identified by the
pairs of reviewerswere between -10.05to 10.80. On analysis, 4.2 percent of all records fell outside these LOA after
removing a reviewer who was consistently outside the LOA. The percentage of records that fell within the 95 percent
confidenceintervalsranged from 93.1 percentto 96.4 percent by program type.
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Table 13. Agreement for Total Number of Needs

Measure Individualsin | Individualsin Individualsin | Individualsin | Individualsin Total
Programs Programs Programs Programs Programs
Serving Those | ServingThose | ServingThose | Serving Those | Serving Those
Who Are witha withan withan witha
Older Adults Physical Intellectual or Acquired Behavioral
Disability a Brain Injury Health
Developmental Condition
Disability
Pairs of 102 111 101 62 56 432
Records
LOA Range -7.97t08.61 | -11.29t09.90 | -13.09t017.59| -4.67t03.57 | -3.79t04.26 -10.05to
10.80
% within LOA 96.1 94.6 93.1 95.2 96.4 95.8

Asshown in Table 14, the LOA for total pairs of records reflecting that the needs were addressed by the PCSP were
between -9.94 and 10.47. The percentage of pairs within LOAranged from 91.6 percentto 94.1 percent by program
type. Analysis of the total pairs of records indicated 95.1 percent were within the LOA using a 95.0 percent

confidenceinterval after removing a reviewer who was consistently outside the LOA.

Table 14. Agreement Number of Needs Addressed by Program Type

(Removal of
ReviewerA)

Measure Individualsin | Individualsin | Individualsin | Individualsin | Individualsin Total
Component Programs Programs Programs Programs Programs
Serving Those | ServingThose | Serving Those | Serving Those | Serving Those
Who Are witha with an with an witha
Older Adults Physical Intellectual or Acquired Behavioral
Disability a Brain |njury Health
Developmental Condition
Disability
Pairs of 102 111 101 62 56 432
Records
LOA Range -10.49to0 -13.80to -7.52to -6.79to -6.32to -9.94 to
8.92 14.09 8.86 8.73 8.14 10.47
% within LOA 93.1 92.3 94.1 93,5 91.6 93.8
% within LOA 93.1 95.4 94.1 98.3 91.6 95.1

3. Identifying whether the individual had all FASI-based needs reported as addressed in the PCSP. Four hundred
seventy-one data abstractionforms were analyzedto determine the LOA (or Kappa) between needs addressed as
determined by the FASI versus needs determined by the reviewer summaryreport. Results indicated verygood
agreement that was statistically significant (k=0.8130, p<0.001). Subsequent analysis was run to look at strength of
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agreement by programtype (Kappa). Results ranged from good to stronglevels of agreement. Table 15 presents the
results by programtype.

Table 15. Agreement between FASI-Based Needs Addressed and Reviewer Evaluation That Numerator Definition Was

Met
Measure Individuals in Individualsin Individualsin Individualsin Individualsin
Programs Serving Programs Programs Programs Programs
Those Who Are Serving Those Serving Those Serving Those Serving Those
Older Adults with a Physical with an with an Acquired witha
(row %) Disability Intellectualor a Brain Injury Behavioral
(row %) Developmental (row %) Health Condition
Disability (row %)
()
(row %)
Kappa (p-value) 0.67 (<0.001) 0.75(<0.001) 0.96 (< 0.001) 0.88(<0.001) 0.69 (< 0.001)

IRR was evaluated for the concordance between reviewers’ overall assessment that the record indicated all FASI-based
needs were addressed. These analyses were conductedfor records that had been determined to meet the criteria for the
denominator (i.e., atleast one FASI-based need existed). Four hundred twenty-fourindividuals with two data abstraction

forms were analyzed to determine the strength of agreement (Kappa) betweentwo reviewers. Results indicated good
agreement that was statistically significant (k=0.5759, p<0.001). Subsequent analysis was run to determine LOA by

programtype. Results ranged from moderate to good LOA with the exception of the program forindividuals with an
intellectual ora developmental disability, as shown in Table 16.

Table 16. Concordance between Reviewers’ Overall Assessment That Record Indicated PCSP Addressed All Identified

FASI-Based Needs

Measure Individualsin Individualsin Individualsin Individualsin Individualsin
Programs Programs Programs Serving Programs Programs Serving
ServingThose | Serving Those Those with an Serving Those Those witha
Who Are Older | with aPhysical Intellectual or a with an Behavioral
Adults Disability Developmental Acquired Health Condition
(row %) (row %) Disability Brain Injury (row %)
(row %) (row %)
Kappa (p-value) | 0.78 (< 0.001) 0.76 (<0.001) 0.02 (<0.001) 0.69 (< 0.001) 0.56 (< 0.001)

[Response Ends]

2a.12. Interpret the results, in terms of how they demonstrate reliability.

(In other words, what do the results mean and what are the norms for the test conducted?)

[Response Begins]

Overall, theseresults indicate that reviewers were able to consistently identify whether an individual had a FASI-based
need (denominator), identifythe total number of needs (preparatory to determiningthe numerator) and the needs
addressedby the PCSP, and identify whether individuals met the requirements of the numerator. The developmentteam
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investigated whetherincreasing numbers of FASI-based needs resultedin an increased likelihood of needs not being
addressed by the PCSP. The development team found atwo percentincrease in the likelihood of needs not being
addressedfor each additional need.

Cohen's kappa measures agreement between two raters corrected for how often the raters may agree by chance. While
interpretation may vary, values between 0.10 and 0.20 may be consideredto reflect "slight" agreement, while values
below 0.10 are considered as having poor agreement. However, low sample sizes can impact kappa values making
interpretation challenging. Additionally, very high prevalence of one or moreresponsesbeingrated may createa
situation where kappa valuesare low even when percent of agreement is high—this is knownas the "kappa paradox"
(Feinstein & Cicchetti, 1990).

Results for individuals in programs serving those with an intellectual or developmental disability are lowerthan expected
(with compared to results for programs servingother populations). The developerteam will explore reasons why results
for thisgroup are low and provide additional detailsto the Standing Committee as they become available.

1. Cicchetti,D.V. & Feinstein, A.R.(199). High agreement but low kappa: Resolving the paradoxes. J Clin Epidemiol.
1990;43(6):551-558. doi: 10.1016/0895-4356(90)90159-m.

[Response Ends]

2b.01.Selectthe level of validity testing that was conducted.

[Response Begins]

Systematic assessment of face validity of performance measure score as an indicator of qualityor resource use (i.e., isan
accurate reflection of performance on quality or resource use and candistinguish good from poor performance)

[Response Ends]

2b.02. For each level of testing checked above, describe the method of validity testingand what it tests.

Describe the steps—do notjust name a method; what was tested, e.g., accuracy of data elements comparedto
authoritative source, relationship to another measure as expected; what statistical analysis was used.

[Response Begins]

Reviewers and TEP members were surveyed on a series of questions to assess the face validity of the proposed measure.
After reviewing atleast 10 data abstraction forms, or atthe end of data collection, reviewerswere askedto complete a
one-time feedback form on asecure online survey. The feedback form was designed to allow reviewers the opportunity
to share opinions and experiences in completing the performance measure and to provide critiqgue on the measure’s
usability, appropriateness of content as a performance measure, and specifications of the measures (validity). In addition,
a TEP consisting of 22 subject matter experts and stakeholders was convened and preliminary results were presented.
Following the TEP meeting, members also completed the online feedback form. Twelve of the 22 TEP members provided
feedbackincluding 7 potential FASI PM users, 2 advocacy group representatives, 2 self-advocates and 1 potential FASIPM
user.

Face validity of the critical data elements was tested by summarizing percent agreement of applicable survey questions
onthe reviewer and TEP feedbackforms.

1. Identifying needs on FASI. Reviewers and TEP members indicated whether they thought the statementsin the
survey regarding the performance measure definition of need were clearand appropriate.
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2. Identifying whether the alignment of needs to personal service plan isimportant to quality. Reviewers and TEP
membersindicatedto what extent theyagreed with survey questions regarding the alignment of needs and the
PCSP asimportant to high-quality care.

Face validity of the performance measure as a measure of the quality of person-centeredservices and supports was
tested by summarizing percent agreement of applicable survey questions on the feedback forms.

Use of face validity to evaluate measures seeking initial endorsement consideration (see Measure developer guidebook
forsubmitting measures to NQF,2022, page 42).

[Response Ends]

2b.03. Provide the statistical results from validity testing.

Examples may include correlations or t-test results.

[Response Begins]

»u

The feedback form used afour-evel Likert-type scale thatincludedanchorsfrom “strongly disagree,” “disagree,” “agree,”
and “strongly agree.” For ease of presentation, the results of the critical data elements and the systematic assessment of
face validity sections are presented as a dichotomized list that combined “strongly disagree” with “disagree” and
“strongly agree” with “agree.”

