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ABSTRACT

The Centers for Medicare and Medicaid Services (CMS) overhauled the
reimbursement system for skilled nursing facilities (SNFs) with the intent to improve
payments by ensuring therapy services were focused on meeting the needs and
preferences for beneficiaries, rather than the volume of services provided. The Patient-
Driven Payment Model (PDPM) went into effect on 10/1/19. Because the payment model
employs a new methodology for reimbursement, there are multiple concerns that some
SNFs may inappropriately manipulate therapy services to increase profits, such as by
mandating therapists to maximize the use of group and concurrent therapy regardless of
the resident’s needs.

The doctoral program addresses PDPM from a regulatory oversight perspective.
Surveyors will receive updated investigatory pathways and training regarding how to
investigate therapy services to address the impact PDPM may be having on the provision
of therapy, functional performance, and falls. Surveyors will have the knowledge and

skills to ensure SNF beneficiaries across the nation receive quality, individualized
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rehabilitation services to satisfy the intent behind PDPM.
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Chapter One: Introduction
Patient-Driven Payment Model in Skilled Nursing Facilities

The first chapter addresses the following five areas: 1) concerns with the new
payment system, 2) the investigatory pathways used during the regulatory oversight
survey, 3) fall prevention in skilled nursing facilities (SNFs), 4) key contributing factors
resulting in falls in SNFs, and 5) core program elements that will be addressed.

Concerns with the New Payment System

The newly implemented Patient-Driven Payment Model (PDPM) may have a
negative impact on the provision of rehabilitation services in skilled nursing facilities
(SNFs) and, as a result, residents may experience a decline in functional performance and
an increase in falls. On 10/1/19, PDPM replaced the Resource Utilization Group, Version
IV (RUG-1V) for the SNF Prospective Payment System (PPS) because of a number of
concerns with the RUG-IV which included, in part, that payments were based primarily
on the amount of therapy provided to a resident, regardless of the resident’s
characteristics or goals (Smith et al., 2018). Therefore, PDPM was implemented to
improve payment allocations by focusing on resident characteristics, rather than the
volume of services provided.

There is apprehension with the new payment system that nursing homes will
terminate therapists, discharge residents before they are ready to avoid a reduction in
payment, decrease individual minutes, and maximize the use of group therapy for
residents who should continue to receive the same amount of individual therapy minutes.

As described during a CMS PDPM presentation, if a resident needs 720 minutes of



individual therapy per week before 10/1/19, then one would presume the resident would
continue to require that same level of therapy on 10/2/19. If residents do not receive
person-centered therapy based on their needs and goals, they may not improve to the
maximum extent possible which may result in an increase in preventable falls and impact
their quality of life.

Investigatory Pathways for Surveyors

Part of the nursing home survey process is to use quality measures and onsite
findings to identify potential areas of concern. Surveyors then conduct an in-depth
investigation to determine if there are actual concerns with facility practices and non-
compliance with the federal regulations (CMS, 2019). Surveyors refer to investigatory
pathways to help guide their investigation. The pathways outline pertinent observations,
interviews, and record reviews that should be conducted to determine whether the facility
is in compliance. The pathways ensure surveyors across the country complete a
consistent and comprehensive investigation for a range of care-related areas including
therapy, nursing, pharmacy and nutritional services (CMS, 2019).

Surveyors currently have an accident’s pathway which addresses a number of
accident-related issues such as falls, smoking and elopement. They also have a
rehabilitation and restorative services pathway which is used to ensure the facility obtains
and provides necessary therapy services. Neither pathway currently provides
investigatory guidance to address the potential impacts the PDPM changes have had on a
resident’s rehabilitation progress and fall outcomes (CMS, 2017). The goal is to update

both pathways and provide guidance and training for surveyors nationwide regarding



how to investigate therapy services to address the impact PDPM may be having on
functional performance and falls.

This program aims to increase the surveyors’ ability to identify avoidable falls
due to rehabilitation concerns which will ultimately result in the facility addressing the
rehabilitation concern, and preventing future falls, for all residents residing in nursing
homes across the country.

Fall Prevention in Skilled Nursing Facilities

Falls in nursing homes are a major area of focus for CMS. About 11% of nursing
home residents nationwide have experienced a recent fall from 2011 through 2014 (NH
Compendium 2015). During the same period of time, about 5.3% of residents have
experienced one or more falls with an injury. In 2014, there were over 1.4 million
residents residing in nursing homes which means 74,503 residents experienced an injury
from a fall (NH Compendium 2015). The Centers for Disease Control and Prevention
(CDC) reports that one out of five falls causes a major injury such as a hip fracture or
traumatic brain injury.

Falls are one of the areas that are reviewed during the annual regulatory survey
process since fall-related injuries are a leading cause of morbidity and mortality. Falls
with a major injury are one of the performance indicators used to identify residents to be
reviewed during the survey (CMS, 2019). Not only are falls a major health concern, but
surveyors continue to identify deficient practice regarding avoidable falls. The FY2019
CMS data from the Survey & Certification (S&C), Quality, Certification & Oversight

Reports (QCOR) application, revealed F689 (Free of Accident Hazards) was the second



most frequently cited deficiency with 31.8% of providers being cited. F689 was the most
frequently cited deficiency with a scope and severity of at least a G which is reflective of
actual harm, substandard quality of care, or immediate jeopardy to a resident. Falls
remain a significant adverse event that continues to require attention to prevent as many
avoidable falls as possible.

While there is less evidence supporting the efficacy of fall prevention for nursing
home residents, studies have demonstrated that a multifaceted intervention program
which includes therapy-initiated exercise programs and environmental modifications are
effective (Haddad, 2018). There is a risk that the new payment system will jeopardize
therapy-related interventions to prevent outcomes, such as a decline in functional
performance and an increase in falls. It is critical to identify and address any provider
practices that may be occurring that are limiting a therapist’s ability to provide
rehabilitation services based on a resident’s characteristics, needs, and goals. Surveyors
act as the front line to ensure these unintended consequences of the new payment model
are not negatively impacting the provision of rehabilitation services and falls which
impacts any resident receiving skilled therapy services in SNFs across the country.

Fall prevention primarily impacts two occupational therapy practice domains:
performance skills and occupations. If residents are not receiving adequate therapy
services to improve or maintain their highest practicable level of performance because of
the negative consequences of the new PDPM model, their health, well-being, and ability
to engage in purposeful and meaningful activities is jeopardized which are the founding

principles of the domain and process of occupational therapy (AOTA, 2014). The goal is



to ensure residents are continuing to receive the highest standards of rehabilitative care to
maintain or improve their level of independence in activities of daily living (ADLS)
which directly impacts their engagement in leisure, play, and social participation. If
residents are not receiving therapy services that are necessary to address their unique
characteristics and goals, and subsequently experience a fall with a major injury, their
ability to engage in meaningful and purposeful daily activities will be jeopardized.
Key Factors Contributing to Falls in Skilled Nursing Facilities

Four primary factors are contributing to unforeseen consequences PDPM may be
having on falls:
Potential decrease in individual therapy minutes and an increase in group minutes

Currently, the most substantial risk to therapy-related outcomes, such as falls, is
the significant overhaul to the payment model for skilled therapy services. During a CMS
PDPM presentation, the expressed concern was that the new payment model incentivizes
providers to reduce the amount of individual therapy and increase the amount of
concurrent or group therapy provided despite a lack of change in a resident’s
characteristics. They noted that over the years, the amount of group or concurrent therapy
reported on the MDS represents less than one percent of all therapy provided which
implies residents have required and will continue to require individual therapy. An
inability to provide necessary individual therapy may negatively impact a resident’s

progress.



Potential decrease in functional performance

If there is a shift and residents start receiving the maximum allowable amount of
25% for combined group and concurrent therapy, and therapists are unable to provide
adequate, individualized treatment, functional improvements may be diminished thereby
increasing fall outcomes.
Inability to address a resident’s fear of falling and lower falls self-efficacy

Falls self-efficacy and fear of falling also play a role in falls and may influence a
resident’s functional performance. A personal belief about losing one’s balance or having
a fear of falling leads to inactivity, and a decline in functional ability, which ultimately
results in additional falls (Pol et al., 2017).
Inability to address a resident’s cognitive impairment

A person’s cognitive impairment is an important moderating factor since residents
who have dementia are at an increased risk of falls because of impaired judgment, visual-
spatial perception concerns, a decline in functional performance, and an inability to avoid
hazards (Jensen et al., 2011). Residents who have age-related cognitive impairments are
more frequently discharged from a hospital to an SNF (Buntin, 2007). Therefore, it is
critical that therapists evaluate and treat dementia concerns as a part of the fall prevention
strategy.

Both the RUG-IV and PDPM payment structures may have encouraged providers
to compromise on individualized therapeutic needs and goals to increase profits. The
RUG-IV payment structure, most likely, increased the amount of therapy a resident

received regardless of the resident’s assessed needs which should not have negatively



impacted the resident’s functional abilities. Conversely, the new PDPM structure may

prohibit therapists from providing necessary individualized therapy because of a lack of

staff or mandate by the facility to reduce overall therapy time or maximize group and

concurrent therapy which may negatively impact a resident’s functional ability and

increase the potential for preventable falls.

Core Program Elements

The program to address the regulatory oversight of PDPM includes three core

elements: 1) analyzing citation data, 2) updating the rehabilitation and falls investigatory

pathways, and 3) training surveyors on PDPM and the new guidance.

Analyzing rehabilitation citation data will include:

Identifying all F825 (Provide/Obtain Specialized Rehab Services) citations during
the fiscal year before (FY 2019) and after (FY 2020) PDPM.

Reviewing the citation details to determine the rationale for the non-compliance.
For any F825 citation post-PDPM, a determination will be made whether the
surveyor identified PDPM-related concerns as part of the deficient practice.

For any instance when both F689 (Free of Accident Hazards) and F825 are cited,
the citation documentation will be reviewed to determine whether the failure of
the facility to provide adequate rehabilitation services directly impacted
preventable falls.

The results of this analysis will help inform the guidance that will be updated to
ensure surveyors understand how to investigate rehabilitation services in relation

to the PDPM impacts and its effect on falls. There is a likelihood that there will



not be any PDPM-related citations because surveyors do not know how to
adequately investigate rehabilitation services. If that is the case, the pathways will
still be updated to provide guidance to surveyors and then the citation frequency
will be monitored to determine if the new guidance has an impact on citations in
the future.

Updating investigatory pathways will include:

e Updating the rehabilitation and falls investigatory pathways to guide surveyors
nationwide regarding how to investigate therapy services to address the impact
PDPM may be having on the provision of therapy, functional performance, and
falls.

e Conducting vigorous pilot testing to evaluate the psychometric properties of the
updated pathways to produce usable, reliable, valid, and sensitive audit tools.

Training surveyors will include:

e Developing a robust training program that includes multiple features. The
program will consist of an introduction webinar, online training modules,
homework for advanced skill development, and in-field support and monitoring.

e The primary substantive training will be composed of two self-paced, interactive
online training modules. The first module will include an overview of PDPM and
the potential unintended consequences. The second module will describe the
changes to the survey process and pathways to identify and investigate PDPM

concerns.



Chapter Two: Theoretical and Evidence Base to Support the Program

The first section in this chapter describes the two theoretical models that were
selected to address the underpinnings behind the Regulatory Oversight of PDPM
program. The second section provides a detailed description of the evidence base
supporting the program.

Utilizing Donabedian’s and the Person-Environment-Occupation Models to
Examine the Impact of the Patient-Driven Payment Model

Donabedian’s framework will be the platform used to evaluate the quality of
health care as a result of macro-level changes to the reimbursement structure. The
Person-Environment-Occupation (PEO) model will be employed to evaluate the
effectiveness of occupational therapy (OT) interventions to address functional
performance. These two complementary models support the program’s examination of
the quality of health and occupational performance.
Description and Application of Donabedian’s Structure-Process-Outcome Model

The Donabedian’s Structure-Process-Outcome model will be used to examine the
impact the newly implemented PDPM has had on the provision of rehabilitation services
in skilled nursing facilities (SNFs) and fall outcomes. The premise of Donabedian’s
health care policy model is to analyze health services and evaluate the quality of health
care (Donabedian, 2005). The theoretical underpinnings of this framework examine the
relationship that structural changes have had on outcome measures. This model examines
whether improvements in the reimbursement system have led to a breakdown in

rehabilitative processes that may, in turn, negatively impact falls. The model uses three
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measures, specifically the structure, process, and outcomes measures, to determine
whether an improvement project has had the desired impact.
Donabedian’s Structure Measure

The structure measure considers the attributes surrounding care such as the
organizational structure (Donabedian, 1988). The new approach to reimbursement
represents the structure measure. The Centers for Medicare and Medicaid Services
(CMS) overhauled the reimbursement structure with the goal of improving payment
allocations by having a resident’s characteristics, needs, and goals be the determining
factors when developing a therapy plan. However, this new payment structure may have
had the reverse effect by forcing therapists to reduce individual minutes and increase
group minutes without a change to a resident’s characteristics to maximize profits.
Donabedian’s Process Measure

The process measure reflects the mechanisms surrounding the actual provision of
care (Donabedian, 1988). For this doctoral program, the process measures are reflective
of the frequency, type, and duration of therapy provided. More specifically, the process
measure examines whether individual therapy minutes are reduced for those providers
who were abusing the prior reimbursement system or for providers who are now
incentivized to maximize profits.
Donabedian’s Outcome Measure

The outcome measures reflect whether the structural change or process being
evaluated has achieved its goal based on the impact on the resident (Donabedian, 1988).

There are two outcome measures evaluated for this program: 1) a decline in the
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functional performance of the resident, and 2) an increase in falls.

Based on the results of the data analytic tasks, this theory will help prove or
disprove whether PDPM (structure) has decreased individual therapy and increased group
therapy (process) causing a decline in functional performance and an increase in falls
(outcomes).

Description and Application of the Person-Environment-Occupation Model

The PEO model will be used to evaluate the effectiveness of OT interventions on
functional performance by considering the dynamic relationship between the holistic
attributes of the person; the personal, social, and physical aspects of the environment; and
the “self-directed, functional tasks and activities in which a person engages over the
lifespan” (Law et al., 1996, p. 16).

Overview of the Explanatory Model

Initially, three primary factors were identified to explain why residents in SNFs
may experience an increase in falls because of the newly implemented PDPM: a
reduction in therapy services, an inability to address a resident’s fear of falling, and lack
of improvement in functional performance. Following an in-depth literature search of the
problem, a fourth primary factor was established based on the evidence - cognition. The
research revealed a person’s cognitive impairment is an important moderating factor to
consider since residents who have dementia are at an increased risk of falls because of
impaired judgment, visual-spatial perception concerns, a decline in functional
performance, and an inability to avoid hazards (Jensen et al., 2011). In addition, people

who have age-related cognitive impairments are more frequently discharged from a
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hospital to an SNF (Buntin, 2007). Therefore, it is critical that OTs evaluate and treat
dementia concerns as part of the fall prevention strategy.

As a reaction to PDPM, there may be a reduction in therapy services to maximize
costs. This first factor is specific to an unintended consequence of the new reimbursement
structure. Providers are no longer reimbursed based on the volume of therapy services
provided; therefore, there is uncertainty whether providers will mandate therapists to
reduce individual therapy minutes and maximize the use of group or concurrent minutes,
absent a change in a resident’s characteristics or goals. An inability to provide adequate
therapy may result in a potential decline in functional performance. Elliott and Leland
(2018) noted that if occupational therapists do not have enough time to provide
individualized interventions to address a resident’s fall risk factors such as, improving a
resident’s balance and strength through the use of meaningful functional activities and
making environmental modifications, it is logical to presume that residents may not
improve to their highest practicable functional level which may increase the likelihood
for falls.

Falls self-efficacy and fear of falling also play a role in falls and may influence a
resident’s functional performance. A personal belief about losing one’s balance or having
a fear of falling leads to inactivity, and a decline in functional ability, which ultimately
results in additional falls (Pol et al., 2017). The explanatory model diagram presented in

Figure 2.1 demonstrates how PDPM may increase falls for SNF residents.



13

Figure 2.1

Explanatory Model Demonstrating how PDPM may be Impacting Falls
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Synthesis of the Evidence Supporting the Explanatory Model
A literature search was completed for each component in the explanatory model
to determine whether the evidence supports the stated problem. Scholarly literature was
searched using the electronic databases CINAHL, PubMed, PsychINFO, ERIC, Econlit,
Embase, AOTA, and Google Scholar for articles published in academic journals or
newspapers between 1995 and 2020. The reference lists were also reviewed. Keywords
used in various combinations included: Medicare, prospective payment system (PPS),

Resource Utilization Group (RUG), patient-driven payment model, impact to rehab or
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history of, OT, non-nursing staffing levels, OT staffing levels, type of OT, functional
outcomes, quality of care, OT minutes, treatment duration, hip fracture, falls, preventing
falls, fear of falling, falls self-efficacy, cognitive impairment, dementia, Alzheimer’s,
aged 65+ years, SNFs, and nursing homes. The search yielded 220 articles. The abstracts
and titles were reviewed to identify studies that considered therapy utilization pre- and
post-reimbursement restructuring; the influence of therapy staffing levels on quality
outcomes; the amount of therapy and its impact on functional performance; and the type
of OT interventions used to address functional performance, fear of falling, cognitive
impairment, and falls in SNFs. Eighty studies that met those criteria were reviewed. Of
those, 35 studies were selected that examined the problem. A summary of the relevant
findings from the 35 studies is described below.
Changes in reimbursement influence the type of therapy provided in SNFs

Overall, six studies demonstrated that changes in the reimbursement structure or
payment source directly influenced the type of therapy provided (GAO, 2002; Grabowski
etal., 2011; Hutt et al., 2001; Warren et al., 2001; White, 2003; Yip et al., 2002). Before
the implementation of PDPM, the most noteworthy change to reimbursement for SNFs
was the introduction of the PPS in 1999. The authors of two studies found during the PPS
demonstration phase, PPS-participating SNFs had a significant increase in the amount of
therapy provided to the highest-functioning residents as compared to non-participating
SNFs, but there was no difference in the rate of discharges to the community (Grabowski
etal., 2011; Hutt et al., 2001).

The authors of four studies reported that immediately following PPS
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implementation, a decrease in therapy utilization was determined (GAO, 2002; Warren et
al., 2001; White, 2003; Yip et al., 2002). Warren et al. (2001) also found a 21% reduction
in functional level gain when therapy was decreased as compared to the pre-PPS group.
The authors reported that residents were still being discharged to the community at a
comparable rate. Another interesting finding was that more residents were likely to
receive moderate levels of rehab and less likely to receive no rehab or an extremely high
level of rehab. That implies facilities were incentivized to provide therapy to the group of
residents who would maximize costs (White, 2003). According to the GAO (2002), the
amount of therapy provided decreased in the high and medium payment groups two years
after PPS was implemented. One potential reason the PPS demonstration results differed
from studies examining therapy usage shortly after PPS was implemented, was that the
demonstration studies were cost-neutral, whereas PPS reduced payments to SNFs by 10%
(Hutt et al., 2001).

