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Foreword

THE NATIONAL QUALITY FORUM

T
he quality of care provided in nursing homes has long been a
national concern. The good news is that this care is improving,

although much remains to be done. The work of the National Quality
Forum (NQF) Nursing Home Performance Measures Project will help
efforts in this important area move forward.

This report details 16 performance measures that will facilitate 
standardized comparison of the quality of nursing homes in commu-
nities across the country. These quality measures have been carefully
reviewed and endorsed by a diverse group of stakeholders pursuant
to NQF’s formal Consensus Development Process, giving them the
special status of voluntary consensus standards. The primary purpose
of these NQF-endorsed voluntary consensus standards is to provide
information to help consumers select nursing home care facilities,
although they also may be used by nursing homes for internal quality
improvement efforts and by discharge planners, physicians, Quality
Improvement Organizations, purchasers, policymakers, researchers,
and state survey and certification personnel for their various purposes. 

We thank NQF Members and the Nursing Home Performance
Measures Steering Committee and its Advisory Panel for their 
stewardship of this work and for their collective dedication to
improving the quality of healthcare in American nursing homes by
making performance measurement standardized and accessible.

Kenneth W. Kizer, MD, MPH
President and Chief Executive Officer



© 2004 by the National Quality Forum 
All rights reserved

Printed in the U.S.A.

No part of this may be reproduced, stored in a retrieval system, or transmitted, in any form or by any
means electronic, mechanical, photocopying, recording, or otherwise, without prior written permission
of the National Quality Forum. Requests for permission to reprint or make copies should be directed to:

Permissions
The National Quality Forum

601 Thirteenth Street, NW, Suite 500 North
Washington, DC 20005

Fax 202.783.3434
www.qualityforum.org 



National Voluntary Consensus 
Standards for Nursing Home Care

THE NATIONAL QUALITY FORUM

Table of Contents
Executive Summary........................................................................................ v
Introduction ..................................................................................................... 1
Purpose ............................................................................................................. 2
Voluntary Consensus Standards for Nursing Home Care....................... 3

Criteria.......................................................................................................... 3
Clinical Care and Functional Consensus Standards............................. 4
Table 1: National Voluntary Consensus Standards for Chronic Care ....... 5
Table 2: National Voluntary Consensus Standards for Post-Acute Care .. 6
Table 3: National Voluntary Consensus Standards for All Nursing
Home Residents and Facilities..................................................................... 6
Structural Information ............................................................................... 8
Quality of Life Measures ........................................................................... 8
Satisfaction Measures................................................................................. 8
Other Priority Areas for Measurement and Reporting........................ 9

Additional Recommendations ...................................................................... 9
Staffing Information................................................................................... 9
Development of Measures for Post-Acute Care ..................................... 10
Development of Measures to Assess Quality of Life and Satisfaction .. 10
Public Reporting ....................................................................................... 10
Updating and Improving the Sets of Consensus Standards............. 10

Acknowledgments ........................................................................................ 11

Appendix A—Specifications of the National Voluntary 
Consensus Standards for Nursing Home Care ......... A-1

Appendix B —Members and Board of Directors ................................. B -1
Appendix C —Steering Committee, Advisory Panel, 

and Project Staff .............................................................. C-1
Appendix D—Commentary .................................................................... D-1
Appendix E —Consensus Development Process: Summary............. E -1

III





National Voluntary Consensus 
Standards for Nursing Home Care

THE NATIONAL QUALITY FORUM

Executive Summary

T
he quality of care provided to residents of long-term and post-acute
care nursing homes is a subject of ongoing concern among con-

sumers. Although quality indicators have been used for internal and
external quality review and improvement, standardized measures
intended for public reporting and effective methods for measuring and
reporting across institutions and over time have not been available. In
fact, until November 2002, when the federal government launched its
Nursing Home Quality Initiative, it was impossible for the public to
obtain the objective information needed to compare the quality of care
provided by one nursing home with that of another.

To ensure that consumers, providers, purchasers, and regulators
have the information needed to evaluate the quality of care in nursing
homes, the Centers for Medicare and Medicaid Services (CMS) asked the
National Quality Forum (NQF) to identify a set of voluntary consensus
standards for assessing the quality of care for both long-term care res-
idents and short-stay (subacute and post-acute) residents. Based on its
review of available measures, NQF endorses a set of eight individual
voluntary consensus standards and two sets of paired consensus 
standards (one should not be included without the other) for long-
term care; a set of three voluntary consensus standards for post-acute
care; and a set of three voluntary consensus standards that apply to all 
nursing home residents.

The primary purpose of these voluntary consensus standards is 
to provide information to help consumers select nursing home care
facilities. The consensus standards also may be used for placing
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residents, advising residents and families,
implementing internal quality improvement
efforts, planning quality improvement 
projects, designing payment and incentive
programs, overseeing quality, refining
existing measures or identifying new 
ones, and focusing survey activities. 
Today, CMS is collecting and publicly
reporting information on the quality of
nearly 17,000 nursing homes as part of 
the Nursing Home Quality Initiative
(www.medicare.gov/NHCompare), which 
is based on the NQF-endorsed measures.

National Voluntary Consensus
Standards for Nursing Home Care
Chronic Care Measures 
■ Residents whose need for more help

with daily activities has increased

■ Residents who lost too much weight

■ Residents who experience moderate 
to severe pain during the seven-day
assessment period

■ Residents who were physically
restrained during the seven-day 
assessment period

■ Residents who spent most of their time
in bed or in a chair in their room during
the seven-day assessment period

■ Residents with a decline in their ability
to move about in their room and the
adjacent corridor

■ Residents with a urinary tract infection

■ Residents with worsening of a depressed
or anxious mood

Chronic Care Measure Pairs
■ High-risk residents with pressure 

ulcers AND average-risk residents 
with pressure ulcers

■ Residents who frequently lose control 
of their bowels or bladder (low risk)
AND residents who have a catheter 
in the bladder at any time during the 
14-day assessment period

Post-Acute Care Measures
■ Recently hospitalized residents with

symptoms of delirium

■ Recently hospitalized residents who
experienced moderate to severe pain 
at any time during the seven-day 
assessment period 

■ Recently hospitalized residents with
pressure ulcers

Measures for All Nursing Home
Residents
■ Pneumococcal polysaccharide 

vaccination of residents age 65 or older

■ Influenza vaccination of all nursing
home residents

■ Nurse staffing hours

VI THE NATIONAL QUALITY FORUM
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Introduction

T
he quality of care provided to residents of long-term and post-acute
care nursing homes is a subject of ongoing concern among con-

sumers and other healthcare stakeholders. Assessing quality of care
requires effective methods for measuring and reporting across institu-
tions and over time, a fact emphasized in the Institute of Medicine’s
2001 report Improving the Quality of Long-Term Care, which concluded
that “review of the current quality of long-term care has highlighted
several areas of concern, including lack of standard measurement tools
and data to use in more systematic assessments of the quality of care
in various long-term care settings.”1

To ensure that consumers, providers, purchasers, and regulators
have the information needed to evaluate the quality of care in these
facilities, in September 2001, the Centers for Medicare and Medicaid
Services (CMS) asked the National Quality Forum (NQF) to identify a
set of voluntary consensus standards for assessing the quality of care for
both long-term care residents and short-stay (subacute and post-acute)
residents in nursing homes and for the purpose of public reporting.
This report presents three sets of NQF-endorsed voluntary consensus
standards for nursing homes: one for chronic/long-term nursing home
care, one for post-acute/short-stay nursing home care, and one for
both types of care.

1

National Voluntary Consensus 
Standards for Nursing Home Care

1 Institute of Medicine. Committee on Improving Quality in Long-Term Care. 2001. Improving
the Quality of Long-Term Care. Washington, DC: National Academies Press. 



It is important to note that this report does not represent
the entire scope of NQF work pertinent to quality of care 
in nursing homes. In 2003 NQF completed separate projects
of direct or ancillary relevance to the quality of nursing home
care. Serious Reportable Events in Healthcare identifies 27 serious
adverse events that should be reported by all licensed health-
care facilities (e.g., stage 3 or 4 pressure ulcers acquired after
admission to a healthcare facility or patient death or serious
disability associated with patient elopement [disappearance]
for more than four hours). Improving Healthcare Quality for
Minority Patients reports on the recommendations of an 
NQF expert panel regarding 10 actions that, if adopted, 
could significantly improve the quality of care that is provided
to minority populations—without regard to care setting. 
Safe Practices for Better Healthcare identifies of a set of health-
care safe practices that should be employed universally in
applicable healthcare settings to reduce the risk of harm
resulting from processes, systems, or environments of care. 

Purpose

T
he primary purpose of the NQF-endorsed voluntary 
consensus standards for nursing home care is to provide

information to help consumers select nursing home care facil-
ities. The consensus standards also may be used by discharge
planners for placing patients; physicians for advising patients
and families; nursing home providers for facilitating internal
quality improvement; Quality Improvement Organizations
for planning quality improvement projects; purchasers for
designing payment and incentive programs; policymakers for
overseeing quality; researchers for refining existing measures
or identifying new ones; and state survey and certification
personnel for focusing survey activities.

2 THE NATIONAL QUALITY FORUM



Voluntary Consensus Standards 

for Nursing Home Care

M
easuring the quality of nursing home care should ideally
include the multiple dimensions of care involved in that

setting—especially the complex interplay that occurs between
the provision of healthcare and social services. In addition,
nursing home quality consensus standards should encompass
the following seven domains of quality of care:
■ clinical care (including healthcare processes and outcomes);
■ functional status (physical and cognitive);
■ structural characteristics (including facility characteristics,

environmental characteristics [such as proportion of single
rooms], staffing, and financial information);

■ quality of life;
■ satisfaction (resident, family, and employee satisfaction);
■ participation in care management; and
■ external assessments of quality (including accreditation, 

survey results, deficiencies, and complaints).

Although consensus standards were sought in and across
these seven domains, the development of measures across
domains is uneven. Thus, the domains that do not have
measures ready for incorporation should be a priority as the
development of new measures moves forward.

Criteria
For nursing home care, a proposed consensus standard had 
to meet two threshold criteria:
■ be in the public domain; and
■ be based on evidence that it has been tested in the intended

setting, using nursing home populations, and found to be
valid and reliable.

Five additional criteria were used to select draft consensus
standards. They should:
■ reflect issues of high priority for nursing home residents

and consumers;
■ be of processes and outcomes that are under the influence

of the facility;
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■ be easily understood by consumers;
■ consider the burden of measurement,

including data collection and number of
measures; and

■ not introduce incentives that do not
benefit the resident (e.g., refusing to
admit residents with certain diagnoses
or embracing care practices such 
as inserting catheters to manage 
incontinence).

Consideration of proposed measures
was not limited to those derived from
CMS’s Minimum Data Set (MDS) instru-
ment, which nursing homes currently 
use. However, the lack of other standard-
ized data collection tools that could be
implemented on a national scale in the
short term effectively limited the pool of
candidate measures mainly to those that
were MDS-based.

Clinical Care and Functional 
Consensus Standards

Based on its review of available measures,
NQF endorses a set of eight individual 
voluntary consensus standards and two
sets of paired consensus standards (one
should not be included without the other)
for long-term care; a set of three voluntary
consensus standards for post-acute care;
and a set of three voluntary consensus
standards that apply to all nursing home
residents and facilities.

The long-term care and post-acute care
populations are identified by CMS by 
payment source and as coded on the MDS.
Long-term care residents are patients who
require daily assistance or skilled nursing
care as covered by Medicaid. CMS defines
the post-acute resident population as those
patients admitted to a skilled nursing 

facility (nursing home) after an acute 
hospitalization eligible for coverage under
Medicare Part A. The sets of consensus
standards, however, are not meant to be
limited in their application to CMS as a
purchaser. Reporting of performance 
measurements for nursing homes for these
two populations—with their differing care
needs and outcome expectations—is
important to consumers regardless of 
payment source.

The sets of voluntary consensus standards
include measures that already have been
tested or validated. Measure evaluation
included an assessment of the risk adjust-
ment used by the measure developer that
was based on consultation with experts
and that used the best available scientific
evidence on risk adjustment. The definitions
of the numerator and denominator, exclu-
sions, stratification, and covariates all were
considered part of the risk adjustment.

