
NATIONAL QUALITY FORUM—Evidence (subcriterion 1a) 

Measure Number (if previously endorsed): 0174
Measure Title:  Improvement in bathing
 IF the measure is a component in a composite performance measure, provide the title of the Composite Measure here: Click here to enter composite measure #/ title
Date of Submission:  Click here to enter a date

	Instructions
· Complete 1a.1 and 1a.2 for all measures. If instrument-based measure, complete 1a.3.
· Complete EITHER 1a.2, 1a.3 or 1a.4 as applicable for the type of measure and evidence.
· For composite performance measures:  
·  A separate evidence form is required for each component measure unless several components were studied together.
·  If a component measure is submitted as an individual performance measure, attach the evidence form to the individual measure submission.
· All information needed to demonstrate meeting the evidence subcriterion (1a) must be in this form.  An appendix of supplemental materials may be submitted, but there is no guarantee it will be reviewed.
· If you are unable to check a box, please highlight or shade the box for your response.
· Contact NQF staff regarding questions. Check for resources at Submitting Standards webpage.



	Note: The information provided in this form is intended to aid the Standing Committee and other stakeholders in understanding to what degree the evidence for this measure meets NQF’s evaluation criteria.
[bookmark: Note2]
1a. Evidence to Support the Measure Focus  
The measure focus is evidence-based, demonstrated as follows: 
· Outcome: 3 Empirical data demonstrate a relationship between the outcome and at least one healthcare structure, process, intervention, or service.  If not available, wide variation in performance can be used as evidence, assuming the data are from a robust number of providers and results are not subject to systematic bias.  
· Intermediate clinical outcome: a systematic assessment and grading of the quantity, quality, and consistency of the body of evidence 4 that the measured intermediate clinical outcome leads to a desired health outcome.
· Process: 5 a systematic assessment and grading of the quantity, quality, and consistency of the body of evidence 4 that the measured process leads to a desired health outcome.
· Structure: a systematic assessment and grading of the quantity, quality, and consistency of the body of evidence 4  that the measured structure leads to a desired health outcome.
· Efficiency: 6 evidence not required for the resource use component. 
· For measures derived from patient reports, evidence should demonstrate that the target population values the measured outcome, process, or structure and finds it meaningful.
· Process measures incorporating Appropriate Use Criteria: See NQF’s guidance for evidence for measures, in general; guidance for measures specifically based on clinical practice guidelines apply as well. 

Notes
[bookmark: Note3]3. Generally, rare event outcomes do not provide adequate information for improvement or discrimination; however, serious reportable events that are compared to zero are appropriate outcomes for public reporting and quality improvement.           
[bookmark: Note4]4. The preferred systems for grading the evidence are the Grading of Recommendations, Assessment, Development and Evaluation (GRADE) guidelines and/or modified GRADE.
[bookmark: Note5]5. Clinical care processes typically include multiple steps: assess  identify problem/potential problem  choose/plan intervention (with patient input)  provide intervention  evaluate impact on health status. If the measure focus is one step in such a multistep process, the step with the strongest evidence for the link to the desired outcome should be selected as the focus of measurement. Note: A measure focused only on collecting PROM data is not a PRO-PM.
[bookmark: Note6]6. Measures of efficiency combine the concepts of resource use and quality (see NQF’s Measurement Framework: Evaluating Efficiency Across Episodes of Care; AQA Principles of Efficiency Measures).



1a.1.This is a measure of: (should be consistent with type of measure entered in De.1) 
Outcome
☒ Outcome: Improvement in Bathing
☐Patient-reported outcome (PRO): Click here to name the PRO
PROs include HRQoL/functional status, symptom/symptom burden, experience with care, health-related behaviors. (A PRO-based performance measure is not a survey instrument. Data may be collected using a survey instrument to construct a PRO measure.)
☐ Intermediate clinical outcome (e.g., lab value):       
☐ Process:  Click here to name what is being measured
    ☐ Appropriate use measure:  Click here to name what is being measured      
☐ Structure:  Click here to name the structure
☐ Composite:  Click here to name what is being measured

1a.2 LOGIC MODEL Diagram or briefly describe the steps between the healthcare structures and processes (e.g., interventions, or services) and the patient’s health outcome(s). The relationships in the diagram should be easily understood by general, non-technical audiences. Indicate the structure, process or outcome being measured.

Appropriate home health care interventions should improve the rates of patients showing improvement in bathing. 