Finally, the authors of two studies identified that therapy time is associated with
specific payment sources (Angelelli et al., 2000; Wodchis, 2004). For example, Medicaid
recipients receive the lowest reimbursement and also have the lowest therapy time as
compared to Medicare residents (Wodchis, 2004). Wodchis (2004) also found the
provision of rehab is sensitive to specific payment structures and incentives associated
with PPS. Finally, Angelelli et al. (2000) demonstrated that two substantially different
reimbursement structures, Medicare Managed Care (MMC) versus fee-for-service (FFS),
influenced the amount of therapy provided; however, there was no impact on functional

outcomes. The results indicate that a reimbursement structure similar to MMC that
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targets rehab based on need, which is conceptually similar to PDPM, may use less
therapy and still achieve the same functional results as when more therapy minutes are
used (Angelelli et al., 2000).
Therapy staffing levels impact the quality of therapy provided in SNFs

Three studies addressed therapy staffing levels and outcomes. Livingstone et al.
(2019) found PT/OT staffing levels differed across SNFs and nursing facilities (NFs).
The study identified a significant, positive relationship between higher therapy staffing
levels and improvements in ADLSs, falls, and 5-star quality measures. Przybylski et al.
(1996) compared two different therapy-to-resident staffing ratios and found when there
were more PT/OTSs to residents, functional status and overall quality significantly
improved. The authors of the third study found strong agreement amongst therapists that
the quality of therapy suffered for residents who sustained a hip fracture and had mild or
moderate cognitive impairments when there was reduced treatment time or staffing
constraints (Buddingh et al., 2013). Finally, Span (2019) reported in a New York Times
article that immediately following PDPM, one of the largest SNF providers laid off 6% of
its workforce. The chain also required increased productivity and use of group therapy
illustrating the concern many have had regarding the consequences of the new payment
structure (Span, 2019).
The amount of therapy is correlated with falls in SNFs

There weren’t any studies addressing therapy intensity and falls; therefore, the
search was broadened to account for any functional improvements linked to therapy

intensity. There also was limited and conflicting evidence identifying the optimal amount
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of therapy per day to achieve improvements. The majority of studies identified an
association between increased therapy intensity and functional improvements. Two
studies found the more active time involved in therapy resulted in better outcomes,
including ADLs, IADLs, and mobility, for those who have experienced a hip fracture
(Lenze et al., 2012; Talkowski et al., 2009). The authors of an additional study found
higher therapy intensity resulted in improvements in mobility, ADLs, and cognition (Jette
et al., 2005). Finally, Jung et al. (2016) reported when SNFs provided more therapy hours
there were higher rates of community discharge.

Conversely, three studies that compared outcomes between SNF and inpatient
rehab facilities (IRFs) found that increased length of stay (LOS), and not therapy
minutes, resulted in better functional improvements in self-care at discharge (Cogan et
al., 2020; Mallinson et al., 2014; Munin et al., 2010). These three studies with different
findings compared therapy time and outcomes in SNFs and IRFs; whereas, the other four
studies, described above, compared therapy time and outcomes across SNFs. While the
IRF/SNF studies indicated baseline functionality and characteristics were comparable, the
results again highlight the influence payment structures have on therapy practices. For
example, IRFs have incentives for shorter LOS, whereas SNFs do not. Finally, Kumar et
al. (2018) compared FFS to Medicare Advantage (MA). The authors found MA residents
had shorter LOS, fewer therapy minutes, better discharge and re-hospitalization
outcomes, and comparable ADL improvements as compared to FFS residents (Kumar et
al., 2018). MA's payment structure incentivizes cost-efficiency with shorter LOS and less

therapy time, while still achieving the same or better outcomes than the traditional PPS
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RUG payment structure. While the results were mixed, there was adequate evidence to
support that increased therapy intensity or length of stay are generally associated with
better functional outcomes.
Individual therapy is more effective than group therapy at improving functional
performance, decreasing fear of falling, and addressing cognitive impairments to
prevent falls in SNFs

According to the AOTA (2017), individual therapy should be the primary
intervention used. The AOTA indicated individual therapy should be used for any
occupation-based intervention that includes safety concerns. Seven studies identified the
physical, environmental, and behavioral interventions OTs are responsible for to improve
function, safety, and reduce falls (AOTA, 2017). The vast majority of interventions are
occupation-based such as ADL retraining and functional mobility which confirms
individual therapy is more effective than group therapy at preventing falls in older adults
(AOTA, 2017; Calk, 2019; Leland et al., 2018; Pol et al., 2019; Siebens et al., 2016; Silva
et al., 2013). Only one study that focused on nursing home residents used a mix of
individual and group exercise (Silva et al., 2013). Both exercise approaches were
successful in improving function and decreasing falls. However, the overwhelming
evidence found individual therapy is the most used approach to address functional
improvements and reduce fall risk for older adults in an SNF or nursing home setting
(Silva et al., 2013).

Fear of falling (FoF) is common for many people admitted to an SNF. Leland et

al. (2016) identified best practices for hip fracture rehabilitation, as reported by OTs,
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which included the need to address a person’s fear of falling. Kuczynski and Piersol
(2014) found the ‘Stepping On’ program was an effective group approach to increase
falls self-efficacy in an SNF. The authors found a group format facilitated behavioral
changes. The authors of two studies conducted in the Netherlands determined that
increased dependence in ADLSs significantly increased a person's fear of falling post-
fracture (Visschedijk et al., 2014; Visschedijk et al., 2015). The same two studies
identified the importance of OTs to improve ADLs and conduct a home eval, post-hip
fracture, during an SNF stay to decrease FoF, increase the likelihood the person would
engage in activities once discharged home, and prevent future falls. Additionally, Jung et
al. (2009) conducted a meta-analysis and described the individual and group interventions
proven to be effective in decreasing fear of falling and increasing falls self-efficacy. The
individual OT interventions included functional balance and mobility activities, education
on fall risks and engaging in activities, and encouragement. The effective OT group
interventions included Tai Chi, discussing fall risk and fear of falling, and socializing.
While interventions were least impactful when provided in a facility, it is still critical to
start addressing a person's fear of falling during the SNF stay and continue the efforts
once the person is discharged home (Jung et al., 2009). Based on the results, a balance
between both individual and group therapy interventions are effective in addressing a
person's fear of falling. The group format may be appropriate if the goal is to address a
resident's behavior and fear of falling.

The evidence revealed people who have age-related cognitive impairments are

more frequently discharged from a hospital to an SNF (Buntin, 2007). Therefore,
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cognitive impairment was added as a moderating factor since therapists must evaluate
and treat dementia concerns as a part of the fall prevention strategy. The results of a
literature search and information provided by the AOTA revealed a mix of individual and
group activities. However, individual therapy was most effective in reducing falls or
improving balance for people with dementia. There was evidence that individual-based
activities such as exercises, ADL training, and environmental modifications are effective
prevention strategies, while some group exercises and activity-based programs for people
with dementia also reduced falls or improved balance (Jensen & Padilla, 2011;
Smallfield, 2017; Toots et al., 2019; Whitney et al., 2017). While both individual and
group activities are effective, the majority of interventions focused on the individual, as
opposed to a group that may imply maximizing the use of group therapy may be
inappropriate when working with residents who have dementia.
Implications from the Evidence Base

Overall, the evidence supported the explanatory model of the problem. It is well
documented those substantive changes in a reimbursement system initially affects the
provision of therapy services. If this impact results in less therapy staff, a decrease in
therapy intensity, or length of stay, then quality outcomes will be negatively impacted.
Finally, the vast majority of the evidence corroborates AOTA’s position that individual
therapy is the primary form of therapy used when addressing a person’s cognition,
functional performance, and fall risk. The use of group therapy may be appropriate when
addressing behavioral changes such as decreasing a person’s fear of falling or with some

exercise-based interventions. However, the use of group therapy for fall prevention
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should be far less than the allotted 25% maximum under PDPM.

There were three primary limitations in the evidence reviewed. There needs to be
more robust evidence examining therapy practices within an SNF. Many studies
compared SNFs to IRFs or considered the impacts on a nursing home population. Many
of the studies had a small sample size that makes generalizing the results difficult;
however, since there is limited data studying outcomes in SNFs, the results are still
meaningful. Finally, there must be more research directly assessing OT interventions and
fall-related outcomes. Many studies failed to identify OT as the discipline responsible for
addressing the identified causes of falls; however, OT interventions could be inferred

based on the description.
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Chapter Three: Evidence Base to Support the Program

This chapter presents an overview of the doctoral program and the results of an
in-depth evaluation of the evidence that addresses the problem. The focus is on evidence
that informs effective program evaluation research and developing and implementing
audit tools.

Overview of the Doctoral Program

On 10/1/19, the Patient-Driven Payment Model (PDPM) was implemented to
improve payment allocations in skilled nursing facilities (SNFs) by focusing on resident
characteristics, rather than the volume of services provided (Medicare Learning Network,
2018). However, there are concerns that the new payment system will incentivize
providers to put profits over residents by mandating practices, such as decreasing
individual minutes, inappropriately discharging residents before day 20 when
reimbursement is reduced and maximizing the use of group or concurrent therapy for
residents who should receive individual therapy (Center for Medicare Advocacy, 2019).
If the payment system impacts the provision of rehabilitation services, residents may
experience a decline in functional performance and an increase in falls.

The doctoral program addresses PDPM from a regulatory oversight perspective.
The doctoral program includes two components. First, the investigatory pathways will be
updated to guide surveyors nationwide regarding how to investigate therapy services to
address the impact PDPM may be having on the provision of therapy, functional
performance, and falls. Second, surveyors will receive training on PDPM and the updated

pathways.
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Intervention Informed by Program Evaluation Research and Effective Development
and Implementation of Audit Tools

This section provides a synthesis of the evidence. The results are organized
around two of the phases of program evaluation research, namely the exploratory and
formative phase. The final section addresses the most effective approach to implement
audit tools.

Synthesis of the Evidence

A literature search was completed to evaluate whether the evidence identifies
methods that have been tried to address the problem and the effectiveness of the efforts.
Scholarly literature was searched using the electronic databases CINAHL, PubMed,
PsychINFO, ERIC, Econlit, Embase, Social Sciences, Business Source, General Science,
and Google Scholar for articles published in academic journals between 2010 and 2020.
In addition, the AOTA, CMS, Care Compare, and Government Accountability Office
(GAO) websites, and reference lists were reviewed for relevant information, such as
reports or statutes. Keywords used in various combinations included: critical element
pathways, pathways, investigative protocols, Quality Indicator Survey (QIS), audit or
evaluative tools, types of, effectiveness, effectiveness quality, evaluate quality healthcare,
content, reliability and validity testing, instrument validation, e-learning, classroom,
program implementation, rehabilitation, occupational therapy, distinct value, best
practices, PDPM, falls, functional performance, SNFs, and nursing homes. The search
yielded 185 articles. The abstracts and titles were reviewed to identify studies that

considered the type and content of audit tools that are most effective in evaluating the
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quality of rehabilitation services; the history and content of the investigatory pathways
used in the regulatory oversight process; the most successful methods to validate audit
tools; and the best approach to implement a new evaluative tool or process in the
healthcare system. Thirty-seven studies that met those criteria were reviewed. Of those,
27 studies were selected that evaluate the evidence for current approaches and methods.
A summary of the relevant findings from the 27 studies is described below. The results
are presented in three sections. Specifically, the results are organized around exploratory
and formative phases of program evaluation research. The final section addresses the
most effective approach to implement audit tools.

Phase 1: Exploratory Phase

There are three activities that occur during the exploratory phase that are critical
to the successful development of quality audit tools that are used to evaluate the adequacy
of healthcare processes. The first activity focuses on the process of selecting and
developing the content for audit tools to meet the needs of the organization. The second
exploratory activity addresses stakeholder engagement. The final activity encompasses
the process of refining audit tools before formal testing occurs during the formative
phase.

The exploratory phase subsections include a summary of the evidence describing
the type and content of audit tools that are most effective in evaluating healthcare. In
addition, historical information regarding the current investigatory pathways is presented.
The findings will help inform whether the current pathways should be updated or whether

a new audit tool should be developed to most effectively evaluate rehab practices. This
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section also includes a summary of the evidence regarding stakeholder involvement
during exploratory activities and successful approaches when refining audit tools before
the formative phase.
Developing New Audit Tools

This subsection summarizes the evidence describing the type and content of audit
tools that are most effective in evaluating healthcare.
Types of Audit Tools

There was a paucity of evidence describing whether certain types of audit tools,
such as standardized or customized checklists, pathways, interview guides, or
questionnaires were more effective than others. Based on the literature review by
Lukersmith et al. (2013), five considerations should be made when selecting audit tools:
1) the anticipated outcomes arising from the program, 2) the program constructs, such as
goals and activities should be specific, realistic, and measurable over time, 3) the level of
knowledge or skill required to conduct structured observations, 4) the tool should be valid
for the population, and 5) people directly impacted should have been involved in the
development of the tool. The authors of one study encouraged the use of current
templates when developing audit tools (Thompson et al., 2018).
Content of Audit Tools

There was evidence describing the key factors that should be considered when
developing effective audit tools. Two studies highlighted the importance that an audit
tool should identify and address the underlying problem (Currie, 2018; Lau et al., 2018).

Four studies emphasized that the content for audit tools should be reflective of evidence-



26

based clinical standards or guidelines (Adeoye et al., 2010; Currie, 2018; Patel et al.,
2013; Thompson et al., 2018). According to Thompson et al. (2018), audit tools should
be reflective of best practices from experts and the literature. A well-designed audit tool
should promote accuracy of data and limit the likelihood of missing data. Audit tools also
should include open and closed-ended questions (Thompson et al., 2018). The authors of
two studies indicated that the tool should be simple and easy to follow (Adeoye et al.,
2010; Lau et al., 2010). Currie (2018) emphasized that audit tools should be continuously
updated so ongoing improvements in the provision of quality care and services could be
made.

History of the Current Investigatory Pathways

This subsection provides historical information on the origins of the investigatory
pathways used in the regulatory oversight process. The State Operations Manual (SOM)
outlines statutes, policies, and procedures for conducting all Medicare-related programs.
Any information included in the SOM must be followed by surveyors when conducting
oversight visits of nursing homes. The SOM directs surveyors to use survey protocols to
guide their investigations to ensure a consistent and comprehensive investigation is
conducted of regulatory areas (CMS, 2013).

A GAO report (2009) identified the genesis of the investigatory pathways.
Pathways were developed in response to the concerns expressed by state agencies and the
GAO's recommendations to ameliorate concerns with surveyors' ability to identify
serious care concerns during the survey process. CMS indicated in the report that they

would not shorten the guidance in the SOM, but would rather develop concise, user-
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friendly reference documents that could be used in the field. The reference documents
became the investigatory pathways, referred to as critical element (CE) pathways. The
pathways were developed concurrently with a new survey process methodology (GAO,
2009). An evaluation of the pathways and new survey process was conducted by CMS in
2007. The evaluation identified concerns with the original version of the pathways since
they were lengthy and difficult to use. Following this report, the pathways were
substantially condensed and tested (CMS, 2007). There are currently 28 CE pathways,
including a rehab and accidents (falls) pathway.

The current version of the rehab and fall pathways do not include guidance
surveyors can follow to identify potential concerns because of inappropriate PDPM
practices. The current rehab pathway lacks observations, interviews, and record review
guidance specific to potential PDPM impacts. For example, the current guidance does not
instruct surveyors to discuss or consider whether the therapy mode (individual, group, or
concurrent) was appropriate. There's also a lack of guidance regarding a review of the
Minimum Data Set (MDS) for therapy utilization or to determine whether there are any
concerning facility practices such as inappropriately discharging residents before day 20
when reimbursement is reduced. The accident pathway also fails to adequately address
potential PDPM concerns. For example, the pathway does not include resident interview
questions regarding whether OT was ordered following a fall. In addition, the OT
interview and record review sections lack questions regarding the therapy type used to

address a fall.
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Implications for Program Design

Based on the evidence, it will be critical that the content for the investigatory
pathways address the underlying problem, and the guidance is based on evidence, best
practices, and expert input. The National Consumer Voice for Quality Long-Term Care
(2020) provided a synopsis of the potential unintended consequences of PDPM that
should be addressed in the pathways. AOTA (2015, 2019) has released a number of tools
for therapists regarding the use of different modes of therapy and appropriate OT
interventions in SNFs. Again, it will be important for the pathways to include this type of
evidence-based guidance. Finally, it is critical that the content for the audit tool reflects
the regulatory language. When updating the pathways, it will be important that any new
content meets the regulatory definition and interpretive guidance (SOM, 2017). If the
investigatory pathways include probes that address the problem, potential impacts of
PDPM, and OT best practices, surveyors should be able to identify non-compliance with
the provision of rehab services because of PDPM.
Stakeholder Engagement

Six studies emphasized the importance of early involvement of a diverse group of
expert stakeholders to provide input during the development, refinement, and testing
process to identify areas of improvement of the tool (Banks et al., 2017; EI-Choueifati et
al., 2014; McCullough, Marcus & Keller, 2017; Moraes Liberatti et al., 2019; Redley and
Waugh, 2018; Shanks, Pitts, and Gustafson, 2015). Thompson et al. (2018) indicated that
once a tool is developed, it is important to have experts review the tool for usability, face

and content validity, and to lend credibility to the tool. Once improvements are made to
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the audit tool, based on stakeholder feedback, formalized pilot testing of the tool should
occur for reliability, validity, efficiency, and utility.
Refinement of Audit Tools
Another theme that emerged from the literature was the importance of testing
audit tools during the exploratory phase (Adeoye et al., 2010; Lau et al., 2010; Thompson
et al., 2018). The authors of six studies engaged in various activities to refine the tool
prior to formative testing. These activities included:
e sending the tool to stakeholders for review (Moraes Liberatti et al., 2019;
McCullough, Marcus & Keller, 2017; Shanks, Pitts, and Gustafson, 2015),
e conducting a survey (Banks et al., 2017),
e conducting a semi-structured interview (Adeoye et al., 2010),
e conducting focus groups (Adeoye et al., 2010; EI-Choueifati et al., 2014; Moreas
Liberatti et al., 2019; Redley and Waugh, 2018), or
e completing feasibility testing (Banks et al., 2017; EI-Choueifati et al., 2014;
McCullough, Marcus & Keller, 2017; Redley and Waugh, 2018).
Illustrative Examples
Five illustrative examples are presented to show the diversity in exploratory
efforts to refine audit tools.
Adeoye et al. (2010) used a widely accepted approach to test and finalize the
content for their audit tool. They conducted interviews and led focus groups of
participants impacted by the intervention to identify key concepts. They then analyzed

the data to identify common themes that were incorporated into the audit tool (Adeoye et
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al., 2010).