Tables 1, 2, and 3 present the endorsed
consensus standards for long-term care 
residents, post-acute care residents, and 
all nursing home residents. Appendix A
details the full specifications and adjust-
ments for each consensus standard. Each
specification in its entirety (for all tables)
constitutes the NQF-endorsed consensus
standard—that is, for the purpose of imple-
menting an endorsed measure as a volun-
tary consensus standard, the specifications
in appendix A should not be considered
optional. Appendix D presents the evidence
base and the rationale for the proposed
consensus standards.

Table 1 presents brief descriptions of the
endorsed clinical care and functional status
consensus standards for assessing nursing
home quality for long-term care residents.



Table 1 – National Voluntary Consensus Standards for Chronic Care

The chronic care consensus standards assess the quality of care provided to residents receiving long-term care in 

nursing homes. Resident assessments using the MDS tool are required on admission (within 14 days), every 3 months

thereafter, or when a significant change in status occurs.

Residents whose need for more help with daily activities has increased. The percentage of residents whose ability to perform 

independently four activities of daily living (ADLs) (bed mobility, transfer, eating, and toileting) declined at least one level in two 

or more ADL dimensions or by two or more levels in one dimension between the previous and the most recent assessments. Residents

who were already totally dependent or who were comatose on the previous assessment are excluded.

Residents who lost too much weight. The proportion of residents who have lost more than 5 percent of their body weight in the

past 30 days or more than 10 percent of their body weight in the past 6 months on the most recent assessment. Hospice residents 

are excluded.

Residents who experience moderate to severe pain during the seven-day assessment period. The percentage of residents who 

experienced moderate pain daily or horrible/excruciating pain at any frequency on the seven-day target assessment. Admission

assessment is excluded.

Pressure ulcers—paired measures:

High-risk residents with pressure ulcers. The percentage of residents at high risk for developing pressure ulcers (comatose,

impaired mobility, or malnourished) who had pressure ulcers on the most recent assessment. Admission assessment is excluded.

Average-risk residents with pressure ulcers. The percentage of residents at average risk for developing pressure ulcers who 

had pressure ulcers on the most recent assessment, excluding admission.

Residents who were physically restrained daily during the seven-day assessment period. The proportion of residents who 

were physically restrained on the most recent assessment. This measure should not be risk adjusted.

Incontinence—paired measures:
2

Residents who frequently lose control of their bowels or bladder (low risk). The percentage of residents who were 

frequently bladder or bowel incontinent even though they are at low risk for developing incontinence. This measure does not

include residents who are comatose or who have an indwelling catheter or ostomy. Admission assessment is excluded.

Residents who have a catheter in the bladder at any time during the 14-day assessment period. The percentage of 

residents who have an indwelling catheter all of the time on the most recent assessment.

Residents who spent most of their time in bed or in a chair in their room during the seven-day assessment period.

The proportion of residents who do not leave their bed or a chair in their room for more than two hours each day.

Residents with a decline in their ability to move about in their room and the adjacent corridor. The percentage of residents

whose self-performance in locomotion or mobility declined from the prior assessment.

Residents with a urinary tract infection. The percentage of residents with a urinary tract infection.

Residents with worsening of a depressed or anxious mood. The percentage of residents whose scores on the Mood Scale worsen 

relative to those on the prior assessment.

NATIONAL VOLUNTARY CONSENSUS STANDARDS FOR NURSING HOME CARE: A CONSENSUS REPORT 5
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performance in the area of incontinence, the control of which is of significant interest to consumers.



Table 2 presents the consensus standards
for post-acute care residents; the shorter 
list for these residents reflects the limited
pool of measures available for this popu-
lation. The use of the MDS to assess post-
acute residents is somewhat limited by the
fact that many have very short stays—as
many as 40 percent of post-acute residents
are discharged before the 14-day assess-
ment and are not captured by existing
measures. Nevertheless, in recognition of

the importance of including consensus
standards for the large number of post-
acute residents who are cared for in 
nursing homes, NQF endorses three 
consensus standards.

Table 3 presents three NQF-endorsed
consensus standards that apply to all 
nursing home populations, regardless of
facility or type of resident: pneumococcal
vaccination,3 influenza vaccination,3 and
nurse staffing hours. Significant evidence

6 THE NATIONAL QUALITY FORUM

Table 2 – National Voluntary Consensus Standards for Post-Acute Care

The post-acute care consensus standards assess the quality of care provided to residents who are in nursing homes for 

the purpose of receiving recuperative or rehabilitative services after acute-care hospital stays. The MDS is completed

on admission (within 5 days), on day 14, and at the end of the first, second, and third months.

Recently hospitalized residents with symptoms of delirium. The percentage of residents with at least one symptom of delirium

that represents a departure from usual functioning on the 14-day assessment.

Recently hospitalized residents who experienced moderate to severe pain at any time during the seven-day assessment

period. The percentage of residents with moderate pain daily or horrible/excruciating pain at any frequency on the 14-day assessment.

Recently hospitalized residents with pressure ulcers. The percentage of residents who develop pressure ulcers or who were 

admitted with pressure ulcers and do not improve between the 5-day and the 14-day assessments.

Table 3 – National Voluntary Consensus Standards for All Nursing Home Residents and Facilities

Pneumococcal polysaccharide vaccination of residents age 65 or older.
3

The percentage of newly admitted residents age 65 years

or older who are screened for eligibility for pneumococcal vaccine status within 30 days of admission and who either are not eligible 

or who are eligible and receive the vaccination. Residents who refuse vaccination, who have medical contraindications to vaccination,

or who are up-to-date on vaccination are considered ineligible.

Influenza vaccination of all nursing home residents.
3

The percentage of nursing home residents who have resided in a facility 

for any length of stay from October 1 through March 31 of the year prior to the measurement (the most recent complete influenza

season)—including newly admitted residents—who receive vaccination against influenza or who are not eligible for vaccination.

Nurse staffing hours. The average number of hours worked by the nursing staff per resident per day.

3 Under the revised contract (see appendix D), CMS instituted criteria not present in the initial contract but specifying that 
consensus standards transmitted to CMS must “be based on data that are currently reported such that it is feasible for nursing
homes to collect the data consistently and with no added burden.” Nevertheless, NQF could, at its discretion, expand the
scope of endorsed voluntary consensus standards for nursing home care quality provided it did so with funds other than
those attached to the new contract and provided NQF identifies consensus standards that were not encompassed by the new
CMS criteria. The vaccination consensus standards are endorsed by NQF, but they do not meet CMS’s current criteria.



supports the effectiveness of vaccination in preventing 
morbidity and mortality.4,5 Pneumococcal vaccination of the
geriatric population has been shown to reduce the risk of
pneumonia,6 and influenza vaccination is proven to reduce
the risk of hospitalization for heart disease, cerebrovascular
disease, and pneumonia or influenza, and it reduces the risk
of death from all causes during the influenza season.7 Both
vaccines are underused in vulnerable populations.8

Measures of nurse staffing hours are of paramount 
importance to consumers. CMS currently reports information
on nurse staffing on its Nursing Home Compare web site. 
One recent study by the California HealthCare Foundation
demonstrated a relationship between improved quality of
care in facilities with high levels of staffing,9 while another
study indicated that there is a threshold for nurse and nurse
assistant hours per resident day below which quality is
affected. Because this latter study did not adjust for case 
mix, however, additional research in this area is needed.10

The development of improved data systems should be a high
priority, but until such systems are available the current
approach for providing consumers with this information
should continue (and should include an explanation noting
that the data have not been audited and may be inaccurate).
Consumers also should receive information about recent
research regarding staffing levels and nursing home quality.
As of January 2003, federal law requires that all nursing
homes post information about nurse staffing for each shift.
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4 Buikema AR, Singleton JA, Sneller V, Strikas RA. Influenza and pneumococcal 
vaccination in nursing homes, U.W., 1995-1999 [abstract] in Abstract from the 35th
National Immunization Conference, Atlanta, Georgia, June 2001.
5 McKibben L, Shefer A, Krider J, et al. The Immunization Standing Orders Program
(SOP) Project: baseline evaluation of nursing home immunization practices and 
barriers in seven intervention and five control states [Abstract] Oral presentation at
the 35th National Immunization Conference, Atlanta, Georgia, June 2001.
6 Wagner C, Popp W, Posch M, Vlasich C, Rosenberger-Spitzy A. Impact of pneumo-
coccal vaccination on morbidity and mortality of geriatric patients: a case-controlled
study. Gerontology. 2003;49(4):246-250.
7 Nichol KL, Nordin J, Mullooly J, Lask R, Fillbrandt K, Iwane M. Influenza vaccination
and reduction in hospitalizations for cardiac disease and stroke among the elderly. 
N Engl J Med. 2003;348(14):1322-1332.
8 Bratzler DW, Houck PM, Jiang H, Nsa W, Shook C, Moore L, Red L. Failure to 
vaccinate Medicare inpatients: a missed opportunity. Arch Intern Med.
2002;162(20):2349-2356.
9 California HealthCare Foundation. Research Topics: Nurse Staffing. Available at
www.calnhs.org/research/view.cfm?itemID=19966.
10 Centers for Medicare and Medicaid Services. 2002. Report to Congress: Appropriateness
of Minimum Nurse Staffing Ratios in Nursing Homes: Phase II Final Report. Available at
www.cms.hhs.gov/medicaid/reports/rp1201home.asp.



Structural Information

In considering structural measures, NQF identified information
that it considered essential to report to consumers but that
could not be characterized as performance measures. Facility
ownership is important to the public, and both local and 
corporate ownership information should be published for
each facility and updated when change occurs.

Quality of Life Measures

Assessment of the quality of life of nursing home residents 
is critically important to both consumers and providers. The
lack of measures of quality of life is acknowledged as a large
gap in the nursing home measure sets. Measures of quality 
of life are in various stages of development, with questions
regarding who should administer the measurement tools 
and analyze the data—and who will bear the cost of measure-
ment—remaining to be answered. The data collection and
analytic systems that are required to implement quality of 
life measures need to be developed rapidly so that these 
high-priority measures can be considered for inclusion in
these sets of consensus standards as soon as possible.

Satisfaction Measures

Measures of resident and family satisfaction and, to a lesser
degree, those of employee satisfaction, also are a high priority
for inclusion in the nursing home measure set. Many propri-
etary and some public domain instruments are used in many
facilities for these measures. Nevertheless, capabilities for
data collection and analysis are not uniformly available for
near-term implementation of a standardized, public domain
instrument to measure satisfaction. The systems needed to
implement satisfaction measures should be rapidly developed
so that they can be considered for inclusion in the sets as soon
as possible. Using a single instrument to ascertain quality of
life and resident and family satisfaction will help address
issues regarding the burden involved in collecting these data. 

8 THE NATIONAL QUALITY FORUM
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Other Priority Areas for 
Measurement and Reporting

The development of measures (for those
domains that lack them) and/or the
improvement of existing measures and
appropriate data systems would greatly
enhance the type of information that 
could be provided to consumers. Areas 
in which measures and/or systems could
be developed or improved include:

■ mental health;

■ maintenance and improvement of 
functioning;

■ patient safety (e.g., medication errors
and falls and injury);

■ NQF’s six healthcare system aims, 
particularly timeliness, equitability, and
efficiency;11

■ processes of care (such as measures
endorsed by NQF for hospital 
performance [e.g., process measures in
congestive heart failure or pneumonia]);

■ quality of care for patients with dementia;

■ rehospitalization and discharge 
destination;

■ bed rails and side rails as physical
restraints;

■ ascertainment bias in pain assessment;

■ definitions of infection(s) for surveillance
in nursing homes;

■ oral health;

■ medication and pharmacy practices in
nursing homes; and

■ health disparities, to address staff 
training for cultural competence and
populations with limited English skills.

There is also a need to report informa-
tion in positive terms, for example, “the
percent of residents who are free of pain”
or “the percent of residents maintaining
their weight,” as most current measures
are phrased in negative terms.

