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2025 - 2026 SHIP Overview

* FY 25 grant period
* June 1, 2025 to May 31, 2026

* Funds hospitals are eligible to receive $10,477.09

* Funds must be spent on qualifying purchases
during grant period

HEALTHWOR Kansas

2025 - 2026 SHIP Milestones

Milestone 1:

* Submission and approval of mid-year expense and activity report

¢ Due December 31, 2025

* Payment Amount $3,477.09

Milestone 2:

* Submission and approval of end-of-year SHIP expense and activity report
* Data submission requirements met for Q4/2024 through Q3/2025

* Due June 15, 2026

e Maximum Amount Available $7,000.00

Grant Period: June 1, 2025 to May 31, 2026
Total Award: $10,477.09
HEALTHWOR Kansas
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Project (MBQIP)

Reporting Quarters Applicable to SHIP 2025-2026 Grant (FY25)

by Period
Q4 / 2024 Q1 /2025 Q2 /2025 Q3 /2025
Measure ID_|Measure Name Reported To Oct1-Dec31| Jan1-Mar31 | Apri-Jun30 Jul 1- Sep 30
. Median time from ED Asrival to ED Hospital Quality Reporting
op-18 Departure for Discharged ED Patients (HOR) portal OR Vendor May 1, 2025 August 1, 2025 | November 1, 2025 | February 1, 2026
i a i Hospital Quality Reporting May 15, 2026
op-22 Patient left without being seen (HQR) portal (Aggregate based on full calendar year 2025)
Hospital Consumer Assessments of Hospital Quality Reporting
HCAHPS Healthcare Providers and Systems (HOR) e Voo April 2, 2025 July 9, 2025 October 8, 2025 | January 14, 2026
HCP/IMM-3 Influenza vaccination coverage among National Healthcare Safety May 15, 2026
health care personnel Network (NHSN) (Aggregate based on Q4 2025/Q1 2026)
Antibiotic e National Healthcare Safety
M
Stewardship CDC NHSN Annual Facility Survey Network (NHSN) larch 1, 2026 (Survey year 2025)
Emergency Department Transfer . :
EDTC Communication QHi Submit each month by the end of the following month
Quality National CAH Quality Inventoryand | Flex Monitoriing Team (FMT)
Program o Soreng e October 17, 2025
Assessment via Qualtrics
Safe Use of Safe Use of Opioids - Concurrent Hospital Quality Reporting March 2, 2026
Opioids Prescribing (eCQM) (HQR) portal (4 quarters of data: Q1 2025, Q2 2025, Q3 2025, Q4 2025)

“pieasa nate Hybrid

k- Wide All Cause Readmission will be required 25 part of MBQIF reporting in the next grant cycke (FY26)
** Pieas note these are subect 10 change 3t any time during the Grant cycle with drective from the Federal Office of Rural Health Polcy 3nd will b updated 35 5000 35 ChaNges 3re known

Updated 08/08/25

HEALTHWOR

KANSAS HOSPITAL A3SOCIATION

Kansas

2025 - 2026 Funding Priorities

The Federal Office of Rural Health Policy has identified the following two
priorities for using SHIP funds:

* Meeting MBQIP Requirements (includes HCAHPS)

Once these priorities have been met, your hospital may select other
activities listed on the SHIP Purchasing Menu

HEALTHWOR

KANSAS HOSPITAL A3SOCIATION

Kansas
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SHIP Purchasing Menu

* Quality reporting data collection/related training or software

* MBQIP data collection process/related training or software (includes HCAHPS)

*  Provider based clinic-based (Rural Health Clinic) quality measures education

* Alternative payment model and quality payment program training/education

* Computerized provider order entry implementation and/or training

* Pharmacy services training, hardware/software, and machines (not pharmacists or medications)
*  Population health or disease registry training and/or software/hardware

*  Social determinants of health screening software/training

* Systems performance training in support of ACO or shared savings related initiatives

* Telehealth and mobile health hardware and/software (not telecommunications)

*  Community paramedicine training and hardware/software

* Health information technology training for value and ACOs including training, software and risk assessments
associated with cybersecurity

HEALTHWOR Kansas

KANSAS HOSPITAL A3SOCIATION

SHIP Purchasing Menu

¢ ICD-11 software
e ICD-11 training
e S-10 Cost Reporting training (charity care)

e Pricing transparency training or software (chargemaster training)
e Efficiency or quality improvement training — no projects - Prior Approval Required

*  Patient safety *  Care coordination

*  Immunizations *  Health information exchange

*  Reducing readmissions *  Swing bed utilization and quality

*  Antibiotic stewardship measures

*  Discharge planning *  Population health

*  Hospital safety training and emergency *  Medicare spending per beneficiary
preparedness *  Financial and operational strategies

*  Lean, IHI Plan/Do/Study/Act, root cause *  340B
analysis

¢ Team STEPPS

e Quality improvement software

¢ Medicare spending per beneficiary *  Care coordination
*  Non-clinical operations *  Population health
¢ Swing bed utilization and quality *  Health information exchange
measures
HEALTHWOR

KANSAS HOSPITAL A3SOCIATION
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Kansas FAQs for FY25 SHIP — www.krhop.net

SHIP

The Kansas Small Hospital Improvement Program (SHIP) is a federally-supported program to suppor
improvement and investments towards meaningful use of health information technology.

The Kansas SHIP is managed by the by State Office of Rural Health within the Bureau of Community H:
Environment. KDHE has contracted with Healthworks to administer this program. The SHIP is funded
Resources and Services Administration.