Redley and Waugh (2018) conducted a pilot test of the audit tool. The test was
completed by two nurses in one hospital over 18 shift changes. The tool was refined
based on feedback (Redley and Waugh, 2018).

Banks et al. (2017) completed two rounds of review. The first review entailed 60
dietetic students who completed a survey after using the tool. The tool was updated based
on their feedback. Then another trial was conducted with 12 dietitians who used the tool
in practice and completed another survey to measure content validity, usability, and
usefulness (Banks et al., 2017).

El-Choueifati et al. (2014) used a robust process to refine a newly developed audit
tool. The authors conducted two focus groups to review the audit tool. Based on
feedback, the audit tool was updated. Then trained testers used the audit tool while an
expert observed them over the course of several days. Further testing occurred in three
cycles, across seven childcare settings, with 26 testers. The tool was revised following
each cycle (EI-Choueifati et al., 2014).

McCullough, Marcus, and Keller (2017) had five clinicians test the face validity
of the audit tool, including content, presentation, terminology, and instructions to
promote consistency. Then a feasibility study was conducted with 120 participants to test
a draft version of the audit tool in four diverse hospitals. Revisions were made to the tool

based on feedback (McCullough, Marcus, and Keller, 2017).
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Implications for Program Design

The evidence clearly indicates that for the doctoral program intervention to be
successful, early stakeholder involvement is paramount to ensure buy-in, support, and
expertise is considered throughout all phases of the program. In addition, once the
pathways are updated, it will be crucial to invest time and resources to thoroughly review
the pathways before formal testing occurs. A multitude of proven approaches can be
employed to refine the pathways before the formative phase of testing.

Phase 2: Formative Phase

The purpose of the formative phase is to conduct extensive testing to ensure an
audit tool has excellent psychometric properties. This section describes a variety of
testing methodologies to assess the reliability and validity of audit tools.

The seven studies reviewed revealed several accepted and effective methods to
ensure that newly developed or revised audit tools are reliable and valid. All of the
authors used a mixed-method approach to support triangulation in analyses and to
increase the robustness and quality of the audit tool (Redley and Waugh, 2018). During
the formative phase, all seven studies conducted a pilot test for interrater reliability
(Banks et al., 2017; EI-Choueifati et al., 2014; John et al., 2019; McCullough, Marcus,
and Keller, 2017; Moraes Liberatti et al., 2019; Redley and Waugh, 2018; Shanks, Pitts,
and Gustafson, 2015). Five studies continued to test the validity and usability of the tool
(Banks et al., 2017; EI-Choueifati et al., 2014; John et al., 2019; McCullough, Marcus,
and Keller, 2017; Redley and Waugh, 2018). The testing methodology used across the

seven studies is summarized below.



32

John et al. (2019) conducted pilot testing to ensure the audit tool was reliable and
valid. The test consisted of two auditors in six schools who independently, but
simultaneously, used the audit tool to conduct record reviews, interviews, and
observations to determine whether quality indicators were met. When reviewing the
results, the auditors used their qualitative notes to resolve disagreements and improve the
reliability of poorly rated items. Prior to implementation, the authors conducted another
field test in three schools to strengthen the face and content validity, organization, and
scoring of the tool (John et al., 2019).

Moraes Liberatti et al. (2019) evaluated the reliability of an audit tool. The pilot
included three nurses with auditing experience. They used the audit tool independently,
but concomitantly, in one hospital that they had not audited before (Moraes Liberatti et
al., 2019).

Redley and Waugh (2018) assessed the reliability and usability of an audit tool.
The study included 104 participants who used the tool across six units, covering all days
and shifts. The authors emphasized that testing in a real environment under as many
different circumstances as possible leads to a more reliable tool. Another primary factor
of the research methodology was to address the usability of the audit tool based on
observations during testing and by conducting focus groups (Redley and Waugh, 2018).

During the reliability and validity testing by Banks et al. (2017) an audit of eight
meals, with differing diets, was conducted in one hospital over several weeks. Each audit
consisted of an expert team and four test teams. The teams completed an evaluation

regarding content validity and usability. The authors noted that it is critical to have
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diverse backgrounds represented on audit teams to account for any observer bias and
ensure a breadth of opinions are considered (Banks et al., 2017).

Shanks, Pitts, and Gustafson (2015) conducted a reliability test of an audit tool.
For this pilot test, two auditors simultaneously, but independently, tested the audit tool in
six randomly selected farmers' markets across three states that represented urban and
rural areas (Shanks, Pitts, and Gustafson, 2015).

El-Choueifati et al. (2014) conducted two rounds of reliability and validity
testing. The first pilot test focused on the intra and interrater reliability of the tool. Three
experienced staff observed a 15-minute video of real interactions with 17 children and
then completed the audit tool concurrently, but independently. A second rating session of
the same video occurred two weeks later, and none of the testers had access to their
original ratings. The second pilot test focused on face and content validity. Ten experts
completed a questionnaire with open-ended questions regarding the audit tool. While not
requested, three experts returned a completed audit tool with feedback. The questionnaire
addressed the content, layout, reasons for using the audit tool, the process of using the
audit tool, ease of using the audit tool, training needs, and any other feedback (El-
Choueifati et al., 2014).

Finally, McCullough, Marcus, and Keller (2017) conducted a study aimed to
evaluate the interrater reliability and validity of a revised audit tool. The authors first had
a team of experts review the audit tool for face validity. Then the tool was tested in four
hospitals to further refine the tool based on feedback from the users. A final reliability

test was conducted in one hospital of 30 different meals. For the final reliability pilot, one
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tester completed the audit tool, and then 15 minutes later, the second tester completed the
audit tool with the participant. Following the test, the researchers met with the testers to
discuss how to improve the audit tool. This study used a different approach to interrater
reliability testing since they had the testers follow each other instead of having the testers
complete the tool concomitantly, but independently. A different response may occur
between testers since testers did not complete the audit tool at the same time
(McCullough, Marcus, and Keller, 2017).
Implications for Program Design

To summarize, it will be important that the doctoral program intervention includes
a robust testing plan to evaluate the psychometric properties of the updated pathways.
Even though the studies differed on the number of testers, testing sites, and testing
opportunities, the evidence demonstrates the importance of rigorously testing audit tools
while being mindful of any time or resource constraints. Based on the evidence, using a
mixed-method approach during the exploratory and formative phases should lead to a
usable, reliable, valid, and sensitive tool to objectively assess performance and identify
areas for improvement.

Implementation Strategies

The final section addresses the leading approaches cited in the literature to best
implement an audit tool. Three studies described their successful approach when
implementing an evaluative tool during the formative phase of testing (EI-Choueifati et
al., 2014; John et al., 2019; Redley and Waugh, 2018). One strategy used to successfully

implement an audit tool was to develop training materials and source documents based on
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the experience gained during field testing (John et al., 2019). Using this approach should
lead to more robust training materials since they are based on practical experience, can
include real-life illustrative examples, and can address or highlight areas of known
confusion. Two studies (EI-Choueifati et al., 2014; John et al., 2019) used in-person
classroom instruction with practice opportunities to facilitate learning. All three studies
highlighted how imperative it was to include practice opportunities of real-life scenarios
that addressed a variety of situations in the training to help students understand the
practical application of the audit tool. It is also important that trainers verify that students
understand how to correctly use the audit tool based on the practice scenarios and resolve
any differences or areas of confusion prior to actual implementation (EI-Choueifati et al.,
2014; John et al., 2019; Redley and Waugh, 2018).

For the doctoral program, surveyors nationwide will receive training on PDPM
and the new pathways. While the studies mentioned above used face-to-face classroom
instruction with success, it may be too resource intensive and impractical to train
surveyors in person. Therefore, it is important to understand how efficacious online
training is as compared to face-to-face classroom instruction.

Three studies demonstrated that online training resulted in superior knowledge
acquisition when compared with instructor-led classroom instructions (Brady et al., 2018;
Dimeff et al., 2015; Thalheimer, 2017). Dimeff et al. (2105) also found that online
training was comparable to in-person training regarding clinical proficiency. The authors
stressed that training may need to be augmented with supervision or consultation,

particularly for those with limited experience or knowledge, to reach a high level of
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competence and to further increase knowledge gains (Dimeff et al., 2015). Brady et al.
(2018) found that the use of an interactive, online course had a statistically significant
increase in knowledge and self-efficacy. Another key feature to the success of their
training was that it was pilot tested to ensure the training content, illustrative examples,
and knowledge checks were clear and accurate. Finally, Thalheimer (2017) summarized
the results of five meta-analyses that found elearning tends to outperform classroom
instruction. The results of the meta-analyses also demonstrated that utilizing research-
based learning factors was the most critical component when developing an effective
training, regardless of the training platform used (Thalheimer, 2017).
Implications for Program Design

Based on the evidence, the studies emphasized that the online course has to be
interactive and media rich. Successful online training should include spaced repetition,
contextually meaningful practice exercises, knowledge checks, and immediate feedback.
Findings from these studies support the use of an interactive online training approach as a
viable alternative to the traditional in-person classroom format to train surveyors

nationwide on PDPM and the investigatory pathways.
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Chapter Four: Description of Proposed Program

This chapter provides an overview of the basis of the program and a detailed
description of the proposed doctoral program which entails a review of the regulatory
impacts of the Patient-Driven Payment Model (PDPM) and the provision of investigatory
guidance and training for surveyors nationwide.

Basis of the Program

Program Description

The doctoral program addresses the newly implemented reimbursement system
from a regulatory oversight perspective. The doctoral program includes two components.
First, the investigatory pathways will be updated to guide surveyors nationwide regarding
how to investigate therapy services to address the impact PDPM may be having on the
provision of therapy, functional performance, and falls. As part of the pathway revision
process, the rehabilitation-related citations will be analyzed to have a clear understanding
of the noncompliance identified pre-post PDPM to help inform the pathway content.
Second, surveyors will receive training on PDPM and the updated pathways using an
online, interactive platform. By receiving proper investigatory guidance and training,
surveyors will have the knowledge and skills to ensure SNF beneficiaries across the
nation receive quality, individualized rehabilitation services to satisfy the intent behind
PDPM.
Description of the Problem

On 10/1/19, PDPM was implemented to improve payment allocations in skilled

nursing facilities (SNFs) by ensuring therapy was provided based on a resident’s
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characteristics and goals (Medicare Learning Network, 2018). However, there are
concerns that the new payment system will incentivize SNFs to prioritize profits over
residents by mandating inappropriate therapy practices (Center for Medicare Advocacy,
2019). If the payment system impacts the provision of therapy services, residents may
experience a decline in functional performance and an increase in falls.

Overall, the evidence supports the problem description. It is well documented
substantive changes in reimbursement initially affects the provision of therapy services
(GAO, 2002; Warren et al., 2001; White, 2003; Yip et al., 2002). If this impact results in
less therapy staff, a decrease in therapy intensity, or length of stay, then quality outcomes
will be negatively impacted (Cogan et al., 2020; Jette et al., 2005; Jung et al., 2016;
Lenze et al., 2012; Livingstone et al., 2019; Mallinson et al., 2014; Munin et al., 2010;
Przybylski et al., 1996; Span, 2019; Talkowski et al., 2009). Finally, the vast majority of
the evidence corroborates AOTA’s position that individual therapy is the primary form of
therapy used when addressing a person’s cognition, functional performance, and fall risk
(AQTA, 2017; Calk, 2019; Jensen & Padilla, 2011; Leland et al., 2018; Pol et al., 2019;
Smallfield, 2017; Siebens et al., 2016; Silva et al., 2013; Toots et al., 2019; Whitney et
al., 2017). The use of group therapy may be appropriate when addressing behavioral
changes such as decreasing a person’s fear of falling or with some exercise-based
interventions (Jensen & Padilla, 2011; Jung et al., 2009; Kuczynski and Piersol, 2014;
Smallfield, 2017; Toots et al., 2019; Whitney et al., 2017). However, the use of group
therapy for fall prevention should be far less than the allotted 25% maximum under

PDPM.
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Theoretical Frameworks

Two frameworks were selected to address this doctoral program. Donabedian’s
framework will be the platform used to evaluate the quality of health care as a result of
macro-level changes to the reimbursement structure. The Person-Environment-
Occupation (PEO) model will be employed to evaluate the effectiveness of OT
interventions to address functional performance.
Explanatory Model

Three mediating factors were identified to explain why residents in SNFs may
experience an increase in falls because of the new payment system: a reduction in therapy
services, an inability to address a resident’s fear of falling, and lack of improvement in
functional performance. The first mediating factor is specific to an unintended
consequence of the new reimbursement structure. Providers are no longer reimbursed
based on the volume of therapy services provided; therefore, providers may mandate
therapists to maximize the use of group or concurrent minutes, absent a change in a
resident’s characteristics or goals. An inability to provide adequate therapy may result in
a potential decline in functional performance. Elliott and Leland (2018) noted that if
occupational therapists do not have enough time to provide individualized interventions
to address a resident’s fall risk factors it is logical to presume that residents may not
improve to their highest practicable functional level which may increase the likelihood
for falls.

Falls self-efficacy and fear of falling also play a role in falls and may influence a

resident’s functional performance. A person’s fear of losing their balance or of falling
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leads to inactivity, and a decline in functional ability, which ultimately results in
additional falls (Pol et al., 2017). A person’s cognitive impairment is another important
moderating factor to consider since residents who have dementia are at an increased risk
of falls because of impaired judgment, visual-spatial perception concerns, a decline in
functional performance, and an inability to avoid hazards (Jensen et al., 2011).

Figure 4.1 displays an explanatory model diagram demonstrating how PDPM may
increase falls for SNF residents.
Figure 4.1

Explanatory Model Demonstrating how PDPM may be Impacting Falls
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Key Stakeholders

Multiple stakeholders will benefit from this program. At the macro-level, CMS
staff with the Division of Nursing Homes can assure the public that the oversight process
includes a rigorous review of therapy practices in light of the new payment system.
Specifically, surveyors ensure SNFs are providing individualized therapy to help
beneficiaries reach their full potential. At the macro-level, multiple stakeholders will gain
new insight from this program, including surveyors, SNF providers, and therapists.
Surveyors will have the ability to ensure providers are complying with therapy-related
federal regulations. SNF providers and OTs will understand whether they are
appropriately implementing PDPM by targeting therapy services to a resident’s identified
needs and goals. At the micro-level, SNF beneficiaries will receive individualized
therapy services to improve their functional performance, prevent falls, and return to the
community.

When CMS overhauled the reimbursement structure in October 2019 the intent
was to improve payment allocations by focusing on a resident’s characteristics, needs,
and goals, instead of the volume of services provided. Span (2019) reported in a New
York Times article the unintended consequences of PDPM and its impact on
beneficiaries. The article highlighted the experience of an older woman who was
admitted to an SNF in late September 2019 after several weeks in the hospital following a
leg amputation. An OT worked with her an hour a day, five days a week. During that
time, her functional mobility and endurance improved. All of her progress ended abruptly

on 10/1/19 when PDPM was implemented. With the shift away from volume-based
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reimbursement, the OTs allotted time with the resident was reduced from 60 minutes to
just 20 minutes a day, which wasn’t even long enough to help her get out of bed (Span,
2019). Unfortunately, this illustrative example is not unique and highlights the
importance of stakeholder involvement in the program.
Program Goals

This program aims to provide surveyors with the tools and training so they have
the proficiency to identify non-compliance with the provision of rehab services because
of PDPM to prevent the above scenario from happening to any other SNF beneficiaries.
The ultimate goal of this program is to ensure therapists are providing rehabilitation
services to SNF beneficiaries based on their individual needs and goals to facilitate an
increase in functional performance, the prevention of future falls, and successful
discharge back to the community.

Description of the Doctoral Program

This section provides a detailed description of the doctoral program including an
overview of the full logic model, program participants and resources, interventions and
activities, program outputs or outcomes, potential barriers, and concluding thoughts.

Full Logic Model

The full logic model provides a detailed visual depiction of the proposed program
and expected outcomes. A full logic model is an effective tool to outline the program
elements and outcomes (Newcomer et al., 2015). As shown in Figure 4.2, the full logic
model delineates all aspects of the program, including the clients, problem, resources,

theories, interventions, outputs, and outcomes. A detailed description of each of these



Figure 4.2

Logic Model Describing the Program and Expected Outcomes
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areas is provided in subsequent sections.
Program Participants and Resources

There are approximately 5,000 surveyors nationwide. All surveyors are intended
participants when the program is implemented. Table 4.1 lists the personnel responsible
for the various program activities, including any recruitment or training efforts. The
primary investigator, along with other co-researchers at the University of Colorado (CU),
and CMS staff will update the investigatory pathways to ensure they reflect standards of
practice and the regulations. The research staff at CU has extensive experience working
with CMS to develop and update the investigatory pathways. In addition, the primary

investigator and an instructional designer will develop the online, interactive, self-paced

training modules. Once available, CMS will require surveyors to complete the training

and use the updated pathways during federal oversight surveys.

Table 4.1

Personnel Responsible for Implementing the Program

Program

Activity

Personnel

Recruitment and Training

Develop Primary No recruitment or training is necessary since the
investigatory | investigator, current staff at CU will assist in updating the
pathways other research pathways. They have extensive experience

training

investigator and
instructional
designer at CU

staff at CU, developing and updating pathways.
CMS staff
Develop online | Primary Recruitment will include contacting the CU

instructional designer to establish an agreement for
the development of the online training. The
primary investigator will develop the storyboards
and content, while the instructional designer will
integrate the training into an interactive, online
module platform.
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Resources

Resources needed for this program are minimal, excluding personnel time and
labor costs. The primary investigator has Adobe Acrobat Professional installed to confirm
the investigatory pathways are 508 compliant. University equipment will be used to
develop the online training modules. The primary investigator will explore with the
instructional designer whether any specialized training software is needed. The final
electronic PDF version of the pathways will be publicly available on CMS’s website in
the same location as all other nursing home regulatory resources. The mandatory training
will be posted on the Quality, Safety, and Education Portal (QSEP) which is the location
of all surveyor training.
Outreach Plan

To ensure successful implementation of the program, CMS staff and the primary
investigator will conduct multiple information sessions with stakeholders. It will be
crucial to have buy-in from the surveyor association, federal and state leadership. CMS
and the primary investigator will ensure stakeholders understand the problem, the
proposed intervention, and the expected outcomes. Ongoing discussions will occur during
monthly meetings to address stakeholder feedback. In addition, CMS will notify SNF
providers during a monthly call of the change to the oversight process and the review for
inappropriate PDPM practices and address any concerns or questions.