Results of Validity Testing of Each Critical Data Element

1. Identifying needs on FASI. The performance measure denominator, “All individuals 18 years or older who
received CB-LTSSwith documentedfunctionalneeds determined by a FASI within the reporting period,” had a
high level of endorsement by the reviewers (90.5 percent) and TEP members (92.0 percent) as aclear and
appropriate specification. Reviewers (90.0 percent) and TEP members (100 percent) strongly agreed or agreed
with the statement “documented functional needs will be based on receiving 05 or below, or 88,” indicating they
consideredthe performance measure definition valid as a measure of function using the FASI scale, as shown
in Table 17.

2. Identifying whether the alignment of needs to PCSPis important toquality. A series of questions was asked
regarding whether the performance measure was important to the quality of HCBS care. Reviewers (88 percent)
and TEP members (75 percent) agreed with the statement thata PCSP thataddresses functionalneedsis an
important step toward high-quality services because the assessment entity can deliver services and supports
importantto the person. Similarly, reviewers (83 percent) and TEP members (92 percent) agreed with the
statementthata PCSP thataddresses identified functional needs is an important step toward high-quality
services because the reviewer can create a plan to address the individual’s needs. Finally, the reviewers (81
percent) and TEP members (67 percent) agreed with the statementabout whether performance on this measure
providesimportantinformation for assessing whether groups of HCBS recipients are receiving high-quality
services. Overall, reviewers and TEP members had highto moderate agreement on the questions regarding
whether the performance measure isimportant to providing high-quality care in HCBS, as shown in Table 18.

NATIONAL QUALITY FORUM PAGE 51



Table 17. Reviewer and TEP Member Responses to Performance Measure Definition, Clarity, and Critical Data Element
Questions on Feedback Survey

PCSP addressedthe identified self-care,
mobility and/or IADLneeds. This means
that there isaservice (paid or unpaid)
and/or action steps associated with all
the unmetneedsidentified usinga FASI
assessment.

Question Survey Question Reviewer* — TEP** —
No. (or aspect of measure definitionbeing
addressed)
— — Strongly Disagree and Strongly | Strongly | Strongly
Disagree freq (%) Agree Disagree | Agree
and and and
Agree Disagree | Agree
freq(%) | frea(%) | freq(%)
10 The definition of the numerator is easy to 4(9.5) | 38(90.5) 0(0.0) | 12(100)
understand.
11 The definition of the denominator s easy 4(9.5) | 38(90.5) 1(8.3) 11
to understand. (91.7)
12A The performance measure reporting 3(7.1) | 39(92.9) 0(0.0) | 12(100)
periodis definedas 12 months.
12B This performance measure may be 3(7.1) | 39(92.9) 0(0.0) | 12(100)
reportedby the state or contracted
[assessment] entity.
12C Documented functional needs will be 4(9.5) | 38(90.5) 0(0.0) | 12(100)
based onreceivinga5 or below, or 88.
12D Documentation of a PCSP will be 3(7.1) | 39(92.9) 0(0.0) | 12(100)
identified throughthe individual’s case
record. (PCSP may vary within and across
[assessment] entities; each [assessment]
entity will use its forms for the PCSP.)
12E A reviewer will determine whetherthe 3(7.1) | 39(92.9)| 4(33.3) | 8(66.7)

— Cellintentionally leftempty

*Nfor reviewer respondents to each question was 42 (100 percent).

**Nfor TEP respondents to each question was 12 (54.5 percent).

Systematic Assessment of Face Validity. Reviewers and TEP members were asked a seriesof questions about the clarity
and definitions of the performance measure and whether the measure isimportant to providing person-centered services
and supports. Results from eachgroupare described separately (also see Table 18).

Reviewer Results. One hundred percent of reviewers completed the feedback form. Reviewers had high agreement with
the statements regarding the wording of the performance measure numerator (91 percent), denominator (91 percent),
timing (93 percent), and assessment entity (i.e., provider organization) (93 percent). There also was high agreement with
identifying the PCSPthrough theindividual’s case record (92.9 percent) and whether the reviewer will determine whether
the PCSP addresses the functionalneeds identified through the FASI (93 percent).
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Regarding whetherthe performance measure will promote person-centered services and supports, the reviewers agreed
with the statements that (1) a PCSP thataddresses identified functional needs is an important step to creating person -
centered services because itaddresses the individual’s needs (95 percent); and (2)a PCSP that addressesidentified
functional needsis animportant step to creating person-centered services because the reviewer can create goals
addressing the individual’s needs (83 percent). They also agreedthat performance on this measure provides important
information for assessing whether groupsof HCBS recipients are receivingperson-centered services (81 percent).

TEP Results. Fifty-five percent of the TEP members completed the feedback form. The feedbackform usedthe same
Likert scale and rating merging methods. TEP members were askedthe same questions as the reviewers.

TEP members had high agreement on the statements regarding the wording of the performance measure numerator (100
percent), denominator (92 percent), timing (100 percent), and the assessment entity (provider organization) (100
percent). There also was high agreement on identifyingthe PCSP through the individual’s case record (100 percent) and
whether the reviewer will determine whether the PCSP addressed the functional needs that wereidentified throughthe
FASI(66.7 percent).

Regarding the performance measure’s effect on person-centered services and supports, TEP members agreed with the
following statements: (1) A PCSPthat addresses identified functional needs is an important step to creating person-
centered services becauseitaddresses theindividual’s needs (92 percent); and (2) A PCSP that addresses identified
functional needsis an important step to creating person-centered services because the reviewer can create goals
addressing the individual’s needs (75 percent). They also agreedthat performance on this measure provides important
information for assessing whether groupsof HCBS recipients are receivingperson-centered services (67 percent).

Table 18. Reviewer and TEP Member Agreement on Quality and Person-Centered Questions

Question Survey Question Reviewers* — TEP** —
No. (or aspect of measure definitionbeing
asked about)
— — Strongly Disagree Strongly | Strongly | Strongly
and Disagree freq (%) Agree Disagree | Agree
and and and
Agree Disagree | Agree
freq (%) freq (%) freq (%)
14A A PCSP thataddresses identified 2(4.8) | 40(95.2) 1(8.3) 11
functional needsis an important step to (91.7)

creating person-centered services
because itaddresses the individual’s
needs.

14B A PCSP thataddresses identified 7(16.7) | 35(83.3) 3(25.0) | 9(75.0)
functional needsisanimportant step to
creating person-centered services
because the reviewer can create goals
addressing the individual’s needs.

14C Performance on this measure provides 8(19.) | 34(81.0) 4(33.3) | 8(66.7)
importantinformation for assessing
whether groups of CB-LTSS recipients are
receiving person-centeredservices.
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Question Survey Question Reviewers* — TEP** —

No. (or aspect of measure definitionbeing
asked about)
14D A PCSP thataddressesidentified 5(11.9) | 37(88.1) 3(25.0) | 9(75.0)

functional needsis an important step
towards high quality services because the
[assessment] entity can deliver services
and supportsimportant to the individual.

14E A PCSP thataddresses identified 7(16.7) | 35(83.3) 1(8.3) 11
functional needsis animportant step (91.7)
towards high quality services because the
reviewer cancreate a plan to address the
individual’s needs

14F Performance on this measure provides 7(16.7) | 35(83.3) 4(33.3) | 8(66.7)
importantinformation assessingwhether
groups of CB-LTSS recipients are receiving
high quality services.

— Cellintentionally leftempty
*N for reviewer respondents to each question was 42 (100 percent).

**N for TEP respondents to each question was 12 (54.5 percent).

[Response Ends]

2b.04. Provide your interpretation of the results in terms of demonstrating validity. (i.e., what do the results mean and
what are the norms for the test conducted?)

[Response Begins]

Reviewers and TEP members generally had high agreement on the importance of the performance measure to person-
centered services and supports and its potential as a measure of quality care for HCBS. In addition, there was high to
moderate agreement on the performance measure definitions, the timing of the performance measure, and the
importance of aligning the functional needsto the PCSP.

Results from the Performance Measure Definition, Clarity, and Critical Data Element Questions on Feedback Survey

Overall, there was good endorsement for the Performance Measure Definition, Clarity, and Critical Data Element
questions. TEP members provided qualitative feedbackasking for clarification on “may be reported by the state or
contractedentity” means. Two members liked the flexibility of the PCSP definition, but feltit was burdensome to
determine whetherthe PCSPaddressedthe identifiedneeds. One TEP member wrote, “it may be burdensometo hunt
through case notes and case notes do notequal a PCSP. An individual’s unmet needsmay be large, and requiring action
stepsfor all, evenif they are nota priority for the [individual], may veerfrom being person-centered.” The reviewers also
requested clarificationon terminology (e.g., PCSP) and two reviewers commented on the confusion overthe coding
scheme in FASI (e.g.,01,09, 88). Onereviewer (case manager or services coordinator supervisor) wrote, “Due to different
forms for each person, different writers of PCSP, and different trainings across agencies, there appears to be not enough
objectivity.”

Results from the Quality and Person-Centered Agreement Questions for Review and TEP Member Agreement

Overall, there was good endorsement for the Reviewer and TEP member agreement on Quality and Person-Centered
guestions. Five reviewers and two TEP members had comments that the assessorshould not be creating goals, but that
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the goals should come from the individualbeing assessed. In addition, one reviewer felt that additional performance
areas needed to be included: “It would be helpful to create measures related to otherassessed needs. Itwould also be
helpful to indicate times when a recipient might have an assessed need, but refuses supportin thatarea.” A TEP member
supports this sentiment by stating, “Personcentered services goes well beyond meeting functional needs.”

