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Goals for this presentationé 

ÅTo provide a general overview of the CASPER system 

 

ÅTo provide a recommended step-by-step process to 

collect and analyze your own facilityôs data. 

 

ÅTo establish the CASPER system as an identified 

source of data and information for use in your QAPI 

process to effectively collect, analyze, compare and 

display your data to identify improvement 

opportunities and assess your performance. 
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Element 3 in the 5 elements in QAPIé 

ÅFeedback, Data Systems and Monitoring 

ñThe facility puts in place systems to monitor care and 

services, drawing data from multiple sources.ò 
 

ÁOnce information has been gathered, you need to organize it in a 

way that helps your team understand what is happening. 

 

ÁThe effective use of data will ensure that decisions are being 

made based on ñfactò and not on an assumption of the truth. 

 

ÁQAPI Teams and Performance Improvement Project (PIP) Teams 

need data to ensure they are targeting the right areas. 
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Resources for this presentationé 

 

ÅCASPER Reporting MDS Provider Userôs Guide 

(Certification And Survey Provider Enhanced Reports) 

 

ÅThe CMS QAPI Guide: What You Need to Know / A 

Companion to QAPI at a Glance 
 

ÅMDS 3.0 Quality Measures Userôs Manual  

ǒv8.0 4/15/2013  
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Some basic CASPER data factsé 

ÅThe data reported through the CASPER system 

comes directly from MDS records that are submitted 

from your facility. 
 

ÅThe CASPER system allows you to define a specific 

date range for your requested data for use in your 

QAPI program. 
 

ÅThe data that you download from the CASPER system 

may not exactly match the data posted on 

NHCompare. 
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CASPER report categoriesé 
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This package will include your ñFacility Characteristics Reportò as well as 

both your ñFacility QM Reportò and your ñResident-Level QM Reportò. 



MDS 3.0 Facility Characteristics Reporté 

7 

The Numerator indicates the 

number of residents with the 

identified characteristic and 

the Denominator indicates the 

number of residents in the 

facility. 

 

Simple average percentages 

are provided for each resident 

characteristic among all 

facilities in the state and 

nation for the selected 

Comparison Group period. 



ñareas for further emphasis or reviewéò 
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The MDS 3.0 Facility Characteristics Report identifies potential 

areas for further emphasis or review as part of a survey or a 

facilityôs quality assurance and improvement processes.  

 

It provides facility demographic information and includes 

comparison state and national percentages for a specified 

timeframe.  

 

By comparing the facility percentages with the state and national 

average percentages, you can determine whether the facilityôs 

demographic characteristics differ from the norm. 

 

 
Source- CASPER Reporting MDS Provider Userôs Guide 



Facility Level Quality Measure Reporté 
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Begin Date (mm/dd/yyyy) and End Date (mm/dd/yyyy) dates are pre-filled for the most 

recent completed six-month period prior to the month the data were last calculated. You 

may enter alternate dates in an mm/dd/yyyy format. An error message is presented if the 

date criteria are invalid. 
 

Comparison Group date range options include six-month intervals. The most recent  

six-month period available for reporting state and national comparison data ends  

three months prior to the current month. 



Suggested ñDate Rangeòé 

ÅCASPER data is updated every Monday with all 

current submissions through the previous week. 

 

ÅThe suggestion is that you use the date of the most 

recent past Monday and insert that date into the cells for 

BOTH the ñBegin Dateò and the ñEnd Dateò. (Same Date 

as ñData was Calculated on:ò) 

 

What this will provide you with is the most recent ñreal 

timeò data from the last MDS submission for every resident 

who is currently on your roster. 

 

 

 
10 



Suggested ñDate Rangeò continuedé 

ÅThere will not be any ñdischarge triggersò on your 
reports. 

ÅThat is not to say that ñdischarge triggersò are not 
important.  They did happen and they should not be 

ignored. 

ÅBut, if you want to impact your ñreal timeò data, 
minimizing the triggers for ñcurrentò residents will 

ultimately impact/minimize your ñdischarge triggersò. 

 

This source of ñreal timeò data is paramount in your facilityôs 

strategy to collect and use data in your QAPI process. 

 

 

11 



Facility Level Quality Measure Reporté 

12 

1-page report 

summarizing all of 

the quality measures 

for a ñuser-definedò 

date range 



Facility Level Quality Measure Report ñheaderòé 
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Facility ID. The facilityôs identifier.  CCN. The facilityôs CMS Certification Number. 
 

Facility Name. The name of the facility. City/State. The location of the facility. 
 

Data was calculated on. The QM statistics are automatically recalculated periodically in order to account for 

newly submitted data. The date in this field shows the last date this system calculation occurred. This date is 

usually the most recent Monday. 
 

Report period. The dates in this field reflect the reporting period that was selected by the user when the report 

was requested. 
 

Comparison group. State and national statistics are automatically calculated on a periodic basis for various 

time periods and these precalculated statistics are used to produce comparison group statistics in the body of the 

report. The dates in this field indicate the comparison group time period that was used for the report. 

 



Facility Level Quality Measure Report ñbodyòé 
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Measure description. The first column of the report contains a brief description of the measure. 
 

CMS ID. This column contains the unique identification number assigned by CMS to each measure. 
 

Data. The letter ñIò displays in this column if the measure was not active during the entire selected report period. 
 

Num. This column shows the number of residents who triggered the QM. These are the people who "have" the QM. 

For the purposes of calculating the facility percentage, it is the numerator. 
 

Denom. This column shows the number of people in the facility who "could have" the QM. For the purposes of 

calculating facility percentage, it is the denominator. For some measures, the number of cases in the denominator 

equals the current number of short-stay or long-stay residents in the facility. For other measures, the denominator 

is smaller either because of risk group definitions or because of exclusions that were applied to the denominator. 
 