1a.3 Value and Meaningfulness:   IF this measure is derived from patient report, provide evidence that the target population values the measured outcome, process, or structure and finds it meaningful. (Describe how and from whom their input was obtained.)

Not applicable

**RESPOND TO ONLY ONE SECTION BELOW -EITHER 1a.2, 1a.3 or 1a.4) **

1a.2 FOR OUTCOME MEASURES including PATIENT REPORTED OUTCOMES - Provide empirical data demonstrating the relationship between the outcome (or PRO) to at least one healthcare structure, process, intervention, or service. 

Patients need certain physical abilities and capacities to bathe themselves in the bath or shower. Many patients who receive home health care are recovering from an injury or illness and may have difficulty performing the tasks of bathing and/or may need help from another person or special equipment to accomplish this activity. The required physical abilities for bathing can be developed or maintained by patient teaching or through rehabilitative services.  Home health care staff can encourage patients to be as independent as possible, can evaluate patients' needs, and can teach them how to use special devices or equipment and increase their ability to perform some activities without the assistance of another person. Improving patients' ability to bathe themselves contributes to patient comfort, hygiene, skin integrity, quality of life and can allow them to live as long as possible in their own environment. Getting better at bathing may be a sign that they are meeting the goals of their care plan or that their health status is improving. Recovering independence in bathing is often a rehabilitative goal for home health patients, making it a reasonable evaluation indicator of effective and high-value home health care.  

Clinical assessment of patients’ ability to bathe is important. Bathing is one of the basic activities of daily living (ADLs). The onset of difficulty with bathing is may be a precursor to further ADL disability[footnoteRef:1] and has been identified as one factor in a model predicting mortality.[footnoteRef:2]  Home health staff interventions targeted at improving patients’ ability to bathe may also help to reduce these risks.    [1:  Golding-Day M, Whitehead P, Radford K, Walker M. Interventions to reduce dependency in bathing in community dwelling older adults: a systematic review. Syst Rev. 2017 Oct 11;6(1):198. ]  [2:  Suemoto CK, Ueda P, Beltrán-Sánchez H, Lebrão ML, Duarte YA, Wong R, Danaei G. Development and Validation of a 10-Year Mortality Prediction Model: Meta-Analysis of Individual Participant Data From Five Cohorts of Older Adults in Developed and Developing Countries. J Gerontol A Biol Sci Med Sci. 2017 Mar 1;72(3):410-416.] 


Various conditions and symptoms are associated with ADL disability, including the ability to bathe. Chronic symptoms such as joint pain and back pain are highly prevalent among older adults, and associated with basic ADL disability.[footnoteRef:3] Low physical activity and slowness, two frailty phenotype components, were significantly linked to difficulty with ADLs.[footnoteRef:4] Frailty has also been identified as a predictor of poor recovery from disability.[footnoteRef:5] Presence of depressive symptoms is another factor associated with difficulty meeting needs for daily care such as eating, or bathing and changing clothes.[footnoteRef:6] Home-based occupational therapy targeted at physical exercise capacity of frail, older community-dwelling adults has been shown to be beneficial.[footnoteRef:7]  In addition to interventions aimed at improving the components of the bathing activity, interventions targeted to address conditions adversely impacting ADL ability may result in patients’ improved ability to manage these daily needs, including bathing.  [3:  Henchoz Y, Büla C, Guessous I, Rodondi N, Goy R, Demont M, & Santos-Eggimann B. (2017). Chronic symptoms in a representative sample of community-dwelling older people: a cross-sectional study in Switzerland. BMJ Open, 7(1), e014485.]  [4:  Provencher V, Beland F, Demers L, Desrosiers J, Bier N, Avila-Funes JA, et, al. Are frailty components associated with disability in specific activities of daily living in community-dwelling older adults? A multicenter Canadian study. Archives of gerontology and geriatrics. 2017 Nov 1;73:187-94.]  [5:  Wu Wu C, Kim DH, Xue QL, Lee DSH, Varadhan R, Odden MC. Association of Frailty with Recovery from Disability among Community-Dwelling Older Adults: Results from Two Large U.S. Cohorts. J Gerontol A Biol Sci Med Sci. 2018 Apr 10. doi: 10.1093/gerona/gly080.]  [6:  Xiang Xiang X, An R, Heinemann A. Depression and Unmet Needs for Assistance With Daily Activities Among Community-Dwelling Older Adults. Gerontologist. 2018 May 8;58(3):428-437. doi: 10.1093/geront/gnw262. ]  [7:  Liu C-J, Wen-Pin Chang, Megan C. Chang; Occupational Therapy Interventions to Improve Activities of Daily Living for Community-Dwelling Older Adults: A Systematic Review. Am J Occup Ther 2018;72(4):7204190060p1-7204190060p11. doi: 10.5014/ajot.2018.031252.] 