Additional Recommendations

I
n addition to the voluntary consensus
standards for long-term care, post-acute

care, and all residents and/or facilities,
NQF recommends specific actions in 
five areas: staffing information, measures
for post-acute care, quality of life and 
satisfaction measures, public reporting, and
updating of the sets of consensus standards.

Staffing Information

As noted earlier, information regarding
nursing home staffing is critically impor-
tant to the public. Immediate steps should
be taken to improve the quality of the data
regarding staffing in nursing homes. The
following actions should be taken without
delay to improve nursing home staffing
measurement and reporting:

■ CMS should upgrade the OSCAR data
system immediately to improve data
accuracy, using techniques such as
removing obviously erroneous data 
(“0” or “999”) and other published
exclusion criteria.

11 In Crossing the Quality Chasm: A New Health System for the 21st Century (2001), the Institute of Medicine identified six aims of
the healthcare quality system: it should be safe, effective, efficient, timely, patient centered, and equitable. In October 2000, the
NQF Board of Directors adopted a purpose statement that largely mirrored the IOM aims, but added that the system also
should be beneficial, which encompasses but also goes beyond the aim of effectiveness. The NQF aims also were endorsed by
members in A National Framework for Healthcare Quality Measurement and Reporting, 2001. Washington, DC.
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■ CMS should, by September 2004, estab-
lish a system for improved staffing data
that is timely, generated quarterly, not
related to survey timing, acuity adjusted,
and audited.

■ As soon as possible, CMS should
encourage development of additional
validated measures pertaining to the
nursing home workforce, such as those
related to staff turnover and retention;
use of contract versus payroll data; 
staff training; use of advanced practice
nurses; tenure of the director of nursing
and facility administrator; and use of
non-nurse staffing (e.g., recreational,
occupational, and physical therapists).

Development of Measures 
for Post-Acute Care

Because the resident population in nursing
homes is changing, additional valid and
reliable measures to evaluate care for the
entire short-stay population should be
developed without delay. Measure devel-
opment in areas such as functional status,
rehospitalization, and discharge location
should be a high priority.

Development of Measures to Assess
Quality of Life and Satisfaction

Immediate attention must be directed 
to feasibility issues, taking into account
such issues as appropriate data collection
systems, time required to administer a 
quality of life/satisfaction survey, case-
mix adjustment, and financial burdens/
responsibilities. It also is important to 
provide alternatives to having facility staff
administer surveys. Taking these actions

will help ensure that quality-of-life and 
satisfaction measures can be considered 
for inclusion in the measure set within 
two years. 

Public Reporting

How information derived from using
measures is presented to the public is key
to its usefulness to consumers. A focused
public education effort is essential to 
assist consumers in using this information
effectively. Clear explanations should be
developed to help consumers interpret
publicly reported quality information
appropriately and understand its limita-
tions. Acknowledgment of the difficulties
involved in obtaining sample sizes large
enough to permit the comparison of 
nursing home quality should be included,
when appropriate.

CMS should work with NQF and its
Members to identify a standardized
national reporting format for the public
presentation of nursing home quality 
information, and the usefulness of this 
format should be formally assessed with 
its intended audiences. Issues such as 
how frequently information is updated,
longitudinal reporting, and clustering, or
“roll-up,” of information for consumers
should be addressed.

Updating and Improving 
the Sets of Consensus Standards

These initial nursing home sets of consen-
sus standards serve as starting points for
ongoing research in measure validation
and risk-adjustment methods and for 
gaining experience with public reporting 



of quality information, which are needed to make the sets
stronger and more robust over time. National and state
reporting initiatives should be formally evaluated for (but 
not be limited to) the following: use by and usefulness to 
consumers; possible unintended consequences, such as alter-
ing admitting or discharge practices; assessment of pain and
symptoms of depression; and possible undesired incentives.
The measure sets should be re-evaluated for the purposes of
updating and improving them within two years after NQF’s
initial endorsement. 
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A-1

Appendix A

Specifications of the National 
Voluntary Consensus Standards 
for Nursing Home Care

T
he following table summarizes the detailed specifications for each
of the National Quality Forum (NQF)-endorsed nursing home 

performance measures. All information presented has been derived
directly from measure sources/developers without modification or
alteration (except when the measure developer agreed to such 
modification during the NQF Consensus Development Process) and
is current as of April 1, 2004.

All NQF-endorsed voluntary consensus standards are open source,
meaning they are fully accessible and disclosed. References to related
risk-adjustment methodologies and definitions are provided to assure
openness and transparency.

Issues regarding any NQF-endorsed consensus standard (e.g., mod-
ifications to specifications, emerging evidence) may be submitted to
NQF for review and consideration via the “Implementation Feedback
Form” found at www.qualityforum.org/implementation_feedback.htm.
NQF will transmit this information to the measure developers and/or
compile it for consideration in updating the measure set.
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Members*

CONSUMER COUNCIL
AARP
AFL-CIO
AFT Healthcare
American Hospice Foundation
California Health Decisions
Consumer Coalition for Quality 

Health Care
Foundation for Accountability
Last Acts
March of Dimes
National Citizens' Coalition for

Nursing Home Reform
National Consensus Project for Quality

Palliative Care
National Partnership for Women 

and Families
Service Employees International Union

PROVIDER AND HEALTH PLAN COUNCIL
Alexian Brothers Medical Center
Alliance for Quality Nursing Home

Care, Inc.
American Academy of Family

Physicians
American Academy of Orthopaedic

Surgeons
American Academy of Physician

Assistants
American Association of Homes and

Services for the Aging
American Association of Nurse

Anesthetists
American College of Cardiology

American College of Obstetricians 
and Gynecologists

American College of Radiology
American College of Surgeons
American Health Care Association
American Heart Association
American Hospital Association
American Medical Association
American Medical Group Association
American Nurses Association
American Optometric Association
American Osteopathic Association
American Society for Therapeutic

Radiology and Oncology
American Society of Clinical Oncology
American Society of Health-System

Pharmacists
America’s Health Insurance Plans
Ascension Health
Beacon Health Strategies
Beverly Enterprises
BJC HealthCare
Blue Cross and Blue Shield Association
Blue Cross Blue Shield of Michigan
Bon Secours Health System, Inc.
Catholic Health Association of the

United States
Catholic Health Initiatives
Catholic Healthcare Partners
Child Health Corporation of America
CHRISTUS Health
CIGNA Healthcare
College of American Pathologists
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Community Hospital of the Monterey Peninsula
Council of Medical Specialty Societies
Empire BlueCross/BlueShield
Federation of American Hospitals
First Health
Greater New York Hospital Association
Halifax Regional Medical Center
HCA
Healthcare Leadership Council
HealthHelp Inc.
HealthPartners
Henry Ford Health System
Hoag Hospital
Horizon Blue Cross and Blue Shield of New Jersey
Hudson Health Plan
Illinois Hospital Association
INTEGRIS Health
John Muir/Mt. Diablo Health System
Kaiser Permanente
Los Angeles County-Department of Health Services
Maine Health Alliance
Mayo Foundation
MedQuest Associates, Inc.
Memorial Health University Medical Center
Memorial Sloan-Kettering Cancer Center
The Methodist Hospital
National Association of Chain Drug Stores
National Association of Children's Hospitals and

Related Institutions
National Association Medical Staff Services
National Association of Public Hospitals and 

Health Systems
National Hospice and Palliative Care Organization
Nemours Foundation
New York Presbyterian Hospital and Health System
North Carolina Baptist Hospital
North Shore-Long Island Jewish Health System
PacifiCare
Premier, Inc.
Robert Wood Johnson University Hospital-Hamilton
Robert Wood Johnson University Hospital–

New Brunswick
Sentara Norfolk General Hospital
Sisters of Mercy Health System
Society of Thoracic Surgeons
South Nassau Communities Hospital
Spectrum Health
State University of New York-College of Optometry
Sutter Health
Tenet Healthcare
Trinity Health
UnitedHealth Group
University Health Systems of Eastern Carolina
University of Michigan Hospitals and Health Centers
US Department of Defense-Health Affairs

Vanguard Health Management
Veterans Health Administration
VHA, Inc.
WellPoint
Yale-New Haven Health System

PURCHASER COUNCIL
Buyers Health Care Action Group
Centers for Medicare and Medicaid Services
Central Florida Health Care Coalition
Employer Health Care Alliance Cooperative 

(The Alliance)
Ford Motor Company 
General Motors
Greater Detroit Area Health Council
HealthCare 21
Leapfrog Group
Maine Health Management Coalition
Midwest Business Group on Health
National Association of State Medicaid Directors
National Business Coalition on Health
National Business Group on Health   
Pacific Business Group on Health
Schaller Anderson, Inc.
US Office of Personnel Management

RESEARCH AND QUALITY IMPROVEMENT COUNCIL
AAAHC-Institute for Quality Improvement
ACC/AHA Taskforce on Performance Measures
ACS/MIDAS+
Adventist HealthCare
Agency for Healthcare Research and Quality
AI Insight, Inc.
American Association of Colleges of Nursing
American Board for Certification in Orthotics 

and Prosthetics
American Board of Internal Medicine Foundation
American Board of Medical Specialties
American College of Medical Quality
American Health Quality Association
American Pharmacists Association Foundation
American Society for Quality-Health Care Division
Anesthesia Patient Safety Foundation
Aspect Medical Systems, Inc.
Association of American Medical Colleges 
Aventis Pharmaceuticals
Battelle Memorial Institute
California HealthCare Foundation
Cancer Quality Council of Ontario
Cardinal Health, Inc.
CareScience
Center to Advance Palliative Care
Centers for Disease Control and Prevention
Cleveland Clinic Foundation
Commonwealth Fund
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Coral Initiative, LLC
CRG Medical
Delmarva Foundation
eHealth Initiative
Eli Lilly and Company
Forum of End Stage Renal Disease Networks
GlaxoSmithKline
Health Care Excel, Inc.
HealthGrades, Inc.
Health Resources and Services Administration 
Institute for Safe Medication Practices
Integrated Healthcare Association
IPRO
Jefferson Health System, Office of Health Policy 

and Clinical Outcomes
Joint Commission on Accreditation of Healthcare

Organizations
KU Medical Center at the University of Kansas
Long Term Care Institute, Inc.
Loyola University Health System Center for 

Clinical Effectiveness
Lumetra
Medical Review of North Carolina, Inc.
National Association for Healthcare Quality
National Committee for Quality Assurance
National Committee for Quality Health Care
National Institutes of Health
National Patient Safety Foundation
National Pharmaceutical Council
National Research Corporation
New England Healthcare Assembly
New Jersey Health Care Quality Institute, Inc.
Northeast Health Care Quality Foundation
Ohio KePRO
Physician Consortium for Performance Improvement
Professional Research Consultants, Inc.
Qualidigm
Roswell Park Cancer Institute
Select Quality Care
Solucient, LLC
Substance Abuse and Mental Health Services

Administration
Texas Medical Institute of Technology
Uniform Data System for Medical Rehabilitation
United Hospital Fund 
University of North Carolina-Program 

on Health Outcomes
URAC
US Food and Drug Administration
US Pharmacopeia
Virginia Cardiac Surgery Quality Initiative
Virginia Health Quality Center
West Virginia Medical Institute

Board of Directors**
Gail L. Warden (Chair)

President Emeritus
Henry Ford Health System
Detroit, MI

William L. Roper, MD, MPH (Vice-Chair)
Dean, School of Public Health
University of North Carolina
Chapel Hill, NC

John O. Agwunobi, MD, MBA1

Secretary
Florida Department of Health
Tallahassee, FL

Harris A. Berman, MD2

Chairman, Department  of Family Medicine &
Community Health

Tufts University School of Medicine
Boston, MA

Bruce E. Bradley
Director, Managed Care Plans
General Motors Corporation
Detroit, MI

Carolyn M. Clancy, MD
Director
Agency for Healthcare Research and Quality
Rockville, MD

Allen D. Feezor3

Assistant Executive Officer
CalPERS
Sacramento, CA

William A. Gillespie, MD4

Executive Vice President and 
Chief Operating Officer

Kaiser Foundation Health Plan
Oakland, CA

William E. Golden, MD
Immediate Past President
American Health Quality Association
Washington, DC

