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	Health Domain

	Indicator
	Outcome
Goal
	Suggested Measures
	Mechanism
	Timing
	Core / optional 

	Considerations

	1. Medications

(92% of survey respondents agree this indicator should be included)
	Reduce or stabilize polypharmacy for all participants who take medication (58% of survey respondents believe this is an optional goal while 35% see it as a core goal)

	1) Number of prescribed medications (60% of survey respondents agree this is a core measure)
2) Number of prescribed psychotropics (58% of survey respondents agree this is a core measure)
3) Number of over-the-counter medications (52% of survey respondents recommend this be optional)

	Medication reconciliation, improvement of activity levels, mood, health

· Identify those at risk for medication mismanagement

· Report outcomes for those at risk of medication mismanagement (number at risk/total number of patients)

· Refer to outside entity to do medication reconciliation, e.g., pharmacy

· Or, for centers with high at risk population, encourage Medication reconciliation training and implementation

· Pharmacists can do this, even at a social program.

A specific program focus could be on antidepressants and anti-psychotics
	Every 6 months (44% of respondents agree)
&

After a care transition or major health change
(Some centers do med reconciliation  quarterly, but responses clustered at 6 months. It was also noted that participants who have meds administered in the center should be reconciled more frequently.)
	CORE: 
· Number of prescribed medications

· Number of prescribed psychotropics

OPTIONAL: 

· Number of over-the- counter medications

 (Initial developers saw all three as core measures. Discussion may be needed.)
	Number of medications can be used as a measure of acuity.

Many programs are doing this for MCOs.
Do centers do a review of medications and contact the PCP?  

Dr. Liddell’s program has had success with medication reviews and follow ups with the PCP.

Lydia has designed a protocol for med reconciliation that can be done by a nurse. MD or pharmacist can do this.  

Survey Respondents Note:

This can be a moving target as participants and their medications change. Some centers are equipped to do this, others rely on home health/family/facilities/primary care physician to manage this and are not currently involved. This draft may choose to recommend an RN on staff or as a consultant to address the issue.

Medication management services could also be recorded as delivered, interactions resolved, consumer education and guidance delivered.



	2. Falls Rate (100% of survey respondents agree this indicator should be included)
	Reduce serious falls

&

Reduce risk of falls

(81% believe these are core outcome goals and 19% see them as optional)
	1) Number of falls at center (86% of survey respondents agree this is a core measure)

2) Number of falls at home. Self-reported by client and/or caregiver, compared to prior 12 months and either after 2 or 3 months at the center 
(62% agree this is a core measure)

3) Validated fall risk assessment tool such as "Tinetti," "Get up and Go" or Fall Risk & Mobility (Podsiadlo & Richardson, 1991) 
(80% agree that this is a core measure)

	Programs that reduce risk, including activities, specific exercises.


	Every 6 months (58% of survey respondents agree)
&

After a hospitalization or care transition
	CORE: 
· Number of falls

· Fall risk assessment 
(Initial developers believed that a formal risk assessment could be optional "but we strongly encourage it." Survey respondents agree; 80% think it should be a core measure)

	Centers should report individual falls that take place at the center and at home, and at the systems level, aggregate falls at the center

Leave open timing of reassessment

Past falls and falls risk as markers of acuity
Survey Respondents Note:

Falls at home can be difficult to measure as well as to impact. Education to teach participants and families skills identified as the key intervention. One respondent said, "No way you should be held accountable for what happens outside the center."

	3. Urinary Tract Infections (88% of survey respondents agree this indicator should be included)
	Reduce UTIs (Survey respondents are divided. 46% believe this is an optional goal while 42% believe that it is a core goal)
	Number of UTIs compared to prior 12 months

(58% believe this is an optional  measure and 38% believe it is a core measure)

	Intervention protocol: Assisting participants regularly to the bathrooms who might not go on their own (e.g., isolated people, persons with dementia). Regular urination will reduce UTIs. 

Hydration program intervention for those at risk (Beth Meyer-Arnold has protocol)

· Urine color chart 

· Regular bathroom breaks

· Standing order for urine dipstick

· Health literacy education 
	Every 6 or 12 months
(Survey responses:

Upon admission - 13%

Every 6 mos - 26%

Every 12 mos - 35%)
	CORE: 
· Number of UTIs as percentage of participant population


	This could be an advantage of ADS over being at home, leading to cost savings 

Health literacy for participants and caregivers on prevention of UTIs.
Survey Respondents Note:

Difficult to establish a baseline for the person in regards to UTIs. This indicator is very important for dementia population. Some centers see the need to have an RN on staff or consult to include this indicator.