[bookmark: Section1a3][bookmark: _GoBack]1a.3. SYSTEMATIC REVIEW(SR) OF THE EVIDENCE (for  INTERMEDIATE OUTCOME, PROCESS, OR STRUCTURE PERFORMANCE MEASURES, INCLUDING THOSE THAT ARE INSTRUMENT-BASED) If the evidence is not based on a systematic review go to section 1a.4) If you wish to include more than one systematic review, add additional tables. 

What is the source of the systematic review of the body of evidence that supports the performance measure?  A systematic review is a scientific investigation that focuses on a specific question and uses explicit, prespecified scientific methods to identify, select, assess, and summarize the findings of similar but separate studies. It may include a quantitative synthesis (meta-analysis), depending on the available data. (IOM)
x Clinical Practice Guideline recommendation  (with evidence review)
☐ US Preventive Services Task Force Recommendation
☐ Other systematic review and grading of the body of evidence (e.g., Cochrane Collaboration, AHRQ Evidence Practice Center) 
☐ Other 


	Source of Systematic Review:
· Title
· Author
· Date
· Citation, including page number
· URL
	
Assessment of physical function
Kresevic DM
2012
Kresevic DM. Assessment of physical function. In: Boltz M, Capezuti E, Fulmer T, Zwicker D, editor(s). Evidence-based geriatric nursing protocols for best practice. 4th ed. New York (NY): Springer Publishing Company; 2012. p. 89-103.
http://www.guideline.gov/content.aspx?id=43918&search=ambulation


	Quote the guideline or recommendation verbatim about the process, structure or intermediate outcome being measured. If not a guideline, summarize the conclusions from the SR.
	Major Recommendations: 
Assessment Parameters
· Comprehensive functional assessment of older adults includes independent performance of basic activities of daily living (ADLs), social activities, or instrumental activities of daily living (IADLs), the assistance needed to accomplish these tasks, and the sensory ability, cognition, and capacity to ambulate (Campbell et al., 2004 [Level I]; Doran et al., 2006 [Level VI]; Freedman, Martin, & Schoeni, 2002 [Level I]; Kane & Kane, 2000 [Level VI]; Katz et al., 1963 [Level I]; Lawton & Brody, 1969 [Level IV]; Lightbody & Baldwin, 2002 [Level VI]; McCusker, Kakuma, & Abrahamowicz, 2002 [Level I]; Tinetti & Ginter, 1988 [Level I]). 
· Basic ADLs (bathing, dressing, grooming, eating, continence, transferring) 
· IADLs (meal preparation, shopping, medication administration, housework, transportation, accounting) 
· Mobility (ambulation, pivoting) 
· Older adults may view their health in terms of how well they can function rather than in terms of disease alone. Strengths should be emphasized as well as needs for assistance (Depp & Jeste, 2006 [Level I]; Pearson, 2000 [Level VI]). 
· The clinician should document baseline functional status and recent or progressive declines in function (Graf, 2006 [Level V]). 
· Function should be assessed over time to validate capacity, decline, or progress (Applegate, Blass, & Franklin, 1990 [Level IV]; Callahan et al., 2002 [Level VI]; Kane & Kane, 2000 [Level VI]). 
· Standard instruments selected to assess function should be efficient to administer and easy to interpret. They should provide useful practical information for clinicians and should be incorporated into routine history taking and daily assessments (Kane & Kane, 2000 [Level VI]; Kresevic et al., 1998 [Level VI]) (see the "Availability of Companion Documents" field for tools). 
· Interdisciplinary communication regarding functional status, changes, and expected trajectory should be part of all care settings and should include the patient and family whenever possible (Counsell et al., 2000 [Level II]; Covinsky et al., 1998 [Level II]; Kresevic et al., 1998 [Level VI]; Landefeld et al., 1995 [Level II]). 