' FY26-27 Grant Year Documents

FY25-26 Grant Year Documents.
How Does SHIP Work?

‘Who is Eligible for SHIP Grants?

HEALTHWOR

KANSAS HOSPITAL A3SOCIATION

SHIP 2026 - 2027

HEALTHWORK!
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Project (MBQIP)

¥ Quality
Data

Reporting Quarters Applicable to SHIP 2026-2027 Grant (FY26)

KANSAS HOSPITAL ASSOCIATION

Deadline by Period
Q4 / 2025 Q1 / 2026 Q2 / 2026 Q3 / 2026
Measure ID | Measure Name rted To Octi-Dec3i| Jani-Mar31i | Apri-Jun30 Jul 1 - Sep 30
- Median time from ED Arrival to ED Hospital Quality Reporting
OP-18 Departure for Discharged ED Pat (HOR) OR Vendor May 1, 2026 August 1, 2026 | November 1,2026 | February 1, 2027
- i Hospital Quality Reporting May 17, 2027
oz SRRt wahou biog seen (HQR) portal (Agoregate based on full colendar year 2026)
Hospital Consumer Assessments of Hospital Quality Reporting i
HCAHPS Heal Presiders and Systens (HOR) Iia e April 8, 2026 July 8, 2026 October 14, 2026 | January 13, 2027
. G .| Hospital Quality Reporting October 1, 2026
Hybrid HWR | Hybrid Hospital-Wide All Cause Readmission| ", 10p) portal via Vendor (Q3 2025 to Q2 2026 data)
Safe Use of Safe Use of Opioids - Concurrent Hospital Quality Reporting March 1, 2027
Opioids Prescribing (eCQM) (HQR) portal (Calendar year 2026 data)
Antibiotic - National Healthcare Safety March 1, 2027
Stewardshlp CDC NHSN Annual Fadility Survey Network (NHSN) (Survey year 2026)
HCP/IMM-3 Influenza vaccination coverage among National Healthcare Safety May 15, 2027
health care personnel Network (NHSN) (Aggregate based on Q4 2026/Q1 2027)
Emergency Department Transfer " N
EDTC Communication QHi Submit each month by the end of the following menth
Quality
Program National CAH Qu;l!:;:venmryam Flex Monv;:)gng T?am (FMT) r 16, 2026
. are subject nge at any ng from and will known
Updated 05/29/26
HEALTHWORK S

11
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MBQIP
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MBQIP’s Tie to SHIP

Kansas CAHs must actively participate
in the Medicare Beneficiary Quality
Improvement Project [MBQIP] to
qualify for full funding.

HEALTHWORK S Kansas

13
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Upcoming Reporting

Submission Deadlines
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Medicare Beneficiary Quality Improvement Project (MBQIP)

Data
Reporting Quarters Applicable to SHIP 2026-2027 Grant (FY26)

by Period
Q4 /2025 Q1/ 2026 Q2/ 2026 Q3 / 2026
Measure ID |Measure Name Reported To Oct1-Dec31| Jan1-Mar31 Apr 1 -Jun 30 Jul 1 - Sep 30
;s Median time from ED Arrival to ED Hospital Quality Reporting
OP-18 Departure for Discharged ED Patients (HOR) portal OR Vendor May 1, 2026 August 1, 2026 November 1, 2026 | February 1, 2027
N L Hospital Quality Reporting May 17, 2027
a2 Paient kit witb ot tilng apen (HQR) portal (Aggregate based on full calendar year 2026)
Heospital Consumer Assessments of Hospital Quality Reporting x
HCAHPS Hea re P ers and Systems (HQR) portal via Vendor April 8, 2026 July 8, 2026 October 14, 2026 | January 13, 2027
- : ] Hospital Quality Reporting October 1, 2026
Hybrid HWR | Hybrid Hospital-Wide All Cause Readmission (HQR) i Vatdoe (03 2025 to Q2 2026 data)
Safe Use of Safe Use of Opioids - Concurrent Hospital Quality Reporting March 1, 2027
Opioids Prescribing (eCQM) (HQR) portal (Calendar year 2026 data)
Antibiotic = National Healthcare Safety March 1, 2027
Stewardship CDC NHSN Annual Faclity Survey Network (NHSN) (Survey year 2026)
HCP/TMM-3 Influenza vaccination coverage among National Healthcare Safety May 15, 2027
health care personnel Network (NHSN) (Aggregate based on Q4 2026/Q1 2027)
Emergency Department Transfer " o .
EDTC Communication QHi Submit each month by the end of the following month
Quality National CAH Quality Inventor i
ry and Flex Monitoring Team (FMT)
Program Acsessmeant via Qualtrics October 16, 2026

Updated 05/29/26

HEALTHWOR

KANSAS HOSPITAL A3SOCIATION

* Piease not these are subject tn changa at any time during the grant cycle with directive from the Federal Office of Rural Health Poicy and vl be updated as so0n as changes are known

15

OP Reporting Deadlines

1Q26 Submissions due August 1, 2026

HEALTHWOR

KANSAS HOSPITAL A3SOCIATION

ED Throughput (OP-18) (arrival to departure time)

Kansas

16
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EDTC Reporting Deadlines

2Q26 Submissions due August 1, 2026
* April 2026
* May 2026
* June 2026

KS Report is due to FORHP by August 10, 2026

HEALTHWOR Kansas

17

IP Reporting Deadlines

NO Abstracted
IP Measures
*IP CART is going away

HEALTHWOR Kansas

18



Webinar Series

E m Kansas Hospital =, Kansas Council of

J | ASSOCIATION -p o~ Health-System Pharmacy

Medication Safety Webinar Series
From Risk to Reliability:
Advancing Medication Safety in Kansas