	4. Blood Pressure (88% of survey respondents agree this indicator should be included)
	Reduce and stabilize BP within best practices or acceptable parameters (56% of survey respondents agree this is a core outcome goal; 32% see it as optional)
	Screen all monthly for blood pressure as part of health screening (81% agree this is a core measure)
Intervention: contact PCP/MD when reading is outside parameters of

chronic disease management


	Assess Initially and monthly

At intake, is BP high and is the person in treatment? Get parameters from PCP for contacting the PCP or family

Intervention: contact PCP/MD if rises

Possible interventions—chronic disease management, monthly screening
	Upon Admission

&

Every month (52% agree)
&

Per doctor's orders if needed more frequently
	CORE: 
· BPs for all participants are recorded regularly.


	Recording is the goal.  This is a regular health screening.

Report out of parameter blood pressure

This is early identification for prevention of disease
Survey Respondents Note:

One respondent says that each physician has a different perspective on what is an "acceptable parameter" that is individual to each patient, and suggests that "best practices" may be a better description. 

	5. Pain (80% of survey respondents agree that this indicator should be included)

	Reduce pain among individuals with pain (A majority of survey respondents, 52% believe this is an optional goal while 28% believe it is a core goal)

	1) TOPS Pain Scale (Revised from Wong, Hockenberry-Eaton, Wilson, Winkelstein, & Schwartz [2001])

(Some are unfamiliar with this tool but 31% endorsed) 

And/Or

2) PAINAD (Warden, Hurley, Volicer, 2003) (31% endorsed as essential for participants with Alzheimer's)

	Individualized protocol for activities and exercise for people with pain.  Develop a person-centered protocol.  

Finding ways to make people more comfortable (e.g., movement, hot packs, cold packs)

Serial Trial Intervention (Kovach et al., 2006)
	Every month 
(Survey responses:

Upon admission -11%

Every day -21% 

Every week -11%

Every month - 37%)
	CORE OR OPTIONAL:

· Pain assessment 

(Initial developers saw a pain measure as a Core measure, while the majority of survey respondents saw it as Optional. Discussion needed.)

	Chronic pain as marker of acuity/risk

Requires skilled personnel to intervene

Does this affect regular attendance?
Survey Respondents Note:

Some centers see this as optional rather than core because they do not currently have RN support. In addition, another tool suggested was FLACC behavioral pain assessment scale for non-verbal late stage dementias.

	6. HbA1c (76% of survey respondents agree that this indicator should be included)
	Stabilize blood sugar within acceptable parameters (52% of survey respondents say that this is an optional goal; 28% believe it is a core goal)
	Most recent lab results compared to prior results (48% of survey respondents believe that this is an optional measure; 38% see it as a core measure)

	This involves health screening of at risk individuals with diabetes
	Each Time a Lab Test is Conducted
(Survey results:

Every 3 mos - 19%

Every 6 mos - 14%

Every 12 mos - 19%

Each time a lab test is conducted - 29%)


	OPTIONAL

· Recommended for at risk persons


	Requires skilled personnel

Survey Respondents Note:

Home lab results and finger stick blood glucose are available. This indicator is tied to doctor's orders, and it can be difficult to obtain copies of lab results based on experience.


	7. Blood Sugar (84% of survey respondents agree this indicator should be included)
	Stabilize blood sugar within acceptable parameters
	Current/most recent results and trends over time (48% of survey respondents believe this is an optional measure and 36% feel it is a core measure)

	This involves health screening of at risk individuals or those diagnosed with diabetes
	Per doctor's orders 
(64% agree)
	OPTIONAL

· Recommended for at risk persons


	Requires skilled personnel


	8. BMI (71% of survey respondents agree this indicator should be included. 29% would not include it)
	Reduce BMI to acceptable range
	BMI calculation using weight and height (50% believe this is an optional measure, 21% believe it is a core measure)

	Obtain from physician’s report. 
	In accordance with Plan of Care 
(Survey results:
Plan of care - 38%

Every 12 mos - 19%)
	OPTIONAL

· Marker of acuity (obese & low weight individuals) for CMS 
	A national measure and a vital sign

Survey Respondents Note:

"The data are piling up that midlife BMI is the killer though poor late life BMI can't be good for you maybe it becomes about quality of life vs a number."