Some participants commentedon how two concepts—“person-centered” and “high quality services” —are separate and
that a high performance measure percentage may notreflectthatthe clientis receiving quality care. A TEP member
stated, “This assesses how well the assessor documents what is required. The participant identifies quality and should
create theirown goals. This process misses how the goals canbe used to improve service delivery. How do they goals
improve the person-centeredness of daily staff interactions and quality of care?”

[Response Ends]

2h.05. Describe the method for determining if statistically significant and clinically/practically meaningful differences in
performance measure scores among the measured entities can be identified.

Describe the steps—do notjust name a method; what statistical analysis was used? Do not just repeat the information
provided in Importance to Measure and Report: Gap in Care/Disparities.

[Response Begins]

The statistical analysis method we usedto determine statistically significant and clinically meaningful differences for the
performance measure scores was the chi-square statistical test. The chi-square test compares observed results with
expected results to determine whether differences between the two are dueto chance ordue to valid relationship
between the variables.

[Response Ends]

2b.06. Describe the statistical results from testing the ability to identify statistically significant and /or
clinically/practically meaningful differences in performance measure scores across measured entities.

Examples may include number and percentage of entities with scores that were statistically significantly different from
mean orsome benchmark, different from expected; how was meaningful difference defined.

[Response Begins]

The chi-square results revealed a statistically significant difference in the performance measure scores (x?(4)=53.5,
p<0.0001), indicating that the differences observed are not merely due to random chance. Table 19 shows that the
highest performance measure score is fromthe acquired brain injury, physical disability, and behavioral health condition
programtypes (85.5 percent, 79.0 percent, and 76.6 percent, respectively), whereas the lowest performance measure
scores are fromthe olderadultand intellectual or developmental disability program types (58.1 percentand 42.5
percent, respectively).
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Table 19. Aligning PCSP with FASI-Based Needs: Score by Program Type

Measure Individualsin Individualsin Individualsin Individualsin | Individualsin Total
Score Programs Programs Programs Programs Programs
Serving Those | Serving Those Serving Those Serving Those | Serving Those
Who Are with a Physical with an with an witha
Older Adults Disability Intellectual or a Acquired Behavioral
(row %) (row %) Developmental Brain Injury Health
Disability (row %) Condition
(row %) (row %)
Performance 58.1 79.0 42.5 85.5 76.6 66.3
Measure Score

[Response Ends]

2b.07.Provide your interpretation of the results in terms of demonstrating the ability to identify statistically significant
and/or clinically/practically meaningful differences in performance across measured entities.

In other words, what do the results mean in terms of statistical and meaningful differences?

[Response Begins]

Although the chi-square result (y?(4)=53.5, p<0.0001) is statistically significant, we cannot ascertain how clinically or
practically meaningful these results are because this measureis not routinely implemented in HCBS programs. As a result,

experienceis insufficient to identify what counts as a meaningful difference in the score across programtypes.

[Response Ends]

2b.08. Describe the method of testing conductedto identify the extent and distribution of missing data (or non-
response) and demonstrate that performance results are not biased due to systematic missing data (or differences

between responders and non-responders). Include how the specified handling of missing data minimizes bias.

Describe the steps—do notjust name a method; what statistical analysis was used.

[Response Begins]

In theory, using the FASI field test data ensured that missing data were notan issue in terms of the critical data elements.

However, data abstracted onto the data abstraction forms had to be merged with the FASI field test data to determine
HCBS programtype and demographics. The developerteam found 36 data abstraction formsthat could not be paired
with FASI field test forms. Without matchingthe measure test data to the FASI field test data, the team was unable to
determinetheirprogramtype, whichis the unit of analysis.

[Response Ends]

2b.09. Provide the overall frequency of missing data, the distribution of missing data across providers, and the results

from testing related to missing data.
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Forexample, provide results of sensitivity analysis of the effect of various rules for missing data/non -response. If no
empirical sensitivity analysis was conducted, identify the approaches for handling missing data that were considered and
benefits and drawbacks of each).

[Response Begins]

Missing data were minimal for this performance measure. The 36 data abstraction forms that could not be aligned with
FASIfield testrecordswerearesult of incorrect form and reviewer identifiers and not a result of data missing from the
fields on the abstractionformrelatedto identifying the critical data elements.

[Response Ends]

2b.10.Provide your interpretation of the results, in terms of demonstrating that performance results are not biased

due to systematic missing data (or differences betweenresponders and non-responders), and how the specified
handling of missing data minimizes bias.

In other words, what do the results mean in terms of supporting the selected approach for missing dataand what are the
norms forthe test conducted; if no empirical analysiswas conducted, justify the selected approach for missing data.

[Response Begins]
Performanceresults were not biased because of missing datain the critical data elements.

[Response Ends]

Note: Thisitemis directedto measures that are risk-adjusted (with or without social risk factors) OR to measures with
more than one set of specifications/instructions (e.g., one set of specifications for how to identifyand compute the
measure from medicalrecord abstraction and a different set of specifications for claimsor eCQMs). It does not apply to
measures that use more than one source of datain one set of specifications/instructions(e.g., claims data to identify the
denominatorand medical record abstraction forthe numerator). Comparability is not required when comparing
performance scores with and without socialrisk factors in the risk adjustment model. However, if comparability is not
demonstrated for measures with more than one set of specifications/instructions, the different specifications (e.g., for
medical records vs. claims) should be submitted as separate measures.

2b.11.Indicate whetherthere is more than one set of specifications for this measure.

[Response Begins]
No, there is only one set of specifications for this measure

[Response Ends]

2b.12.Describethe method of testing conductedto compare performance scores for the same entities across the
different data sources/specifications.

Describe the steps—do notjust name a method. Indicate what statistical analysiswas used.

[Response Begins]

[Response Ends]
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2b.13. Provide the statistical results from testing comparability of performance scores forthe same entities when using
different data sources/specifications.

Examples may include correlation, and/or rank order.

[Response Begins]

[Response Ends]

2b.14.Provide your interpretation of the results in terms of the differences in performance measure scores for the
same entities across the different data sources/specifications.

In other words, what do the results mean and what are the norms for the test conducted.

[Response Begins]

[Response Ends]

2b.15. Indicate whetherthe measure uses exclusions.

[Response Begins]
N/A or no exclusions

[Response Ends]

2b.16.Describethe method of testing exclusions and what was tested.

Describe the steps—do notjust name a method; what was tested, e.g., whether exclusions affect overall performance
scores; whatstatistical analysis was used?

[Response Begins]

Individuals who did not have a FASI-based need were excluded from the performance measure, ensuring thatonly
individuals with functional needs in self-care, mobility, and IADLwereincludedin its testing. The majority of HCBS
recipients were individuals with functional needsin one of these three areas; however, because FASI evaluates only
functional needs, there may be other reasons an individual is receiving HCBS services (cognitive, behavioral, oremotional
needs) that may not be manifestedas afunctional need.

[Response Ends]

2b.17.Provide the statistical results from testing exclusions.

Include overall number and percentage of individuals excluded, frequency distribution of exclusions across measured
entities, and impact on performance measure scores.

[Response Begins]

Three individuals, out of the 478 sample, had no FASI-based functional need, results for which are presented in Table 20.
Although this occurrenceis to be expected, that only a small group of individualshad no functionalneed is reassuring.
These individuals with an acquiredbraininjury or a behavioral health condition may be receiving services because of
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cognitive, behavioral, or emotional needs. FASIis only one component of a comprehensive, person-centered assessment
for individuals receiving HCBS.

Table 20. Number of Unique Individuals and Number Identified as Having No FASI-Based Need

Measure Individuals Individuals Individualsin Individuals Individuals Total
in Programs | in Programs Programs in Programs | in Programs
Serving Serving Serving Those Serving Serving
Those Who | Those with with an Those with | Those with
Are Older a Physical Intellectualor | an Acquired a
Adults Disability a Brain Injury | Behavioral
(row %) (row%) | Developmenta | o) Health
Disability Condition
(row %) (row %)
Unique Individuals 117 (24.5) 119(24.9) 106(22.2) 70(14.6) 66 (13.8) 478 (100)
Individuals with no 0(0.0) 0(0.0) 0(0.0) 1(33.3) 2(66.7) 3(100)
FASI-Based Need

[Response Ends]

2b.18.Provide your interpretation of the results, in terms of demonstrating that exclusions are neededto prevent
unfair distortion of performance results.

In other words, the value outweighsthe burden of increased data collection and analysis. Note: If patient preference is an
exclusion, the measure must be specified so that the effect on the performance score is transparent, e.g., scores with and
withoutexclusion.