June 11 and July 17
Noon - 1:00 p.m

HEALTHWOR

Kansas

20

6/3/2026
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2026 carelLearning Courses

HCAHPS Survey Education Series
Introduction to the HCAHPS Survey Series
* Your Care From Nurses
* Your Care From Doctors
* The Hospital Environment
e Your Care in this Hospital
* Responsiveness of Staff
e Communication about Medication
* Leaving the Hospital
* Overall Rating of the Hospital

Al FIuency Series
Intro to Prompts
* Legal and Ethical Concerns
* Al Business Essentials Part 1: ChatGPT
* Al Business Essentials Part 2: Microsoft Copilot
* Data Privacy
* Intro to Generative Al

Contact Jennifer Findley if interested

21
2026 Upcoming Webinars
* ASP Boot Camp Info Webinar
* June 10
* QAPI Networking Group — @ 0900
* June 25
* New Quality Director Orientation
* July9and 10
* New CNO Orientation (tentative)
* August 6 and 7
22

6/3/2026
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2026 Upcoming Webinars

e SHIP Quarterly Webinars @ noon
* September 3
* December 3

* Quality Corner Calls @ noon
* August 11
* October 1
* November 17

HEALTHWOR Kansas

23

Site Visits (In-person or Zoom)

MBQIP Reporting Reviews (5/quarter)

* Current requirements to continue receiving the SHIP
grant

* Flex Monitoring Team reports reviewed

* Discussion of who reports what elements at your
facility

* Clearing up any questions your facility may have
about reporting of this data to meet the deadlines

HEALTHWOR Kansas

24

12



Resources

* www.krhop.net
* SHIP 26-27
* SHIP 25-26
* Quality

* www.kha-net.org
* Education

* Education Brochures

* Register for Healthworks/KHA Events Online https://registration.kha-
net.org/

HEALTHWOR

KANSAS HOSPITAL A3SOCIATION

25

WWW.KRHOP.net

I I p HOME SHIP | QUALITY | PROJECTS EVENTS RURAL HOSPITALS CONTACT O

KANSAS RURAL HOSPITALS OPT

Quality

One of the first steps in the transition to i maodels is often related to quality reporting and the ability to demonstrate quality,

efficiency and strong patient experience. Despite the challenges, many rural communities are stepping up to the opportunities of delivery system reform
Although considered voluntary by CMS, nearly 0% of CAHs nationwide participate in public reporting of at least some quality metrics, 100% of Kansas CAHs
participate in public reporting of quality metrics.

‘Patient Experience (PFAC and SDoH)

HEALTHWOR

KANSAS HOSPITAL A3SOCIATION

26

6/3/2026
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KHA Culture of Safety Toolkit

https:/www.kha-
net.org/Criticallssues/QualityandPatientSafety/P

atientSafety/

HEALTHWORK S Kansas

27

Kansas Rural Health
Transformation Plan

6/3/2026
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Contact Us

Jennifer Findley
ifindley@kha-net.org
785.233.7436

Susan Runyan
srunyan@kha-net.org
620.222.8366

Susan Holmes
sholmes@kha-net.org
785.276.3119

30

6/3/2026
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Funding Acknowledgement

This program is supported by the Health Resources and
Services Administration (HRSA) of the U.S. Department of
Health and Human Services (HHS) as part of an award totaling
$1.2M with 0% financed with non-governmental sources. The
contents are those of the author(s) and do not necessarily
represent the official views of, nor an endorsement, by HRSA,
HHS, or the U.S. Government. For more information, please
visit HRSA.gov.

HEALTHWOR

Kansas

31
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KANSAS

RURAL HEALTH TRANSFORMATION Kansas Rural Health Transformation Plan
Evidence-Based Practice Program

7 : -
// Implementing and Sustaining
Evidence-Based Practices In Rural
Hospitals and Clinics

June 3, 2026

Kansas’ Rural Health Transformation Plan is supported by the Centers for Medicare & Medicaid Services
(CMS) of the U.S. Department of Health and Human Services (HHS) as part of a financial assistance award
totaling $221.89 million in Budget Period 1 with 100 percent funded by CMS/HHS.

Historical Approach to Quality Improvement

* Payer defines quality measures, sets performance thresholds, establishes
rewards/penalties, institutes reporting requirements
* Measures presumably consistent evidence-based practices

* Typically, providers respond by prioritizing data collection and reporting

capabilities, then figuring out how to improve scores

> JAMA.

It Takes an Average of 17 Years for Evidence to
Change Practice-the Burgeoning Field of
Implementation Science Seeks to Speed Things Up

PMID: 37018006  DOK: 10.1001/jama.2023.4387 &2
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Barriers to Translating Evidence-Based Practices Into Everyday Practice

Inadequate organizational support (tone at the top)

Insufficient time to keep current on latest research and recommendations

Lack of trust in evidence or research

Resistance to change/fear of criticism

Failure to identify or adequately address workflow potholes

Lack of front-line staff engagement

Ineffective performance improvement processes (e.g., data collection and analysis, project management)

Limited staff autonomy o AN 05 A B VS A0 S i

It Takes an Average of 17 Years for Evidence to

Lack of resources (e.g., clinical decision support tools) Change Practice—the Bumgeoning Fisld of