	9. Nutrition Risk (96% of survey respondents agree this indicator should be included)
	Identify and reduce nutrition risk (67% believe this is a core goal and 29% believe it is optional)
	TOPS Nutrition risk tool (59% saw this as a core measure)
	For high-risk persons, measure/ monitor consumption of food
	Every 6 or 12 months
(Survey results:
Upon admission - 18%

Every 6 mos - 31%

Every 12 mos - 31%)


	OPTIONAL

· Nutrition assessment
	Survey Respondents Note:

A measure of hydration, if it exists, might be even more important. Some respondents are not familiar with the TOPS tool. Suggest comparison to baseline done upon admission.


	Emotional/cognitive Domain

	Indicator
	Outcome Goal
	Suggested Measures
	Mechanism
	TIMING
	Core / optional


	Considerations

	1. Depression (96% of survey respondents agree this indicator should be included)
	Reduce depression for people who are depressed or reduce risk for those at risk (75% of survey respondents believe this is a core goal and 21% believe it is optional)

	1) Geriatric Depression Scale  (63% of survey respondents saw this as a core measure)
2) TOPS GDS (Adapted from Sheikh & Yesavage, 1986) (70% saw this as a core measure)
3) For younger adults, the Glasgow Tool (Cuthill, Espie, & Cooper, 2003) (60% saw this as a core measure) 

	Activities, social interaction, exercise, improved function.


	Upon Admission

&

Every 6 months
(Survey results:

Every month - 10%

Every 3 mos - 19%

Every 6 months - 43%

Every 12 mos - 10%)
	CORE: 
· Depression screen


	Marker of acuity / risk

TOPS includes GDS tested by 6 sites

Easter Seals has tested Glasgow with sites too
Survey Respondents Note:

Other scales proposed include Beck's and Cornell. The acuity of the score should dictate the schedule. Compare back to baseline at admission. 


	2. Cognition (91% of survey respondents agree this indicator should be included)

	Assess and monitor cognition status (61% of survey respondents believe this is a core outcome goal while 31% see it as optional)

	1) Blessed Orientation-Memory-Concentration Test (31% of survey respondents think this is a core measure; 62% say optional)
OR

2)  Short Portable Mental Status Questionnaire (SPMSQ) (59% agree this is a core measure; 35% say optional)

	Development of appropriate person-centered care plans to engage persons with cognitive deficits
	Upon admission

&
Every 6 months (41% agree)

&
When there are apparent changes
	CORE: 
· Cognitive screen for geriatric populations


	Marker of acuity / risk

For IDD participants, appropriate cognitive screening should be conducted

Survey Respondents Note:

Some are not familiar with the proposed tools. MMS, MOCA, KUD, BCAT, SLUMS, clock drawing and animal naming were also proposed. Track progression by comparison to baseline at admission.

	3. Loneliness & Social Isolation (79% of survey respondents agree this indicator should be included) 
	Reduce loneliness (67% of survey respondents believe this is a core goal while 13% see it as an optional goal.) 
	Revised R-UCLA Loneliness Scale (Adapted from Russell, 1996) (68% of survey respondents agree this is a core measure; 21% believe it is optional)

	Increased quality social interactions
	Upon admission

&
Every 6 mos (50% of respondents agree)
	CORE: 
· Isolation screen


	TOPS includes this

Survey Respondents Note:

Compare with baseline done at admission. Useful for caregivers as well.



	4. Quality of Life

(QoL) (83% of survey respondents agree this indicator should be included)
	Improve perceived quality of life (54% of survey respondents believe this is a core goal while 29% see it as an optional goal.)
	1) Dementia Quality of Life (DQoL) Self-Esteem Sub-Scale Revised from Brod, Stewart, Sands, & Walton (1999) (50% of survey respondents agree this is a core measure; 44% see it as optional);
2) Alz Dementia Expanded (adapted from Logsdon, 1996) (38% see this as a core measure; 50% say optional);
3) AD Expanded Proxy Version (adapted from Logsdon, 1996) – caregiver report) (33% say this is core, while 60% say optional)

	Social engagement, meaningful and purposeful activities of daily living in the day center
	Upon admission
&
Every 6 months

(Survey results

Upon admission - 19%

Every 3 mos - 19%

Every 6 mos - 33%

Every 12 mos - 24%)


	CORE: 
· QoL assessment 


	This assessment is recommended as core in response to new managed care rules

Items are applicable to everyone (AD patients, IDD, frail elders)
Survey Respondents Note:

Compare ongoing results with baseline data from admission. What about a QOL tool for those who do not have dementia?