Lisa I. Iezzoni, MD
Professor of Medicine
Harvard Medical School
Boston, MA

Kay Coles James
Director
Office of Personnel Management
Washington, DC, representing QuIC

Mary B. Kennedy5

State Medicaid Director
Minnesota Department of Human Services
St. Paul, MN
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Kenneth W. Kizer, MD, MPH
President and Chief Executive Officer
The National Quality Forum
Washington, DC

Norma M. Lang, PhD, RN 2

Lillian S. Brunner Professor of Medical Surgical
Nursing

University of Pennsylvania
Philadelphia, PA

Judith L. Lichtman6

President
National Partnership for Women & Families
Washington, DC

Brian W. Lindberg 7

Executive Director
Consumer Coalition for Quality Health Care 
Washington, DC

John R. Lumpkin, MD, MPH 8

Director
Illinois Department of Public Health
Springfield, IL

Debra L. Ness2

Executive Vice President
National Partnership for Women and Families
Washington, DC

Paul H. O’Neill 2

Pittsburgh, PA

Christopher J. Queram
Chief Executive Officer
Employer Health Care Alliance Cooperative
Madison, WI

John C. Rother
Director of Policy and Strategy
AARP
Washington, DC

Thomas A. Scully
Administrator
Centers for Medicare and Medicaid Services
Washington, DC

Gerald M. Shea
Assistant to the President for Government Affairs
AFL-CIO
Washington, DC

Michael A. Stocker, MD, MPH9

President and Chief Executive Officer
Empire HealthChoice
New York, NY

Janet Sullivan, MD5

Chief Medical Officer
Hudson Health Plan
Tarrytown, NY

James W. Varnum2

President
Dartmouth-Hitchcock Alliance
Lebanon, NH

Marina L. Weiss, PhD
Senior Vice President for Public Policy and

Government Affairs
March of Dimes
Washington, DC

Linda K. Wertz4

State Medicaid Director
Texas Health & Human Services Commission
Austin, TX

Liaison Members

Yank D. Coble, Jr., MD5

Immediate Past President
American Medical Association
Chicago, IL

Janet M. Corrigan, PhD7

Director
Board on Health Care Services
Institute of Medicine
Washington, DC

David J. Lansky, PhD5

President
Foundation for Accountability
Portland, OR

Margaret E. O’Kane
President
National Committee for Quality Assurance
Washington, DC

Dennis S. O’Leary, MD
President
Joint Commission on Accreditation of Healthcare

Organizations
Oakbrook Terrace, IL

Kenneth I. Shine, MD6

President
Institute of Medicine
Washington, DC

Randolph D. Smoak, Jr., MD4

Chair, Governing Body
Physician Consortium for Performance

Measurement, American Medical Association
Chicago, IL

Elias A. Zerhouni, MD 2

Director
National Institutes of Health
Bethesda, MD

** During project period
1 Since July 2003
2 Since April 2003
3 April 2003-September 2003
4 Through December 2002

5 Since January 2003
6 Through June 2002
7 Since July 2002
8 Through April 13, 2003
9 Through January 27, 2003
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Steering Committee

Lee Partridge (Co-Chair)
Independent Consultant
Washington, DC

Judy Salerno, MD, MS (Co-Chair)
Deputy Director
National Institute on Aging
Bethesda, MD

Richard Allen3

Colorado Medicaid Director
Denver, CO

Barbara Edwards4

Deputy Director
Department of Job and Family

Services
Columbus, OH

Irene Fleshner, RN, MHSA, CHE
Senior Vice President Clinical 

Practice
Genesis Health Ventures
Kennett Square, PA

David Gifford, MD, MPH4

Quality Partners of Rhode Island
Providence, RI

David L. Jackson, MD, PhD
President
Jackson and Associates
Crownsville, MD

Rosalie Kane, PhD, DSW
Professor of Social Work
University of Minnesota-Twin Cities
Minneapolis, MN

William Kubat
Vice President for Care Management
The Evangelical Lutheran Good 

Samaritan Society
Sioux Falls, SD

Donna Lenhoff, JD
Executive Director
National Citizen’s Coalition for 

Nursing Home Reform
Washington, DC

Katie Maslow, MSW
Alzheimer’s Association
Washington, DC

John Morris, PhD4

Co-Director
Research and Training Institute
Hebrew Rehabilitation Center 

for Aged
Boston, MA

John Rother
Director for Legislation and 

Public Policy
AARP
Washington, DC
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Dale Thompson
President/CEO
Benedictine Health System
Cambridge, MN

Marvin L. Tooman, EdD
Administrator
Iowa Department of Inspection and Appeals
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Appendix D

Commentary

THE NATIONAL QUALITY FORUM

T
his project, like all NQF activities, involved the active participation
of representatives from across the spectrum of healthcare stake-

holders. This appendix summarizes the deliberations related to the
recommended measures and additional recommendations. Because of
the discontinuous phasing of this project, it is divided into two parts.

From October 2001 to April 2002, the Steering Committee deliberated
and forwarded recommendations to NQF. Following the review
period, NQF Members voted on three sets of proposed voluntary con-
sensus standards for nursing home care (long-term care residents,
post-acute care residents, and all residents) and recommendations in
June-July 2002. At the request of the Centers for Medicare and
Medicaid Services (CMS), however, the NQF Board of Directors
deferred final endorsement of the proposed measures in order to 
permit consideration of emerging information from CMS and other
organizations. Part I of this commentary describes the Steering
Committee’s most recent deliberations—March-June 2003—that led 
to its recommendations. Part II presents the deliberations and recom-
mendations of the Steering Committee during 2001 and 2002 to 
provide context for and completeness of the discussions that occurred
over the entire project period.
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Part I—2003 Deliberations

T
he Nursing Home Performance
Measures Steering Committee met on

April 14-15, 2003, to make recommendations
after considering new research on the 
validation of proposed nursing home care
voluntary consensus standards and the
results of CMS pilot tests on public report-
ing of nursing home quality. In brief, the
additional data reviewed by the Steering
Committee encompassed the following: 

■ CMS. Report on Evaluation Activities 
for the Nursing Home Quality Initiative
Pilot. October 17, 2002.1

■ Abt Associates. Validation of Long-Term
and Post-Acute Care Quality Indicators.
August 2002.2 Under a contract from
CMS, Abt undertook a national valida-
tion study involving six states and 209
freestanding and hospital-based facilities
that was performed from November
2001 to June 2002. The project’s expert
clinical panels developed empirically
based and expert-based hypotheses
regarding the care processes that might
relate to their performance on the quality
measures; these processes were described
as preventive or reactive. Research nurses
carried out field-testing, which included
the Minimum Data Set (MDS) supple-
mental assessment, medical record
review, an administrative questionnaire,
and environmental walk through/resident
observation.

The validation study results for Abt’s 
45 measures, which the researchers 
have named “Mega QIs,” provided a

prevalence estimate of the measures in
this national sample, reliability Kappa
measurement of the concordance of 
the facility MDS assessments and the
research nurse MDS assessments, and
measurement of the relationship between
the observed data and the results of 
the facility quality measure for the 
preventive and reactive elements. 
Each Mega QI was then assessed to be 
of top (I), mid (II), or no (III) validity.
Additionally, the researchers concluded
that because the risk adjustment pre-
viously recommended (the Facility
Adjustment Profile [FAP]) did not 
provide better outcomes or validation
and ascertainment bias did not appear 
to be an issue, the FAP is no longer 
recommended for inclusion as part of
the Mega QI measure specifications. 

■ Abt Associates. Mega QI Covariate
Analysis and Recommendations:
Identification and Evaluation of Existing
Quality Indicators That Are Appropriate 
for Use in Long-Term Care Settings.
December 20, 2002.3 Abt issued the
results of further analyses designed 
to identify additional or improved 
resident-level covariates to improve the
case-mix adjustment for the Mega QIs.

■ California HealthCare Foundation
(CHCF). A Field Test Evaluation of Clinical
and Staffing Quality Indicators for Use in a
Consumer Reporting System. October
2002. As part of the design for its web
site, CHCF funded research to evaluate
the accuracy and validity of seven MDS
measures (from a set identified by the
Center for Health Systems Research and
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Analysis [CHSRA]) and one staffing
measure that could inform consumers
about the quality of nursing home care
in California.4 For each measure, a set 
of care processes was identified for 
evaluation during the site visit using
medical record data, direct observation,
observation by research monitoring
tools, and resident interviews using
standardized protocols. For each 
measure evaluated, a site visit was 
performed at 14 to 16 facilities. These
visits included 329 to 451 residents 
overall.5,6,7,8,9

■ Two public reporting web sites 
for nursing home quality of care:
Nursing Home Compare (CMS),
www.medicare.gov/NHCompare/home.
asp, and California Nursing Home Search
(CHCF), www.calnhs.org. 

■ Following the Steering Committee 
meeting, additional analyses from Abt
regarding the validity of the recom-
mended measures without exclusions
for end-stage/hospice residents.10

Domains of the Proposed Sets

Previously, the Steering Committee identi-
fied and recommended six domains that
the consensus standard sets for quality 
of nursing home care should encompass, 
as described later in this commentary. 

After review and further discussion at the
April 2003 meeting, the Steering Committee
concluded that the clinical domain should
be separated into the categories of clinical
care and functional status to reflect more
accurately the needs of nursing home resi-
dents. The seven domains recommended
are as follows:

■ clinical care (including healthcare
processes and outcomes);

■ functional status (physical and cognitive);

■ structural (staffing, ownership, occupancy
rates, and financial);

■ quality of life;

■ satisfaction (resident, family, and
employee);

■ participation in care management; and

■ external assessment of quality (e.g., Joint
Commission on Accreditation of Health-
care Organizations, CMS, state licensing,
complaints from outside sources).

Characteristics and Criteria for
Recommendation of Measures

In earlier work on this project, the Steering
Committee determined that the following
characteristics should span the entire set of
measures:
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4 See www.calnhs.org/research/view.cfm?itemID=19967.
5 Schnelle J, et al. The Minimum Data Set weight loss quality indicator: does it reflect differences in care processes related to
weight loss? J Am Geriatr Soc. In press. 
6 Schnelle J, et al. The Minimum Data Set prevalence of restraint quality indicator: does it reflect differences in care?
Gerontologist. In press.
7 Schnelle J, et al. The Minimum Data Set urinary incontinence quality indicators: do they reflect differences in care processes
related to incontinence? Med Care. In press.
8 Schnelle J, et al. 2004. A Minimum Data Set prevalence of pain quality indicator: is it accurate and does it reflect differences in
care processes? J Gerontol A Biol Scie Med Sci. 59(3):M281-M285.
9 Schnelle J, et al. The Minimum Data Set bedfast quality indicator: is it accurate and does it reflect differences in care processes
related to mobility decline? Nurs Res. Submitted 2nd review.
10 Personal communication from L. Hines, CMS, Memorandum Re: Revised Co-variates, May 27, 2003.



■ Measures should cross domains.
■ Measures should relate to each other to

form a picture of the whole.
■ Measures should be of a number that is

manageable for users. 

The Steering Committee also established the
following criteria for its recommendations: 

■ A measure must meet the following two
threshold criteria to be included in the
Steering Committee’s candidate list: 
● The measure must be in the public

domain.
● Each measure must be based on 

evidence showing that it has been
tested in the intended setting using
nursing home populations and has
been found to be valid and reliable. 

■ The following five criteria were used 
to recommend measures from the 
candidate list: 
● Measures should reflect issues of high

priority for nursing home residents
and consumers.

● Measures should be of processes and
outcomes that are under the influence
of the facility.

● Measures should be easily understood
by consumers.

● The burden of measurement, includ-
ing data collection and number of
measures, should be considered.

● Measures should not introduce incen-
tives that do not benefit the resident
(e.g., refusing to admit residents with
certain diagnoses or embracing care
practices such as inserting catheters to
manage incontinence). 

CMS also advised that it seeks to align
its public reporting initiatives—including
its Nursing Home Compare web site—with

measures endorsed by NQF. Accordingly,
the Steering Committee reviewed criteria
provided by CMS for measures for imme-
diate use in its current public reporting
efforts, as well as the Department of
Health and Human Services’ publication
Guidelines for Ensuring the Quality of
Information Disseminated by HHS Agencies,
which pertains to CMS’s public reporting
initiatives.