Concerns about revenue reductions

PMID: 37018006 DOk 10,1001 /fama.2023.4387 &

Implementation Science Seeks to Speed Things Up

Purpose of EBP Program

1. Help rural providers build and maintain infrastructure needed to

implement and sustain evidence-based practices

2. Facilitate reporting on performance measures to evaluate compliance

with these practices and to identify opportunities for improvement

3. Use rural providers’ scores on these measures to demonstrate the quality

of care they provide to their communities

4. Assist rural providers develop the capabilities needed to succeed under

value-based payment models

6/3/2026



EBP Program Participation

Must be an eligible provider
* Hospital located in rural area (using FORHP definition of ‘rural’)
* Clinic located in rural area
* Rural Health Clinic
* Federally Qualified Health Center
* Certified Community Behavioral Health Clinic
* Full-time primary care physician practice (independent or provider-based)
Refer to EBP Program FAQs for detailed eligibility criteria; email specific questions not addressed in FAQs
Must submit signed Participation Agreement
* Follow instructions regarding required documentation

» Refer to EBP Program FAQs for submission deadlines

Infrastructure Payments

Offset provider costs associated with implementing and maintaining evidence-based practices

* Engage leadership, management, and clinical staff
* Develop and formally adopt written protocols tailored to provider’s needs and circumstances
* Adapt workflows to incorporate best practices
* Implement clinical decision support tools
*  Provide training to all relevant staff
e Collect and report data on performance measures evaluating compliance with evidence-based practices
* Engage in continuous quality improvement activities
Payment tied to submission of completed Attestation Form
*  Fixed-price contract (payment for outcomes) vs. cost-reimbursement contract (payment for time and materials)

$100,000 for rural hospitals, $50,000 for rural clinics

6/3/2026



Incentive Payments

* Payment tied to successfully reporting data on specified measures through QHi
* Submit signed QHi Participation Agreement
*  Provider will receive agreement following Care Collaborative’s receipt of provider’s signed EBP Program Participation Agreement
* Complete required QHi trainings (introductory + EBP Program-specific)
e Submit completed Attestation Form by October 1, 2026
e Report July, August, and September performance by October 31, 2026
* $50,000 for rural hospitals, $25,000 for rural clinics
* No partial payment for incomplete reporting

e Future incentive payments tied to level of performance

Capacity-Building Resources

* Reference materials available on Care Collaborative website, www.ruralhealthkansas.com

* EBP Program virtual learning series accessible through Learning Management System
* Sample protocols, policies and procedures, order sets, checklists, flow charts, internal training

materials, internal audit tools

* Virtual and in-person consultations with performance improvement specialists

6/3/2026



Hospital Performance Measures

1. Chest Pain - STEMI and NSTEMI Patients

2. Stroke — Ischemic and Hemorrhagic Stroke Management

Report on 15 cases .. . . S
forat lasst 3. Sepsis with Hypotension — Timely Vasopressor Utilization

5
meastres 4. Diabetes Hospital Discharge Checklist

Document process for random selection
of 15 cases each quarter

If <15 but >0 cases in reporting period, 5. Heart Failure Hospital Discharge Checklist

report on all cases

6. *ED Arrival to Contact with Qualified Medical Provider

7. *Discharge Medication Reconciliation Checklist

*Substitute measures for REHSs (in place of discharge checklist measures) and for CAHs (in place of measure(s) for with no eligible cases to report in a quarter)

Hospital Virtual Learning Series
Title Zoom Registration Link
Implementing and Sustaining Evidence-Based Practices in
Rural Hospitals and Clinics https://zoom.us/webinar/register/WN wdzUzkBITiK3pNIWzY4rMg
Rural Hospital Quality Improvement Measures for EBP
Program: Chest Pain; Stroke; Sepsis with Hypotension https://zoom.us/webinar/register/WN_mcipbYFnQTWurFw2a-8g5Q
Rural Hospital Quality Improvement Measures for EBP
Program: Discharge Checklists for Diabetes and Heart
Failure; ED Arrival to Contact with QMP; Medication https://zoom.us/webinar/register/WN U46UQSxxRI-gQEYYMG38EA
Reconciliation Checklist

6/3/2026
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Clinic Performance Measures

1. Abnormal WHtR (Waist to Height Ratio) with Documented Action Plan
AND Referral to Community Service Provider*

Report on 15 cases Lung Cancer Screening

for at least

Starting Prenatal Care in First Trimester*
5 measures

Postnatal Depression Screening*

Document process for random selection
of 15 cases each quarter

Cardiovascular-Kidney-Metabolic Syndrome

If <15 but >0 cases in reporting period,
report on all cases

Dementia Screening and Alzheimer’s Blood Biomarker Selection*

Medication Reconciliation Between Primary Care and Behavioral Health*

© N o U bk~ W N

Medication Reconciliation Less than 30 days Post-Discharge

*Measures available to CCBHCs

11

Clinic Virtual Learning Series

| Date | . Tte | ZoomRegistrationlink |
May 6 Implementing and Sustaining Evidence-Based Practices in Rural

Hospitals and Clinics https://zoom.us/webinar/register/WN wdzUzkBITiK3pNIWzY4rMg
May 21 Rural Clinic Quality Improvement Measures for EBP Program:

Abnormal Waist-to-Height Ratio; Cardiovascular-Kidney https://zoom.us/webinar/register/WN_F1BLYLkgTk23KgmFMsJYiQ

Metabolic Syndrome

June3 Rural Clinic Quality Improvement Measures for EBP
Program: Dementia Screening https://zoom.us/webinar/register/WN AbdJQqTITyebgA-EfzGFxQ