	Grade assigned to the evidence associated with the recommendation with the definition of the grade
	Grade assigned is indicated for each study is shown in 1a.4.2. 
Definitions - Levels of Evidence
· Level I: Systematic reviews (integrative/meta-analyses/clinical practice guidelines based on systematic reviews)
· Level II: Single experimental study (randomized controlled trials [RCTs])
· Level III: Quasi-experimental studies
· Level IV: Non-experimental studies
· Level V: Care report/program evaluation/narrative literature reviews
· Level VI: Opinions of respected authorities/consensus panels


	Provide all other grades and definitions from the evidence grading system
	

	Grade assigned to the recommendation with definition of the grade
	

	Provide all other grades and definitions from the recommendation grading system
	N/A

	Body of evidence:
· Quantity – how many studies?
· Quality – what type of studies?
	

	Estimates of benefit and consistency across studies 
	

	What harms were identified?
	

	Identify any new studies conducted since the SR. Do the new studies change the conclusions from the SR?
	



________________________
[bookmark: Section1a8]1a.4 OTHER SOURCE OF EVIDENCE
If source of evidence is NOT from a clinical practice guideline, USPSTF, or systematic review, please describe the evidence on which you are basing the performance measure.

1a.4.1 Briefly SYNTHESIZE the evidence that supports the measure. A list of references without a summary is not acceptable.
The evidence review provided support for the importance of assessing bathing in older people. There were multiple recommendations and the grade of the evidence ranged from Level 1 (systematic reviews) through Level 6 (expert opinion).

Multiple recommendations are made. The most relevant recommendation is the need for assessment: 
Comprehensive functional assessment of older adults includes independent performance of basic activities of daily living (ADLs), social activities, or instrumental activities of daily living (IADLs), the assistance needed to accomplish these tasks, and the sensory ability, cognition, and capacity to ambulate (Campbell et al., 2004 [Level I]; Doran et al., 2006 [Level VI]; Freedman, Martin, & Schoeni, 2002 [Level I]; Kane & Kane, 2000 [Level VI]; Katz et al., 1963 [Level I]; Lawton & Brody, 1969 [Level IV]; Lightbody & Baldwin, 2002 [Level VI]; McCusker, Kakuma, & Abrahamowicz, 2002 [Level I]; Tinetti & Ginter, 1988 [Level I]).

The type of study designs included: five systematic reviews (Level I evidence); one non-experimental study (Level IV) and three using expert opinion (Level VI).

Benefits are implied but not described in the CPG. 

No harms were identified.

As part of the literature review described below, additional sources of evidence were found that support both the need to assess functional abilities with community-dwelling older adults and more specifically, with those receiving home health care services. Five studies were found supporting the need to measure functional abilities for a home health care population, with three studies finding specific improvements in bathing associated with home health services.  One study was a qualitative study on bathing in community-dwelling elders and was included because it reinforces the importance of bathing for this population. 


1a.4.2 What process was used to identify the evidence?

A search of guideline.gov with the terms “bathing” and “home care” did not return any relevant guidelines. Search for only “bathing” returned one guideline that provides evidence on the importance of assessment of bathing in older people. The other guidelines were condition- or disease-specific (e.g. osteoarthritis or muscular dystrophy). Searching was done for a 5 year period. 

PubMed and Google Scholar searches were performed using key word “Home health care” in combination with each of the following key words:  “Bathing,” “Functional Status,” “Function” and “Activities of Daily Living.” The search was limited to 2006 – present.


1a.4.3. Provide the citation(s) for the evidence.

A: 1) Dudgeon, B.J., Hoffmann, J.M., Ciol, M.A., Shumway-Cook, A., Yorkston, K.M. & Chan, L. (2008). Managing activity difficulties at home: A survey of beneficiaries. Arch Phys Med Rehab, 89(7), 1256-1261. 2) This descriptive study used data from the 2004 Medicare Current Beneficiary Survey to examine prevalence of functional difficulties experienced by community-dwelling Medicare beneficiaries (n=14,483). 3) ADL and IADL difficulties were reported by 31.3% and 42.2% of beneficiaries, respectively, with impairment in bathing reported by 12% of respondents. For individuals reporting at least 1 ADL impairment, personal help in conjunction with assistive technologies were required most frequently for bathing (32%).  4) While findings were not limited to those beneficiaries receiving home health care services, they reinforced the prevalence of functional impairments in the population most likely to receive home health care services following acute care discharge and/or exacerbation of a chronic condition. This underscores the need to evaluate functional ability for these patients receiving home health care services.