Recommendation of Individual Measures
The Steering Committee reviewed 45 Mega
QI measures that were evaluated in August
2002 by Abt Associates and 7 CHSRA
measures evaluated by researchers for
CHCF. The Committee focused its discus-
sions on measures it previously considered
and additional measures nominated by
Committee members for further discussion.

In reviewing the measures, several
Steering Committee members expressed
concern regarding the exclusion of end-
stage and hospice residents for several
measures in Abt’s August 2002 Mega QI
specifications. Because these residents may
be designated end-stage or become hospice
residents many months before near-death
decline and may live much longer than
expected, such assessments are difficult to
make and are frequently inaccurate. Data
that demonstrate the difficulties involved
in making such judgments were provided
from the fourth quarters of 1998 and 2001
for residents coded as end stage on their
MDS admission assessments:
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1998 2001

Percent still alive after 90 days 18 21

Percent still alive after 180 days 10 11

Percent still alive after 270 days 7 8

Percent still alive after 1 year 5                           211



While acknowledging that rapid decline
and loss of function is expected in the last
few weeks of life, Committee members
believed that all residents should receive
the appropriate care processes for treating
pain, minimizing incontinence, avoiding
urinary catheters, treating urinary tract
infections, and preventing pressure ulcers.
Thus, hospice and end-stage disease 
residents should not be excluded from the
denominator population for those measures.

In response to the Committee’s concern,
CMS requested that Abt provide additional
validation analyses for the recommended
measures without the exclusions for hospice
and end-stage disease residents. A May
2003 Abt report established that the 
measures maintain their Level I validity
when the exclusions for hospice and end
stage are removed.

After reviewing the Abt report, the
Committee voted to recommend removing
the exclusions for hospice and end-stage
residents for the measures of incontinence,
indwelling catheters, urinary tract infec-
tions, and pressure ulcers. The Committee
acknowledged that near-death decline is
not under control of the facility and opined
that these numbers are small at any given
time and would not significantly affect the
results for these measures.

Measures Recommended 
for Long-Term Care Residents
Eight measures and two sets of paired
measures were recommended for inclusion
in the set for long-term care nursing home
residents, as follows:

■ Residents whose need for more help with daily

activities has increased

This measure is currently reported on
CMS’s Nursing Home Compare web site. 

Of the three candidate measures
regarding activities of daily living
(ADLs) (the other two are “ADL
improvement” and “ADL worsening”),
this measure includes the largest denom-
inator of residents and has the highest
validity. Hospice and end-stage disease
residents are excluded. The Committee
again recommended this measure for 
the set.

■ Residents who lost too much weight

This measure is currently reported with 
ratings on the California Nursing Home
Search web site.

The CHCF research found this 
measure to be valid and related to
encouragement and assistance in eating
in the facility.12 The CHCF researchers
noted that even though residents with
planned weight loss are not excluded 
from the measure, such residents are
uncommon in the chronic care popu-
lation and do not impact the measure
results appreciably. The Committee also
noted the acceptable, but lower, reliability
of the data; for unknown reasons, weigh-
ing residents accurately is problematic 
in nursing homes. The Committee rec-
ommended that nursing homes be given
direction and assistance to improve their
ability to weigh residents accurately.

■ Residents who experience moderate to severe 

pain during the seven-day assessment period

This measure is currently reported on
CMS’s Nursing Home Compare web site.

The Abt study found this pain 
measure to be valid and reliable, and
ascertainment bias was not identified.
The measure is adjusted for cognitive
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impairment as a measurement error 
factor. Researchers were not able to
identify other valid adjusters such 
as cancer or orthopedic conditions.
Hospice and end-stage residents are 
not excluded. The Committee again
recommended this measure.

■ Pressure ulcers—paired measures (two measures

stratified into high-risk and low-risk groups)

The combined measure (high and low
risk) is currently reported on CMS’s
Nursing Home Compare web site. 

The Committee noted that care
processes that have been shown to
prevent most pressure ulcers are found
in both high- and low-risk groups. 
The Abt study demonstrated top-level
validity for the combined measure as
well as the stratified high-risk and 
low-risk measures. The Committee 
recommended a pair of measures, 
stratified into high-risk and low-risk
groups and including hospice and 
end-stage residents.

■ Residents who were physically restrained daily

during the seven-day assessment period

This measure is currently reported on
CMS’s Nursing Home Compare web site
and on the California Nursing Home
Search web site. 

The CHCF researchers found that resi-
dents in nursing homes with high rates
of restraint use were in bed during the
day on more observations than residents
in low-restraint use homes, were more
frequently observed with bed rails in
use, and received less feeding assistance
during meals. The Committee continued
to strongly support this measure and
noted that currently bed rails and side
rails are not included in the definition of
restraints. The Committee recommended
further research on bed rails and side
rails as physical restraints.

■ Incontinence—paired measures

To avoid the introduction of undesirable
incentives, the Committee recommended
that the following two measures should
be included in the set only as paired
measures:

Residents who frequently lose control of their

bowels or bladder (low risk)

Incontinence is one of the main 
reasons that families place residents in
nursing homes. The Abt study found
high validity for this incontinence mea-
sure as a combined measure and as two 
separate measures stratified into high
risk and low risk. The high-risk group
includes residents who have severe
cognitive impairment and/or who are
totally dependent in the mobility ADLs.
The Committee recommended the 
measure that is applied to the low-risk
population in order to encourage care
processes that are known to prevent
incontinence. 

Residents who have a catheter in the bladder at 

any time during the 14-day assessment period

The prevalence of incontinence measure
excludes residents with indwelling
catheters, and because the Committee
did not want to include an incentive for
catheter use, it recommended that this
measure be paired with the incontinence
measure. Hospice and end-stage residents
are not excluded.

■ Residents who spent most of their time in 

bed or in a chair in their room during the 

seven-day assessment period

This measure is currently reported 
with ratings on the California Nursing
Home Search web site. 

CHCF researchers evaluated this
CHSRA measure13 and found that it is 
a valid measure of quality that can 
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discriminate between facilities. Facilities
with a high percentage of bedfast resi-
dents, compared to homes with a low
percentage of bedfast residents, had a
lower proportion of residents who were
out of bed for meals and who remained
in bed throughout the day for longer
periods of time or who remained in 
bed after an afternoon nap. Abt also
evaluated the Mega QI version of this
measure in its May 2003 follow-up
analyses and found it to have Level I
validity. 

Committee members discussed the
lack of exclusions or other adjustments,
but the majority believed that the only
adjustments needed might be comatose/
vegetative state, or orthopedic residents
in traction, which are not common.
Following additional information pro-
vided by the CHSRA measure developers
that demonstrated the prevalence of
bedfast residents as 5.24 percent without
the comatose exclusion and 5.05 percent
with it,14 the Committee recommended
that comatose residents be excluded
from the denominator population for
this measure. 

■ Residents with a decline in their ability to move

about in their room and the adjacent corridor 

The Committee recommended this
measure of functional status as impor-
tant for quality of life. Abt researchers
found that having more people up and
walking translated into better outcomes
in other areas as well. Hospice and 
end-stage residents are excluded. 

■ Residents with a urinary tract infection

The Committee recommended the 
measure for prevalence of urinary tract
infections, which is the most common
infection in nursing homes. Hospice 

and end-stage disease residents are not
excluded. 

■ Residents with worsening of a depressed or 

anxious mood

The Committee expressed a strong desire
to include a mental health measure in the
set. It discussed at length other possible
measures, as noted below, and concluded
that this measure was the best currently
available, although it had midlevel
validity (Level II) in the Abt study. The
Committee noted that additional research
to develop and improve measures in the
mental health arena is a priority.

Long-Term Care Measures 
Not Recommended

During its consideration of the measures it
recommended, the Committee discussed at
length four measures it ultimately did not
recommend:

■ Cognition worsening. Of concern to
Committee members were this measure’s
midlevel validity, the possibility of per-
verse incentives being used to prevent
admission of dementia residents, and 
the difficulties in distinguishing between
differences in care and the results of 
the natural progression of disease. The
Committee ultimately decided against
recommending this measure, even
though it addresses an important issue
for nursing home residents. 

■ Prevalence of infections. The Committee
considered the measure, but did not 
recommend it because it is not specific—
that is, it encompasses a wide range of
infections, from a cold to life-threatening
sepsis.
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■ Prevalence of depression. The Committee
considered this measure, but the preva-
lence measure was not validated by
CHCF. 

■ Anti-psychotic medication use. The
Committee considered but did not 
recommend this measure because these
drugs may be appropriate for certain
residents. The Committee noted that
including this measure in the set was 
not the best way to address concerns
regarding inappropriate drug use or
“chemical restraints.” Additionally,
the American Geriatrics Society and 
the American Association for Geriatric
Psychiatry recently were unable to make
recommendations about appropriate
use.15

Measures Recommended for 
Post-Acute Residents

The Steering Committee discussed the
changing resident population in nursing
homes and the expectation that short-stay,
post-hospitalization residents as a group
will continue to grow. Although the MDS
is used to perform 5-day and 14-day
assessments, few valid performance 
measures have been developed for these
residents. In addition, the existing MDS
measures do not capture the 40 percent of
residents who stay fewer than 14 days. 

The August 2002 Abt report regarding
post-acute measures provided results on a
sample of 54 transitional care units (TCUs);
Abt also analyzed a larger sample of 166
facilities, including the 54 TCUs. On the
recommendation of the Mega QI principal

investigator (PI), the Committee used 
the validation results from the larger Abt
sample to make its decisions.

■ Short-stay residents with delirium

This measure is currently reported on
CMS’s Nursing Home Compare web site.

The Committee again recommended
this measure, which identifies residents
with at least one symptom of delirium
that represents a departure from usual
functioning on the 14-day assessment. 
In the larger sample, this measure had
top-level validity and good reliability.
Comatose residents, hospice residents,
and end-stage disease residents are
excluded.

■ Short-stay residents with moderate or severe pain

This measure is currently reported on
CMS’s Nursing Home Compare web site.

The Committee again recommended
this measure, which measures residents
with moderate pain at least daily or 
horrible/excruciating pain at any 
frequency on the 14-day assessment. 
In the larger sample, the validity is top
level, and the reliability is good. Hospice
residents and end-stage residents are 
not excluded.

■ Short-stay residents with pressure ulcers

The Committee recommended this mea-
sure, which had not been recommended
previously. The measure evaluates the
development of new pressure ulcers or
the lack of improvement of existing 
pressure ulcers between the 5-day and
14-day assessments. The validity in the
larger sample is high, and the reliability
is good. Hospice residents and end-stage
residents are included.
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Post-Acute Measures Not Recommended

The post-acute measure “improvement in
walking,” previously recommended, was
not validated by the Abt study. Thus, the
Committee did not recommend its use at
this time. The Committee recommended
continued work on this measure in the
important area of functional status for
short-stay residents. As noted in its earlier
deliberations, the Committee stated that
developing a rehospitalization measure
also is important for post-acute care.

Development of 
Post-Acute Care Measures

Recommendation

Because the resident population in nursing
homes is changing, additional valid and
reliable measures to evaluate care for the
entire short-stay population should be
developed without delay. Measures in
areas such as functional status, improve-
ment in rehospitalization, and discharge
location are needed.

Staffing

The Steering Committee noted that the
availability of reliable information regarding
nursing home staffing is critically important
for the public. Members agreed that recent
studies have demonstrated a clear relation-
ship between levels of nurse staffing and
quality of care.16,17,18 Both CMS’s Nursing

Home Compare web site and California
Nursing Home Search web site publicly
report information on nurse staffing. As 
of January 1, 2003, federal law requires 
that nursing homes post nurse staffing 
for each shift. 