[Response Begins]

Individuals with an acquired brain injury, a behavioral health condition, or an intellectual or a developmental disability
may not have functional disabilities that limit their participation in everydayactivities. Thus, itis reasonable that these
individuals, although needing HCBS for otherreasons (e.g., behavioral needs), have no FASI-based needs. That FASI data
elements captureonly one aspect (i.e., function) of acomprehensive, person-centered assessment isimportant to note

[Response Ends]

2b.19.Check all methods usedto address risk factors.

[Response Begins]
No risk adjustment or stratification

[Response Ends]

2b.20. If using statistical risk models, provide detailed risk model specifications, including the risk model method, risk
factors, risk factor data sources, coefficients, equations, codes with descriptors, and definitions.

[Response Begins]
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[Response Ends]

2b.21.1f an outcome or resource use measureis not risk-adjusted or stratified, provide rationale and analyses to

demonstrate that controlling for differences in patient characteristics (i.e., case mix) is not needed to achieve fair
comparisons across measured entities.

[Response Begins]
Not applicable. This processmeasure is not risk adjusted.

[Response Ends]

2b.22.Selectall applicable resources and methods used to develop the conceptual model of how social riskimpacts
this outcome.

[Response Begins]

[Response Ends]

2b.23. Describe the conceptual and statistical methods and criteria used to test and select patient-level risk factors
(e.g., clinical factors, social risk factors) used in the statistical risk model or for stratification by risk.

Please be sure to address the following: potential factors identified in the literature and/or expert panel; regression
analysis; statisticalsignificance of p<0.10 or other statistical tests; correlation of x or higher. Patient factors shouldb e
presentatthe start of care, if applicable. Also discuss any “ordering” of risk factor inclusion; note whether social risk
factors are added afterall clinical factors. Discuss any considerations regarding data sources (e.g., availability, specificity).

[Response Begins]

[Response Ends]

2b.24. Detail the statistical results of the analyses used to testand select risk factors for inclusion in or exclusion from
the risk model/stratification.

[Response Begins]

[Response Ends]

2b.25. Describethe analyses and interpretation resulting in the decision to select or not select social risk factors.

Examples may include prevalence of the factor across measured entities, availability of the data source, empirical
association with the outcome, contribution of unique variation in the outcome, or assessment of between-unit effects and
within-unit effects. Also describe the impact of adjusting for risk (or making no adjustment) on providers at highorlow
extremes of risk.

[Response Begins]

[Response Ends]
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2b.26.Describe the method of testing/analysis used to develop and validate the adequacy of the statistical model or
stratification approach (describe the steps—do not just name amethod; what statistical analysis was used). Provide

the statistical results fromtesting the approach to control for differences in patient characteristics (i.e., case mix)
below. If stratified ONLY, enter “N/A” for questions about the statistical risk model discrimination and calibration
statistics.

Validation testing should be conducted in a data set thatis separate from the one used to develop the model.

[Response Begins]

[Response Ends]

2b.27.Providerisk model discriminationstatistics.

Forexample, provide c-statistics or R-squared values.

[Response Begins]

[Response Ends]

2b.28. Provide the statistical risk model calibrationstatistics (e.g., Hosmer-Lemeshow statistic).

[Response Begins]
Not applicable. This processmeasure is not risk adjusted.

[Response Ends]

2b.29.Providetherisk decile plots or calibration curves used in calibrating the statistical risk model.

The preferred file formatis.png, but mostimage formats are acceptable.

[Response Begins]

[Response Ends]

2b.30.Providetheresults of therisk stratification analysis.

[Response Begins]

[Response Ends]

2b.31.Provide your interpretation of the results, in terms of demonstrating adequacy of controlling for differencesin
patient characteristics (i.e., case mix).

In other words, what do the results mean and what are the norms for the test conducted ?

[Response Begins]

[Response Ends]
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2b.32.Describe any additional testing conductedto justify the risk adjustment approach usedin specifying the
measure.

Not required but would provide additional support of adequacy of the risk model, e.g., testing of risk model in another
data set; sensitivity analysis for missing data; other methods that were assessed.

[Response Begins]

[Response Ends]

Criteria 3: Feasibility

Extent to which the specifications including measure logic, require data that are readily available or could be captured
without undue burden and can beimplementedfor performance measurement.

3.01. Check allmethods belowthat are used to generate the data elements needed to compute the measure score.

[Response Begins]

Abstractedfromarecord by someone other than person obtaining originalinformation (e.g., chart abstractionfor quality
measure or registry)

[Response Ends]

3.02. Detail to what extent the specified data elements are available electronically in definedfields.

In other words, indicate whether data elements that are needed to compute the performance measure score are in
defined, computer-readable fields.

[Response Begins]
Some dataelements arein definedfields in electronicsources

[Response Ends]

3.03. IfALL the data elements needed to compute the performance measure score are not fromelectronic sources,

specify a credible, near-term pathto electronic capture, OR provide a rationale for using data elements not from
electronicsources.

[Response Begins]

This proposed measure requires two sources of data—the FASIand the PCSP. The data-entry process for each source of
data will depend on the provider organization’s resources. For the FASI, some organizations likely will use the electronic
version of the FASIlin theirrecords; others, however, may relyon paper versions. Forthe PCSP, a variety of documents
may be used to documentthe PCSP;in fact, it has been recognizedin the performance measure that each state
organization may have its own system. During measure testing, reviewers recorded where theyobtained the data for the
measure; their responses are summarizedin Table 21. Although data were obtainedfrom onlya subset of all provider
organizations, the variety of electronicand paper-based sources demonstrates the reality of the environment. The most
common source foreachprogramtype was an electronic service plan.

NATIONAL QUALITY FORUM PAGE 62



Table 21. Sources of Documentation Used in Producing Performance Measure by Program Type

Source Individualsin Individualsin Individualsin Individualsin Individualsin
Programs Programs Programs Programs Programs
Serving Those Serving Those Serving Those Serving Those Serving Those
Who Are Older | with aPhysical with an with an witha
Adults Disability Intellectual or a Acquired Behavioral
(row %) (row %) Developmental |  Brain Injury Health
Disability (row %) Condition
(row %) (row %)
Electronic Service Plan 59/117 (50.4) 87/119(73.1) 106/106 65/69 63/64
(100.0) (50.0) (98.4)
PaperService Plan 44/117 (37.6) 19/119 (16.0) 9/106 2/69 0/64
(8.5) (2.9) (0.0)
Case Notes 52/117 (44.3) 80/119 (67.2) 36/106 39/69 11/64
(34.0) (56.5) (17.2)
Administrative or Claims 0/117 47/119 (39.5) 0/106 19/69 0/64
Data (0.0) (0.0) (27.5) (0.0)
Other 6/117 2/119 23/106(21.7) 5/69 10/64
(5.1) (1.7) (7.3) (15.6)

*Reviewers wereinstructedto “check all that apply” when indicating sources of documentation used; thus, for some
records, multiple sources of documentation were selected. As aresult, columns do nottotal to 100 percent.

[Response Ends]

3.04. Describe any efforts todevelop an eCQM.

[Response Begins]

Currently, no efforts underway to develop an eCQMfor the FASI PCSP. Different approaches to data capture and program
differences across states make the standardization of data capture across these disparate states currently unfeasible for
measure expression in eCQM format.

[Response Ends]

3.06. Describe difficulties (as a result of testing and/or operational use of the measure) regarding data collection,
availability of data, missing data, timing and frequency of data collection, sampling, patient confidentiality, timeand
cost of data collection, other feasibility/implementationissues.

[Response Begins]
Reviewers, TEP members, and researchers identified the following difficulties in data collection.

e Understanding the FASItool and performance measure instructions. A few reviewers and TEP members
consideredthe performance measure’s language unclear, especially concerning the PCSP; however, this opinion
was among the minority in the total surveyresults. (See Table 17 in the Scientific Acceptability: Validity Testing
section of this submission.) In addition, reviewerand TEP member comments showed concernthat the
performance measuredid not address other needs. They stated thatitis common for otherissues, such as
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housing and transportation, to be main considerationsin the individual’s ability to stay in the home or
community. Finally, many comments were received about the difference between developing goals and service
planning. One concern was thatthe processused to determine needsand goals should have a person-centered
approach (e.g., “Ifeel thatthe client should determine their owngoals, notthe assessor;” “The assessor should
notbe creating goals or plans to address the individual’s needs, that should be done starting with the customer
and all team membersinvolved for support”). The other generalconcernwas the association between
addressing needs, service planning, and quality. Some reviewers and TEP members recognized the differences
between the individual’s “wants” and “needs” and theirassociation with quality (e.g., “What if, for example, an
individual doesn't like roommates butis receiving HCBSresidential services in agroup home? The grouphome
may be addressing all of their identified needs, butit's not a person-centered service [theydon'tlike
roommates] and may or may not be a high quality residential service”). Others recognized the need to prioritize
(e.g., “those [functional] needs may not be addressedif there are other, more serious needs that the client has
identified”). The latter concerns may be addressed by appropriate training to help the reviewers understand the
intent of the performance measure—namely to isolate functional needs andtheir association with service
planning—while emphasizing that other needs areimportant but require the use of other tools thatare not
addressedin this performance measure. In addition, training should address how reviewers are engaging the
individuals being served and theirfamilies in the discussion of needs and service planning. A proposed training
programis described below.