Facility Observed Percent. This column shows the percentage of residents who could have the QM and actually 

triggered it, and is computed by dividing the numerator by the denominator.  
 

Facility Adjusted Percent. This column shows the Adjusted Percent, which is computed using a mathematical 

model that takes various resident characteristics and the national percent for the measure into account and adjusts 

the observed percent accordingly. This methodology is applied to only a subset of measures.  



Facility Level Quality Measure Report ñbodyòé 

15 

Comparison group state average. This column shows the average statewide percentage for 

the QM for comparison with the facility. 

 

Comparison group national average. This column shows the average national percentage for 

the QM for comparison with the facility. 

 

Comparison group national percentile. The national percentile column ranks facilities relative 

to other facilities in the nation on each measure. The higher the ranking, the more likely the 

measure should be reviewed as part of the facility quality improvement process or emphasized on 

the survey. 

 

The values in this column represent the percent of facilities in the nation that are at or below the 

observed (or adjusted) percentage for the facility. For example, if the facility is at the 85th percentile 

for a measure, it means that 85% of the facilities in the nation have an observed (or adjusted) 

percentage that is at or below the facilityôs percentage. 



Comparison Group National Percentileé 
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Some of the values in this column may be followed by an asterisk.  
The asterisk identifies those measures that crossed an investigative threshold (were ñflaggedò). 

QMs at or above the 75th percentile in this column are designated with an asterisk (*). This 

identifies those measures where the facilityôs ranking is high enough that it should be investigated 

or emphasized on the survey or in any internal quality improvement initiative and may indicate a 

possible concern with regard to quality of care.  

 

It is an area to highlight for investigation or emphasis during offsite survey preparation or to 

choose for review in the facility quality assurance or quality improvement processes. 

 

Note that just because a QM was flagged (exceeds a threshold) does not mean that there is an 

automatic assumption of a problem. It means that the information suggests that there is a concern 

that should be reviewed to see whether a problem exists and, if so, how it is being addressed. 

 

Note also that just because a facility is not flagged does not mean that there is not a problem with 

the quality of care in that area. You must consider all of the information available, and use your best 

clinical judgment.  

 

The QM information is only a tool for surveyors and facility staff to use.  

It is not the only information on which to base quality assurance and improvement activities  

or to make assumptions about care. 



MDS 3.0 Resident Level Quality Measure Reporté 
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MDS 3.0 Resident Level Quality Measure Reporté 
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QM columns. Following the identifying information, the report contains columns for 

each QM. An X appears in the QM column when the resident triggers a measure (i.e., 

is included in the numerator for that measure), and a b (ñblankò) appears for residents 

who did not trigger or who were excluded from the measure.  

 

The last column in each row displays a count of the number of measures that were 

triggered for the resident. 



MDS 3.0 Resident Level Quality Measure Reporté 
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The Resident Level Quality Measure Report can be used in many ways.  

 

Å One exampleé it can be used to identify the residents that trigger a particular QM (by scanning 

a column of interest and looking for the residents with an X).  It is also helpful to identify QMs 

that may be ñrelatedòé i.e. anti-psychotic medications & behaviorsé or  UTIs & falls. 

 

Å Another exampleé. it can be used to identify residents who trigger multiple QM measures. 

Such residents should merit special consideration or more intensive review. 



MDS 3.0 Resident Level Quality Measure Reporté 
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Which assessment 

caused the 

ñtriggerò? 

A0310A/B/F 

 
ñ99ò indicates  

ñNone of the aboveò 



CASPER MDS 3.0 QM REPORTS vs. NHC 
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Even though CASPER MDS 3.0 QM reports and Nursing Home Compare 

(NHC) use identical sample selection and measure calculation logic, there 

may be differences between the results that are reported by the two systems. 

 
The reasons for these differencesé. 
 

Measures Included. The CASPER MDS 3.0 QM reports and the reports 

on NHC contain many of the same measures. However, NHC contains 

some QMs that are not included in the CASPER MDS 3.0 QM reports. 

 

Timing. NHC data are run once a quarter, whereas the CASPER MDS 

3.0 QM data are updated more frequently. It is, therefore, likely that the 

assessment database changed between the time the NHC statistics were 

computed and the time the CASPER MDS 3.0 QM statistics were 

computed. The CASPER MDS 3.0 QM statistics reflect all assessments 

and assessment modifications that were submitted, within the chosen date 

range, at the time the data was calculated. 



CASPER MDS 3.0 QM REPORTS vs. NHC 
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Additional reasons for these differencesé. 

 

Reporting Periods. Every QM is based upon the selection of a target 

assessment. For NHC, the target assessment must have a reference date 

within the most recent 9 months for long-stay measures and the most 

recent 12 months for short-stay measures. On the CASPER MDS 3.0 QM 

Reports, you are allowed to customize the length of the selection period 

(by adjusting the beginning and ending date of the report). If the selection 

periods you select are different from those used for NHC, the results may 

differ. 

 

Averaging Across Quarters. The results that are presented on NHC are 

averaged across several calendar quarters while the results on the 

CASPER MDS 3.0 QM reports are for only a single reporting period. 



CASPER MDS 3.0 QM REPORTS vs. NHC 
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Additional reason for these differencesé. 

 

Risk Adjustment. These adjusted percentages may not match the 

percentages reported on NHC because of the way the risk adjustment 

calculations are performed. One of the factors used in the risk adjustment 

calculations is the national average for the QM at the time of calculation. 

Since the calculations are usually performed at different times for the two 

systems, the national means may differ and the percentages may be 

different on the two sets of reports. 



Quality Measure Specificationsé 
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Full 

description 

of specific 

Quality 

Measure 