	5. Substance abuse screening (52% of survey respondents think this indicator should be included. 39% suggest not including it) 

	Reduce health, behavioral and social effects of substance abuse (43% of survey respondents believe this is an optional goal while 9% see it as a core goal)

	CAGE-AID Tool (60% of survey respondents believe this is an optional measure; 13% think it is a core measure)
	
	Upon admission 
&
Not Sure (47% have no opinion on timing. 15% say every 6 months)
	OPTIONAL


	This is a CMS focus area 

Survey Respondents Note:

Addressed if careplanned. Not my expertise. Would not know and also would recommend that this be done as a core, if specialists are on staff.

	6. Self-Perceived Health (70% of respondents think this indicator should be included. 22% say do not include it)

	Improve perceived health status (39% of survey respondents believe this is a core goal while 31% say it is optional)
	1) PAM (licensed) proprietary tool (50% of survey respondents says this is optional; 25% believe it is a core measure)
2) Easter Seals subjective health question (50% say this is an optional measure; 36% believe it is a core measure)

	Health education classes

1:1, visits with health professionals in the day center i.e. nurse, therapist, rehabilitation professionals, pharmacist, social worker
	Upon admission 

&
Every 12 mos 
(Survey results:

Every 3 mos - 21%

Every 6 mos - 21%

Every 12 mos - 26%)
	 OPTIONAL


	PAM measures “activation” and suggests steps to take. We can arrange for group license or get MCOs to pay for license. CA MCO is giving licenses to 2 sites 

Survey Respondents Note:

Compare with baseline data obtained up admission.


	Person-Centered Domain

	Indicators
	Outcome Goal
	Suggested Measures
	Mechanism
	TIMING
	Core /  optional
	Considerations

	1. Involvement of participants in developing their own care plan (70% of survey respondents agree this indicator should be included; 13% say no and 17% have no opinion)

	High proportion of people who participate in developing own care plan (44% of survey respondents believe this is an optional goal while 26% believe it is a core goal)
	Report of involvement (53% of survey respondents believe this is an optional measure; 32% say it is a core measure)
	Record number of participants who participate in own care planning; calculate proportion of population 
	Every 6 mos (46% agree)
	CORE: 
· Number of participants involved in own care planning as proportion of population


	CMS requirement
Survey Respondents Note:

This is population specific -- might need to measure that the center is following known care wishes of person served if they are unable to participate such as in advanced dementia. 

	2. Person-centered activities (70% of survey respondents agree this indicator should be included. 13% say no and 17% have no opinion)
	High proportion of participants’ names listed on the calendar in conjunction with activities (57% say this is a core goal and 13% say optional)
	Count of number of participants’ names on activity calendar in conjunction with person-centered activities (i.e., Blueberry pie-making with Mable) (39% of survey respondents agree this is a core measure; 39% say optional)

	Record number of participants names on calendar who participate in conjunction with person-centered activities; calculate proportion of population
	Every month (25% believe that is the best timing, though 35% have no opinion)
	Core: 
· Number of participants’ names on calendar as a proportion of population
	Survey Respondents Note:

State licensing is sometimes particular about what goes on the calendars. QUIS tool for engagement can be used. Make a comparison with previous 12 months of engagement.



	3. Participant satisfaction (96% of survey respondents agree this indicator should be included)

	Satisfaction levels (57% of survey respondents believe this is a core measure; 39% see it as optional)

	1) TOPS tool (58% of survey respondents feel this is a core measure; 41% say optional)
OR

2) Participant and caregiver survey (Jarrott) (67% say this is a core measure; 33% say optional)

	
	Every 12 mos (55% agree)
(Survey responses:

Every 3 mos - 18%

Every 6 mos - 18%

Every 12 mos - 55%)
	CORE: 
· Participant satisfaction
	Survey Respondents Note:

Is there a way to tie this into the Medicare HCAPS measures? Timing could potentiall be, after 3 months of service and then annually thereafter.