Administrative burden (accessibility of information, time to complete measure). A majority of comments
suggested thatreviewingservice plan information would be difficult for the provider organization because itis
described in a variety of documents (e.g., case notes, service planning forms). (See Table 21 in the

Feasibility section of this submission). As aresult, some organizations needed a significantamount of time to
collectall relevantinformation to complete the performance measure. However, this sentiment was not shared
by all; some respondents reported that the PCSP was easily accessible. The perception of the administrative
burden most likelydepends on the provider organization. Finally, some reviewerssuggested that the variancein
training among states may affect the user’s understanding and the time neededto complete the performance
measure.

To mitigate these difficulties, the following recommendations are provided.

Training. The training program the developmentteam used in the testingincluded a 90-minute Microsoft®
PowerPoint presentation with time for questions and discussion. The contentincluded (1) FASI set description
and purpose, (2) performance measure foundational principles, (3) detailed description of the performance
measure with examples, and (4)instructions on completing the data abstraction form. The FASIteam also
included a weekly roundtable during implementationto discuss the performance measure. An online, accessible
presentation (asynchronous or synchronous) is recommended. A possible addition to the FASI training may
include methods to elicitand record functional needs from all individuals in HCBS and more detail on how to
obtain the PCSP. To address the concernabout person-centeredservices and supports, the training should
include amodule on best practices to effectively engage individualsreceiving HCBS in a discussion about their
goals and needs.

Time to gather data. Reviewers voiced concern about the amount of time it took to complete the data
abstraction form. Possible solutions include creating a streamlined data abstractionform by removing all
unnecessaryitems usedfor the testing and modifying the FASI to an electronic system. State and provider
organizations may consider developing a standardized form for the PCSP.

Sampling. Use of standard sampling techniquesis recommendedto allow for scientifically sound analysis and

maintenance of dataintegrity while decreasing the time needed for the analysis. Possible methods include using
a randomizedor stratified random sampling of eligible candidates.

[Response Ends]
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Consider implications for bothindividuals providing data (patients, service recipients, respondents) andthose whose
performanceis beingmeasured.

3.07. Detail any fees, licensing, or other requirements to use any aspect of the measure as specified (e.g., value/code
set, riskmodel, programmingcode, algorithm),

Attach the fee schedule here, if applicable.

[Response Begins]
Not applicable. No fees or licensing are required.

[Response Ends]

Criteria 4: Use and Usability

Extentto which potential audiences (e.g., consumers, purchasers, providers, policy makers) are using or could use
performance results for both accountabilityand performance improvement to achieve the goal of high-quality, efficient
healthcarefor individuals or populations.

Extentto which intended audiences (e.g., consumers, purchasers, providers, policy makers)can understandthe results of
the measure and are likelyto find them useful for decision making.

NQF-endorsed measures are expected to be usedin at least one accountability application within 3 years and publicly
reportedwithin 6 years of initial endorsement, in addition to demonstrating performance improvement.

4a.01. Checkall current uses. For each current use checked, please provide:

Name of program and sponsor

URL

Purpose

Geographicareaand numberand percentage of accountable entities and patients included
Level of measurement and setting

O O O O o

[Response Begins]
Public Reporting
[Public Reporting Please Explain]

Name of Program and Sponsor: Centers for Medicare & Medicaid Servicesfor HCBS populations whose care is paid
through Medicaid

URL: https://www.medicaid.gov/medicaid/long-term-services-supports/teft-program/functional-asse ssment-
standardized-items/index

Summary of FASI PM2 Use: FASI supports CMS’s long-term strategy of developingstandardized interoperable assessment
items? that fulfill the mission of the Improving Medicare Post-Acute Care Transformation (IMPACT) Act of

2014 tInteroperability facilitates the exchange of health information for individuals across the care continuum and allows
continuity of care, ensuring that health informationfollows the person wherevertheyare receivinghealth care. A critical
challengein realizing interoperability, in the HCBS care setting, is the harmonization of standardized assessments and
quality measures utilized in HCBS. HCBS is not specifically listed as an entity thatis requiredto utilize standardized data
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elements and quality measures. However, FASI demonstrates its value by beinginteroperable with the standardized
patient assessment data elements requiredfor Long-Term Care Hospitals, Skilled Nursing Facilities, Home Health
Agencies, and Inpatient Rehabilitation Facilities. Ultimately, FASI connects the healthcare continuum for Medicaid
participants and enables “data to follow the person,” by use of functional data elements which can be transferred
electronically across care settings to provide a holistic historical picture of the personthat follows them throughout their
care journey. This allows timely information that is expressedin the same coding language on function, as well as how a
person’s acuteand post-acute functionalability and needs are described.

The utility of FASIPMZ2, in addition to its link to interoperable data, is further supported by HCBS stakeholders and
technical experts who have assessed the measure as making a meaningfuladditionto the HCBS field (see Scientific
Acceptability: Validity for more information). This measure will enable the comparison of Medicaid waiver programs
within and across states. The cross-program, intrastate, and interstate comparisons that this quality measure facilitates
will enable HCBS participants to make decisions about where they access care.

FASIPM2 promotesperson-centered care by ensuring that care plansalign with documented participant preferences.
Existing literature suggests that using a person-centeredapproach in developing service plans can leadto higher
satisfaction and more engagement of persons in their care.22 FASIPM2 accomplishes this by building on FASIPM1 (NQF
3593), whichfocuses on including the person (i.e., participant) in the functionalassessment process through
documentation of their personal priorities for care. FASI PM2 further assesses if care plans are documented which
address the preferences and priorities identified in FASIPM1. In concert, the two measures have the potential to enhance
care coordination related to functional status and service planning waiver sub assurances. Currently, both FASI measures
are being used in or considered for use in three states; additional outreach by CMS to states is ongoing to promote
adoption. More broadly, the FASIis used within the VeteransHealth Administration, where the FASI self-careitems are
used by the Program of Comprehensive Assistance for Family Caregivers as part of their Veteran Functional Assessment
Instrument (VFAI).
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Quality Improvement with Benchmarking (external benchmarkingto multiple organizations)
[Quality Improvement withBenchmarking (external benchmarking to multiple organizations) Please Explain]

Name of Program and Sponsor: Centers for Medicare & Medicaid Servicesfor HCBS populations whose care is paid
through Medicaid

URL: https://www.medicaid.gov/medicaid/long-term-services-supports/teft-program/functional-asse ssment-
standardized-items/index

Summary of FASI PM2 Use: FASI supports CMS’s long-term strategy of developingstandardized interoperable assessment
items? that fulfill the mission of the Improving Medicare Post-Acute Care Transformation (IMPACT) Act of

2014 tInteroperability facilitates the exchange of health information for individuals across the care continuum and allows
continuity of care, ensuring that health informationfollows the person wherevertheyare receivinghealth care. A critical
challengein realizing interoperability, in the HCBS care setting, is the harmonization of standardized assessments and
quality measures utilized in HCBS. HCBS is not specifically listed as an entity thatis required to utilize standardized data
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elements and quality measures. However, FASI demonstrates its value by beinginteroperable with the standardized
patientassessment data elements requiredfor Long-Term Care Hospitals, Skilled Nursing Facilities, Home Health
Agencies, and Inpatient Rehabilitation Facilities. Ultimately, FASI connects the healthcare continuum for Medicaid
participants and enables “data to follow the person,” by use of functional data elements which can be transferred
electronically across care settings to provide a holistic historical picture of the personthatfollows them throughout the ir
care journey. This allows timely information that is expressedin the same coding language on function, as well as how a
person’s acuteand post-acute functionalability and needs are described.

The utility of FASIPMZ2, in addition to its link to interoperable data, is further supported by HCBS stakeholders and
technical experts who have assessed the measure as making a meaningfuladditionto the HCBS field (see Scientific
Acceptability: Validity for more information). This measure will enable the comparison of Medicaid waiver programs
within and across states. The cross-program, intrastate, and interstate comparisons that this quality measure facilitates
will enable HCBS participants to make decisions about where they access care.