Interventions and Activities
The doctoral program aims to correct any inappropriate PDPM practices via the

oversight process. The investigatory pathways will be updated to guide surveyors
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nationwide regarding how to investigate therapy services to address the impact PDPM
may be having on the provision of therapy, functional performance, and falls. In addition,
surveyors will receive training on PDPM and the updated pathways using an online,
interactive platform. A detailed description of both program activities is outlined below.
Investigatory Pathways

Part of the nursing home survey process is to use quality measures and onsite
findings to identify potential areas of concern. Surveyors then conduct an in-depth
investigation to determine if there is non-compliance with the federal regulations.
Surveyors refer to investigatory pathways to help guide their investigation. The pathways
outline pertinent observations, interviews, and record reviews that should be conducted to
determine whether the facility is complying with federal regulations. The pathways
promote a consistent and comprehensive investigation for a range of regulatory areas.
Surveyors currently have an accident’s pathway that addresses a number of accident-
related issues, including falls. They also have a rehabilitation and restorative services
pathway that is used to ensure the facility obtains and provides necessary therapy
services. Neither pathway currently provides investigatory guidance to address the
potential impacts the PDPM changes have had on a resident’s therapy progress and fall
outcomes. Both pathways will be updated to provide guidance for surveyors nationwide
regarding how to investigate therapy services to address the impact PDPM may be having
on functional performance and falls.

Prior to the pathways being updated, an analytic review was conducted of the

F825 rehabilitation citations the fiscal year before and after PDPM was implemented.



47

The citations were accessed on the Quality, Certification & Oversight Reports (QCOR)
website. The citation review aims to identify any patterns or trends in the type of rehab
non-compliance cited pre-post PDPM and whether any deficient practice after PDPM is
directly attributed to the new payment system. The results of the analysis revealed F825
was cited 167 times for active nursing home providers across both fiscal years. F825 was
cited 133 times, of 14,700 surveys, across 37 states in FY 2019. The same tag was cited
53 times, of 6,798 surveys, across 27 states in FY 2020. The most probable reason to
explain the significant drop in citations post-PDPM was the public health emergency
declared on March 13, 2020, which halted the annual survey process. The primary reason
therapy was cited pre-PDPM was because an evaluation was not conducted, followed by
therapy not being provided as ordered. Figure 4.3 displays the incidence by category for
the reason for the citation for each fiscal year. This trend continued post-PDPM. Based
on the limited citation data available post-PDPM, 19.6% of F825 citations could be
associated with possible concerns with PDPM. The citation documentation revealed
potential PDPM-related concerns such as insufficient therapy staff to complete
evaluations, no therapy ordered upon admission to the SNF or receiving restorative
services immediately upon admission. The citation results by facility are presented in
Appendix A. The results of this analytic task will help inform the substantive probes in

the rehab pathway.
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Figure 4.3

Incidence by Category for the Reason for the F825 Citations Pre-Post PDPM
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Secondary analysis of the citation data also revealed whether rehab citations were
associated with other rehab-related resident outcomes, such as non-compliance with
functional performance improvements and falls. Figure 4.4 displays the rehab-related
outcome citations pre-post PDPM. There were 25.6% of the pre-PDPM rehab citations
that were associated with another rehab-related outcome. Resident outcomes concerning
limitations in range of motion accounted for the majority of citations (38.2%), followed
by falls (17.6%). Based on the limited number of F825 cites post-PDPM, 15.1% of rehab
citations were associated with another rehab-related outcome. There was only one direct
link between a citation potentially impacted by PDPM and falls. Again, it is difficult to

rely entirely on citation data the FY post-PDPM since survey activities were disrupted
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four months after PDPM took effect.
Figure 4.4

Incidence of F825 Citations Associated with Rehab-Related Outcomes Pre-Post PDPM
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The primary investigator, along with other researchers at CU, will work with
CMS subject matter experts to ensure the updated pathways marry with the regulations,
guidance, standards of practice, and PDPM-related concerns that may impact the
provision or quality of therapy services. It is important that the doctoral program’s
intervention includes a robust testing plan to evaluate the psychometric properties of the
updated pathways. Thus, once the pathway content is drafted, the pathways will undergo
extensive review and testing by stakeholders. The evidence clearly indicates that for the
pathways to be successful, early stakeholder involvement is paramount (Banks et al.,
2017; El-Choueifati et al., 2014; McCullough, Marcus & Keller, 2017; Moraes Liberatti

et al., 2019; Redley and Waugh, 2018; Shanks, Pitts, and Gustafson, 2015). It will be
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crucial to invest time and resources to thoroughly review and update the pathways based
on stakeholder input before formal testing occurs. The stakeholder review of the
pathways will be followed by formal pilot testing. A mixed-method approach will be
used during pilot testing to produce a usable, reliable, valid, and sensitive pathway to
objectively assess performance and identify areas for improvement (Banks et al., 2017;
El-Choueifati et al., 2014; John et al., 2019; McCullough, Marcus, and Keller, 2017;
Moraes Liberatti et al., 2019; Redley and Waugh, 2018; Shanks, Pitts, and Gustafson,
2015). A detailed description of these program evaluation activities is provided in
Chapter 5.
Training

The training program includes multiple features. The program consists of an
introduction webinar, online training modules, a homework opportunity for advanced
skill development, and in-field support and monitoring. Each of these program features
are described in more detail.
Introduction Webinar

An introduction webinar will occur before the surveyors begin the training
program. The webinar will be conducted by CMS and the primary investigator. The
introduction webinar will highlight the importance of having surveyors correct
inappropriate PDPM practices, set the tone for embracing the changes to the survey
process, and address any potential areas of resistance. In addition, the webinar will
describe the training and implementation approach, including the methods to address

questions prior to and during implementation.
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Online Training

The training is composed of two self-paced, interactive online training modules
that will be completed independently by all surveyors to ensure that consistent content is
disseminated. The first module will include an overview of PDPM and the potential
unintended consequences. The second module will describe the changes to the survey
process and pathways to identify and investigate PDPM concerns. Each module should
take no more than a half hour to complete. The online training utilizes instructional
methods based on the current research on effective adult learning. The content for the
training will be developed by the primary investigator based on the experience gained
during field testing (John et al., 2016). Using this approach should lead to a more robust
training since the content, illustrative examples, and knowledge checks are based on
practical experience and can address or highlight areas of known confusion. Once
storyboards are developed and approved by CMS, an instructional designer at CU will
convert the information into an online learning environment.

Based on the evidence, the online course should be interactive and media-rich
(Brady et al., 2018; Dimeff et al., 2015; Thalheimer, 2017). Successful online training
should include spaced repetition, contextually meaningful practice exercises, knowledge
checks, and immediate feedback. Thus, both modules will include knowledge checks and
case scenarios with feedback for both correct and incorrect responses for real-time review
by surveyors. The purpose of the knowledge checks and practice scenarios is to ensure
that surveyors understand key concepts, provide them with multiple practice

opportunities, and ensure they have the confidence to evaluate therapy practices. The
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training will incorporate these, and other learning methods designed to engage surveyors,
increase their knowledge retention, and provide simulated opportunities to apply skills
needed to effectively evaluate PDPM practices. While completing the training, surveyors
will go back and forth between the modules and pathways. The pathways will reinforce
information provided in the modules while also increasing surveyor familiarity so that
they are an easy to navigate resource when surveyors are using the updated pathways in
the field. The modules will remain accessible online to surveyors at any time after the
initial training to allow them to refresh or clarify their knowledge.
Homework

A homework assignment will be developed by the primary investigator for any
surveyor to voluntarily complete after the online training. The assignment will include
multiple hypothetical therapy situations. The assignment is designed to help reinforce
knowledge about PDPM and provide multiple opportunities for surveyors to critically
think about more difficult or complex scenarios.
Onsite Monitoring and Support

One critical aspect of the success of this program is whether surveyors can
translate the information learned and follow the guidance in the tools to identify PDPM
concerns. Therefore, the research team at CU will conduct onsite monitoring visits to
address any concern with the surveyor’s performance in identifying non-compliance with
therapy. As progress is made in completing the in-field support visits, a consolidated list
will be generated of areas identified as confusing, challenging, or ineffectively performed

across visits. The research team will develop short video clips to help clarify information.
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These videos will be required training for all surveyors. In addition, alternative
approaches will be used, such as Fact or Fiction or FAQs, to disseminate consistent
information, clarification, or tips for improved performance based on the compilation of
issues.

In summary, the training program includes multiple activities to support surveyor
success in attaining the knowledge needed for investigating therapy practices in light of
PDPM. The training program is designed to provide support for surveyors of varying
levels of experience and knowledge. Table 4.2 provides a detailed timeline for all

program-related interventions.
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Table 4.2

Regulatory Oversight of PDPM Doctoral Program Timeline of Activities

Task Name Duration Start Finish
Nationwide Implementation 12 months 02/22/21 TBD

Investigatory Pathways 5 months | 02/22/21| TBD
Identify and review F825 rehab citations using QCOR for the
FY pre-post PDPM to determine the reason for the non-
compliance, and determine if the citation post-PDPM was 30days | 03/15/21 1 04/30/21
directly related to the new payment system
Develop and finalize qualitative survey for stakeholders to
evaluate the face and content validity of the pathways 45days | 02/22/21 1 04/23/21
CU and CMS develop draft of investigatory pathways 65 days | 05/03/21|07/30/21
CU updates pathways based on stakeholder review 45 days | 08/02/21 [ 10/01/21
Formal pilot testing of_ the pathways (dependent on the public 30 days TBD TBD
health emergency ending)

CU finalizes pathways with CMS approval 10 days TBD TBD

Introduction Webinar 15 days TBD TBD
CU develops webinar content with CMS approval 10 days TBD TBD
Conduct two introduction webinars on different days of the 2 days TBD TBD
week (east and west coast)

Online Training 55 days TBD TBD
CU develops training content with CMS approval 30 days TBD TBD
Instructional designer converts storyboards into online
platform, includes CU and CMS review and finalization 20 days TBD TBD
Sur_veyors complete the online training and homework 5 days TBD TBD
assignment
Surveyors begin investigating PDPM practices during the NA TBD TBD
survey process

Onsite Monitoring Visits 85 days TBD TBD
CU develops onsite monitoring checklist with CMS approval 15 days TBD TBD
CU completes up to 20 visits in a different state in each of the 70 days TBD TBD

10 CMS regional locations
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Program Outputs and Outcomes

This section addresses the anticipated program outputs, and the short-term,
intermediate, and long-term outcomes.
Program Outputs

The final electronic version of the pathways will be publicly available on CMS’s
website in the same location as all other nursing home regulatory resources. The online
training will be posted on the Quality, Safety, and Education Portal (QSEP) which is the
location of all surveyor training. Once available, the roughly 5,000 surveyors nationwide
will be expected to download the updated pathways and complete the training. Surveyors
will then start evaluating whether there are compliance concerns because of PDPM
during the annual survey. If non-compliance exists, surveyors issue a citation to ensure
the facility corrects the problem for all residents. During the first four months post-
training, the research team at CU will conduct up to 20 onsite monitoring visits, across all
ten regional locations, to assess whether surveyors are investigating therapy practices and
related outcomes as intended. The next section addresses expected outcomes of the
doctoral program.
Program Outcomes

Surveyors and individual providers’ knowledge about PDPM are the targets for
short-term outcomes. The online training aims to increase surveyor knowledge, skills,
and confidence to identify and cite inappropriate provider practices because of PDPM.
Surveyor competency will be assessed using the knowledge checks, practice case

scenarios, and homework assignment. At the facility-level, as surveyors begin to survey
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for PDPM, if non-compliance is identified, providers will have a deeper understanding of
appropriate PDPM practices and will correct the problematic practice for every resident
potentially impacted.

Intermediate outcomes will be evident for both surveyors and providers between
one to four months post-training. Throughout that timeframe, surveyors will be
monitored through onsite visits to confirm they translated their knowledge into practice.
Refresher training will rectify performance concerns or areas of confusion. After a third
of surveys have been conducted for the year, the expectation is that SNF providers that
belong to a chain will share citation details and correct any inappropriate practices for all
the facilities within that chain. As more facilities provide appropriate therapy practices
based on the intent behind PDPM, beneficiaries will receive individualized services to
maximize their potential.

Finally, at the one-year mark, the majority of SNF providers will have undergone
a survey. The long-term goal is that SNF providers nationally will have corrected any
inappropriate PDPM practices to assure all beneficiaries receive quality therapy services
to return home safely and at their highest potential. At a policy-level, the PDPM-related
citation frequency will help CMS understand the prevalence of inappropriate provider
practices due to PDPM and whether policy changes are necessary.

Anticipated Barriers and Challenges

Five months post-PDPM implementation, a public health emergency (PHE) was

declared on March 13, 2020, which disrupted the annual survey process, the type of

beneficiaries admitted to an SNF, and discharge outcomes. As of April 2021, the PHE is
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still in place as nursing homes strive to vaccinate this vulnerable population against the
coronavirus disease 2019 (COVID-19). As a result, any planned in-field pilot testing of
the pathways or monitoring visits will remain on hold until the PHE is lifted. To further
compound the issue, the primary focus for CMS and state agencies has been to mitigate
the spread of COVID-19. Thus, integrating PDPM in the survey process and devoting
precious surveyor resources to training may now be a lower priority. If the PHE lasts for
a substantial part of 2021, a more targeted approach may be needed. For example, the
pathways may be implemented without stakeholder review and testing, and the training
may need to be scaled down.

There are a few additional external factors outside of COVID-19 that may impact
the doctoral program. The professional background and years of experience of the
surveyor may negatively impact their investigatory skills. Addressing basic investigatory
skills is outside of the scope of this program. Many state agencies struggle with high
surveyor turnover. Having a large influx of new surveyors during the training phase
increases the difficulty in implementation if a stable base of surveyor knowledge about
the new process isn’t achieved. Having an online training that can be viewed by new
surveyors will help address this potential barrier. The CU research team also may
prioritize onsite monitoring visits in states with high turnover to provide additional
support. Finally, any policy change to PDPM that negates a current risk will affect the
content of the pathways. It will be important to be mindful of all of these factors and

make adjustments accordingly.
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Summary and Conclusions

In summary, the program aims to address and minimize the inherent risks as the
new payment system is operationalized in SNFs to ensure beneficiaries receive
individualized therapy services to reach their goals. The program will achieve this
objective through updated guidance and training for surveyors to ensure they have the
knowledge and confidence to correct inappropriate therapy practices during the
inspection process. Ongoing support will be provided to surveyors to confirm they
successfully translate the new knowledge into practice. CMS is confident that the new
payment structure for SNFs will result in substantial improvements to payment
allocations and resident outcomes since therapy is focused on a resident’s characteristics,
needs, and goals. This program strives to ensure the intent behind PDPM is actualized by
holding SNF providers accountable to comply with the provisions outlined in PDPM by
guaranteeing beneficiaries receive necessary and quality therapy to successfully return to

the community.
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Chapter Five: Program Evaluation Research Plan

This chapter provides a detailed description of the plan for program evaluation
research. The plan addresses the program scenario and stakeholders, the vision for the
program, engagement of stakeholders, preliminary exploration and confirmatory process,
research design, methods, data analysis, anticipated strengths and limitations.

Program Scenario and Stakeholders

Description of the Problem

The Patient-Driven Payment Model (PDPM) replaced the RUG-IV system on
10/1/19 with the goal of improving costs in skilled nursing facilities (SNFs) by focusing
on the resident, rather than the volume of services provided (Medicare Learning Network,
2018). Since there are major substantive changes to the reimbursement structure, there
are concerns that the new payment system will incentivize SNFs to prioritize profits over
residents by manipulating therapy services (Center for Medicare Advocacy, 2019). If the
payment system impacts the provision of rehabilitation services, residents may
experience a decline in functional performance and an increase in falls.
Program Description

The doctoral program addresses PDPM from a regulatory oversight perspective.
Surveyors, who conduct the oversight process, use quality measures and onsite findings
to identify areas of concern (Centers for Medicare and Medicaid Services [CMS], 2019).
Surveyors then conduct in-depth investigations to determine if the facility is complying
with federal regulations. Surveyors refer to investigatory pathways to help guide their

investigation. The pathways ensure surveyors across the country complete a structured
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investigation for a range of care-related areas (CMS, 2019). The doctoral program
includes two components. First, the pathways will be updated to guide surveyors
nationwide regarding how to investigate therapy services to address the impact PDPM
may be having on the provision of therapy, functional performance, and falls. Second,
surveyors will receive training on PDPM and the updated pathways using an online,
interactive platform.

By receiving proper investigatory guidance and training, surveyors are in a
position to ensure SNF beneficiaries across the nation receive quality, person-centered
rehabilitation services that are aligned with the principles behind PDPM. The primary
investigator, along with key stakeholders, will update and test the pathways to ensure
they reflect standards of practice, the regulations, and are reliable and valid tools. The
final electronic version of the pathways will be publicly available. In addition, the
primary investigator and an instructional designer will develop the online, interactive
training modules. Once available, surveyors will be expected to download the updated
pathways and complete the training.

Intended Audience

Multiple key stakeholders will be included in the process. The primary intended
audience is CMS staff with the Division of Nursing Homes. Additional stakeholders
include CMS staff with the Division of Institutional Post-Acute Care, federal and state
trainers and surveyors, representatives from the Association of Health Facility Survey
Agency (AHFSA), nursing home representation, and SNF occupational therapists (OTSs).

Shortly after PDPM was implemented, the American Occupational Therapy Association
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confirmed that the new payment system was triggering facilities to scale back therapy,
lay off therapists, reduce therapist’s time, and inappropriately mandate the use of groups
(Span, 2019). Stakeholders have an interest in preventing these unintended consequences
of PDPM since the goal is to ensure beneficiaries receive individualized, quality therapy
services.
Vision for the Program Evaluation Research

When PDPM was introduced, CMS acknowledged the potential unintended
consequences of the new payment system, in particular the concern that providers would
inappropriately maximize the use of group and concurrent therapies to increase profits
(Medicare Learning Network, 2018). CMS plans to monitor therapy utilization items
from the Minimum Data Set (MDS) which is a standardized tool to collect resident
assessment data. To support these oversight efforts, this program aims to provide
surveyors with the tools and training to identify non-compliance with the provision of
rehab services because of PDPM. The outcome data generated from the program
evaluation research will help CMS understand the prevalence of inappropriate provider
practices due to PDPM and whether policy changes are necessary. The ultimate goal of
this program is to ensure therapists are providing rehabilitation services to SNF
beneficiaries based on their individual needs and goals to facilitate an increase in
functional performance, decrease in falls, and successful discharge back to the

community.
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Engagement of Stakeholders

This section identifies specific stakeholders who will be vital to the success of the

doctoral program and research evaluation plan. Key stakeholders include the primary

investigator’s organization, CMS, surveyors, and SNF providers. Program approval was

received from CMS. Ongoing discussions will occur with other stakeholders once the

evaluation plan is formulated, and exploratory activities begin. Table 5.1 lists the key

stakeholder positions, a description of their role and reason for engagement, and the

status of outreach activities.