	4. Assistance with ADLs (activities of daily living) (91% of survey respondents agree this indicator should be included)

	Increase independence 

Reduce or maintain level of assistance required (57% of survey respondents believe this is a core outcome goal; 35% say optional)

	1) CA state form 0020

2) Katz et al., 1) CA state ADL Assessment Form 0020 (50% of survey respondents believe this is an optional measure; 42% say it is a core measure)
OR

2) Independence in ADLs assessment (Katz et al, 1970) (50% say core; 50% say optional)


	
	Upon admission

&

Every 6 mos (38% agree)
(Survey results:

Every 3 mos - 14%

Every 6 mos - 38%

Every 12 mos - 33%)
	CORE: 
· ADL assessment

Marker of acuity /risk
	CMS requirement 

Survey Respondents Note: Some respondents are not familiar with the CA state ADL form, and notethe Katz tool has been tested on community-dwelling elderly. UofM InteRAI also mentioned. Compare with baseline data obtained upon enrollment.


	5. Assistance with IADLs (instrumental activities of daily living) (74% of survey respondents agree this indicator should be included; while 22% say no)

	Increase independence 

&

Reduce or maintain level of assistance required

 
	1) CA state form 0020 (40%of survey respondents agree this is a core measure; 30% say it is optional)
2) Lawton & Brody, 1969 (47% say this is an optional measure while 35% say it is core)
 
	
	Upon admission

&

Every 6 mos (42% agree)
	CORE: 
· IADL assessment


	Marker of acuity /risk

Survey Respondents Note:

UofM InterRAI tool also suggested. Compare with baseline data obtained upon enrollment.



	6. Engagement of Participant (59% of survey respondents agree this indicator should be included. 23% say no and 18% have no opinion)
	High engagement (social and self-engagement) (32% of survey respondents believe this is a core goal while 27% say it is optional)
	1) QUIS Tool (Dean et al., 1993; Proctor et al., 1998) (36% of survey respondents say this is a core measure; 36% say optional)
 Or

2) Dementia Care Mapping (54% say this measure is optional while 18% it is a core measure)
	Measure baseline, institute personal detractor training, measure in a specific timeframe. Institute person-centered care plan review system.
	Not Sure
(Survey results:

Every month - 11%

Every 3 mos - 6%

Every 6 mos - 17%

Every 12 mos - 22%

No opinion - 44%)
	OPTIONAL


	Survey Respondents Note:

"Unsure - not all who participate have dementia." One respondent suggests renaming this indicator "Positive Interaction by Staff" and framing the outcome goal as "Increase positive interactions." Should document participant involvement.


	7. Activities led by participants (43% of survey respondents agree this indicator should be included. 38% say no and 19% have no opinion)

	Increase in number of activities led by participant (33% of survey respondents believe this is an optional goal while 10% see it as a core goal)
	1) Count of number of instances in which participants lead person-centered activities (53% of survey respondents say this is an optional measure; 13% say it is a core measure)

	
	Not Sure (69% have no opinion. 25% suggest once every 12 mos)
	OPTIONAL


	Survey Respondents Note:

This is a very subjective indicator. It also seems like this indicator overlaps with other PCC areas.


	CareGIVER Domain

	Indicators
	Outcome Goal
	Suggested Measures
	Mechanism
	TIMING
	Core or optional

Notes
	CONSIDERATIONS

	1. Care burden (96% of survey respondents agree this indicator should be included)
	Reduced caregiver stress (77% of survey respondents believe this is a core outcome goal while 18% feel it is optional)
	1) Appraisals of Primary Stressors (Pearlin, et al, 1990) (50% of survey respondents agree this is a core measure; 50% feel it is optional)
OR

2) Zarit Burden Interview Revised (Zarit, S.H. Reever, K.E. & Bach-Peterson, J., 1980) (82% believe this is a core measure; 18% feel it is optional)

	
	Upon admission

&

Every 12 mos (52% agree)
(Survey results:

Every 3 mos - 19%

Every 6 mos - 24%

Every 12 mos - 52%)
	CORE: 
· Care burden assessment
	Survey Respondents Note:

Some respondents are unfamiliar with these scales. Compare with baseline data obtained upon enrollment, or as needed per assessment score.