FASIPM2 promotesperson-centered care by ensuring that care plansalign with documented participant preferences.
Existing literature suggests that using a person-centeredapproach in developing service plans can lead to higher
satisfaction and more engagement of personsin their care.22 FASIPM2 accomplishes this by building on FASIPM1 (NQF
3593), whichfocuses on including the person (i.e., participant) in the functionalassessment process through
documentation of their personal priorities for care. FASI PM2 further assesses if care plans are documented which
address the preferences and priorities identified in FASIPM1. In concert, the two measures have the potential to enhance
care coordination related to functional status and service planning waiver sub assurances. Currently, both FASI measures
are being used in or considered for use in three states; additional outreach by CMS to states is ongoing to promote
adoption. More broadly, the FASIis used within the VeteransHealth Administration, where the FASI self-careitems are
used by the Program of Comprehensive Assistance for Family Caregivers as part of their Veteran Functional Assessment
Instrument (VFAI).
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Quality Improvement (Internal to the specific organization)
[Quality Improvement (Internal to the specific organization) Please Explain]

Name of Program and Sponsor: Centers for Medicare & Medicaid Servicesfor HCBS populations whose care is paid
through Medicaid

URL: https://www.medicaid.gov/medicaid/long-term-services-supports/teft-program/functional-asse ssment-
standardized-items/index

Summary of FASI PM2 Use: FASI supports CMS’s long-term strategy of developingstandardized interoperable assessment
items! that fulfill the mission of the Improving Medicare Post-Acute Care Transformation (IMPACT) Act of

2014 tInteroperability facilitates the exchange of health information for individuals across the care continuum and allows
continuity of care, ensuring that health informationfollows the person wherevertheyare receivinghealth care. A critical
challengein realizing interoperability, in the HCBS care setting, is the harmonization of standardized assessments and
quality measures utilized in HCBS. HCBS is not specifically listed as an entity thatis required to utilize standardized data
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elements and quality measures. However, FASI demonstrates its value by beinginteroperable with the standardized
patient assessment data elements requiredfor Long-Term Care Hospitals, Skilled Nursing Facilities, Home Health
Agencies, and Inpatient Rehabilitation Facilities. Ultimately, FASI connects the healthcare continuum for Medicaid
participants and enables“data to follow the person,” by use of functional data elements which can be transferred
electronically across care settings to provide a holistic historical picture of the personthat follows them throughout their
care journey. This allows timely information that is expressedin the same coding language on function, as well as how a
person’s acuteand post-acute functionalability and needs are described.

The utility of FASIPMZ2, in addition to its link to interoperable data, is further supported by HCBS stakeholders and
technical experts who have assessed the measure as making a meaningfuladditionto the HCBS field (see Scientific
Acceptability: Validity for more information). This measure will enable the comparison of Medicaid waiver programs
within and across states. The cross-program, intrastate, and interstate comparisons that this quality measure facilitates
will enable HCBS participants to make decisions about where they access care.

FASIPM2 promotesperson-centered care by ensuring that care plansalign with documented participant preferences.
Existing literature suggests that using a person-centeredapproach in developing service plans can leadto higher
satisfaction and more engagement of persons in their care.22 FASIPM2 accomplishes this by building on FASIPM1 (NQF
3593), whichfocuses on including the person (i.e., participant) in the functionalassessment process through
documentation of their personal priorities for care. FASI PM2 further assesses if care plans are documented which
address the preferences and priorities identified in FASIPM1. In concert, the two measures have the potential to enhance
care coordination related to functional status and service planning waiver sub assurances. Currently, both FASI measures
are being used in or considered for use in three states; additional outreach by CMS to states is ongoing to promote
adoption. More broadly, the FASIis used within the VeteransHealth Administration, where the FASI self-careitems are
used by the Program of Comprehensive Assistance for Family Caregivers as part of their Veteran Functional Assessment
Instrument (VFAI).

References

1 Centersfor Medicare & Medicaid Services. (n.d.) IMPACT Act Standardized Patient Assessment Data
Elements https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Asse ssme nt-Instruments/Post-Acute-
Care-Quality-Initiatives/IMPACT-Act-of-2014/-IMPACT-Act-Standardized-Patient-Assessment-Data-Ele ments

2 Kim,K.M., Fox, M.H., & White, G.W. (2006). Comparing outcomes of persons choosing consumer-directed or
agency-directed personal assistance services. Journal of Rehabilitation. 72(2):32-
43. https://www.scopus.com/inward/record.uri?eid=2-s2.0-
33746260088 &partnerlD=40&md5=58a765b4ec9338cd00fab6c8d4613cf9

3 Ratti, V., Hassiotis, A., Crabtree, J., Deb, S., Gallagher, P., & Unwin, G.(2016). The effectiveness of person-
centered planning for people with intellectual disabilities: A systematic review. Research in Developmental
Disabilities. 57:63—84. http://www.sciencedirect.com/science/article/pii/S08914222 163013 8X

[Response Ends]

4a.02. Check all planned uses.

[Response Begins]

Public reporting

Quality Improvement with Benchmarking (external benchmarkingto multiple organizations)
Quality Improvement (internal to the specific organization)

[Response Ends]
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4a.03. If not currently publicly reported OR usedin at least one other accountability application (e.g., payment
program, certification, licensing), explain why the measureis not in use.

Forexample, do policies or actions of the developer/steward or accountable entities restrict access to performance results
or block implementation?

[Response Begins]

CMS intends to share informationabout the availability and potential utility of this measure for public reporting through
numerous communication venues. The measure may support statesin theirefforts to meet Medicaid’s Section 1915(c)
Home and Community-Based Services Waiver Program Assurances, particularly the Service Plan Assurance, which
requires participants to have a service plan appropriate for their needand to receive the services, supports, or both
specifiedin the plan. States must establish performance measuresand remediation and quality improvement strategies
in their waiver program application. Once approved by CMS, a state must demonstrate thatitis monitoringits program
by submitting evidence reports to CMS using the approved performance measures. CMS has also established sub-
assurances, which are how the assurances are operationalized. The first sub-assuranceis that service plans address all
participants’ assessed needs (including health and safety risk factors) and personal goals, either by providing waiver
programservices or through other means. FASIPM2 could be used to help address this first sub-assurance. For more
information on the waiver program assurances, see https://www.govinfo.gov/content/pkg/CFR-2012-title4 2-
vol4/pdf/CFR-2012-title42-vol4-sec441-302 .pdf.

In addition, the FASI data elements areincluded in CMS’s DEL, which may increase the likelihood of uptake by
stakeholders seeking informationabout functional assessment data elements that can be usedacross settings.

[Response Ends]

4a.04. If not currently publicly reported OR usedin at least one other accountability application, provide a credible
plan for implementationwithin the expected timeframes: used in any accountability application within 3 years, and
publicly reported within 6 years of initial endorsement.

A credible plan includes the specific program, purpose, intended audience, and timeline forimplementing the measure
within the specified timeframes. A plan for accountability applications addresses mechanisms for data aggregation and
reporting.

[Response Begins]

The measure in this submission is derived from the HCBS FASI set, whichis available publicly throughthe CMS Data
ElementLibrary. Because the FASI set was developed forvoluntaryuse in Medicaid HCBS, itis expected that states will
likely use the measuresderived from the assessment tool for theirinternal assessment of HCBS program qualityand
related quality and improvement projects as well as for publicreporting at the state level. These measures will likely be
included in CMS’s HCBS quality measures set for voluntary adoption by states’ HCBS programs.

[Response Ends]

4a.05. Describe how performanceresults, data, and assistance with interpretation have been providedto those being
measured or otherusers during development or implementation.

Detail how many and which typesof measured entities and/or others were included. If only a sample of measured entities
were included, describe the full population and how the sample was selected.
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[Response Begins]

This process measure was tested in nine organizations in four different states, located in geographically diverse regions of
the country. These organizations participated in the 2017 FASI field test and agreed to continue their participation by
testing this performance measure. These organizations serve different populations, including individuals who are older
adults and those with physical disabilities, intellectual or developmental disabilities, acquired braininjury, or behavioral
health conditions. Individuals includedin the testing and analysis were eligible to receive servicesunder Medicaid HCBS
programs within the four states. HCBS programs enable individuals who otherwise would need institutional residential
servicesto live in the least restrictive environment of their choosing in the community.

Measure testing focusedon the reliability and face validity of the measure and did notinclude a methodto give the
participating organizations the results of the testing, their performance on the measure, or interpretative guidelines. In
the future, CMS plans to share information about the availability and potential utility of the measure forreporting
through numerous communicationvenues. Communication of the performance data, results, and interpretative
guidelines will be addressed in the implementationplan.

[Response Ends]

4a.06. Describe the process for providing measure results, including when/how often results were provided, what data
were provided, what educational/explanatory efforts were made, etc.

[Response Begins]

Measure testing focused on the reliability and face validity of the measure and did notinclude a methodto give the
participating organizations the results of the testing. The results of the testing were submittedto CMS to review andto
use to develop future activity. The measure was testedas including an annual (12-month) reporting period to coincide
with the reporting requirements in Medicaid’s Section 1915(c) Home and Community-Based Services Waiver Program
Assurances and Sub-Assurances. CMS will use various communicationvehiclesto provide performance measure results,
reportinginstructions, and educational material neededto calculate the measures.

[Response Ends]

43.07. Summarize the feedback on measure performance and implementation fromthe measured entities and others.
Describe how feedback was obtained.

[Response Begins]

During performance measure testing, the reviewers who abstracted the FASI data completedafeedbackform. After
reviewing atleast 10 data abstraction forms, or at the end of data collection, reviewers completed a one-time feedback
formonasecured, online platform (SurveyMonkey®). The feedback form was designed to allow reviewers the
opportunity to share opinions and experiences in completing the performance measure and to provide a critique on the
usability, appropriateness of content as a performance measure, and specifications of the measure (i.e., validity). In
addition, a TEP consisting of 22 subject matter experts and stakeholders was convened. Theyreviewed the performance
measure and preliminary results and provided feedback. Following the TEP, members also completed the online feedback
form. The results of the feedback are summarizedin the next three subsections of the application.