The Steering Committee expressed 
significant frustration that the existing 
data sources for staffing information,
which have been long known to be defi-
cient, remain so poor, and that significant
efforts to improve the quality of the data
are lacking. The Committee recommended
the immediate improvement of existing
systems using known techniques and the
rapid development of improved data 
collection for staffing that is timely, case-
mix adjusted, and audited. The Committee
noted that because nursing homes already
collect these data, additional burden need
not be imposed. Because of the poor quality
of the data, the Steering Committee again
did not recommend that staffing be con-
sidered a performance measure at this
time, although it felt that public reporting 
of staffing information should continue. 

The Steering Committee also discussed
other staffing measures for evaluating
workforce issues in nursing homes, includ-
ing staff turnover and retention, use of con-
tract staff, tenure of the director of nursing
and the facility administrator, specialized
training of staff such as advanced practice
nurses, and use of non-nurse staff such as
activity or recreational therapists. Further
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development of such measures and data
collection should be urgently pursued. 

Recommendations

■ Public reports of staffing information
should include a clear advisory that
staffing and quality of care are related
and that every facility is required to post
its staffing information every shift. 

Public reports of nursing home quality
should continue to provide information
about nurse staffing:

● Total direct care staff hours per 
resident per day.

● RN hours per resident per day.

● LPN/LVN hours per resident per day.

● CNA hours per resident per day.

The OSCAR data system should be
upgraded immediately to improve 
data accuracy, using techniques such 
as removing obviously erroneous data
(“0” or “999”) and other published
exclusion criteria. 

■ CMS should, by September 2004, estab-
lish a system for improved staffing data
that is timely, generated quarterly, not
related to survey timing, acuity adjusted,
and audited. 

■ Development of additional validated
measures pertaining to the nursing
home workforce, such as staff turnover
and retention; use of contract versus
payroll data; staff training; use of
advanced practice nurses; tenure of 
the director of nursing and facility
administrator; and use of non-nurse
staffing, should be urgently pursued. 

Quality of Life Measures

The Steering Committee enthusiastically
supported the recently developed measures
of quality of life19 and recommended 
continued testing so that they may be 
considered in the future. 

Recommendation

The Committee recommended that 
immediate attention be given to feasibility
issues, such as those involving data collec-
tion systems, time required to administer
the survey, and facility staff administration
of the survey, so that measures in these
important areas can be implemented
within two years.

Reconsideration of Measures

After NQF Member Voting

O
n September 30, 2003, the NQF Board
of Directors endorsed 14 voluntary 

consensus standards for public reporting 
of nursing home performance that had
been approved by all four NQF Member
Councils. The Board directed that two pro-
posed consensus standards be reconsidered
through the NQF Consensus Development
Process (CDP), with assistance from the
Steering Committee: “residents who lost
too much weight” and “staffing.” 

Weight Loss

In the first round of voting, the long-stay,
chronic care measure “residents who lost
too much weight” was not approved by
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the Provider and Health Plan Council. 
The other three Councils approved the
measure, although the Research and
Quality Improvement Council approved 
it narrowly. During review and voting, 
several NQF Members identified the lack
of exclusions (in particular hospice patients
and patients on weight-loss programs) as
their reason for not supporting the draft
consensus standard.

NQF staff worked with the measure
developer, researchers, and the project
Steering Committee to consider possible
revisions to the measure, which resulted 
in a hospice exclusion, only. This revised
measure is deemed to be valid based on
the research of Dr. Sandra Simmons, the 
PI who conducted research on the validity
of the weight loss measure for CHCF. 

Dr. Simmons’ research found the unad-
justed measure to be valid and related to
encouragement and assistance in eating 
in the facility.20 However, her study also
explicitly excluded hospice patients. In 
Dr. Simmons’ opinion, based on her study
design and findings, the validity of the
original unadjusted weight loss measure
is unchanged by adding the exclusion 
for hospice patients, as this exclusion 
was, by intention, part of her original
research design validating the measure.
The developer of the weight loss measure,
Dr. David Zimmerman, supports the hos-
pice exclusion, and the Steering Committee
recommended the exclusion for hospice
patients. 

With respect to an exclusion for patients
on weight loss programs, the original

measure is based on the CMS MDS tool,
which contains the data element “patients
on weight change programs”—that is, it
does not distinguish between those on 
programs for weight gain versus weight
loss. An analysis by Dr. Zimmerman of
nursing homes patients in weight change
programs found that approximately 70 per-
cent of long-stay, chronic care residents on
weight change plans are in fact on weight
gain programs. The Steering Committee
considered the addition of “patients on
weight change programs” as an exclusion
to the measure, but believed that if the vast
majority of patients included in the MDS
planned weight change program are really
on weight gain programs, then it would be
inappropriate to exclude them. 

Staffing

During the Steering Committee’s more
than two years of deliberations, the topic of
nurse staffing and whether to recommend
a staffing measure for the set was discussed
on many occasions. The Steering Committee
supported the need for a staffing measure,
but initially did not recommend the
staffing measure currently used on CMS’s
Nursing Home Compare web site because of
concerns about the quality of the data. The
Committee recommended the immediate
improvement of existing systems using
known techniques and the rapid develop-
ment of improved data collection for
staffing that is timely, case-mix adjusted,
and audited. Detailed recommendations to
improve staffing information are included
in the report.
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During the review and voting, several
NQF Members, especially (but not limited
to) members of the Consumer Council,
strongly recommended that nurse staffing
be included in the set, noting that a report
to Congress commissioned by CMS21

describes a clear relationship between 
specific staffing thresholds below which
quality suffers. Based on the review period,
a nurse staffing measure was placed on the
ballot for voting by the NQF membership.

All four Member Councils approved 
the staffing measure in the first round of
voting. In response to concerns raised by
CMS, however, the NQF Board did not
immediately endorse the measure and
asked the Steering Committee to re-review
the staffing measure and any additional
approaches that might be appropriate.

The Steering Committee met by confer-
ence call on December 10, 2003, to discuss
the nurse staffing measure and focused its
deliberations on a proposed nurse staffing
consensus standard, as follows:

■ The nurse staffing measure that was
approved by all four NQF Member
Councils did not specify a data source,
as did the other NQF-endorsed mea-
sures (e.g., those for hospitals). That is,
the nurse staffing measure proposed 
did not designate OSCAR22 as the data
source for calculating the measure, and
it is OSCAR about which the Committee
and others have consistently expressed
concerns.

■ Nurse staffing is reported on the
California Nursing Home Search web site
(since October 2002). The measure 

specifications are the same as used by
CMS on Nursing Home Compare, but the
data source is different. In California, 
the data are generated from annual cost
reports, not from OSCAR. The Steering
Committee considered the California
Nursing Home Search web site to be an
example of the successful implemen-
tation of a candidate nurse staffing 
voluntary consensus standard.

Committee members again emphasized
that the importance of or need to include
staffing was not in question, but that data
standardization was a concern. The discus-
sion by members of the Steering Committee
encompassed a range of views:

■ The 2004 Institute of Medicine report
Keeping Patients Safe: Transforming the
Work Environment of Nurses recommends
including a measure for nurse staffing in
federal and state report cards on nursing
home quality.

■ A staffing measure has high face validity
and is important to consumers; staffing
is “among the highest” priorities for
measurement and reporting.

■ The specifications for the California
Nursing Home Search web site are the
same as those for CMS’s web site. The
data sources differ.

■ The current OSCAR data do not meet
the criteria established by the Steering
Committee in terms of reliability as a
data source.

■ Not all states use cost reports, and using
a standardized federal data source is
preferable to using various data sources
at the state level.
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■ Even though there are problems with the
quality of the OSCAR data on staffing,
there are proven methods employed by
researchers that can improve the overall
results by adjusting the data to remove
clearly erroneous entries and outliers.
These methods can be easily employed.

■ Whether designated a voluntary 
consensus standard or not, the staffing
information on CMS’s Nursing Home
Compare web site must continue to be
available. Whether characterized as
information or as a consensus standard,
the OSCAR data can and should be
improved without delay. 

■ The nurse staffing data reported by the
California Nursing Home Search web site
and CMS should go beyond what is 
currently released to include threshold
values in the measure and/or should
report whether a facility has met the
staffing threshold of 4.1 hours per resi-
dent day identified in the CMS staffing
report by providing a “yes” or “no.”

The members of the Steering Committee
could not reach consensus on a specific 
recommendation and were evenly split
between two recommendations:

1. NQF should endorse the draft voluntary
consensus standard for nurse staffing
that was voted on and approved by 
all four Member Councils for inclusion
in the nursing home set. The same four-
part specifications are used on both 
the Nursing Home Compare and the
California Nursing Home Search web 
sites. The data source is not specified.
The consensus standard should be
accompanied by language indicating
that the best available data source
should be used. Specifically, it should 
be indicated that:

a. the quality of the OSCAR data 
should be maximized through known
techniques immediately, and 

b. if and/or when an improved federal
data source for staffing becomes 
available, it should be implemented. 

2. The Committee should advise the 
NQF Board of Directors that although
nurse staffing is an important area for
measurement, concerns about the quality
of the source of the federal data are 
sufficiently important that including
staffing in the sets is not recommended
at this time. However, the Steering
Committee members recommended that
NQF insist that the staffing information
now on CMS’s Nursing Home Compare
web site must continue to be available
and that the OSCAR data quality should
be improved as soon as possible. 

Part II—2001-2002 Deliberations

I
n October 2001, the Steering Committee
was asked to recommend a set of per-

formance measures for chronic and post-
acute care nursing facilities that would be
useful for public reporting for purchasers
and consumers. In addition to conducting
a review of available measures, NQF 
convened an Advisory Panel on Risk
Adjustment to provide the Committee 
with an independent review of the different
approaches to risk adjustment of the nurs-
ing home performance measures under
consideration. The Steering Committee’s
deliberations also were informed by 
comments from NQF Members and 
non-members during its meetings.
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Preparatory to its discussions, the
Steering Committee reviewed two reports
by the CMS contractor Abt Associates: 

Preliminary Report: Pilot Field Data
Collection Efforts to Validate Nursing 
Home Quality Indicators (Performance
Measures). September 26, 2001. This
report described newly developed 
quality measures called “Mega QIs”
based on the MDS information
(www.cms.hhs.gov/quality/nhqi/
PreReport3_20.pdf.)

Identification and Evaluation of Existing
Quality Indicators That Are Appropriate 
for Use in Long-Term Care Settings.
October 1, 2001. This report analyzed
existing MDS-based performance mea-
sures (www.cms.hhs.gov/quality/nhqi/
task2_final.pdf.)

At the beginning of its work, CMS 
asked the Steering Committee to recom-
mend measures from among the 39 in
development by Abt Associates outlined 
in its September 26, 2001, report for a pilot
initiative on public reporting of nursing
home quality information to begin in April
2002. The recommendations can be found
at www.qualityforum.org/archive.htm. 

Considerations in 
Recommending Measures 

Prior to its systematic consideration of
individual measures, the Steering
Committee identified six domains for
which quality measures would be sought
and evaluated: 

■ Structural—including nurse staffing,
financial, and ownership.

■ Clinical—including physical function
and cognitive function.

■ Satisfaction—resident, family, and
employee satisfaction.

■ Quality of life.

■ External assessments—accreditation, 
certification, deficiencies, and complaints.

■ Participation in care processes—
including planning, delivery, and 
evaluation.

Following identification of the domains,
the Steering Committee identified the 
criteria it would adopt to select measures
for the sets. Measures should:

■ Be of high priority for nursing home 
residents and consumers.

■ Be under control of the facility.

■ Be easily understood by consumers.

■ Have validity, including face validity,
reliability, auditing, and risk adjustment.

■ Have an acceptable level of burden,
regarding both the total number of
measures and the burden of data 
collection.

■ Not include perverse incentives (such as
certain admitting and care practices). 

■ Be in the public domain.

The Committee concurred that two of 
these criteria were threshold criteria that
any measure must meet in order for it to 
be evaluated against the remaining criteria: 

■ The measure must be in the public
domain.

■ Evidence must exist of a fairly formal,
independent assessment of validity.
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To identify those areas of high priority to
residents and consumers, the Committee
used the following sources of information,
as well as its own experience and expertise
in the long-term care arena:

■ Report of focus group findings from
research done by CMS contractor
Academy for Educational Development
to assess the Abt-recommended measures
and to “explore participants’ under-
standing and potential use of the meas-
ures when choosing or monitoring care
in a nursing home.” Reported in MDS
Formative Research. October 30, 2001.