Rural Clinic Quality Improvement Measures for EBP Program:

Prenatal Care in First Trimester; Postpartum Depression

Screening; Medication Reconciliation Between Primary Care https://zoom.us/webinar/register/WN 2Zw6 WZXSPuf6hQ8TfIZ-w
and Behavioral Health; Medication Reconciliation Less Than 30

Days Post-Discharge

Rural Clinic Quality Improvement Measures for EBP Program:
Lung Cancer Screening, Part | https://zoom.us/webinar/register/WN_zFy7FAQ5Tii6u8OEjZfsGg

June 25 Rural Clinic Quality Improvement Measures for EBP Program:
Lung Cancer Screening, Part Il (optional) https://zoom.us/webinar/register/WN W7YkS 2uQ5uVW9Qeo8I1cA

12



QHi Introductory Webinar

Both designated liaisons must
attend introductory session
prior to completion of
Attestation Form

Must also complete EBP-specific
training session prior to
submitting data
(dates TBA)

June 17, 2026 - 1:00 to 2:00 pm
https://us06web.zoom.us/meeting/register/DcYoKwX8RAuGbA2bUjfYKQ

July 22, 2026 - 1:00 to 2:00 pm
https://us06web.zoom.us/meeting/register/suT0IMivRICeZAS-JhKxhg

August 19, 2026 - 1:00 to 2:00 pm
https://us06web.zoom.us/j/82775470176?pwd=GO0Iqtqa85ejlYrEnyFpsgSXpPcj4Z.1

13

Hospital Attestation Form

Infrastructure Development Task

Supporting Primary Date i e
eraraticns | Hiemotmbls | complens 10 [Qualty Commitee has intisted ongoing
yesmol i improvement projects refating to performance on

1 | Management has reviewed Program requirements
and benefits with governing body and has
established process for providing regular updates to
governing body regarding Program participation

EBP Program measures

11 | Hospital commits to having clinical staff successfully
complete a two-hour course on evidence-based
practices on an annual basis to be documented

2 | Management has reviewed Program requirements
and performance measure  specifications  with
Medical Staff (including, but not limited to,
Emergency Department Medical Director, Hospitalist
Miedical Directar, and/ar Chief Medical Officer)

wihin Care Collaborative’s learning management
system

12 | Geverning body has established process to review at
each reguler meeting most recent data on EBP

3 | Management has reviewed Program requirements
and performance measure specifications with clinical
leadership (including, butnot limited to Chief Nursing
Officer, Emergency Department Director, and
Inpatient Unit Director and/or Nursing Supervisor)

Program measures and  status  of related
improvement projects

13 | Hospital has scheduled annual on-site vist with
designated  Care  Collaborative  performance

4 | Hospital has executed QHi Participation Agreement

improvement specialist

5 | Each designated program lisison has successfully
completed QHi training

14| | Hospital commits to providing in aform and manner
specified by the Care Collaborative on an annual
basis (a) the number of individual patients screened

& | Each designated program lisison has successfully
completed virtual learning series on perfarmance
measure reporting

or treated under evidence-based practices, and (b)
information regarding Hospital's participation in a
Medicare or Medicaid accountable care organization.

7 | Hospital has developed and tested data collection
processes ta report on EBP Program measures

& | Medical staff have approved relevant evidence-
based protocols relating to EBP Program measures

Hospital has completed each task specified on this Attestation Form. | understand Hospital
may be required to return any payment it receives under the EBP Program if the Care

o | Clinical leadership has evaluated and modified
clinical workflows to comply with approved protocols

Collaborative later determines one or more of these tasks was not completed.

14
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Clinic Attestation Form

Supporting Primary Date 3
Infrastructure Development Task Documentation? | Responsible | Completed 11| Clinic commits to making key leadership available for
(¥es/No) Party annual on-ste vist with designated Care

Management has reviewed Program requirements
and performance measure specifications  with
practitioners

Collaborative performance improvement specialist

Management has reviewed Program requirements
and performance measure specifications  with
nursing and support staff leaders

Clinic has executed QM Participation Agreement

12 | Clinic commits to providing in a form and manner
specified by the Care Collaborative on an annual
basis () the number of individual patients screened
or treated under evidence-based practices, and (b)
information regarding Clinics participation in a
Medicare or Medicaid accountable care organization

4 | Esch designated program liaison (2) has successfully
completed QHi training

Clinic has completed each task specified on this Attestation Form. | understand Clinic
may be required to return any payment it receives under the EBP Program if the Care
Collaborative later determines one or more of these tasks was not completed

5 | Each designated program lisison (2) has successfully
completed virtual learning series on performance
measure reporting

6 | Clinic has developed and tested data collection
processes to report on EGP Program measures

7 | Clinical leaders have approved relevant evidence
based protocols relating to EBP Program measures

8 | Clinical leaders have evaluated and modified clinical
workflows to comply with evidence-based protoeols
relating to EBP Program measures

g | clinic has initisted ongoing quality improvement
projects raiating to performance on EBP Program

10 | Clinic commits to having clinical staff successfully
complete a two-hour course on evidence-based
practice on an annual basis to be documented within
Care Collaborative’s learning management system

15

Next Steps

Frequently Asked Questions, and Hospital and Clinic Participation Agreements now available Care
Collaborative website , www.ruralhealthkansas.com

Review, sign, and return signed Participation Agreement

Begin work on Attestation Form requirements

. Engage governing body, medical staff, and clinical leadership

. Designated liaisons complete required virtual learning series and QHi introductory training

. Adopt and implement evidence-based practices (modified workflow, clinical decision support)
. Initiate quality improvement activities relating to EBP Program measures

Questions?