Table 5.1

List of Specific Stakeholders, Reason for Engagement, and Communication Plan

Specific Stakeholders

Technical Director at
CMS, Quality and
Safety Oversight Group,
in the Division of
Nursing Homes (DNH)

| Stakeholder Role

The project and evaluation
plan must be approved by the
technical director who
understands the importance of
the program to ensure rehab
practices are meeting
regulatory requirements.

Communication Plan

Initial approval for the
program was granted.
When the evaluation plan is
finalized, further
discussions will occur
through ongoing contract
work with CMS.

Principal Investigator
(P1) in the Division of
Health Care Policy and
Research (HCPR) at the
University of Colorado
(CU), Anschutz Medical
Campus

The PI, along with other
researchers and data analysts
at CU, will participate in the
research design, data
collection, and analysis as a
part of the contract work with
CMS.

There have been ongoing
discussions with the Pl to
keep her apprised of the
program and evaluation
plan.

Association of Health
Facility Survey Agency
(AHFSA)
representatives

AHFSA will recruit surveyors
to participate in testing to
ensure surveyors have a voice
in the content of the pathway
and adequacy of the training.

Once recruitment efforts
are underway, contact will
be made with AHFSA
through their monthly
meeting with CMS.
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| Stakeholder Role

Communication Plan

Specific Stakeholders

Federal and state
trainers and surveyors

will be crucial in executing
the evaluation plan. Surveyors
have an interest in shaping the
process that they will
eventually be required to
implement.

Collaboration with surveyors

Direct contact will be made

with surveyors selected to
participate in testing.

Nursing home
administrators or
corporate
representatives

It will be critical to coordinate
pilot testing with specific
SNFs who are motivated to
participate so they are aware
of upcoming regulatory or
policy changes.

When an SNF is identified
that meets the eligibility
criteria, CMS
communicates with the
testing site to prepare them
for the pilot.

SNF OTs

Honest feedback from
therapists during pilot testing
will be crucial to determine
the effectiveness of the
pathway. Therapists should be
motivated to ensure the
oversight process addresses
unethical mandates by
providers.

Relationships with
therapists in the doctoral
program have been
established to assist with
recruiting SNF OTs for
exploratory activities.

Director at CMS, in the
Division of Institutional
Post-Acute Care

The director has a vested
interest in the outcomes of the
evaluation since they are
responsible for policy
adjustments to PDPM if
warranted.

During the evaluation
period, if concerns are
identified that may
necessitate policy changes,
the technical director at
DNH will coordinate
meetings.

Simplified Logic Model for Use with Stakeholders

It is critical to present a clear and concise message when describing the program

to increase the likelihood of buy-in from stakeholders. A simplified logic model is an

effective tool to outline the program elements and outcomes for a diverse group of

stakeholders (Newcomer et al., 2015). Figure 5.1 depicts a simplified logic model for
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stakeholders that displays the resources, intervention activities, program outputs, and

outcomes for the PDPM doctoral program.

Figure 5.1

Simplified Logic Model for Stakeholders

Clients

«Clients: Surveyors ensure quality, individualized therapy is provided to SNF beneficiaries.
*Resources: Surveyors nationally, CMS funding, CU instructional designer.

@?

Interventions

*Develop and test investigatory pathways.
*Train surveyors using an online, interactive platform.
*Surveyors conduct annual oversight surveys using the new pathways.

*Final electronic pathways.

Outcomes
\//

Program ;
*Number of surveyors trained.
Outputs ) o )
\// *Number of oversight surveys completed and rehab citations issued.
Short-Term *Increase surveyor knowledge and skills to identify and cite inappropriate practices.

sIncrease provider knowledge about PDPM based on citations.
*Correct rehab practices for individual beneficiaries and increase functional performance.

Intermediate

At one month post:
*Change provider behavior across SNF chains.

*Residents across SNF chains receive quality rehab to increase function and decrease falls.

Long-Term

*SNFs nationally implement PDPM as intended.
+*All residents receive quality rehab to return home.

Preliminary Exploration and Confirmatory Process

This section describes the approach to actively engage stakeholders in the

research evaluation program to ensure ongoing support and success. This section

identifies 1) involved stakeholders, 2) meeting format, 3) relevant background,

interventions, and evaluation information for stakeholders and 4) stakeholder

expectations.

Invited Stakeholders

Various stakeholders will be invited to participate in the confirmatory process.
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Stakeholders include CMS staff with the Division of Nursing Homes and the Division of
Institutional Post-Acute Care, AHFSA representatives, federal and state surveyors,
nursing home representatives, and SNF OTs.
Meeting Format

Meetings will occur virtually since stakeholders live in different locations across
the country. To maximize participation, only two stakeholder meetings that are
coordinated well in advance will occur. All other responsibilities will be targeted to a
specific stakeholder group which makes scheduling more manageable.
Background, Interventions, and Evaluation Information

Stakeholders must understand the problem, the proposed intervention to address
the shortcoming, and the evaluation plan. Project information will be provided before the
initial meeting and then presented and discussed during the meeting.
Background

A synthesis of the information gathered from the literature, reputable
organizations, and newspapers will highlight the concerns PDPM has had on the
provision of therapy services. In addition, outcome data from the MDS and quality
measures (QMs) will be presented to stakeholders to corroborate any anecdotal
information. The MDS data should demonstrate the increased use of group and
concurrent therapies after PDPM. The QMs should show a decrease in performance
attributed to rehab after PDPM. Presenting both qualitative and quantitative information

will lend credibility to the problem.
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Intervention

The simplified logic model will provide a high-level summary of the proposed
program. In addition, regulatory information will be summarized that is critical to the
framework for the program. Finally, the updated investigatory pathways will be shared.
Evaluation

Stakeholders will receive a high-level description of the program evaluation
research. The information includes the evaluation questions and plan that addresses
testing, training, analysis, refinement, and implementation. The plan for stakeholder
engagement also will be provided.
Stakeholder Expectations

The plan is to employ a few strategies upfront to set the stage for successful
negotiations later. During the first meeting, it will be critical to clearly outline the nature
of the problem and the goals and objectives of the program. These objectives will be
referred to whenever there are disagreements to ensure the group remains aligned with
the goals of the program. Another expectation is that stakeholders who object to part of
the research plan will be encouraged to provide alternative suggestions or a rationale
supporting the objection that will facilitate the negotiation process. It is also important to
acknowledge upfront that there may not be a consensus reached in all cases; however,
any concern or objection will be considered and addressed. Finally, since the project will
be funded by CMS, they will ultimately be the final decision maker when there is a lack
of consensus for substantive matters.

Varying levels of stakeholder engagement will occur across five steps.
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Stakeholder activities include a review of the pathways, pilot testing of the training and
pathways, and multiple meetings. Table 5.2 lists the five steps for stakeholder
engagement and provides a description of stakeholder involvement at each step.

Table 5.2

List of Stakeholder Engagement Activities

Step ‘ Description

1 | After the pathways are updated, surveyors and SNF OTs will test the face and
content validity of the tools. The pathways will be updated based on their
feedback.

2 | The initial stakeholder meeting will be held to discuss the problem, intervention,
and evaluation plan. The updated pathways will be reviewed in detail. The
pathways will be updated based on their feedback.

3 | Pilot test the pathways and training with the assistance of AHFSA, SNF
providers, and surveyors. SNF beneficiary feedback will be sought during the
pilot testing process of the pathways.

4 | Provide the testing results and recommendations for improvements to CMS,
AHFSA, federal and state surveyors to solicit feedback regarding recommended
changes.

5 | Final stakeholder meeting to discuss pilot testing results and recommendations.

Program Evaluation Research Questions by Stakeholder Group
This section identifies the evaluation research questions by stakeholder groups
that will be addressed. The primary evaluation question is, “Are surveyors able to correct
improper provider practices concerning PDPM and have a positive impact on resident
outcomes?” Table 5.3 displays the full complement of research questions for each

pertinent stakeholder group.
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Table 5.3
List of Qualitative and Quantitative Evaluation Research Questions by Stakeholder

Group

Stakeholder | Program Evaluation Research Questions

Primary Qualitative:
Investigator o Was the training effective?
and CMS e Are surveyors implementing the pathways as intended?

o Are surveyors citing inappropriate PDPM practices?

Quantitative:
« Do the investigatory pathways have high validity and
reliability?
o Are rehab citations directly related to PDPM?
o Have resident outcomes improved?
o Is there a relationship between functional performance, falls,
and rehabilitation citations because of PDPM?

Surveyors Qualitative:
o Do I feel competent to identify inappropriate rehab practices
because of PDPM based on the pathways and training?

Research Design

Addressing the research evaluation questions, identified in the prior section, will
occur across the formative and summative phases. During the exploratory and formative
phase, both quantitative and qualitative information will be gathered to identify necessary
improvements to the training and pathways. During the summative phase, the outcome
data will demonstrate whether providers are directing or engaging in inappropriate
therapy practices resulting in poor outcomes.
Phase 1: Exploratory Design
Pathways

After the pathways are updated, a group of surveyors and SNF OTs across the
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country will test the face and content validity of the tool by completing a qualitative
survey with open-ended questions. The initial review aims to determine whether the
pathways are clear, complete, and accurate before pilot testing occurs. The review also
will lend credibility to the tool. Appendix B includes an example of the survey tool.
Phase 2: Formative Design
Training and Pathways

A small-scale pilot of the training and pathways will be conducted. The online
training will address PDPM and the updated investigation tools. The training will provide
quantitative data through the knowledge checks and case scenarios responses that will
help gauge their level of understanding. A focus group will occur following the pilot to
identify areas for improvement before national implementation. The qualitative
information generated from the focus group will provide rich and detailed feedback to
supplement the data.
Implemented as Intended

One critical aspect of the success of this program is whether surveyors can
translate the information learned and follow the guidance in the tools to identify PDPM
concerns. Therefore, the research team will conduct onsite monitoring visits to identify
any concern with the surveyor’s performance in identifying non-compliance with rehab.
The report generated from the monitoring visit will include both quantitative performance
scores and a qualitative description of the issues identified during the field visit.
Phase 3: Summative Design

A quasi-experimental pre-post with repeated measurement and correlational
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designs will be utilized. A correlational design will be employed to evaluate the
relationship between rehab, functional performance, and fall citations. The pre-post
design will be used to evaluate deficiencies and resident outcomes. Pre-intervention data
analysis will occur from 10/1/19, when PDPM was implemented, through the
intervention. Post-intervention data will be reviewed quarterly for 12 months which is the
timeframe that ensures all SNFs are surveyed. A detailed description of the data analysis
plan is described in the Methods section below.
Methods and Data Analysis

The final section addresses data collection methods and analysis. Exploratory
activities will be completed during the program. Before exploratory activities can begin,
the Institutional Review Board (IRB) will be contacted to confirm the qualitative survey
is exempt. Exemption status should apply since names will not be collected, and the focus
of the survey is to garner feedback on the adequacy of the pathways. A recruitment
information form will be sent to all potential testers that describe the study, eligibility
criteria, and their role in testing. All eligible testers will then receive an electronic survey
to complete.
Formative Data Collection Methods

After the pathways are updated, state surveyors and SNF OTs will test the face
and content validity of the tools by completing a qualitative survey. The electronic survey
will be sent via Survey Monkey to ten states, covering each CMS location, with the goal
of at least three surveyors from each state agency completing the survey. In addition, a

maximum of ten OTs from different SNFs will complete the qualitative survey. The only
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exclusion criterion is if the reviewer does not have experience in the SNF setting before
and after PDPM. The goal is to begin exploratory activities in August 2021.

Following the pathway review, a small-scale pilot of the training and pathways
will occur in an SNF once the public health emergency ends. A team of four state
surveyors in Colorado will complete the online training in a Learning Management
System (LMS). Quantitative data will be obtained from the automated knowledge checks
and practice case scenarios. The LMS platform affords real-time access to scores. After
the training, the pathways will be tested for interrater reliability and cognitive validity by
eight current or past surveyors (four from the state agency and four staff from the
university), grouped into four pairs. Testing will occur at a Colorado-based Genesis
HealthCare SNF since they have admitted to eliminating numerous therapy positions and
increasing the use of group and concurrent therapies. Each clinical pair will complete a
rehab investigation for ten SNF residents that will result in a total sample of 40 residents.
The testers will complete all information in an Access database. The pilot concludes with
a virtual focus group that ensures testers have a forum to discuss their personal
experience and identify areas for improvement. The four-person virtual focus group will
be recorded. A transcript of the meeting will be generated by running the Zoom recording
through a Google Doc transcription process. The recording will be referenced, as needed,
to ensure the transcript is complete. The transcript will serve as the primary source for
analysis.

Methods for Formative Data Management and Analysis

A systematic thematic analysis process will be utilized for the survey and focus
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group results. There will be a maximum of 40 surveys generated during the exploratory
activities. Following the pilot, there will be, at the most, an hour and a half of content
from the four-person focus group that should make analyzing the survey and focus group
information manageable. The few researchers who will be involved with the qualitative
analysis will review the survey results. They will also participate in the virtual focus
group as observers, so they are equipped with first-hand knowledge of the discussion,
tone, and facial expressions of participants. It is desirable to have analysts be present in
the focus group to have well-informed input when identifying themes. The researchers
will discuss common themes, differences, and noteworthy comments before the formal
analyses are conducted. The primary investigator will then complete the analysis and
categorize responses using the notes, responses, and thematic information from the
discussion, transcripts, and completed surveys. Once the analysis is complete, the results
will be reviewed by others to ensure agreement.
Summative Data Collection Methods

The two dependent variables include citations and QMs. A quasi-experimental
pre-post with repeated measurement and correlational designs will be utilized to assess
the impact on these dependent variables. The summative phase will begin following the
pilot test that will occur after the conclusion of the program.
Identifying Deficiencies

The primary method to determine whether the training and audit tools are
effective is through a review of citations. Thus, the frequency and content of rehab

citations will be analyzed for every SNF provider, pre- and post-implementation. The
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citation details will be reviewed to determine whether the surveyor identified PDPM-
related concerns as part of the deficient practice. The hypothesis is that there will be an
increase in citations following the intervention.
Resident Outcomes

There is a concern that resident outcomes will suffer if therapy is not provided to
meet individual needs, goals, and characteristics (Medicare Learning Network, 2018).
Therefore, it will be crucial to evaluate re-hospitalizations, discharge to the community,
functional status, and fall quality measures for every SNF provider pre- and post-
implementation. The goals of the analysis are twofold. The pre-intervention analysis will
demonstrate whether QMs worsened following PDPM. The post-intervention analysis
will reveal whether a commitment to oversee and correct inappropriate therapy practices
improved the performance for the same QMs.
Correlation Between Rehab and Rehab-Related Outcomes

One aspect of the program evaluation study is to understand whether there is a
relationship between rehab citations and associated resident outcomes. To accomplish
this, the frequency and content for rehab and rehab-related outcome citations, such as
ADL decline and falls, will be compared pre- and post-implementation. The purpose of
this analysis is to determine whether rehab non-compliance is associated with non-
compliance in quality outcomes.
Methods for Summative Data Management and Analysis

The oversight survey is an automated process. Therefore, the raw survey data,

which includes citations, is sent to the primary investigator’s team every two weeks. The
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data analyst at the university processes the raw survey data using a SQL Server database
and uses SPSS to analyze the data. The quality measures are publicly reported on Care
Compare and are updated quarterly which facilitates access to the data for this analytic
task. Based on the analysis, descriptive statistics will be used to address the two research
evaluation questions regarding the frequency of rehab citations directly related to PDPM
and the rate of improvement in relevant quality measures. The final evaluation question is
related to the correlation between rehab citations and citations for functional performance
and falls because of PDPM. Cramer's V is used to measure the strength of an association
between two nominal variables (Prematunga, 2012). Therefore, Cramer's V statistic will
be used to determine the correlation between rehab citations and functional performance
and fall citations. All of the results will be summarized and presented in the final report.
Anticipated Strengths and Limitations

The robustness of the research evaluation plan should result in reliable and valid
pathways, quality training, and outcome data to help CMS decide whether policy changes
are needed. As noted in Chapter 4, the greatest impact on the execution of the program
evaluation plan is the status of the public health emergency (PHE). The formative phase
activities are dependent on the PHE being lifted. The summative phase activities also
may be negatively impacted by the PHE since state agencies have substantially reduced
the number of standard surveys conducted to prioritize oversight activities in an effort to
mitigate the spread of COVID-19, resulting in a smaller set of outcome data to analyze.
In addition, because the regulatory focus has been on COVID-19, it is difficult to rely on

citation data and QMs representing the adequacy of the therapy landscape during the
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PHE. Another factor to consider is to strive to have a diverse group of surveyors and OTs
participate in the evaluation activities. To maintain program integrity, it is important to
obtain feedback from stakeholders with varying degrees of experience, backgrounds, and

perspectives.
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Chapter Six: Dissemination Plan

This chapter outlines the dissemination plan by describing the doctoral program,
identifying dissemination goals, target audiences, key messages, possible program
champions, dissemination activities, a preliminary budget, and an evaluation plan.

Program Description

The Centers for Medicare and Medicaid Services (CMS) overhauled the
reimbursement system for skilled nursing facilities (SNFs) in the hope of improving
payments and quality health outcomes. The doctoral program addresses the SNF
reimbursement system from a regulatory oversight perspective. Surveyors should have
the tools necessary to effectively evaluate an SNF’s compliance with the provision of
individualized, appropriate therapy services. Thus, the investigatory pathways will be
updated as part of the doctoral program. To ensure the pathway content adequately
addresses the impact PDPM may be having on the provision of therapy, functional
performance, and falls, therapy citations will be analyzed pre-post PDPM to understand
the cause behind therapy-related non-compliance. In addition, surveyors will receive
training on PDPM and the updated pathways using online, interactive modules. By
receiving proper investigatory guidance and training, surveyors will have the knowledge
and skills to ensure SNF beneficiaries across the nation receive quality, person-centered
rehabilitation services to satisfy the intent behind PDPM.