■ The assessment of the Mega QI project
team’s steering committee of the value 
of the Mega QIs for selection of facilities
by consumers and purchasers, detailed
in the report Identification and Evaluation
of Existing Quality Indicators That Are
Appropriate for Use in Long-Term Care
Settings. October 1, 2001.

■ Review of the peer-reviewed literature
and other sources by NQF staff for 
information on the views of nursing
home residents and consumers regard-
ing nursing home quality.

■ Review of news and a media search by
NQF staff for reports released over the
past several years pertaining to nursing
homes.

■ Kaiser Family Foundation Survey on
Nursing Homes. October 2001.23

In addition to identifying the domains of
quality that the sets should encompass and
the criteria it would use to select measures
for the sets, the Committee concluded that
three overarching principles should guide
its deliberations:

■ Measures should be of a number 
that is manageable for users.

■ Each set should be comprised of 
measures representing a cross-section 
of domains.

■ The measures should each relate 
to the others within a set to form a 
picture of the entire spectrum of 
nursing home quality

Finally, the Committee noted the need 
to be practical in selecting measures.
Accordingly, it concluded that it would
evaluate measures on the basis of readiness
for implementation. Specifically, the
Committee assessed whether the outlook
for implementation was immediate (in
use/ready for “prime time”), short term
(currently under development and/or
being validated and ready for use in 6 to 
12 months), or long term (requiring a sig-
nificant amount of research and validation
and will not be ready for several years). 

Recommendation of Measures

Based on the Steering Committee’s
deliberations, NQF staff broadly solicited
measures that met the threshold criteria.
The Committee explicitly agreed that it
would not limit its consideration to mea-
sures derived from the MDS instrument.
The Committee discussed the MDS tool
and various problems its use in quality
measurement presents, such as timing of
assessments, definitions of some items
such as pain, and utility with the subacute
population. 
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NQF staff identified 78 candidate 
measures for further consideration, and 
for each measure compiled information on
its developer, data source, risk-adjustment
method, evidence of validation, and readi-
ness for implementation. The majority of
the clinical measures came from the 
following two sources:

■ 24 CHSRA measures.24 CHSRA at the
University of Wisconsin-Madison 
developed and tested a set of indicators
of quality of care in nursing homes
called Quality Indicators (QIs) and a
quality monitoring system for using 
the indicators for internal and external
quality review and improvement. QI
development was guided by several 
criteria, including clinical validity, feasi-
bility or usefulness of the information,
and empirical analyses. The 24 QIs are
now being used by all state survey agen-
cies and by a number of nursing homes
for quality assurance and improvement.
Maryland25 and Texas26 use the CHSRA
measures in their public reports of nurs-
ing home quality. CHCF is completing
additional research on some CHSRA
measures (depression, incontinence, 
use of physical restraints, weight loss,
prevalence of bedfast residents, and
presence of pressure sores) for use in its
California Nursing Home Consumer
Information System beginning in
September 2002.27 The studies compare
the MDS information with the ACOVE
(Assessing Care of Vulnerable Elders)
quality measures being developed by
researchers from Rand and UCLA, using
chart review and direct observation.28

■ 39 Mega QI measures. These measures
are being developed by Abt Associates
for CMS and are described in Preliminary
Report: Pilot Field Data Collection Efforts to
Validate Nursing Home Quality Indicators
(Performance Measures). September 26,
2001. Most are long-term care measures
from CHSRA and LTQC (a proprietary
measurement system), with the addition
of a new risk-adjustment methodology
referred to as the FAP. A national, six-
state validation of the Mega QIs should
be completed in the summer of 2002.
The Mega QIs are the only source of
measures for the post-acute population.

Measures were further grouped into
domains, and within domains by general
topic or clinical area that a measure
addressed. Because most of the measures
fell into the clinical domain, the bulk of 
the Committee’s deliberations focused 
on them.

The Committee identified the following
high-priority clinical target areas: pressure
sores, ADLs, restraints, pain, infections,
weight loss, anti-psychotic drug use,
immunization, prevalence of bedfast 
residents, depression, and incontinence.
Additionally, the Committee agreed 
to eliminate from further consideration 
measures from the following clinical 
clusters: medication errors, injury or falls
(although use of restraints was included),
and locomotion (although bedfast preva-
lence was included), because available
measures did not meet the Committee’s 

D-16 THE NATIONAL QUALITY FORUM

24 See www.chsra.wisc.edu/CHSRA/Quality_Indicators/toc.htm.
25 See www.mhcc.state.md.us/ (Nursing Home Guide).
26 See facilityquality.dhs.state.tx.us/ltcqrs_public/nq1/jsp2/qrsHowQRSRatesMA_nh1en.jsp?MODE=P&LANGCD=en.
27 See www.calnhs.org/research/view.cfm?itemID=19967.
28 See www.acponline.org/sci-policy/acove/.



criteria. Measures from within clusters of
similar clinical areas then were considered
together. Finally, if measures were similar
except for risk-adjustment methodology,
the Committee made a selection based 
on the measure’s specifications and 
adjustments.

Risk Adjustment 

The newly developed Mega QI measures
contain a facility-level risk-adjustment
method, the FAP. The Committee expressed
discomfort with the technical complexity 
of this method, and some members had
difficulty understanding the technical
information in the reports. Questions
regarding possible over- or underadjust-
ment using the FAP method were difficult
for the Committee to evaluate. A Special
Advisory Panel of three outside, indepen-
dent consultants was convened to assist 
the Committee in resolving these and 
others concerns regarding risk-adjustment
methodology, and the Advisory Panel’s
recommendations were used to inform the
Steering Committee’s deliberations with
respect to selecting measures for the sets. 

The Special Advisory Panel members
were asked to:

■ Review the risk-adjustment methodol-
ogy for the Mega QI project and other
risk-adjustment methodologies that are
available and tested for the purpose of
answering the following questions:

● How well does each risk-adjustment
method help in identifying high-
quality and poor-quality facilities?

● What are the advantages and disad-
vantages of each method when applied
to a measure being used for public
reporting to consumers?

■ Compare the Mega QI methodology to
other available risk-adjustment methods
or measures that could be used.

Based on the Advisory Panel’s recommen-
dations, the Steering Committee reached
the following conclusions regarding risk
adjustment: 

■ Each measure should be evaluated 
independently with regard to the need
for adjustment and, if required, the
appropriate method for such adjustment.

■ The FAP is a new, innovative, non-
traditional method that requires further
research to evaluate its validity and 
reliability. Two of the three consultants
specifically recommended against using
the FAP for public reporting of quality
measures at this time. 

■ The risk-adjustment method should be
easy to understand and to explain to the
public.

■ The adjustment should take into account
only those characteristics that are not in
part the result of facility care.

■ The considerations for risk adjustment
for the long-stay, chronic care population
and the short-stay or post-acute care
population differ significantly. In 
particular, the timing of the 5-day and
14-day assessments of the MDS does 
not included 40 percent of short-stay 
residents and may lead to selection bias.

■ Head-to-head comparison of various
risk-adjustment methods has not been
performed and is urgently needed. 
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As a result of the discussion with the
Special Advisory Panel, the Steering
Committee decided to select measures
based on other criteria and then consider
the risk-adjustment method if more than
one measure exists for a condition.

At the Committee meeting in February
2002, CMS advised the Committee that 
it planned to use the Mega QIs with the 
FAP for the pilot project beginning in 
April 2002. Committee members expressed
serious concern with this decision on tech-
nical grounds and because additional
research and validation was recommended
by the Special Advisory Panel before using
the FAP for measures that would be publicly
reported. Of note, after the final Committee
meeting, CMS decided against using the
FAP during the pilot project. 

The Committee also discussed the 
measures that are currently on the CMS
Nursing Home Compare web site, noting that
they are not risk adjusted, and generally
expressed the view that any appropriate
risk adjustment would be an improvement.
Other Committee members expressed 
concern about the potential for confusing
providers and the public with regard to the
public reporting aspect. That is, in a brief
period of time, multiple changes will be
made regarding what and how information
about nursing home quality is reported.
Specifically, information on the existing
Nursing Home Compare web site reports
(few measures, no risk adjustment) will
switch to information from the pilot in six
states (new measures, new risk adjustment)
to information from the final sets (some
new/different measures, different risk
adjustment). 

Recommended 
Long-Term Care Measures

The Steering Committee recommended
seven long-term care measures and two
measures that should be conducted only 
in tandem. This section summarizes the
deliberations about each of these measures.

■ Incidence of decline in late-loss ADLs (CHSRA)

The Committee had unanimously
selected this measure for the pilot 
project and maintained its support for
the measure as a reflection of maintaining
the last indications of function as a 
high-priority goal and of quality care.
Alternative measures, such as “ADL
worsening following improvement,”
“ADL improvement among residents
who exhibited a capacity for improve-
ment,” “locomotion worsening,” and
“maintenance or improvement in 
walking performance in persons with
walking capacity,” were considered but
not selected. Only one measure among
the several ADL measures was deemed
to be necessary for the set. In deciding
between the CHSRA measure and the
Mega QI measure, the PI for the Mega
QI project advised the Committee that
the FAP essentially does not influence
the analysis for the ADL measures 
with respect to refining risk adjustment.
Accordingly, the Committee did not 
recommend using the FAP for this 
measure.

■ Weight loss prevalence (CHSRA)

This measure was selected by the
Committee for the pilot and continued
to have broad support for inclusion in
the final set. The CHSRA measure and
the Mega QI measure differ, in that the
Mega QI measure contains the FAP and
covariates for “leaves 25 percent of food
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uneaten,” “bed mobility problem,” and
“physically abusive behavior.” The
Committee did not agree that these are
the appropriate covariates to use and
instead selected the unadjusted CHSRA
measure with the caveat that should 
resident-level covariates that are not
related to service, such as nearness of
death and serious diagnoses, be identi-
fied in research that is under way, they
should be considered. The Mega QI PI
reported that the Mega QI team looked
at cancer diagnosis as a possible covari-
ate, but found that it did not influence
the measure because only 7 percent of
nursing home residents have cancer 
and fewer than 1 percent of residents 
are considered to be near death on a 
single MDS assessment—that is, the n
is small. The Committee agreed that if,
ultimately, the measure that is reported
and displayed publicly is unadjusted,
then a clear explanation that the entire
population is included must accompany
the measure. Finally, the Committee 
was advised that the CHSRA measure 
is being studied in the CHCF project. 

■ Inadequate management of pain (Mega QI)

The Committee believed that recom-
mending a pain measure for inclusion in
the set was of high priority because of
clear interest in pain management on the
part of residents, highlighted by recent
media reports of poor pain management
in nursing homes; the Mega QI measures
are the only source for such measures.
The alternative Mega QI measure to the
one recommended, “worsening pain,”
was considered but not selected by the
Committee. With respect to risk adjust-
ment for this measure, the Mega QI PI
clarified for the Committee that the
numerator includes daily moderate pain
or any incident of horrible, excruciating

pain. The Committee believed that the
covariates were acceptable (although
further work on improved covariates
should be pursued), but judged that the
FAP should not be used until further
information from the national validation
study establishes that it is appropriate
and valid for this measure. (This pain
measure, without the FAP, is part of
CMS’s six-state pilot initiative.) 

■ Prevalence of pressure ulcers (CHSRA)

Of seven candidate measures involving
the critically important topic of skin
integrity, the Committee selected the
same measure it recommended for the
pilot, “prevalence of stage 1-4 pressure
ulcers.” The Committee discussed how
stratification may be an oversimplifica-
tion and noted that regression variables
would be an acceptable method of
adjustment. Consumer representatives
were hesitant to agree with any sug-
gested covariates, except possibly 
end-stage condition, because they
thought that nursing homes can and
should do more to prevent and treat
pressure ulcers in all residents. Finally,
the Committee was aware that the 
measure is part of the CHCF research. 