. Clinical: rmoser@kumc.edu

. Non-clinical: mross10@kumc.edu

16
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APPENDICES

17

STEMI or NSTEMI Management

ED Encounter with Chest Pain

WITH

Encounter Ends with Diagnosis of STEMI or NSTEMI

Chest Pain
Patient

WHERE

ge > 18 years at ED Encounter

(The EB Goal is activating Chest pain protocol
and obtaining EKG and interpretation within 10 min)

Troponin

It >1 hour from PCI facility Risk
prepare for thrombolytic Stratification

Goa within nin TIMI >3 or HEART | Score >7

NO STEMI - Procesd to ACS Le

2 and R/O NSTEMI/UA
Or avolving STEMI with serial EKG's every 15-30
min over first hour or while symptomatic and hs
Troponin every 2 hours x 2-3 and do risk
stratification scoring. If hs-T vo tima 0 and
Zhe, then no further testing
ECG changes

s nacessary unless

Consider interval changes with clinical
picture: serisl EKG's, & hs-Troponin
and Risk Stratification Score along
with spacialty consultation to decide
management strategy

NSTEMI

Activate ACS Level 2 Order Set
Anticoagulation (ASA, Heparin) etc
Metoprolol, Monitor; Serial EKG and

1D Barriers to Delays in Transfers

hs-Troponin, etc
Consult Cardiology to determine need for
transfer, esp if symptomatic, unstable, or

refractory angina.

~cont. lacal

it sither TIMI or Heart < 6 AND hs-Tn normal or
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Spreadsheet for Collecting Data Elements to Enter Into QHI

RHTP STEMI/NSTEMI QI Program

Name of Facility

Qua

Door-in-to-Door | . 5 v dbxe 1o ponka : .
CHEST PN Al Door To ﬂvnmbolyﬁc. Door-to-tytic R TRt DIDO for Tr_ausler ED Arrival to Cath | Door-in to PCI Lab Results Dﬂo-Irqtonln
nd TIME hmm (TNKase, TPA) Military Calcudation Transfer toPQl Calculation ante Delay Reas?n Lab for PCI Capable Enter Time off Lab Calculation
D"‘:ﬁhwm Time I Pst m“"m“‘""' bl Pty |Results (Goals 4 218 iD0 > 45 Min | Enter Military Hospitals sheet OR Provider | Results  Goal
Reason Not Given minutes) Time ‘Goal < 90 minutes | Acknowledgement <90 min
Military Time
Time
rter Report (months listed, looking back at prior quarter)
Troponin (+) abnl AND risk
stratification (+) TIMI >3 or
HEART >7, (or patient Di-Do for
unstable, or refractory NSTEMI
TIMI_Calculator | Score | HEART Calculator Score agina), Anticoalgulation
Calculation Goal
started AND patient ko
transferred to PCI capable =
facility < 6 hours
If Yes -eligible patient
19
19
AIS/H ‘hagic Stroke M QI Measure
ED Encounter with acute neurologic change
Encounter Ends with Diagnosis of Ischemic
Stroke of Hemorrhagic Stroke
ICD-10 codes for stroks range from 160-169, covering
Houee hemorrhagic (160-162) and ischemic (163) strokes.
NeUrologic | 1010 for Acute Neurclogic Change R29.818,
Changes R41.82, or R40.4. Exclude TIA or ICD-10 cods
WHERE
Activate Stroke Protocol Age > 18 years at ED Encounter
Patient is not pregnant
GOAL: CT Head Report Back < 45 minutes
Hemorrhagic AlS Last Known Well < 4.5
Steoke No contraindications to tytic
C initial Stroke Protocol orders
Consult stroke naurology/CSC
Goal: Admin lytic 580 min from arrival
If lytic contraindicatod and
consultantpatient/Tamily agrees,
transfer out
=60 minutes from Arrival
Goal: Tranafer to appropriate level < 60 1290
minutes from arrival
Note Reason(s) Patient not transferred
1 Patient of Family refuses
2Patient on hospice/Palliative Care or LE<1 year
3 Patient has severe demantia
4 No Local ALS for transfer available or delayed arranging for alternative
5 Delay due to weather
6 Patient expired priof to transfer
7 Delay in connecting with consultant and obtaining guidance 20

8 Delay in getting BP managed prior to lytic or transport
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Spreadsheet for Collecting Data Elements to Enter Into QHI for
Acute Ischemic Stroke

Acute ¥ LW 54528 | Moncontrast CT c:'m e Transter Out Time for Al
Neurologic Head completed A Calculation  Door{ Enter Transfer Time 3 >45 [¢ Patient Not
change €D "':i_mu own Well | mplete protocol | and report ::':"’“;““ e '“":f in-to-tytic (Goal <90 min from Eliclull"nm DITo | urs but <24 bourswith | Door to Transter Transferred
arrival YT | it otherwise sigite | received miary | A 2ton 10T | (THKase, TPAITime | )., gg min Door-in) Goal<SOMINULES |\ e, and consuitant agrees | Arranged <60min | eason Recorded
militaryTIME for 1/F Time c:::’:‘:;‘m‘n OF faeeon Mot Glven o 1/E
<43 mi

Spreadsheet for Collecting Data Elements to Enter Into QHI for
Hemorrhagic Stroke