Target Audiences and Dissemination Goals
There are two primary groups, namely SNF providers and CMS leadership, who

are critical outreach audiences to receive key messaging from the doctoral program to
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effect positive change. Table 6.1 describes the short and long-term dissemination goals
for each audience. While the audience and goals are different, there is a unified objective
to improve Medicare’s spending, maximize profits for SNF providers, and increase the
quality of therapy services for beneficiaries by using the most effective interventions.
Table 6.1

Target Audiences and Dissemination Goals

Target Audience

SNF Providers

Short-Term Goal

Each SNF who is cited
for inappropriate PDPM
practices halts these
practices immediately.

Long-Term Goal

SNFs that have abided by PDPM rules
and have implemented innovative and
economic group therapy interventions
will share their success stories with
other SNFs so that all providers can
benefit from cost-effective approaches
that comply with regulations while still
providing person-centered therapy.

CMS Leadership

CMS starts an initiative
or partnership with
surveyors, SNFs, and
advocacy groups to
explore new ways to
implement practices that
comply with PDPM
while being profitable
for providers.

CMS changes any PDPM policies or
rules that negatively impact functional
performance or successful discharge to
the community. For example, CMS
may reduce the maximum allowable
amount of combined group and
concurrent therapy or better define
when these therapy modes are
appropriate.

Key Messages

It is critical that messaging addresses the areas or topics that will influence and

motivate each organization to act. Key messaging for both audiences is described below.
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SNF Providers

SNFs have historically served as a profitable business; thus, for SNF providers,
the primary focus of messaging will be on their revenue. A secondary focus is to educate
SNF providers that CMS is actively overseeing therapy services, and non-compliance
may be associated with penalties or other enforcement actions that, again, impact their
bottom line. Table 6.2 identifies the key messaging for SNF providers.
Table 6.2

Key Messaging for SNF Providers

Topic Key Message

Explanation | Surveyors routinely identified and cited SNFs who were not complying
of the with PDPM practices. These citations were associated with concerning
results outcomes to the resident, such as a lack of improvement in functional
performance, additional injurious falls, and avoidable re-
hospitalizations.

Importance | SNFs cited for inappropriate PDPM practices incurred steep penalties
of the since harm to the resident occurred. In addition, because of a poor
results nursing home inspection, the SNFs received a lower five-star rating
making the nursing home less appealing to prospective new admissions.
There is also an increased risk that poor therapy outcomes may compel
hospitals to avoid recommending your SNF for rehabilitation services.
Finally, the SNF assumes the risk of litigation and bad publicity.
Action that | These devastating impacts can be averted by simply ensuring your SNF
should be complies with all PDPM practices outlined in the final rule. If your
taken facility is mandating inappropriate therapy practices to increase profits,
we urge you to stop these practices immediately since your reputation
and future success as a high-quality SNF may be jeopardized. Please
consider implementing any of the numerous cost-effective and
successful therapy interventions that have been identified by other SNFs
who have found a way to maximize profits, comply with PDPM, and
successfully discharge residents to the community.
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CMS Leadership

CMS aims to address the three dimensions of health care, referred to as the triple
aim, by improving the quality of care, resident outcomes, and reducing costs. Therefore,
messaging for CMS leadership should focus on any or all of these health care factors.
Additionally, CMS strives to ensure SNFs are providing person-centered care. Table 6.3
identifies the key messaging for CMS leadership.
Table 6.3

Key Messaging for CMS Leadership

Topic Key Message

Explanation | Surveyors identified a high rate of SNFs who were not complying with
of the PDPM practices. Specifically, there was evidence that SNFs were
results inappropriately maximizing the use of group therapy. There also was a
pattern of concerns that initial evaluations were significantly delayed
since there weren’t enough therapists to handle the increased workload.

Importance | These failures resulted in harm to residents and increased healthcare

of the costs because of a lack of improvement in functional performance,
results additional injurious falls, and avoidable re-hospitalizations.

Action that | It is well-established that CMS initiatives and partnerships with
should be stakeholders results in enhanced quality of care and life for residents.
taken Nursing homes have increased incentives to comply with PDPM
practices when CMS collaborates with interested parties to identify
unique solutions that meet everyone’s needs. This approach is a low-
cost alternative to making policy adjustments.

Spokespersons
The CMS Contracting Officer Representative (COR) and the CMS technical
director, for the primary investigator’s (PI) contract with CMS, will be selected to deliver
key messaging to CMS leadership. The PI will provide the CMS COR and technical

director with key speaking points. These two CMS managers have a history of delivering
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results to CMS leadership that have successfully influenced initiatives, policies, or
survey-related changes. Once CMS leadership supports this effort, then the Director of
the Division of Nursing Homes (DNH) will relay the information to SNF providers. The
DNH Director has established relationships with the provider community and
associations, and their messaging to this group will be respected, deemed credible, and
more likely to influence change.
Dissemination Activities

This section identifies the dissemination activities, techniques, timing, and
responsibilities to reach both target audiences.
SNF Providers

Dissemination activities will address the results from the doctoral program and
actionable steps for SNFs to ensure they are complying with PDPM and implementing
person-centered interventions that are cost-effective. Diffusions of Innovations Theory
addresses how successful, innovative interventions can be disseminated on a wide scale
to facilitate the adoption and maintenance of cost-effective, evidence-based therapy
interventions that are aligned with PDPM rules across healthcare settings (Gitlin et al.,
2020). Multiple methods will be used to disseminate the program results to a wider SNF
audience. Dissemination activities will occur in three phases as described by the
embedded pragmatic clinical trial (ePCT) approach. The pre-implementation phase
identifies the readiness and path for wide-scale implementation; the implementation
phase is the actual act of SNFs enacting the intervention; and the sustainability phase

addresses whether an organization fully integrates a program into its daily functions
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(Gitlin et al., 2020).
Pre-Implementation Phase

During the pre-implementation phase, the goal is to increase awareness of the
program’s results as outlined in Table 8.2. The Director of DNH will initially announce
the results through various person-to-person contacts, including during the monthly
nursing home provider call and at the American Health Care Association’s conference.
To reach a wider audience, electronic media will then be employed when CMS posts a
press release through the CMS newsroom with the results, CMS initiative, and
partnership efforts.
Implementation Phase

Once CMS is confident the SNF community is aware of the program’s results and
initiative efforts, it is appropriate to shift to the implementation phase. Ensuring SNFs
have a platform to share innovative, cost-effective, and evidence-based therapy
interventions with other SNFs will be crucial during the implementation phase. In
addition, it will be important to highlight SNF success stories. The two best avenues to
share this information is through electronic media, including McKnight’s long-term care
news since it is a national media brand that reaches all SNF providers and via social
media blogs. Through the CMS partnership, the primary investigator along with CMS
will work with SNFs to document their interventions and success stories for submittal to
the newsletter. The PI, with approval by CMS, will develop a blog that is an open forum
for SNFs to informally share information, ask questions, or obtain resources regarding

PDPM.
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Sustainability Phase

The final dissemination phase focuses on sustainability of SNFs complying with
PDPM and implementing evidence-based, person-centered interventions that
concomitantly maximize profits. When PDPM was implemented, there was negative
press highlighting concerning SNF practices and outcomes. As SNFs change these
practices, a follow-up article in the New York Times or Modern Healthcare and outreach
to local media for news coverage to show the nursing home’s efforts in a positive light
will both help to sustain the SNF in its efforts and encourage other SNFs to follow suit.
CMS Leadership

The dissemination activities for CMS leadership are straightforward. The PI will
send a formal report to the CMS COR and technical director, so they have detailed
information regarding the results of the doctoral program. In addition, the PI will develop
an electronic presentation with key speaking points, including a suggested response to
possible questions, that can be used when presenting the information to CMS leadership.
Once all materials are sent to CMS, a meeting will be held to address any questions or
clarify any information. All of these activities will occur upon completion of the program
evaluation research.

Dissemination Plan Budget

This section describes the costs associated with disseminating the results from the
doctoral program. Costs to support dissemination activities for SNF providers and CMS
leadership are detailed in Table 6.4. Total costs are $22,786. The budget outlines

personnel hours and costs, direct costs, and indirect costs for each dissemination task.
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The costs to support dissemination activities for SNF providers include
developing and maintaining a blog and assisting SNFs with submitting their intervention
efforts or success stories to a newsletter. All other dissemination costs for SNF providers
will be incurred by CMS. The dissemination activities for CMS leadership include
personnel costs to 1) develop a formal report describing the results from the doctoral
program, 2) develop a presentation with key speaking points, and 3) meet with CMS to
clarify any information. Direct costs include telecommunications that cover IT support,
the usage of Wi-Fi devices, and video conferencing. Finally, indirect costs include a fixed

55.5% overhead fee required by the University.



Table 6.4

Proposed Dissemination Budget

Total Cost SNF Article Di§sgmination
Blog Support Submission Activities - CMS
2/2022 - 2/2023 .

Personnel Support Leadership
Role Hours Cost Hours | Cost Hours | Cost Hours Cost
Principle Investigator 88 |$ 6,899 8 $ 627 40 | $ 3,136 40 |$ 3136
Project Manager 56 $ 3,439 8 $ 491 32 $ 1,965 16 $ 983
Data Analyst 8 $ 257 0 $ - 0 $ - 8 $ 257
Clinical Researcher 20 $ 1,174 8 $ 470 8 $ 470 4 $ 235
Admin. Support 4 $ 156 0 $ - 0 $ - 4 $ 156
Total Labor Cost 176 | $ 11,924 24 $ 1,588 80 $ 5,570 72 $ 4,766
Other Direct Costs
Telecommunications $ 600 $ 300 $ 300
Web-Based Designer for
Blog $ 2129 $ 2,129 $ - $ -
Total Direct Costs $ 14,653 $ 4,017 $ 5,870 $ 4,766
Indirect Costs 55.5% | $ 8,133 $ 2,229 $ 3,258 $ 2,645
Total Costs $ 22,786 $ 6,246 $ 9,128 $ 7412

8
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Evaluation

It is critical to determine whether dissemination efforts have their intended effect.

This section addresses the evaluation plan used to ensure dissemination activities are

resulting in the expected change or whether adjustments to dissemination activities are

warranted. Table 6.5 identifies the measurable criteria for each dissemination activity.

Table 6.5

Evaluation Plan for Dissemination Activities

Audience  Dissemination Activity Measurable Outcome Criteria
SNF DNH Director increases awareness | - # of questions CMS receives
Providers | during the nursing home provider from providers.
call, at the provider conference, - Advocacy or provider websites
and via a press release. announcing the information.
The PI will assist SNFs to publish | - # of SNFs reaching out for
innovative therapy interventions assistance to publish their
and success stories in McKnight’s findings.
long-term care news. SNFs can - # of unique, evidence-based
informally share information, ask interventions submitted.
questions, or obtain resources - # of published success stories
regarding PDPM on a blog. and interventions.

- Amount of activity generated
on the blog.

- # of SNFs that have
successfully implemented
interventions via the blog.

A follow-up article and local news | The most effective method to

coverage will highlight the nursing | ensure sustained compliance with

home’s efforts in a positive light. PDPM is through an ongoing
review of rehab citations. Resident
assessment data will also be
monitored to ensure there aren’t
continuing concerns with facility

PDPM practices.

CMS Formal report, presentation with CMS leadership is compelled to
Leadership | key speaking points, and a meeting | support a CMS initiative or

to prepare CMS staff to present the
information to leadership.

partnership with stakeholders.
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Conclusion

The doctoral program aims to ensure surveyors have the skills, tools, and
knowledge to determine whether SNFs are complying with PDPM by providing
appropriate person-centered therapy interventions. That goal alone will have a positive
impact on SNF beneficiaries. However, addressing PDPM exclusively from an oversight
perspective fails to address the root cause of potential non-compliance. That is where the
dissemination efforts come into play. The vision for dissemination activities is that SNFs
will identify and share innovative, cost-effective, and evidence-based interventions that
comply with PDPM, maximize SNF profits, and ensure residents are receiving high-
quality, individualized therapy services for re-entry into the community and successful

engagement in meaningful occupations.
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Chapter Seven: Funding Plan

This chapter provides a brief description of the proposed doctoral program,
available local resources, a detailed two-year proposed budget, and possible funding
sources.

Basis of the Program

Program Description

The doctoral program addresses the newly implemented reimbursement system
from a regulatory oversight perspective. The doctoral program includes two components.
First, the investigatory pathways will be updated to guide surveyors nationwide regarding
how to investigate therapy services to address the impact PDPM may be having on the
provision of therapy, functional performance, and falls. As part of the pathway revision
process, the rehabilitation-related citations will be analyzed to have a clear understanding
of the non-compliance identified pre-post PDPM to help inform the pathway content in
support of a comprehensive investigatory tool to effectively evaluate SNF compliance
with the provision of rehabilitation services. Second, surveyors will receive training on
PDPM and the updated pathways using an online, interactive platform. By receiving
proper investigatory guidance and training, surveyors will have the knowledge and skills
to ensure SNF beneficiaries across the nation receive quality, individualized
rehabilitation services to satisfy the intent behind PDPM.

Available Local Resources
The success of the doctoral program relies heavily on the willingness of many

different individuals to volunteer their time, resources, and expertise. An explanation of
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each supportive groups’ role is presented.
Key Stakeholders

Various stakeholders will be invited to voluntarily participate in the confirmatory
process as a part of the program evaluation research. Stakeholders include the
Association of Health Facility Survey Agency (AHFSA) representatives, federal and state
surveyors, nursing home representatives, and SNF OTs. Meetings will occur virtually
since stakeholders live in different locations across the country. To maximize
participation, only two stakeholder meetings that are coordinated well in advance will
occur. All other responsibilities will be assigned to a specific stakeholder group as
described in the upcoming sections. Stakeholder activities include meetings, a review of
the pathways, and pilot testing of the training and pathways.
Federal and State Trainers and Surveyors

Surveyors play a key role in shaping user-friendly, comprehensive investigatory
pathways and effective training so surveyors nationwide can adequately determine
whether nursing homes provide individualized and appropriate therapy services.
Surveyors have a vested interest in participating in exploratory activities so they have a
voice in the design and content of the audit tools that they will eventually be required to
use. Surveyors will volunteer a maximum of five days and provide expert feedback to
thoroughly test the reliability and validity of the pathways.
Colorado-Based Skilled Nursing Facilities

A small-scale pilot of the pathways will be conducted prior to implementation.

Qualifying local SNFs will be called upon to volunteer in the pilot. Nursing homes have
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historically been willing to participate in survey development activities since that affords
them a preview of upcoming regulatory or policy changes. The SNF will volunteer their
facility for a two-day in-person pilot survey. The pilot team will require a conference
room, access to medical or other facility records, residents, and staff to conduct
interviews, observations, and record reviews. Honest feedback from SNF therapists
during pilot testing will be crucial to determine the effectiveness of the pathways.
Therapists should be motivated to actively participate to ensure the oversight process
addresses unethical mandates by providers.
Needed Resources: Budget

This section describes the costs associated with delivering the doctoral program.
A detailed two-year budget is outlined below.
Year One Budget

The first program year’s efforts will be focused on the development and pilot
testing of the pathways and training. Table 7.1 details all costs associated with the first
year. The period covers February 2021 to February 2022. The first year’s total costs are
$141,489. The budget outlines personnel hours and costs, direct costs, and indirect costs
for each of the four tasks.

e Task 1 identifies the personnel hours and costs associated with project
coordination which includes weekly meetings with CMS, sending a monthly
progress report, project work plan, and budget.

e Task 2 addresses the development and modification of the investigatory

pathways. The Task 2 budget includes personnel costs to 1) develop the
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qualitative survey to test the content validity of the pathways, 2) develop the
content for the rehab and accidents pathways, 3) conduct the pilot test of the
pathways in a Colorado SNF, and 4) update the pathways based on feedback.
Task 2 also identifies in-state travel costs associated with the two-day pilot testing
at a local Colorado SNF.

Task 3 addresses the training component of the doctoral program. The Task 3
activities and associated costs include the development of the introduction
webinar, both modules for the web-based training, and the homework assignment.
These costs are linked to the University of Colorado (CU) personnel, including
the instructional designer, and costs to produce professional video and audio clips
for the online modules. Task 3 also includes the pilot testing of the training
modules.

Task 4 addresses the data analytic activities which include the review of the rehab
citations pre-post PDPM that was conducted to help inform the content for the
pathways. In addition, the results from the pilot testing and focus group will be
analyzed to help identify areas for improvement prior to implementation.

Other direct costs include basic supplies and telecommunications that cover the
usage of Wi-Fi devices and video conferencing.

Finally, indirect costs include a fixed 55.5% overhead fee required by the

University.



Table 7.1

Year One Proposed Budget

Total Cost Task 1: Project Task 2: Pathway .. Task 4: Data
Year1 Coordination Development and| | Task 3: Training ST

Personnel 2/2021 - 2/2022 Modification
Role Hours Cost Hours | Cost Hours | Cost Hours Cost Hours Cost
Principle Investigator 338 | $ 26,497 24 $ 1,881 40 $ 3,136 250 | $ 19,598 24 $ 1,881
Project Manager 162 | $ 11,087 24 $ 1.643 12 $ 821 86 $ 5.886 40 $ 2,738
Research Associate 126 $ 7737 12 $ 737 12 $ 737 86 $ 5,281 16 $ 983
Data Analyst 76 $ 2,443 12 $ 386 0 $ - 0 $ - 64 § 2,057
Clinical Researcher 98 $ 5,752 12 $ 704 36 $ 2,113 46 $ 2,700 4 § 235
Clinical Researcher 86 $ 3,780 12 $ 527 24 $ 1,055 46 $ 2,022 4 § 176
Clinical Researcher 70 $ 4,006 12 $ o087 12 $ o087 46 $ 2632 0 A
Database Manager 20 $ 905 0 $§ - 4 $ 181 0 $ - 16 $ 724
Admin. Support 12 $ 468 0 5 - 4 $ 156 8 $ 312 0 § -
Total Labor Cost 988 | $ 62,675 108 | $ 6,565 144 | S 8,885 568 | § 38,431 168 | § 8,793
Other Direct Costs
Supplies $ 60 5§ - $ 30 $ 30 $ -
Telecommunications $ 330 $ - $ 300 $ 30 $§ -
Web-Based Training
Video Clips $ 10,695 $ - $ - $ 10,695 $ -
Instructional Designer for
Web-Based Training $ 10,000 $ - $ - $ 10,000 $ -
In-State Travel Denver
Pilot 2 pplx 1 tripx 4
nights/trip and 200
miles/trip x 2 ppl) $ 7230 $ 7,230
Total Direct Costs $ 90,990 $ 6,565 $16,445 $ 59,186 S 8,793
Indirect Costs 55.5% | 8 50,499 § 3,644 §$ 9,127 $ 32,848 S 4,880
Total Costs $ 141,489 $10,208 $25,573 $ 92,035 $13,673

16
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Year Two Budget

The second program year’s efforts will be focused on implementation, support,

analysis, monitoring, and refinement activities. Table 7.2 details all costs associated with

the second year. The period covers February 2022 to February 2023. The second year’s

total costs are $305,564. The budget outlines personnel hours and costs, direct costs, and

indirect costs for each of the five tasks in the second year. The budget also includes a line

item for dissemination costs.