	CAREGIVER DOMAIN

	INDICATOR
	OUTCOME GOAL
	SUGGESTED MEASURES
	MECHANISM
	TIMING
	CORE / OPTIONAL
	CONSIDERATIONS

	2. Quality of life (91% of survey respondents agree this indicator should be included)
	Improved quality of life (59% of survey respondents believe this is a core outcome goal while 32% see it as optional)
	1) TOPS Designed Caregiver Needs Asssessment (57% of survey respondents believe this is a core measure; 36% feel it is optional)
2) Brod measure of quality of life (53% believe this is a core measure; 40% feel it is an optional measure)

	
	Upon admission

&

Every 12 mos 
(Survey responses:

Every 6 mos - 42%

Every 12 mos - 53%)
	CORE: 
· Caregiver quality of life assessment
	Survey Respondents Note:

Compare with baseline data obtained upon enrollment.

	CAREGIVER DOMAIN

	Indicators
	Outcome Goal
	Suggested Measures
	Mechanism
	TIMING
	Core / optional


	CONSIDERATIONS

	3. Caregiver satisfaction (81% of survey respondents agree this indicator should be included)
	80% satisfaction (57% of survey respondents believe this is a core outcome goal while 24% believe it is optional)
	1) TOPS Designed tool (60% of survey respondents believe this is an optional measure; 40% say it is a core measure)
2) Jarrott & Zarit

Single item:  If adult day care were no longer available, what changes would you have to make in your life? (57% believe this is a core measure; 43% say it is optional)
3) Single item:  Would you recommend this program to others? (79% believe this is a core measure; 21% say it is optional)
	
	Every 12 mos (71% agree)
	CORE: 
· Caregiver satisfaction measure
	Survey Respondents Note:

Respondents suggest that the third or sixth month after enrollment would be the first measure, and then once per year thereafter. Some respondents are unfamiliar with these tools. One suggests changing the title of the outcome goal from "80% Satisfaction": "Not sure how you would quantify to 80% for the Jarrott and Zarit single item."

	CAREGIVER DOMAIN

	INDICATOR
	OUTCOME GOAL
	SUGGESTED MEASURES
	MECHANISM
	TIMING
	CORE / OPTIONAL
	CONSIDERATIONS

	4. Job retention (64% of survey respondents agree this indicator should be included. 32% say no and 5% have no opinion)

	Increase workforce / volunteer activity participation; 

Being able to continue working (36% of survey respondents believe this is an optional goal while 27% see it as a core goal)

	1) TOPS Caregiver Needs Assessment tool (42% of survey respondents agree this is a core measure; 33% believe it is optional)
	
	Every 12 mos (53% agree; 40% have no opinion)
	CORE: 
· Caregiver needs assessment
	Survey Respondents Note:

Compare with previous 12 months. Measure three months after participant enrollment and annually thereafter. Could also count total volunteer hours logged. Some respondents are not familiar with this measurement tool.


	System-level Domain

	Indicators
	Outcome Goal
	Suggested Measures
	Mechanism
	TIMING
	Core / Optional
	CONSIDERATIONS

	1. 30-day readmission (91% of survey respondents agree this indicator should be included)
	Prevent 30-day readmissions for same condition (55% of survey respondents believe this is a core goal while 36% see it as optional)

	Number of 30-day readmissions (70% of survey respondents agree this is a core measure; 20% say it is optional)
	
	After each hospitalization (53% agree)
(Survey results: 

Every month - 21%

Every 3 mos - 11%

Every 6 mos - 16%

After each hospitalization - 53%)


	CORE: 
· Number of 30-day readmissions


	Proposed interventions

This is an area where development of approaches is needed 

Survey Respondents Note:

Suggest timing of every 12 months for aggregate adult day services participants; and every 6 months if data is participant-specific. This indicator requires RN, or case manager on staff or as a consultant, working with community care managers. Another comment: "This is dicey. Psych admissions are high re-admits, mostly due to being released too soon from hospital. This could backfire on us."