[Response Ends]

4a.08. Summarize the feedback obtainedfrom those being measured.

[Response Begins]
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In the feedback survey, the reviewers were asked a series of questions regarding the feasibility of the performance
measure, the clarity of the rules and measure description, and whether the measure would assistin measuring quality of
care.One hundred percent of the reviewers completed the feedbackform. Table 22 summarizes the questions and
results addressing the feasibility and usability of the measure. A more detailed analysis of the feedback is provided under
Scientific Acceptability: Validity Testingin this submission (see subsections 2b.01 through 2b.04).

Table 22. Reviewer Ratings of Usability and Feasibility Questions

Question Survey Statements N (%) Strongly Disagree Strongly Agree
Number Usability and Feasibility and Disagree (%)* | and Agree (%)*
16A The information neededto 42 (100) 1(2.4) 41(97.6)

implement this PM for groups of CB-
LTSS recipients is readily available.

16B The measurement guidelines clearly 42 (100) 3(7.1) 39(92.9)
specify the documents or sources
neededtoimplementthis PM.

16C The time necessary to collect the 42 (100) 8(19.1) 34(81.0)
information for each CB-LTSS
recipientincludedinthe PMis
reasonable (does not cause undue
burden forthe [assessment] entity or
state).

16D This PM will assist the [assessment] 42 (100) 4(9.5) 38(90.5)
entity or state with continuous
improvement underits CB-LTSS
quality management system.

Abbreviations: CB-LTSS, community-based long-term servicesand supports; PM, performance measure.

* The column sums the frequency of the Likert scale responses strongly disagree and disagree into one categoryand
strongly agree and agree into the second category.

A substantial majority of the reviewers believed that the documents and sourcesneeded for the performance measure
are readily available (97.6 percent) and clearly specified (92.9 percent)and that the time necessary to complete the
measure is reasonable (81.0 percent). Qualitative comments did note inconsistencies in PCSP documentationdepending
on who performs the PCSP and on the provider organization; however, a large majority of reviewers agreed that the
information needed was readily available. The reviewers also were asked whether they thought the performance
measure would assist the provider organization or state with continuous improvement activities (Question 16D). A strong
majority of the reviewers (90.5 percent) agreed.

[Response Ends]

4a.09. Summarize the feedback obtained from other users.

[Response Begins]

Feedbackwas solicited from the TEP members using the same feedbackform providedto the reviewers. The TEP
consisted of 22 members, whose perspectives represented provider organizations, state Medicaid agencies, advocacy
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groups, self-advocates, and potential users. Twelve of the 22 TEP membersprovided feedback, including 8 potential FASI
performance measure users (e.g., states, managed LTSS plans), 2 advocacy grouprepresentatives, and 2 self-advocates.
TEP members reviewed the performance measure and the preliminary results of performance measure testing before
completing the feedback form. LOAfor the usability and feasibility statements are summarizedin Table 23.

Table 23. TEP Member Ratings of Usability and Feasibility Questions

Question
Number

Survey Statements

Usability and Feasibility

N (%)

Strongly Disagree
and Disagree (%)*

Strongly Agreeand
Agree (%)*

16A

The information neededto
implementthis PM for groups of
CB-LTSS recipients is readily
available.

12 (54.5)

5(41.7)

7(58.3)

16B

The measurement guidelines
clearly specifythe documents or
sources needed to implement
this PM.

12 (54.5)

1(8.3)

11(91.7)

16C

The time necessary to collect the
information for each CB-LTSS
recipientincludedin the PMis
reasonable (does not cause
undue burdenfor the
[assessment] entity or state).

12 (54.5)

3(25.0)

9(75.0)

16D

This PM will assist the
[assessment] entity or state with
continuous improvement under
its CB-LTSS quality management
system.

12 (54.5)

2(16.7)

10(83.3)

Abbreviations: CB-LTSS, community-based long-term servicesand supports; PM, performance measure.

* The column sums the frequency of the Likert scare responses “strongly disagree” and “disagree” into one categoryand

“strongagree” and “agree” into the second category.

A majority of the TEP respondents agreed with the performance measure feasibilityand usability statements. TEP
members strongly agreedthatthe guidelines for the measure are clearly stated (91.7 percent) and that the time
necessary to collect the information for the performance measureis reasonable (75.0 percent); a smaller majority (58.3
percent), however, agreed with the statement, “The information needed to implement this performance measure for
groups of CB-LTSS recipients is readily available.” TEP member comments provided some rationale for this discrepancy.
Some TEP members recountedthe variability of provider organization accessibility of documents and trained staff as
supported by the statement “States do not have standardized electroniccare plansor quality assurance staff already
funded to do this very labor-intensive process.” Others described the need to conduct an extensive documents review to
find the importantinformation, as supported by two statements: one individual pointed out “The need to do fairlyin-
depthrecordreview to determine whetherthe PCSP addressed the identified. .. needs” and the secondindividual
thoughtit “results in alabor-intensive measure.”

Similar to the reviewer response of more than 90 percent, more than 83 percent of TEP members agreed with the
statement, “This [performance measure] would assist the provider organization or state with continuousimprovement
activities” (Question 16D).
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The level of agreementamong the TEP respondents generallywas less than the agreement among reviewers. The
greatest difference in percent agreement betweenthe TEP and reviewer respondents was regarding statements on the
availability of information. This difference may be due to the relativelylower number of TEP respondents and their lack of
experiencein using the performance measurein the field. There was close agreement, however, that the guidelines to
complete the performance measure were clearlyspecifiedand that the performance measure will assist the provider
organization or state with continuous quality improvement for HCBS.

[Response Ends]

4a.10. Describe howthe feedback described has been considered when developing or revising the measure
specifications or implementation, including whether the measure was modified and why or why not.

[Response Begins]

The feedback from reviewers was especially positive. The feedback from TEP members primarilyfocused on concerns
about data accessibility related to the disparate documentation of PCSPs. This issue will be addressed as more states
move to centralized electronicrecords to facilitate accessto informationin PCSPs. Given this reality, the performance
measure specifications or implementation were not modified to address this specificissue.

[Response Ends]

4b.01.You may referto data provided in Importance to Measure and Report: Gap in Care/Disparities, but do not
repeat here. Discuss any progress on improvement (trends in performance results, numberand percentage of people
receiving high-quality healthcare; Geographic area and number and percentage of accountable entities and patients
included). If no improvement was demonstrated, provide an explanation. If not in use for performanceimprovement
at the time of initial endorsement, provide a credible rationale that describes howthe performance results could be
used to furtherthe goal of high-quality, efficient healthcare for individuals or populations.

[Response Begins]

The proposed performance measure was developed to address a foundational responsibility of HCBS provider
organizations, to assess individual needs, and to align these needs with the service plan. The literature supports the need
to develop performance measures in HCBS environments, and aligning functional needsto the service planning processin
a standardized manneris a current performance gap. The results of the testing and feedbackfrom reviewersand TEP
members generally support the measure’s importance, its reliability, and its potential role in quality improvementand
person-centered service plans.

Four short-term outcomesare expectedto be associated with the implementation of practices aligned with the
performance measure.

1. Usingthe performance measure may facilitate responsivity of the provider organization to the unmet needs of
the individual.

2. The performance measure may facilitate an accurate alignment between the individual’s needs and the service
plan.

3. Usingthe FASIset mayincrease standardization of assessing functional needs within HCBS environments.

4. Usingthe performance measure may provide informationto reviewers to determine whatis neededto align the
PCSP to the individual’s needs.

The attainment of the short-term outcomes may lead to longer-term goals such as better service outcomes, including
increased satisfaction and the potential of establishing realistic, scientifically based benchmarksfor performance.

The performance measure was not measuredover time; therefore, changes because of its implementation were not
determined. Data collected during performance measure testing indicates, however, thatimprovementis needed.
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Programs have arelativelylow measure score on the performance measure, with an average measure score of 66.3
percentand arange from42.5 percent forindividualswith an intellectual or a developmental disability to 85.5 percent
for individuals with an acquired brain injury (see Table 2). In addition, reviewer and TEP feedback demonstrated that the
performance measure definitions were clear, the time to complete the performance measure was reasonable, and
aligning individual functional needs to the service plan was important to providing high-quality, person-centered services.

[Response Ends]

4b.02. Explain any unexpectedfindings (positive or negative) during implementation of this measure, including
unintendedimpacts on patients.

[Response Begins]

The team was positively surprised by the extent of reviewer and TEP agreement (no less than 83.3 percent) regardingthe
importance of this potential performance measure for aligning functional needs with service planning. (See Table 18in
the Scientific Acceptability: Validity Testing section of this submission.)

[Response Ends]

4b.03. Explain any unexpected benefits realized from implementation of this measure.

[Response Begins]

Unexpectedbenefits are notyet well understood because this measure has not beenimplementedoveralong-term.
However, the immediate benefits are that the reviewers gain increased awareness of the needto assess functional needs
and to align them with service plans, whichare foundationalresponsibilities of provider organizations and measures of
person-centered services and supports. In addition, aligningneeds to service plans isacomponent of CMS reporting
requirements for Medicaid’s Section 1915(c) Home and Community-Based Services Waiver Program, so the measure
scoresalso may be used to addressthesereporting requirements.