Task 1 identifies the personnel hours and costs associated with project
coordination which remain constant from year one.

Task 2 addresses the implementation and support of the investigatory pathways.
During the second year, surveyors will begin using the pathways to evaluate an
SNF’s compliance during the annual regulatory visit. The Task 2 budget includes
personnel and travel costs associated with onsite support visits. Twenty onsite
support visits will be conducted across the nation to ensure surveyors are
implementing the pathway as intended. Personnel hours include developing an
onsite monitoring checklist, the visit, and a report summarizing the experience
and areas for improvement.

Task 3 addresses the implementation of the training. There are minimal costs
associated with this task since the training is web-based. Personnel costs are
linked only to the preparation and completion of the two introduction webinars.
Task 4 includes personnel costs for the data analytic activities. The quantitative

data will be analyzed from the automated knowledge checks and practice case
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scenarios from the web-based training to identify potential areas of confusion. In
addition, the onsite monitoring visits will include both quantitative performance
scores and a qualitative description of the issues identified during the field visit
which will be analyzed to identify trends or patterns of concern.

Finally, CU personnel will manage a help desk under Task 5 to address clinical

and survey process questions.



Table 7.2

Year Two Proposed Budget

Total Cost Task 1: Project Task 2: Pathv-vay o Task 4:- Data Task 5: Help
Year 2 . . Implementation Task 3: Training Analysis and
Coordination e . Desk
Personnel 2/2022 - 2/2023 and Monitoring Support
Role Hours Cost Hours | Cost Hours Cost Hours Cost Hours | Cost Hours | Cost
Principle Investigator 343 | $ 26,889 24 $ 1,881 249 | $ 19.520 6 5 470 32 $ 2,509 32 $ 2,509
Project Manager 102 |'$ 6,981 24 $ 1,643 12 $ 821 2 5 137 60 $ 4,106 4 § 274
Research Associate 64 $ 3,930 12 $ 737 12 $ 737 0 $ - 40 $ 2456 0 $ -
Data Analyst 72 $ 2314 12 $ 386 0 $ - 0 $ - 60 $ 1,928 0 $ -
Clinical Researcher 303 | $ 17,783 12 $ 704 233 | § 13,675 2 5 117 16 $ 939 40 $ 2,348
Clinical Researcher 287 | $ 12,613 12 $ 527 233 | $ 10.240 2 5 88 16 $ 703 24 $ 1,055
Clinical Researcher 277 |$ 15,852 12 $ 687 233 | § 13334 0 b - 16 $ 916 16 § 0916
Database Manager 32 $ 1449 0 $§ - 4 3 181 0 $ - 24 $ 1,086 4 $ 181
Admin. Support 12 $ 468 0 £ - 8 $ 312 4 $ 156 0 $ - 0 $ -
Total Labor Cost 1492 | S 88,279 108 | § 6,565 984 | § 58,820 16 h) 969 264 | 514,644 120 | § 7,281
Other Direct Costs
Supplies $ 60 $ - $ 30 $ 30 $ - $ -
Telecommunications $ 180 5§ - $ 150 $ 30 $ - $ -
Dissemination Costs $ 22,786 $22.786
Travel Ousite Support (1
ppl x 20 trips x 7
nights/trip) $ 85,199 $ 85,199
Total Direct Costs $ 196,504 $ 6,565 $144,199 § 1,029 $37,430 $ 7,281
Indirect Costs 55.5% | $109,060 S 3,644 $ 80,031 S 571 $20,774 $ 4,041
Total Costs $ 305,564 510,208 $224,230 $ 1,600 $58,203 $11,323

76
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Funding Source
The funding source to support the development, testing, and implementation of
the doctoral program is well-established. The University of Colorado (CU) research team
has 15+ years of successful partnership with CMS to support the development,
implementation, analysis, and refinement of the nursing home survey process. Insight
Policy Research, Inc, in collaboration with the CU’s Division of Health Care Policy and
Research, currently supports CMS in the national implementation of the long-term care
survey process (LTCSP), including improved oversight of rehabilitation services
considering the new reimbursement system for SNFs. The current contract with CMS
covers the period from 9/22/2017 to 9/21/2021 in the amount of $7,016,302 across all
four years. The expenses associated with the doctoral program comprise a part of the
entire scope of work. Since the contract ends in September 2021, CMS will be releasing a
Request for Proposals (RFP) for a recompete for this contract. While the renewal of
contract work is never guaranteed, CU has supported CMS with the LTCSP since its
inception and is confident that the university will continue to support CMS in their efforts
to operationalize and analyze the long-term care survey process. If another organization
wins the award, then the primary investigator will explore the possibility of
subcontracting or consulting with the prime contractor to continue to fund and support
this effort.
Conclusion
The conceptual underpinning of the doctoral program is supported by CMS

leadership and will be fully funded through ongoing contract work with CMS. The costs
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to fund the program were based on the hours associated with comparable tasks within our
current contract. The majority of costs are associated with personnel time. The proposed
budgetary expenses associated with the program outline the necessary costs required to

develop, implement, and evaluate the program.
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Chapter Eight: Conclusion

The final chapter provides insights into the significance of the Regulating PDPM
Through the Oversight Survey Process program on innovation, its impact to improve
therapy practice, our profession, and the clients we serve.

Significance of the Program

Our goal as occupational therapists in a skilled nursing facility is to help clients
reach their maximum potential so they can re-engage in meaningful occupations in the
community. Because of PDPM, some therapists have been faced with inappropriate
mandates by providers that place therapists in difficult situations. When therapists and
clients aren’t the driving force behind therapy plans and goals, it’s reasonable to assume
that quality outcomes will be jeopardized. To avoid these troubling situations, therapists
need support to address and cease these inappropriate directives. Since SNFs must
comply with federal regulations, the oversight process provides therapists a mechanism to
correct any inappropriate provider practices.
Impact on Practice and Clients

This program will ensure therapists are not pressured or influenced by
organizational constraints when making treatment decisions. Instead, therapists will feel
empowered to utilize their expertise and professional judgment to identify effective
intervention strategies with SNF beneficiaries. As long as therapists are afforded the
opportunity to provide evidence-based treatments using the therapy mode and intensity
deemed most appropriate, clients will receive high-quality therapy services to facilitate a

successful discharge to the community.
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Contribution to the Profession

The intent behind PDPM was to ensure skilled therapy would address a resident’s
unique needs and goals. There are concerns that some SNF providers won’t uphold the
principles behind PDPM in an effort to maximize profits. Therefore, it is crucial that
CMS has an objective method to identify concerning practices because of the new
reimbursement system. If systemic concerns are identified through the oversight process,
then CMS can take necessary steps to address the concerns whether that’s through
provider training or changing the PDPM rules.

An indirect goal of the program is to ensure there isn’t a long-standing negative
stigma associated with PDPM since that may result in fewer therapists who are attracted
to work or stay in SNFs. It became even more evident during the public health emergency
what vital role therapists play in SNFs. This program ensures therapists will have
professional autonomy, which will increase their job satisfaction and make the SNF
practice setting more desirable.

Innovation

A significant paradigm shift in reimbursement affords the therapy community an
opportunity to explore innovative evidence-based approaches to increase efficiency while
maintaining quality outcomes. Understanding the rules behind PDPM can facilitate
research on novel and inventive therapy strategies that maximize profits for SNFs, ensure
effective evidence-based approaches are employed, and SNF beneficiaries receive first-
rate therapy services. The regulatory oversight process will halt inappropriate mandates.

While the goal is that SNF providers refrain from these activities long-term, there is a risk
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that providers re-engage in these improper practices once they are placed back into
compliance. For sustained compliance with PDPM, SNF providers must identify and
share innovative, quality, evidence-based, and cost-effective therapy approaches.

As Socrates so eloquently stated, “The secret of change is to focus all of your
energy not on fighting the old, but on building the new.” It’s time for the occupational
therapy community to focus our energies on ensuring our footing in SNFs is secure under
this new reimbursement system. The Regulating PDPM Through the Oversight Survey
Process program ensures therapists have a voice to effect change to guarantee our
profession is recognized and valued for our significant contribution to improving the lives

of SNF beneficiaries in this practice field.
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Appendix A: Analysis of Federal Rehabilitation Citations Pre-Post PDPM

F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation

[«b] (@) C
(<)) g (] —; = g g §
: > T & 5 & § 8 © &
CMS Location (I- gg L 2 a m o = = S
X), State, Facility =~ 3 & S = 3 BT &892 = o
N x 3 = > T S > o
o L o [<5) = o o
(&) o [<5) > — © 1
n Z &) D © T S
o [5) > c 2
4 o o g
(1) Boston
Connecticut
Middlebury

5/19/19 NA X
Convalescent

Newington Rapid

5919 | NA X
Recovery
Salmon_ Brook Rehab 7/3/19 NA X
& Nursing
Massachusetts
Bear Hill HC &
Bear 1920 | N X
Bear Mountain at 9/11/19 | NA X
Sudbury
Fall River Jewish 1/31/19 NA
Home, Inc >
Fitchburg Healthcare 6/3/19 NA X
Gardper Rehab and 7/17/19 NA X
Nursing
Highview of
Northampton 10/11/18 | NA i
Life Care of the South 7/25/19 NA X
Shore

Royal Nursing Center | 12/18/18 | NA X
New Hampshire
Pleasant View Center

. 11/15/19 N X
Genesis
Mineral Springs 11/8/18 NA X
(1) New York
CFOWH Park Rehab & 12/18/19 N X
Nursing

Groton Community 1/31/19 NA X
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F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation

@ (= &
. _ S ® _ = @ § §
_ > & T 2 5 £ § 8 © -
CMS Location (I- 20 2 2 o 4 B 5 s
X), State, Facility > £ T 5§ T 38 © = a
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Wesley Gardens 8/22/19 | NA X
Corporation
(111) Philadelphia
Maryland
Au_tumn Lake HC 11/29/18 NA X
Bridgepark
A_utum_n Lake HC 3/7/19 NA X
Riverview
Keswick Multi-Care 112718 | NA X
Center
Laurelwood 9/18/19 | NA X X
Healthcare
Salisbury Rehab & 1/29/19 | NA X
Nursing
Pennsylvania
Liberty Center for
mehat 11/7/19 N X
Hampton House 12/14/18 | NA A
North Strabane Rehab 9/19/19 NA %
Wellness
St John Specialty Care 115518 | NA X X
Center
Transitions
Washington PA 415119 NA ”
Virginia
Martinsville Health & 10/18/19 N X
Rehab
Regency Care of 111319 | N X
Arlington
The Laurels
Charlottesville 2/20/20 N ’
Envoy of Staunton 5/19/19 | NA X
James River
Convalescent 41819 NA ’
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F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation

[«b] (@) - C
: =5 S O S S § £ |6 k2
CMS Location (I- A 2 o A ] o 2 2
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X), State, Facility > 2 s C S > » - | £ a.
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West Virginia
Teays Valley Center | 11/29/18 | NA | | | [ | [ x |
(1V) Atlanta
Florida
Gateway Care Center | 1/11/19 NA
Manor Oaks Nursing
& Rehab 4/25/19 NA X
Pompano Health & 4/11/19 NA X
Rehab
Rosewood HealthCare
& Rehab 6/27/19 NA X
Sabal Palms Health &
Rehab 6/28/19 NA X
Mississippi
Floy Dyer Manor 121719 | N | | | | | | | x
North Carolina
Universal Health
Care/King 1/17/20 Y X
Richmond Pines
Healthcare & Rehab 414119 NA X
South Carolina
Riverside Health and 9/11/20 N X
Rehab
Tennessee
AHC Crestview 3520 | N | x| | | | |
(V) Chicago
Illinois
Ap_erlon Care Chicago 1/24/20 N X
Heights
Cornerstone Rehab
and Healthcare 1/28/20 N X X
Villa at Palos Heights | 12/5/19 N X X
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F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation

CMS Location (I-
X), State, Facility

Survey
Exit Date
Related?

No Screening Done
No Eval Done
Delayed Eval
Delayed Screening
Y& Eval Not Ordered
Therapy Not Given
Non-PDPM lIssue

All American Nursing 2/27/19 NA

Home

Havana Health Care 5/9/19 NA X

Center

Oak Park Oasis 10/25/18 | NA X

Sunset Rehab &

Health Center 11727118 1 NA X

West Chicago Terrace | 5/21/19 NA X

West Suburban

Nursing & Rehab 11/29/18 | NA X
Indiana

The Villages at Oak 12/10/19 N X
Ridge

Lake County Nursing

& Rehab 5/21/19 NA X
Rosebud Village 4/17/19 NA X
Michigan

Grayling Nursing & 12/17/19 v X

Rehab

Wellbridge Of 10319 | N X
Pinckney

Cambridge South

Healthcare Center 5/1513 NA X
Fenton Healthcare 4/25/19 NA X
Mar\_/ln & Betty Danto 2/27/19 NA X

Family

Medilodge of

Rochester Hills 2/6/19 NA X
Medilodge of

Southfield 8/8/19 1 NA X
Pinecrest Medical 5/21/19 NA X
Care

St Anthony

Healthcare Center 91119 NA X
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F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation

(<D} (@) C
[<D) . g = = g g §
_ > = 5 0 S g S THNG) k%)
CMS Location (I- A g » A w ¢ £ @ S
X), State, Facility S E < || € T e ) p [
bt L s @ Z o a
Al lslal= 9| =
(g Z (@ = g ) S
Z a o g =
Minnesota
The Villa at Bryn 9/13/19 NA X X X
Mawr
Ohio
Chapel Hill 1212119 | v X
Community
Villa Vista Royale 11/26/19 N X
Beavercreek Health & 10/2/18 NA X
Rehab
Continuing HC
Beckett House 9/12/19 NA X
Dayview Care Center | 6/13/19 NA X
Garden Park Health
Care 10/25/18 | NA X X
Lake_Pomte Rehab & 11/4/18 NA X
Nursing
The Laurels of
Worthington 8/22/19 NA X
The Bay at Waters 2/6/20 N X
Edge
Frederic Nursing & 10/10/19 N X X
Rehab
Manzflwa Community 1/15/20 v X
Nursing Center
Woodside Lutheran 2/19/20 N X
Home
Clairidge House 8/29/19 NA X
Superior Rehab 11/6/18 NA X
Center
(V1) Dallas
Arkansas
Alcoa Pines Health & 3/13/20 N X
Rehab




105

F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation

CMS Location (I-
X), State, Facility

Survey
Exit Date
Related?

No Screening Done
No Eval Done
Delayed Eval

Delayed Screening

Eval Not Ordered

Non-PDPM lIssue

Therapy Not Given

Highland Court,

Hight 71020 | N X

The Waters of Stamps | 1/24/20 Y X

Bentley Rehab &

Health Center 3119 NA a
Louisiana

Chateau Living Center| 2/19/20 N :
Westwood Manor 4125119 | NA X

Nursing

New Mexico

Calibre Post-Acute 115119 | NA | | x| | | | L
Oklahoma

Southbrook 1017719 | N X

Healthcare

Kenwood Manor 12/3/18 NA X

Texas

Denison Nursing &

o 9/3/20 N %

Mexia LTC Nursing

and Rehab L2/ ons " -

Park Manor of South 9/30/20 N X

Belt

San Rafael Nursing & 12/6/19 N X

Rehab

Colonial Manor Care 2/26/19 NA X
Center

Kirkland Court Health | 3/6/19 NA %
Pearsall Nursing & 10/4/18 NA X

Rehab

Sunrise Nursing & 5/17/19 NA X

Rehab

The Palms Nursing & 2/7/19 NA X

Rehab
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F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation

CMS Location (I-
X), State, Facility

Survey
Exit Date
Related?

No Screening Done
No Eval Done
Delayed Eval

Delayed Screening

Eval Not Ordered

Non-PDPM lIssue

Therapy Not Given

The Rio at Mission 3/8/19 NA X

Trails

Winters Park Nursing

& Rehab 10/25/18 | NA X

(V1) Kansas City

lowa

Pocahontas Manor 1/15/20 N X
Good Samaritan

Society Lemars 9/5/19 NA X
Premier Estates 5/23/19 NA X
Muscatine

Kansas

Flint Hills Care &

Rehab 2/19/20 Y X

Cheyenne County 8/15/19 NA X

Village

Holiday Resort of

salina 5/23/19 NA X
Missouri

BIue_ClrcIe Rehab & 12/10/19 v X
Nursing

Oakwood Estates 3/5/20 N X
Nursing

Country View 2114/19 | NA X
Nursing Facility

Green Park Senior 213/19 NA X

Living

Jordan Creek Nursing

& Rehab 4/23/19 NA X

Sonshine Manor 6/7/19 NA X X
Tiffany Springs Rehab | 12/4/18 NA X
(VI11) Denver

Colorado
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F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation

CMS Location (I-
X), State, Facility

Survey
Exit Date
Related?