	System-level Domain

	INDICATOR
	OUTCOME GOAL
	SUGGESTED MEASURES
	MECHANISM
	TIMING
	CORE / OPTIONAL
	CONSIDERATIONS

	2. Emergency department visits (73% of survey respondents agree this indicator should be included)
	Reduced population cost (46% of survey respondents believe this is a core goal while 27% see it as optional) 
	Number of ED Visits over 12 months compared to prior 12 months (59% agree this is a core measure; 24% say it is optional)

	Break out by weekday versus weekend
	Upon admission 

&

After each ED visit (33% agree)
(Survey results:

Upon admission - 11%

Monthly - 6%

Every 3 mos - 17%

Every 6 mos - 6%

Every 12 mos - 17%

After each ED visit - 33%)


	CORE: 
· Record number of ED visits regularly


	Proposed interventions

This is an area where development of approaches is needed 

Survey Respondents Note:

It may be very difficult to get reliable data. Historical data may be relevant for heavy ER users; they may possibly tracked in more detail.

	System-level Domain

	INDICATOR
	OUTCOME GOAL
	SUGGESTED MEASURES
	MECHANISM
	TIMING
	CORE / OPTIONAL
	CONSIDERATIONS

	3. Hospitalizations and admitting condition (68% of survey respondents agree this indicator should be included. 32% said no)
	Reduced population cost (41% of survey respondents believe this is a core measure while 28% see it as optional) 
	1) Number of preventable hospital admissions over 12 months compared to prior 12 months (56% of survey respondents agree this is a core measure; 28% say it is optional)
2) ICD-9 code (46% agree this is a core measure; 31% say it is optional)

	
	After each hospitalization (47% agree)
	CORE: 
· Record number of hospital admissions regularly


	Proposed interventions

This is an area where development of approaches is needed

Survey Respondents Note:

Document every hospital admission and report data as participant specific and aggregate data and compare every 12 months. Historical data may be relevant for heavy hospital users. They may be tracked with a different system.

	SYSTEM-LEVEL DOMAIN

	INDICATOR
	OUTCOME GOAL
	SUGGESTED MEASURES
	MECHANISM
	TIMING
	CORE / OPTIONAL
	CONSIDERATIONS

	4. Nursing facility admissions (82% of survey respondents agree this indicator should be included)
	Reduced population cost (46% of survey respondents believe this is a core goal while 36% see it as optional)
	1) Number of NF admissions over 12 months compared to prior 12 months (57% of survey respondents agree this is a core measure; 36% believe it is optional)
2) Average length of stay in the ADS program (other than short-term post acute clients) (69% agree this is a core measure; 25% believe it is optional)

	How long do participants live after NF placement (if possible—optional)
	Every 12 months ( 39% agree)
&

After every SNF admission (33% agree)
	CORE: 
· Record number of NF admissions
	Survey Respondents Note:

What about other LTC options such as ALF, Group Homes, etc? You could also track and compare discharge data every 12 months.



	SYSTEM-LEVEL DOMAIN

	INDICATOR
	OUTCOME GOAL
	SUGGESTED MEASURES
	MECHANISM
	TIMING
	CORE / OPTIONAL
	CONSIDERATIONS

	5. Attendance (71% of survey respondents agree this indicator should be included, 24% said no)
	Attendance of participants (43% of survey respondents believe this is a core goal while 29% see it as optional)
	Average daily attendance compared to scheduled participants (47% of survey respondents agree this is a core measure; 35% see it as optional)

	Record attendance
	Average over one month's time (71% agree)
	CORE: 
· Record attendance
	Survey Respondents Note:

This method may not give accurate measures since some participants are infrequent or unscheduled. One suggestion is to track every participant's attendance daily, compare with scheduled attendance and compute averages monthly. Compare averages on a monthly basis.

	6. Staff interactions (62% of survey respondents agree this indicator should be included. 29% say no and 10% have no opinion)

	Increased positive interactions (38% of survey respondents believe this is an optional goal while 24% see it as a core goal)
	QUIS Tool (Dean et al., 1993; Proctor et al., 1998) (43% of survey respondents feel this is an optional measure; 29% believe it is a core measure)
	
	Not Sure (50% had no opinion on the timing of this measure)
(Survey results:

Once monthly - 13%

Once every 3 mos - 13%

Once every 6 mos - 6%

Once every 12 mos - 19%)
	OPTIONAL
	Survey Respondents Note:

No comments submitted.
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