SAoriC
st Calculation DiTo
of saoric B for hemorrhagic
guidelines and
Hemorrhage = stroke Notes
and NOT a1s. ey Goal is < 80
Time transferred i
= minutes
o appropriate
facility
21
ED Encounter with Sepsis + Hypotension
ED Encounter with hypotension related to Infection (A41.9 and 195.89)
Or
Sepsis, or Septic Shock (R65.20 or R65.21)
Patient Hypotensive
(SBP<90 or MAP<65) w/ . " . P ;.
Ifection or Sepsis Goal: Sepsis Protocol Activation within 1 hr of ED arrival
IV access, Labs including lactate and cultures, | with IVF resuscitation 30 cc/kg
over three hrs - per protocol
Sepsis I . N . .
Protocol Goal: Start antibiotics within 1 hr if hypotensive. Completing Bundle
activstion within 1 hour of protocol activation
Hypotension s Em IVF resuscitation with starting goal of 30 cc/kg over 3 hours
Persists
Resolved (58P<90 or Goal of 600-700 cc within 1 hr of activation
MAP<65)
Stop - patient eligible, Vasopressor Tx started for persistent hypoperfusion
no further data despite initial IVF resuscitation
requires entry
Vasopressor . . e .
Therapy Goal is starting vasopressors within 2 hours of protocol activation.
Started

Inclusions:
Include cases where the Sepsis Protocol is activated in a patient with hypotension, but it’s been
>1 hour since ED arrival, as goal is to assess completion of 1 hour bundle, IVF resuscitation and timely use of vasopressors for patients not responding to IVF
resuscitation.
Exclusions:
Any patient that expires in ED or within 2 hours of sepsis protocol initiation. Patients transferred to another facility within 2 hours of ED arrival
Patients transferred in from other acute care facilities Patients with early palliative/comfort care directives 22
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Sepsis with Hypotension

Spreadsheet for Collecting Data Elements to Enter Into QHI for

RHTP SEPSIS with HYPOTENSION and VASPRESSOR INITIATION QI Program

-m:-.“. Mkitary Time Start of P
= S— it pr——— Manuai Entry of volume
-—.—':::C Mikitary Time: ": tl “I: N Crystalloid fuid L":‘:’_ Rateis civein . Fgives o | Cacates £ Mlitary i — P - m:::""’ ":‘
tectonwihy 2585 | Sepsis Protocol| o iin et 0] e oo FE | o 2mounsvomnat | | MEEVTRE g o s ot VF
(sar <s00r | penis 21:00 .:;::-Q o ED srrivas ot 30 ce/vg nn;:m ainfirt 12 haurs. 0. gven] | FTEIETE Y hypotension persats (SBP<S0
MAP <55) on arrival with over 3 hours) estimated time to 800 T3 {ie 800, not 500 cc3) SR
unknown cause
23
23
Acute Care Inpatient Admission followed by Discharge
With
Diabetes Type 1 or 2 as primary or secondary
diagnosis. Includes DKA and Hyperosmolar
L ic State
ICD-10 E08-E11, E13, and 024.4 (Gestational Diabetes)
Where
Dxat Discharge Age 18-70 at time of Discharge Encounter
Includes transfers in from other facilities
Excludes patients who are deceased prior to discharge,
and patients who are transferred to another facility
Goals:
1. Complete the 6 Elements of the DM DC
Checklist
Medication Reconciliation cannot
‘occur before discharge, with copy of
med list to patient
Monitoring Plan, Low BS signs and
plus plan,
High BS and Sick-Day Plan (Insulin-
dependent DM patients), as well as
‘appointment reminders should also be
to the patient at di
Goal:
2. Follow-up appointment within 3
days for DKA/HHS admissions, or for
patients experiencing asymptomatic
hypoglycemia.
3. Follow-up appointment within 1
meonth for all other patients with
24

Diabetes discharged from acute care.
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Spreadsheet for Collecting Data Elements to Enter Into QHI for
DC Checklist for Diabetes Patients

For Patients sdmitted

= 2 . ‘with DKA or HHS, %

Dste of Discharge M g Plan | Manage: fon | Reviewed with | Recommendstions for follow-up within 3 |
et S | it with || Rsiat il | Pt tachdiog || Bt wiih m:""""""" weeks arranged

e || RS Patient Sick-Day Patient NSN3 sy st

25

25

Heart Failure DC Checklist Ql Measure

Acute Care followed by Di
With

Either rEF or pEF Heart Failure as primary or secondary
diagnosis.
ICD-10150 codes and 111.0 for Hypentensive heart dz
Patient With HF Dx at with heart failure
Discharge (Primary or Where

Secondary Dx) Age 18-70 at time of Discharge Encounter
Includes transfers in from other facilities

Excludes patients who are deceased prior to discharge,
and patients who are transferred to another facility

Goal: Complete the 6 Elements of the HF DC
Checklist

Medication Reconciliation cannot
occur before discharge, with copy of
med list to patient

Monitoring Plan, and Rescue Plan
should be copied and provided to
jpatient or care giver on discharge.

Other patient education and instruction

can occur prior to discharge, but
document completed.

26
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Spreadsheet for Collecting Data Elements to Enter Into QHI for
DC Checklist for HF Patients

Inpatient writh HF (rEF or
pEF) as primary or

y DX Date
of Discharge

of LVEF Results completed at

Heart Failure =
el Activity and Diet Followi-up <3Daysgoalif | DREOTFollowwp | oo
stion and . B Date-| o imary Dxfor Appointmant | | eentis <7
R Plan wmﬂl ‘within 3 days Admission was HF Whulfvnsrw! days
Patient arranged Primary Dx

27

27

ED First Contact with QMP QI Measure

NO

ED Encounter with First Contact With
Qualified Medical Provi

WITH
Any age and Any diagnosis allowed

Patient
Arrives at
ED

Exclusions: Patient DOA or Leaves AMA

GOAL: Patient has contact with qualified
medical provider at 30 minutes or
less from ED arrival

No Contact
with QMP
within 30 min

YES

Contact with
QMP within 30

If your facility allows RN to conduct
min

Emergency Medical Assessment for

EMTALA purposes, this counts as first
contact.