[Response Ends]

Criteria 5: Related and Competing Measures

If a measure meets the above criteriaand thereare endorsed or new related measures (either the same measure focus or
the same target population) or competing measures (both the same measure focusand the same target population), the
measures are compared to address harmonization and/or selection of the best measure.

If you are updating a maintenance measure submission for the first time in MIMS, please note that the previous related
and competing data appearingin question 5.03 may need to be enteredinto 5.01 and 5.02, if the measuresare NQF
endorsed. Please review and update questions 5.01,5.02, and 5.03 accordingly.

5.01. Search and select all NQF-endorsed related measures (conceptually, either same measure focus or target
population).

(Can search and select measures.)
[Response Begins]

2624: Functional Outcome Assessment
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2631: Percent of Long-Term Care Hospital (LTCH) Patients With an Admission and Discharge Functional Assessmentand a
Care Plan That Addresses Function

2967: Home and Community-Based Services (HCBS) Consumer Assessment of Healthcare Providersand Systems (CAHPS®)
Measures

[Response Ends]

5.02. Search and select all NQF-endorsed competing measures (conceptually, the measures have both thesame
measure focus or target population).

(Can search and select measures.)
[Response Begins]

[Response Ends]

5.03. If there arerelated or competing measures to this measure, but they are not NQF-endorsed, please indicate the
measure titleand steward.

[Response Begins]

Not applicable. Thereare no other non-NQF—endorsed measures that conceptually address the same measure focus and
same target population.

[Response Ends]

5.04. If this measure conceptually addresses EITHER the same measure focus OR the sametarget populationas NQF-
endorsed measure(s), indicate whetherthe measure specifications are harmonized to the extent possible.

[Response Begins]
Yes

[Response Ends]

5.05. If the measure specifications are not completely harmonized, identify the differences, rationale, and impact on
interpretability and data collection burden.

[Response Begins]

The three measures listed below are related but not competing. The first two related measure are similarin concept but
differentin setting from the proposed measure. For the third related measure, the general populationis the same.

e NQF#2624Functional Outcome Assessment is conceptually related to alignment between assessments and
PCSPs because the proposed measure focuses on whether individuals aged 18 years and older have
documentationof a functional outcome assessment as well as a care (or service) plan based on the identified
deficiencies. Itis used in physician quality programs focused on the performance of individual, group, and
practice-levelclinicians in an outpatient setting.

e NQF#2631Percent of Long-Term Hospital Patients with an Admission and Discharge Functional Assessment
and a Care Plan That Addresses Functionalso is noted because itaddresses the presence of at least one self-
care or mobility goal in the patient’s care plan based on a functional assessment foran inpatient post-acute care
population. The inpatient post-acute care populationincludes skilled nursing facility residents, whose level of
need can be comparable to that of HCBS recipients.

e NQF#2967 CAHPS® Home and Community-Based Services Measures is related, ata high level, in terms of the
target population because itapplies to individuals aged 18 years and older who receive HCBS.
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No further harmonizationis possible. Both the proposed measureand NQF 2624 rely on a standardized functional
assessmentto specifythe numerator, althoughthe target populations differ. The proposed measure relieson the FASI
assessment, which has been tested and validated specificallyin HCBS populations, and NQF 2624 specifies use of any
standardized assessmenttool that has been normalized andvalidated (e.g., Oswestry Disability Index, Patient-Reported
Outcomes Measurement Information System, Knee Outcome Survey Activities of Daily Living Scale). FASI meets the

NQF 2624 specification requirement for a standardized assessment tool that has been normalized and validated.

Like the proposed measure, NQF 2631 requires both a complete functional assessment (using the Long-Term Care
Hospital Continuity Assessment Record and Evaluation Data Set Version 3.00) and a minimum level of alignment between
the assessed needs, goals, or bothand the care services.

NQF 2967 focusesspecificallyon individuals continuously enrolled in HCBS for three months or longer who pass a
cognitive screenand their proxies. The proposed measure, although necessarily focusing on a subset of HCBS recipients
who have documented functional needs as measured by the FASI, also excludes individualswho do not have three
months of continuous HCBS enrollment.

[Response Ends]

5.06. Describe why this measure is superior to competing measures (e.g.,amore valid or efficient way to measure
quality). Alternatively, justify endorsing an additional measure.

Provide analyses when possible.

[Response Begins]

Not applicable. Thereare no other NQF-endorsed measures that conceptually address the same measure focus and same
target population.

[Response Ends]
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Appendix

Supplemental materials may be provided in an appendix.:

Available in attachedfile

Contact Information

Measure Steward (Intellectual PropertyOwner): Centers for Medicare & Medicaid Services
Measure Steward Point of Contact: Dollar-Maples, Helen, helen.dollar-maples@cms.hhs.gov
Measure Developer if different from Measure Steward: The LewinGroup

Measure Developer Point(s) of Contact: McKiernan, Colleen, colleen.mckiernan@lewin.com
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Additional Information

1. Provide any supplemental materials, if needed, as an appendix. All supplemental materials (such as data collection

instrument or methodology reports) should be collated one file witha table of contents or bookmarks. If material
pertains to aspecificcriterion, that shouldbe indicated.

[Response Begins]
Available in attachedfile

[Response Ends]

2. List the workgroup/panel members' names and organizations.

Describe the members' role in measure development.

[Response Begins]

The research teaminvolved in the development of the measures includes the following.
Centers for Medicare & Medicaid Services

Kerry Lida, PhD

Other Investigators

PatRivard, MBA, IBM Watson Health

Rebecca Woodward, PhD, IBM Watson Health

Susan Raetzman, MSPH, IBM Watson Health

Christine Noelle Dietrich, MS, George Washington University

Kenneth Harwood, PT, PhD, CIE, George Washington University

Trudy Mallinson, PhD, OTR/L, George Washington University

Joyce Maring, EdD, DPT, George Washington University

Jennifer Weaver, MA, George Washington University

Additional research assistance was provided by Karen Schlumpf, MHP, EdDc, George Washington University.
The current developers for this measureinclude:

The Lewin Group(Lewin)

The National Committee for Quality Assurance (NCQA)

Qlarant

George Washington University (GW) School of Medicine and Health Sciences
Marymount University

The TEP membersinvolvedin the development of the measures are listed below. TEP members attended meetingsin
February2018, July 2018, or both. They provided stakeholder feedbackregarding measure concepts and measure
specifications, including aspects such as value for quality improvementand potential implementationfeasibility.

e Brian Bennett, Louisiana TEFT Grantee

e MaryLouBourne, National Association of State Directors of Developmental Disabilities Services
e Joe Caldwell, National Council on Aging

e Marcus Canaday, West Virginia Medicaid

e Tim Cortez, Colorado TEFT Grantee
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e Danielle Darby, Revitalizing Community Membership of Washington
e Camille Dobson, National Association of States United for Agingand Disabilities
e PameErkel, Minnesota TEFT Grantee

e Chester Finn, self-advocate, New York Office for People with Developmental Disabilities
e Nancy Flinn, Courage Kenny Rehabilitation Institute

e Wendy Fox-Grage, AARP Public Policy Institute

e DoloresFrantz, Pennsylvania Developmental Disabilities Agency

e Michelle Goody, Massachusetts Medicaid

e KendraHanley, Health Services Advisory Group

e Celeste Januszewski, University of lllinois at Chicago

e AngelaKimball, National Alliance on Mental lliness

e RachelLaCroix, Florida Agencyfor Health Care Administration

e Steve Lutzky, HCBS Solutions

e Michael Monson, Centene Corporation

e TeriMorgan, Virginia Medicaid

e Lorraine Nawara, Maryland TEFT Grantee

e Bonnie Neighbour, PeerSpecialist

e Jim O’Neill, self-advocate

e Jake Reuter, North Dakota Medicaid

e Julie Robison, Connecticut TEFT Grantee

e Jennifer VanderNoot, New Hampshire TEFT Grantee

e Dave Zacks, self-advocate

[Response Ends]

3. Indicate the yearthe measure was first released.

[Response Begins]
The FASIfinal testing report was released March 30, 2018.

[Response Ends]

4. Indicate the month and year of the most recent revision.

[Response Begins]
Not applicable. The specifications have not been revised.

[Response Ends]

5. Indicate the frequency of review, or an update schedule, for this measure.

[Response Begins]

Specifications for this measure will be reviewed and updated annually.
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[Response Ends]

6. Indicate the nextscheduled update or review of this measure.

[Response Begins]
The next planned maintenance review for this measure isin spring2022.

[Response Ends]

7. Provide a copyright statement, if applicable. Otherwise, indicate “N/A”.

[Response Begins]
N/A

[Response Ends]

8. State any disclaimers, if applicable. Otherwise, indicate “N/A”.

[Response Begins]
N/A

[Response Ends]

9. Provide any additional informationor comments, if applicable. Otherwise, indicate “N/A”.

[Response Begins]
N/A

[Response Ends]
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