■ Prevalence of physical restraints (CHSRA)

This measure, which was recommended
for the pilot, involves a high-profile
issue that receives significant media
attention and is being addressed by 
several initiatives to reduce or eliminate
physical restraint use. The alternative
Mega QI measure differed only in its 
use of the FAP, and the Mega QI PI
advised the Committee that the Mega 
QI team has reconsidered the FAP for
this measure and no longer recommends
it. The Steering Committee agreed with
the PI that a restraint-free nursing home
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environment should be the goal and that
adjustment is not indicated. 

■ Depression without antidepressant therapy

(CHSRA)

The Committee discussed the absence 
of consideration of non-pharmacologic
methods of treatment for depression 
(not coded for in the MDS), but accepted
the limitation because including a 
mental health measure was considered
important for the set. This measure
appealed to the Committee for its
process and outcome components. The
Committee considered the possibility 
of providing incentives for using anti-
depressants inappropriately as well as
difficulties with the scale, which may
measure more cognitive issues than
depressive ones. On balance, however,
the majority of the Committee argued
strongly that the importance of includ-
ing a measure related to mental health
outweighed other issues. [N.B. Several
comments received from NQF Members
during the review phase of the CDP rec-
ommended the deletion of this measure
because i) it is not based on a physician’s
diagnosis of depression; ii) the MDS is
not a diagnostic tool to identify depres-
sion (especially geriatric depression);
and iii) non-pharmacologic treatments
are not included. Additionally, some
members of the Consumer Council rec-
ommended that the measure “preva-
lence of anti-psychotic use in the absence
of psychotic or related conditions
(CHSRA)” be added to the measure set
(and that the depression measure be
retained). In light of these comments, the
Committee reconsidered including the
depression measure, but did not believe
strongly that it should be retained. The
Committee continued to believe strongly
that a measure related to mental health

should be part of the long-term care set.
Thus, it concurred with the Consumer
Council recommendation to include the
anti-psychotic medication measure.] 

■ Incontinence (paired measures)

Prevalence of bladder or bowel incontinence

(CHSRA)

The Committee thought that an incon-
tinence measure was an important 
component to recommend for the long-
term set because the issue resonates with
consumers and is viewed as important in
terms of quality of life. The Committee
also noted that information on inconti-
nence has been included in CMS’s
Nursing Home Compare web site and 
to exclude it would be a departure from
the current practice of providing infor-
mation that the public is accustomed 
to accessing and would likely want to
continue to have. 

Prevalence of indwelling catheters (CHSRA)

The Committee voiced strong concerns
about introducing an incentive to use
catheters to reduce the prevalence of
incontinence and agreed that the addi-
tion of the “prevalence of indwelling
catheters” measure acts to balance that
incentive—that is, the two measures
work together as a pair, and one should
not be included if the other is not. 

■ Prevalence of bedfast residents (CHSRA)

The Committee recommended this
measure because it is information 
currently provided on Nursing Home
Compare, is information that is easily
understood by the public, and is under
the control of the facility. Additionally,
CHCF advised the Committee that
based on polls and discussions with 
consumers and other stakeholders in
California, this topic is important to 
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residents and their families. The CHSRA
bedfast measure is included in the
CHCF study. 

Long-Term Care Measures 
Not Recommended

The Committee considered several measures
that were not recommended:

■ The measure “prevalence of anti-
psychotic drug use” was recommended
for the pilot, but the Committee was 
narrowly divided on recommending it
for the set. The Committee remained
concerned about the inappropriate use
of anti-psychotic and hypnotic medica-
tions. A concern was that changes in
anti-psychotic and hypnotic medications
and changes in usage indications would
mean that the measure might lag behind
research and clinical use. The Committee
also was aware that CMS had removed
the anti-psychotic measure from the
pilot initiative for similar reasons. The
Committee noted that this measure area
should be a high priority when the sets
are updated. [N.B. See the discussion 
for the measure “depression without
antidepressant therapy” regarding the
Committee’s revised views on this 
measure.] 

■ The Committee also discussed whether
the measure “falls incidence” should 
be recommended for inclusion. It was
noted, however, that this measure raises
the possibility of leading to conflicting
incentives if nursing homes increase
their use of restraints to prevent falls; as
noted earlier, the Committee endorsed
the increasingly held goal of a restraint-
free environment. Moreover, a major
ongoing initiative supported by CMS is
intended to reduce the use of bed rails,
which restrict resident independence,

but also may increase the number of
falls, even though their severity is likely
to decline. Based on these factors, the
Committee decided against recommend-
ing this measure.

■ “Incidence of infection” was recom-
mended by the Committee for the pilot,
but ultimately was not recommended 
for inclusion in the set. The measure
contains a mixture of infections, includ-
ing respiratory infection, recurrent lung
aspiration, urinary tract infection, and
fever. Specific objections to the measure
per se were not raised. Rather, the
Committee balanced a recommendation
to include this measure against other
competing priorities and the goal of 
recommending a parsimonious number
of measures for the final set.

Recommended Post-Acute Care Measures

The Committee noted that recommending
measures for post-acute residents was
important, as a large volume of residents is
encompassed by this population category,
and assessment of quality of care has been
underdeveloped. It acknowledged, how-
ever, that the MDS might not be the best
tool for this population.

Because the Mega QI project material
was the only source available for post-
acute residents, the Committee discussed
with the Mega QI PI ways in which the
MDS could be improved to account for 
different measurement times appropriate
for this population—for example, the inclu-
sion of more frequent assessments and a
discharge assessment. The PI advised the
Committee that the three post-acute meas-
ures chosen for the pilot (except rehospital-
ization) were testing well with the MDS for
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the research conducted to date (February
2002). Accordingly, the Committee agreed
at its February 2002 meeting to recommend
including the post-acute measures in a set
for this population (with the FAP), even
though the candidate post-acute measures
are new, and preliminary validation evi-
dence used the FAP methodology. That is,
the Steering Committee recommended 
the following three post-acute measures
with the FAP rather than recommend no
measures for the short-stay population:

■ inadequate pain management 
(Mega QI);

■ improvement in walking (Mega QI); and

■ failure to improve and manage delirium
(Mega QI).

The Committee discussed the rehospital-
ization measure that had been selected for
the pilot, but did not pursue it because of
technical difficulties. The Mega QI PI then
advised the Committee that the difficulties
could probably be resolved in the short
term. The Committee recommended
including the measure, with the condition
that the technical issues are resolved prior
to final endorsement. [N.B. Technical issues
were not resolved by the time NQF
Member endorsement was to begin. Thus,
the measure was deleted in the report 
forwarded for voting. Additionally, in 
late March 2002 CMS announced that it
would not use the FAP method for the
post-acute measures for its April 2002 
pilot on consumer reporting of nursing

home quality information. Given this, 
the Steering Committee reconsidered its
recommendations for the post-acute 
measures and favored retaining the 
measures it had recommended for the set,
but recommended against application of
the FAP risk adjustment.] 

Structural Information

In considering structural information, the
Committee identified information that it
considered essential to report to consumers
but that could not be characterized as 
a performance measure per se. The
Committee concluded that information 
in two areas, however, should be reported
to the public: facility ownership29 and
staffing.

Measures in Other Domains

As noted earlier, the Steering Committee
identified six domains that a set for nursing
home performance measures should ideally
address. Most domains, however, contained
no measures or did not contain measures
that were ready for immediate implemen-
tation. The Committee’s strong desire to
include measures of satisfaction and quality
of life was limited by both a lack of avail-
able measures and a lack of availability of
data collection systems in the near term.
The Committee recommended fast-track
research, development, and validation of
public domain measures and data systems
in these areas to make implementation 
feasible as soon as possible. 
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Finally, the Committee designated some
important measures that were not selected
for the sets as “next-generation” measures.
These measures were not selected because
they generated questions about data
sources or specifications; ultimately the
Committee limited its selection of measures
to those that are MDS based. For example,
problems with CMS’s OSCAR database
ultimately led to the Committee’s recom-
mendation to exclude specific measures for
pneumococcal pneumonia and influenza
immunizations and nurse staffing. Instead,
the Committee recommended that more
reliable and valid data systems, particularly
for staffing information, be developed as
soon as possible.

In response to comments received during
the review process, several Committee
members continued to express strong 
disagreement with the significant number
of comments recommending inclusion of
vaccination because of concerns about the
application of a hospital-based measure to
this different care setting and because data
collection through OSCAR is problematic;
CMS also specifically objected to the 
measure’s specified target population.

With respect to nurse staffing, however,
most Committee members did not oppose
recommending the inclusion of the same
nurse staffing measure currently provided
on CMS’s Nursing Home Compare web site,
provided that the limitations of the data
are noted and that it is clear that the
Committee also views the development of
improved measures and more reliable data
systems as among the highest priorities.

Public Reporting

Although the Steering Committee did not
engage in a systematic and analytic review
of how information from the sets should be
summarized and presented to the public, it
did generally discuss its views on reporting
formats, concluding that:

■ Measures should be worded in positive
or neutral terms whenever possible.

■ Easily understood words should be
used, such as “confusion” instead of
“delirium.”

■ Alternative ways of presenting informa-
tion about differences among facilities
should be explored, instead of merely
providing a list of percentages.

■ Presentation of the data should reflect
meaningful differences—for example,
the use of quartiles with confidence
intervals. Some Members were espe-
cially concerned about the “tyranny of
small differences” and about how to
help the public interpret the results
appropriately.

■ Trends over time should be considered
for some measures (e.g., restraints,
weight loss), because conditions in 
nursing homes can change rapidly.

■ A priority should be placed on timeliness,
and data that are, for example, nine
months old should not be viewed as 
particularly useful for consumers.

■ CMS should coordinate with the states
regarding both presentation format and
utilization of the measures in standard
state surveys.

■ A strong public education component
must accompany public reporting 
to guide consumers in using the 
information effectively.
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THE NATIONAL QUALITY FORUM

T
he National Quality Forum (NQF), a voluntary consensus standards
setting organization, brings together diverse healthcare stakeholders

to develop consensus on voluntary consensus standards to improve
healthcare quality. The primary participants in the NQF Consensus
Development Process are NQF member organizations, which include:

■ consumer and patient groups;

■ healthcare purchasers;

■ healthcare providers and health plans; and

■ research and quality improvement organizations.

Any organization interested in healthcare quality measurement and
improvement may apply to be a member of NQF. Membership infor-
mation is available on the NQF web site, www.qualityforum.org. 

Members of the public with particular expertise in a given topic 
also may be invited to participate in the early identification of draft
consensus standards, either as technical advisors or as Steering
Committee members. In addition, the NQF process explicitly recognizes
a role for the general public to comment on proposed consensus stan-
dards and to appeal healthcare quality consensus standards endorsed
by NQF. Information on NQF projects, including information on NQF
meetings open to the public, is posted at www.qualityforum.org. 

Each project NQF undertakes is guided by a Steering Committee 
(or Review Committee) composed of individuals from each of the four
critical stakeholder perspectives. With the assistance of NQF staff 
and technical advisory panels and with the ongoing input of NQF
Members, a Steering Committee conducts an overall assessment of the
state of the field in the particular topic area and recommends a set of
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draft measures, indicators, or practices 
for review, along with the rationale for 
proposing them. The proposed consensus
standards are distributed for review 
and comment by NQF Members and 
non-members.

Following the comment period, a
revised product is distributed to NQF
Members for voting. The vote need not 
be unanimous, either within or across all
Member Councils, for consensus to be
achieved. If a majority of Members within
each Council do not vote approval, staff
attempts to reconcile differences among
Members to maximize agreement, and a
second round of voting is conducted.
Proposed consensus standards that have
undergone this process and have been
approved by all four Member Councils on
the first ballot or at least two Member
Councils after the second round of voting

are forwarded to the Board of Directors 
for consideration. All products must be
endorsed by a vote of the NQF Board of
Directors.

Affected parties may appeal voluntary
consensus standards endorsed by the NQF
Board of Directors. Once a set of voluntary
consensus standards have been approved,
the federal government may utilize it for
standardization purposes in accordance
with the provisions of the National
Technology Transfer Advancement Act 
of 1995 (P.L. 104-113) and the Office of
Management and Budget Circular A-119.
Consensus standards are updated as 
warranted.

For this report, NQF Consensus
Development Process, version 1.5, was 
in effect. The complete process can be
found at www.qualityforum.org.
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