Document All encounters — minimum of
15 per quarter. For those charts reviewed
at random, add note for reasons the <30

minute not met to assess Pl opportunities 28
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Spreadsheet for Collecting Data Elements to Enter Into QHI for
ED Arrival to First Contact with QMP

Date/Time of ED Visit

29

29

Medication Reconciliation on Discharge after
Acute Inpatient Stay
WITH

Any age and Any diagnosis allowed

Exclusions:

Patient Expires during hospitalization
Patient transferred to another facility
Patient refuses to name primary
clinician/provider or pharmacy

GOAL: Patient Current Medication List
attime of DC is Reviewed and Shared
with all of the following.
a. Patient
b. Patient’s primary pharmacy
c. Patient’s primary
clinician/clinic ORBH
provider/clinic medical
provider at 30 minutes or
less from ED arrival

If the clinic and hospital share the same EMR, updating the Med List for that patient in the
EMR will suffice for communication with their primary clinican. It should be documented in
DC summary, or noted in your data abstraction notes how this element is accomplished. DC
Summaries themselves do not count, as they could be up to 30 days+ after discharge and not
in the hands of the primary clinician at the time of follow-up

D All - of 15 per quarter. For those charts reviewed
at random, add notes for reasons any element not met to assess Pl opportunities.
For example, patient doesn't have usual source of care identified - opportunity for
assisting patients in establishing regular care.

30
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Spreadsheet for Collecting Data Elements to Enter Into QHI for
Medication Reconciliation at Discharge

1.Eligible cases are any patient of any age being discharged from hospital inpatient stay, or observation stay for REH

Date of Clinic Encounter

Medication List Med Rec List Shared with Patients
updated and | Med Rec List Share Primary Clinician or BH
reviewed with with Patient's Provider/Clinic they Identify
patient Primary Pharmacy | Electronically or via Fax {oc
Copy with Electronic/Fax Summary Allowed if Med Rec
Patient on DC Validated)

2.Any diagnostic code for primary or secondary diagnosis qualifies

3.0nly exclusions would be a patient who refuses to name a primary pharmacy or regular primary pharmacy or regular

primary clinician to share Med Rec with

4.Complete medication list is updated and confirmed with the patient on discharge - paper copy to patient/caregiver
5.Completed Med Rec list is then shared with patient's primary pharmacy they identify via paper copy, fax, or electronic

means

6.Completed Med Rec list is then shared with patient's primary clinician or clinic they identify with via paper copy, fax,

or electronic. If shared EMR or admitting clinician is patient's regular provider, note in abstraction notes this or policy for
routing current medication list to primary clinician.

31

Clinic Encounter for any reason/purpose
WITH
Any age, any gender
WHERE
WHtR Greater Than 0.5 to 0.57 Represents an
: Increased health risk and Lifestyle Intervention, such
Patient of any age orgender | g giet and exercise, is strongly recommended.
WHIR > 0.5
AWHTR Greater than 0.58 - studies show that a WHtR
of 0.58 or higher is specifically associated with
significantly higher risks of mortality from
cardiovascular diseases, diabetes, and certain cancers.
Goal: Identify patients with WHtR > 0.58 that are
Referral ‘_“ referred to community resources (CHW, Nutrition
Community &/or Counseling, or FIM services)
Resource
Referral to Community Exclusions: NONE
Service Provider or Any patient that refuses referral to a community
Resource resource or CHW. Document.
. Dietician If patient already utilizing community resource,
- Nutritionist reassess and document.
. FIM-CHW
. Other
32
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RHTP QI CKM Sy r and

‘Clinic Encounter During Quarter of Measure
With

Metabolic Syndrome

‘Obesity BMI >30 or WHtR of 0.5 with risk factors

Diabetes (Type 1 or Type 2)

Chronic Kidney Disease

Hypertension

ASCVD

Heart Failure

Hyperlipidemia
Where

Age 18-70 at time of Discharge Encounter

Goal: Identify CKM and Stage CKM to maximize GDT
for patients with known CVD risk factors and other
chronic conditions

Calculate eGFR and
UARC (may use
lab within

12 months of

I T I 1 1
Normal Stage 1 Stage 2 Stage 3 Stage 4
At Risk for CVD L
oGFR & UACR Al Risk for CVD If Metabolic
WNL Manage MetS Syndrome + -
CcVvD F cv
Manage Obesity Intensive
Manage Risk in CKM Health
s Lifestyle Lifestyle ¥
C EBGDT Care
Screen q 3-5yrs - Intensive if plus meds per EB
BMI>30 or IGT e from Stage 2 Maximize GDT

Many syndromes and conditions connecting organs and organ systems are widely established, such as

the association between the heart and kidneys, known as or the heart
and metabolic sy . known as i olic CKM syndrome expands these associations
to include the play of the ilar, and renal the many

overlaps between these systems and the effects they have on each other. (AHA: Cardiovascular-
Kidney-Metabolic (CKM) Health Initiative: IMPLEMENTATION GUIDE. July 27, 2025. page 6)

33
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