No Screening Done
No Eval Done
Delayed Eval

Delayed Screening

Eval Not Ordered

Non-PDPM lIssue

Therapy Not Given

Garde_n Te‘rrace 1/30/20 N X

Alzheimer's

The Center at Cordera 3/8/19 NA X
St Paul Health Center 5/8/19 NA X X
Summit Rehab & Care| 4/9/19 NA X
Montana

Immanuel Skilled 2/5/19 NA X

Care Center

Utah

City Creek Post-Acute | 8/20/20 Y X

Provg Rehab and 6/20/19 NA X X
Nursing

Woodland Park Rehab | 8/19/19 NA X

Wyoming

Laramie Care Center 12/19/18 | NA | | X | | | | |
(IX) San Francisco

Arizona

Chrls:tlan Care 2/13/20 N X
Nursing Center

Suncrest Healthcare 9/19/19 NA X X X
Center

California

Dycora Transition

Quail Lake 12/10/19 N X
El Encanto Healthcare 2121/20 v X

Center

Flagship Healthcare 2127120 N X
Center

Merritt Manor 4/6/20 N X

Convalescent

Ramona Nursing & 2/24/20 N X

Rehab
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F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation
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Veterans CA 211320 | Y X
Yountville
Windsor Rosewood 3/12/20 N X
Care
Alexandria Care 419/19 | NA X
Center
California Post-Acute | 10/19/18 | NA X
Camellia Gardens 7/1/19 NA i\
Care
Comrr_1 _Subacute & 5/15/19 NA %
Transition
Center
Downey Post-Acute 4/28/19 | NA X
Garden Grove Post- 5/15/19 | NA X
Acute
Kearny Mesa 9/20/119 | NA i
Convalescent
Las Flores 10/30/18 | NA %
Convalescent
Olive Vista 10/10/18 | NA x
Behavioral
Oroville Hospital
A 4/16/19 NA *
Pacifica Hospital 5/15/19 NA X
Valley
Pomona Vista Care 1/18/19 NA %
Center
Rock Creek Care 6/6/19 NA X
Center
Santa Maria Post- 5/23/19 NA x
Acute
Seal Beach Health & 8/26/19 NA X
Rehab




109

F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation
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Sharon Care Center 12/13/18 | NA X
Sunray Healthcare 8/15/19 NA X
Center
The Bradley Gardens 6/18/19 NA X
Valley View Post- 121718 | NA X
Acute
Victorian Post-Acute 8/23/19 NA
Whittier Pacific Care 1214118 | NA X
Center
Windsor Gardens 3/15/19 NA X
Fullerton
Windsor Terrace
Westlake 4/5/19 NA X
Nevada
Horizon Ridge Skilled 9/3/20 N X
Nursing
El Jer_1 Convalescent 1116118 | NA X
Hospital
Highland Manor of 2/28/19 NA X
Fallon
Highland Manor 3115119 | NA | X
Mesquite
Las_Ventanas 2/8/19 NA X
Retirement
Mission Pines Nursing| 4/5/19 NA X
(X) Seattle
Idaho
Clearwgter Health 2/15/19 NA X
Cascadia
Oregon
Empres Hillsboro
Health 2/1/19 NA X
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F825 Rehabilitation Citation Counts and Rationale Pre (FY 2019) and Post
(FY 2020) PDPM

Reason for Citation

CMS Location (I-
X), State, Facility

Survey
Exit Date
Related?

No Screening Done
No Eval Done
Delayed Eval

Delayed Screening

Eval Not Ordered

Non-PDPM lIssue

Therapy Not Given

Portland Health & 3/13/19 | NA X

Rehab

Windsor Health & 4/2/19 NA X
Rehab

Woashington

Sequim Health and

ohab 10/9/19 N &
Life Care of Mount 7/24/19 NA X X
Vernon

Providence St Joseph 524/19 | NA X

Care

Rainier Rehab 5/21/19 | NA X A

*Post-PDPM surveys are in red
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Appendix B: Qualitative Survey Tool for Surveyors

Instructions for Review of Critical Element (CE) Pathways

Thank YOU for providing your input on the CE pathways. It is critical to include
surveyor feedback to help produce pathways that are clear, easy to use, and appropriately
thorough. We greatly appreciate your time and energy. Review instructions are listed
below.

1. Ideally, use the pathways on survey.

If possible, use the pathways to guide your investigations during a survey to give you a
greater understanding of how the pathways work when using them to guide real
investigations. The pathways are for rehabilitation and restorative services and accidents.

e Before the survey, familiarize yourself with the revised pathways and review the
list of questions in point 3 so you can consider these issues as you use the
pathways.

e During the survey, refer to the pathway to guide your investigation.
e Document your investigative findings and answer the CEs, as usual.

2. If you can’t use them on survey, review the pathways.

If you can’t use the pathways on a survey, please complete a desk review of the pathways
and consider how they would work during an investigation based on your experience.

3. Record your feedback.

Please note your name and discipline on your documentation and indicate for each
pathway whether you were able to use it on survey or if you reviewed the pathway
without using it.

Discipline:

Pathway:

Were you able to use the pathway during a survey? [ ]Yes [ ]No

Below is a list of statements about your feedback for each pathway based on your use or
review of the pathway. Please indicate how strongly you agree or disagree with each
statement. In addition, there is a list of questions where you may provide your comments
to improve the pathway.
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Statement/Question Strongly Agree Disagree Strongly
Agree Disagree

The pathway wording is clear and easy L] L] L] L]
to understand.
What are your recommendations for Response:

specific wording changes?

The pathway is comprehensive enough L] L] L] L]
to help surveyors conduct an effective
and thorough investigation.

What gaps or suggested additions do Response:

you have?

The pathway is streamlined and easy to [] [] [] []
follow.

The probes in the pathway will support L] [] [] []
an efficient investigation.

What suggestions do you have to make | Response:
the pathway more efficient?

The probes are logically ordered [ O | O | O
What probes would you move and Response:
where would you move them?

The pathway can be used effectively by L] L] L] L]
surveyors of any discipline.

The pathway can be used effectively by L] L] L] L]
surveyors with any degree of

experience.

What are your suggestions for making | Response:
the pathway more useful for all
disciplines and/or experience levels?

Please share any additional comments | Response:
you may have that were not covered by
one of the previous questions.
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4. Send us your feedback.

Please send your feedback by Friday, September 24, 2021 in a Word document as an
email attachment. Thank you!
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Appendix C: Occupational Therapy and PDPM Fact Sheet for SNF Beneficiaries

Occupational Therapy in a Skilled Nursing Facility

1. What can occupational therapy do for you?

Occupational Therapists help you take part in activities that are important to
you. Occupational therapists work with you and your loved ones to make sure
you have the information to go home safely. Occupational therapy services

include:

» Self-care skills like dressing,
bathing, moving in bed, going to
the bathroom, transfers, eating

» Swallowing

» Getting around such as making
dinner with a walker

» Positioning

» Taking care of your home such as
taking meds, and caring for pets

» Getting back in the community
such as grocery shopping, going to
appointments

» Leisure such as dining with friends

>

A\

YV V.V V V V V V V V

Preventing falls

Helping you get back to volunteer or
work

Mental health

Helping your memory
Managing fatigue

Low vision training

Using adaptive equipment
Home modifications

Managing pain

Reducing restraints

Safe driving

Educating you and your family
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2. How does payment impact therapy?

On October 1, 2019, a new payment system took effect for Medicare A services
in a skilled nursing facility. There is a concern that the new system may
encourage facilities to discharge you too soon, provide less individual therapy,
and less therapy overall. You should get the therapy that you need to help reach
your goals.

Tips to identify concerning therapy practices when selecting a facility:
Before you leave the hospital, a loved one should visit some of the skilled
nursing facilities. During the visit, talk to therapy so you know if there are
concerns.

What to observe and ask What to be aware of

Observe the therapy room and activity | If therapists are working with more than one

areas. person at a time, it may indicate that they are
providing less individualized therapy.

How much time do you spend with If the therapist does not want to answer, says

residents during a day? I do not know, or tells you a small number

like 20 minutes, then there may be a concern
that the facility is providing less therapy

overall.

Do you provide the type and amount of | If the therapist does not say, Yes, then the

therapy you think is needed? facility may not allow the therapist to use
their expertise when selecting an intervention
plan.

How often do you use the maximum If the therapist says more than 1% of therapy

amount of group or concurrent therapy? | time is spent using groups or concurrent
therapy, then the facility may not be able to
meet your needs since individual therapy
should be the focus.

How many people go home before 20 If a high number of people go home before
days? day 20, then the facility may be discharging
people based on profit and not need.
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3. What’s the difference between individual, group,

and concurrent therapy?

Three therapy methods are used: individual, group, or concurrent therapy. Individual
therapy should be used most often when working with you.

Once you enter a skilled nursing facility, follow these steps to make sure any group or
concurrent therapy meets your needs:

1.

After your eval, ask the occupational therapist, “Will any of my therapy be in a
group or with another person?”

If the answer is, Yes, then ask, “What goal is addressed?”

Do you agree that the group will help your goals based on the uses and
examples listed below?

If you do not agree, discuss your concerns with the therapist and why you think
individual therapy is better. Your choice matters.

If you still have concerns, ask for a care plan meeting to discuss your therapy
plan and concerns with the staff.

Ask for a copy of your care plan that must be created with you. The care plan
should say how group or concurrent therapy will meet your goals.

If you still have concerns, file a grievance with the facility, call the
Ombudsman who is an advocate that will help you address your concern, or file
a complaint with the state survey agency.

Group and Concurrent Therapy Decision-Tree

No action needed |«

Group or concurrent
therapy used? " Yes Yes
Yes
Yes
Discuss at i i
_ L care plan File grievance,
Findoutthe |No,| TalktoOT. | No _ meeting. | _No,| complaint, call
reason. Agree? Agree? " Agree? Ombudsman
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Individual Therapy
One-on-one

Use

» Use for any
occupation-based
activity and safety
concerns

Examples

» Teaching new ways to
cook and clean at home
S0 you have energy

» Learning new skills to
help with low vision

Group Therapy
Up to 6 people doing the
same activity

» Groups address being
social, goal setting, and
learning from each other

» You may be at different
places in your progress

» Exercise group to prevent
falls

» Social group to figure out
how to go grocery
shopping without a car

Concurrent Therapy
Two people work on
different activities

» Least used

» Youonlyneed a
therapist to watch
you

» You do an exercise
on your own, and
someone else does
an activity

» Practice a task
learned in
individual therapy
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Appendix D: Executive Summary

When the Patient-Driven Payment Model (PDPM) took effect, the Centers for
Medicare and Medicaid Services (CMS) were acutely aware of the potential unintended
consequences of the new reimbursement system for skilled nursing facilities (SNFs).
When CMS introduced PDPM, they informed stakeholders that they would monitor the
type and amount of therapy provided to determine whether policies should be adjusted if
there was an identified association between questionable PDPM practices and adverse
outcomes (Medicare Learning Network, 2018). Regulating PDPM Through the Oversight
Survey Process aims to help CMS monitor PDPM, by equipping surveyors with the
skills, knowledge, and tools to objectively identify, address, and correct inappropriate
provider practices of the reimbursement system during the annual survey process.

Relevance to CMS

The regulatory oversight process provides an additional mechanism to support
CMS with identifying problematic trends or patterns in the provision of therapy that has
negatively impacted the resident. This information will be crucial to help inform whether
policy changes are needed, especially since CMS is aware of ongoing concerns with the
accuracy of resident assessment data.

A comprehensive analytic review was conducted of the F825 rehabilitation
citations the fiscal year before and after PDPM. Preliminary trends were evident based on
the analysis. Citations are issues when non-compliance with a federal regulation is
identified. The citation review was designed to accomplish three goals. The first goal was

to determine whether there were any patterns in the type of rehab non-compliance cited
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pre-post PDPM. The second goal was to identify whether any deficient practice after
PDPM was because of the new payment system. The final goal was to ascertain whether
non-compliant therapy practices negatively impacted other resident outcomes. The
analysis revealed F825 was only cited 167 times for active nursing homes across both
fiscal years. F825 was cited 133 times in FY 2019 across 37 states. The same tag was
cited 53 times in FY 2020 across 27 states. The most probable reason to explain the
significant drop in citations post-PDPM was the public health emergency declared on
March 13, 2020, which halted the annual survey. The primary reason therapy was cited
pre-post PDPM was because an evaluation was not conducted, followed by therapy not
being provided as ordered. Based on the limited citation data available post-PDPM,
19.6% of F825 citations could be associated with possible concerns with PDPM. The
CMS-2567, which is the formal statement of deficiencies, revealed potential PDPM-
related concerns, such as insufficient therapy staff to complete evaluations, no therapy
ordered upon admission to the SNF or receiving restorative services immediately.
Finally, 15.1% of the post-PDPM rehab citations also had a potential negative impact on
residents, as evidenced by non-compliance for another quality-of-care tag, such as falls,
ADLs, and range of motion. While this initial citation review demonstrates some
concerning PDPM practices, rehab citations were still considerably low and illustrate the
need for a valid and reliable tool and training program to ensure surveyors adequately

oversee therapy practices.
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Program Description

Regulating PDPM Through the Oversight Survey Process consists of two
components. The first element of the program is to provide surveyors with proper
guidance through investigatory pathways that they can refer to during the survey to
conduct a thorough investigation of therapy services and PDPM. The best audit tools will
not succeed without accompanying training; therefore, the second element of the program
is to ensure surveyors are provided with the necessary training to understand PDPM, its
potential unintended consequences, and how to use the new guidance. Marrying these
two components will result in the successful oversight of PDPM and its impact on a
resident’s therapy journey.
Investigatory Pathways

During the onsite survey, surveyors conduct in-depth investigations of potential
concerns to determine if the SNF is complying with the federal regulations (CMS, 2019).
Surveyors refer to investigatory pathways to identify observations, interviews, and record
reviews necessary for the investigation. The pathways ensure surveyors across the
country complete a consistent and comprehensive investigation (CMS, 2019). The
pathways are increasingly important when surveyors are less familiar with a regulatory
area, such as therapy services. Surveyors, who are predominantly nurses, need these tools
to effectively evaluate an SNF’s compliance with the provision of person-centered,
appropriate therapy services. Currently, the rehab pathway does not provide investigatory
guidance to address the potential impacts of PDPM (CMS, 2017). Thus, the investigatory

pathways will be updated and thoroughly tested to confirm they are valid and reliable
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tools so surveyors can effectively investigate therapy services to address the impact
PDPM may be having on the provision of therapy, functional performance, and falls.
Training Program

Surveyors are most likely unaware of the potential concerns associated with
PDPM and its effect on the provision of therapy and resident outcomes. Therefore, the
second component of the doctoral program focuses on developing a robust training
program that includes multiple features. Surveyors will receive formal training on PDPM
and the updated pathways using online, interactive modules. The training program also
includes a practice case scenario opportunity, following the online training, for advanced
skill development, and in-field support and monitoring to ensure surveyors successfully
translate the information learned into practice.

Recommendations

Once surveyors feel competent to evaluate whether a facility provides
individualized and appropriate therapy, the survey data will help CMS understand the
prevalence of inappropriate provider practices due to PDPM. Having survey outcomes to
corroborate concerning SNF practices based on resident assessment data will enhance
CMS’s ability to determine whether additional education, initiatives, or policy changes
are needed. The research team will support CMS with ongoing monitoring efforts to
determine whether facilities correct concerning PDPM practices long-term. The
expectation is that these complementary efforts result in disincentivizing SNFs to engage

in inappropriate PDPM practices.
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Conclusion

The oversight process affords CMS with an objective mechanism to help pinpoint
additional CMS efforts to address prevalent concerns with the implementation of PDPM.
The vision for this doctoral program is to ensure therapists have the autonomy to
collaborate with residents to provide rehabilitation services based on their unique needs
and goals to facilitate an increase in functional performance, decrease in falls, and
successful discharge back to the community. By receiving proper investigatory guidance
and training, surveyors will have the knowledge to ensure SNF beneficiaries across the
nation receive quality, person-centered rehabilitation services to satisfy the intent behind

PDPM.
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Appendix E: Fact Sheet

IMPACTS OF THE PATIENT-DRIVEN
PAYMENT MODEL (PDPM)

A resident’s progress
stopped after PDPM since
the OT’s time went from 60
to 20 minutes. “I'm not able
to do my job. This person
had the potential to do
more, and | couldn’t help

”

her.
(Span, 2019)

UNIVERSITY OF COLORADO
ANSCHUTZ MEDICAL CAMPUS
Health Care Policy and Research
(303) 724 — 2490
Sayuri.Kelly@cuanschutz.edu

Y ot

Facts About PDPM for OT Practitioners
As of 10/1/19, SNF beneficiaries are at an increased risk for
experiencing a decline in functional performance, increased falls,
and a decreased likelihood for successful discharge to the
community if SNF providers abuse PDPM to maximize profits.
0 Why was the reimbursement system overhauled? To improve
payment allocations and the quality of services by focusing
on aresident’s characteristics and goals instead of the volume
of services provided (Medicare Learning Network, 2018).
[0 What are potential unintended consequences of PDPM?
o Reducing the total amount of therapy
Decreasing individual therapy
Inappropriately using group/concurrent therapy
Discharging residents before they are ready

o O O

Overview of the Survey Process

SNFs receive an annual oversight survey to ensure the SNFis
complying with requirements of participation. Surveyors review
rehabilitation services and cite non-compliance, when appropriate.
Surveyors refer to investigatory pathways to complete a
comprehensive review, including probes that address the following

areas (CMS, 2019):
[J Resident assessments [J Interviews
[l Care plans 1 Record reviews

1 Observations [ Policies and procedures

Epidemiological and Survey-Related Impacts
Falls and functional performance are major areas of focus for CMS.
[ Approximately 11% of nursing home residents fell from
2011 through 2014 (NH Compendium, 2015).
[l 5.3% have experienced a fall with injury.
[0 According to the CDC, one of five falls results in a major
injury such as a hip fracture or traumatic brain injury.
1 31.8% of SNFs cited for accidents (F689) in FY2019. The most
frequently cited tag resulting in severe negative impact to the
resident (CMS, 2019).
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Description of the Doctoral Program
Component  Description of Doctoral Program Activities

Analyze rehabilitation (F825) cites the FY pre-post PDPM to inform pathway content.

¢ Rehabilitation (F825) was cited 133 times across 37 states pre-PDPM and 53 times
across 27 states post-PDPM. Reduction post-PDPM most likely due to the pandemic.

e Primary reason for the F825 citation: an evaluation was not conducted, followed by
therapy was not provided as ordered.

e About 19.6% of F825 citations post-PDPM could be associated with possible
concerns with PDPM.

Develop pathway content.

¢ Work with CMS SMEs to ensure new pathway content addresses PDPM concerns,
and is aligned with regulations, guidance, and standards of practice.

e Stakeholders review pathways for usability, content, and face validity.

Test and refine pathway content.

e Small-scale pilot in a Colorado SNF, followed by a focus group with pilot testing
surveyors to ensure pathways are reliable and valid.

¢ Onsite monitoring visits to ensure pathways are implemented as intended and
identify areas for improvement.

Develop comprehensive training program.

¢ Introduction webinar will highlight the importance of surveyors correcting
inappropriate PDPM practices.

e Two self-paced, interactive online training modules will provide an overview of
PDPM and changes to the survey process and pathways.

e Homework practice scenarios will be offered for advanced skill development.

Test and refine training module content.

¢ Small-scale pilot of the online training modules, followed by a focus group with
pilot testing surveyors to ensure the training content is user-friendly and clear.

¢ In-field support and monitoring to ensure surveyors translate the information
learned and follow the guidance in the tools to identify PDPM concerns and areas for
improvement.

Impact on Provisions of OT Services

1. SNF OTs will have another support mechanism, via the survey process, to ensure potentially
inappropriate provider mandates are addressed and halted.

2. If surveyors identify a pattern of provider concerns, the data may help influence policy changes to PDPM
to ensure any unintended consequences are avoided.

3. SNF OTs will have the autonomy to collaborate with residents to provide individualized therapy services
based on a resident’s characteristics, needs, and goals to meet the intent of PDPM.

4. SNF OTs will have the ability to help residents improve their functional performance, reduce their risk of
falls, and successfully discharge residents to the community to engage in meaningful occupations.
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