B: 1) Leff, B., Burton, L., Mader, S.L., Naughton, B., Burl, J., Greenough, W.B., Guido, S. & Steinwachs, D. (2009). Comparison of functional outcomes associated with hospital at home care and traditional acute hospital care. JAGS, 57, 273-278. 2) This study compared outcomes for patients cared for in a Hospital at Home program, in which Medicare-certified home health agencies provided services to community-dwelling patients in lieu of extended hospitalization (n=72) vs. those receiving all treatment in acute care hospitals (n=47).  Self-reported data on five ADLs and seven IADLs from recall one month prior to the initial hospitalization and two weeks post-hospital admission.  3) The hospital at home care group experienced improvements in functional abilities that approached statistical significance (mean change = .39, SD = 3.13; p = .10) while the acute care hospital group declined in both ADLs and IADLs.  4) This study suggests that home health care services are associated with improvements in functional ability, including bathing.  

C: 1) Scharpf, T.P. & Madigan, E.A. (2010). Functional status outcome measures in home health care patients with heart failure. Home Health Services Quarterly, 29(4), 155-170. 2) Data from OASIS ADL and IADL items were evaluated from a sample of 95,948 home healthcare patients with a diagnosis of heart failure. Changes over time in individual functional variables and in an index of ADLs were evaluated, along with patient variables that predicted improvement in the ADL index.  3) Bathing scores improved between home health admission and discharge (mean change score = -0.14, SD .25). ADL change scores reflecting improvement were predicted by worse ADL scores on admission, better oral medication scores at admission, age < 85, better cognitive function at admission, absence of urinary incontinence, and worse rehabilitation prognosis on admission.  4) The findings highlight the importance of measuring baseline functional status on multiple variables, including ambulation, and suggests that home health care services may facilitate improvements in functional ability, and bathing in particular, for heart failure patients.

D. 1) Friedman, B., Li, Y., Lievel, D.V. & Powers, B.A. (2014). Effects of a home visiting nurse intervention of care versus care as usual on individual activities of daily living: A secondary analysis of a randomized controlled trial. BMC Geriatrics, 14:24. Retrieved from http://www.biomedcentral.com/1471-2318/14/24. 2) A secondary analysis was conducted on data from a RCT of a home visiting intervention to facilitate chronic disease management in Medicare beneficiaries with significant functional impairment.  The intervention consisted of monthly home visits by nurses implementing behavioral interventions to improve patient self-management.  Impairment on six ADLS was compared at 22 months following study enrollment for the intervention (n = 384) vs. care as usual (n = 262) groups. 3) After risk adjustments for baseline characteristics, fewer patients in the intervention group reported some bathing difficulty (OR = 0.58; p ≤ .05) or great bathing difficulty (OR = .40; p ≤ .01) compared to the control group. 4) The findings suggest that for patients with bathing impairments, home health nursing services are associated with improvements. Authors noted that nurse interventions to improve bathing function included teaching and support of patients and caregivers, environmental modifications, teaching in use of assistive equipment, and strategies to mitigate associated pain and fatigue.  Such interventions are consistent with evidence on effective strategies to minimize bathing disabilities.

E. 1) Ahluwalia, S.C., Gill, T.M., Baker, D.I. & Fried, T.R. (2010). Perspectives of older persons on bathing and bathing disability: A qualitative study. J Am Geriatr Soc, 58(3), 450-456. 2) Using a grounded theory framework, qualitative data was obtained from interviews of 23 community-dwelling elders (≥ 78 yo). 3) Three themes emerged from the qualitative analysis: a) Importance and personal significance of bathing, including perceptions of importance of cleanliness, social expectations, and view of bathing as a pleasurable experience; b) Variability in attitudes, preferences and sources of bathing assistance, particularly desires to bathe independently vs. feeling more secure with assistance; and c) Anticipation and response to bathing disability, in which participants described how they were preparing for or responding to functional impairments in bathing. 4) Findings from this qualitative study highlight the importance of bathing and issues associated with current or future bathing impairments for a population that frequently receives home health care services. While the study was not specific to patients receiving home health care services, it underscores the importance of home health care assessment, care planning and interventions designed to address and improve bathing functional abilities.

F. 1) Gitlin, L.N., Winter, L., Dennis, M.P., Corcoran, M., Schinfeld, S. & Hauck, W.W. (2006). A randomized trial of a multicomponent home intervention to reduce functional abilities in older adults. JAGS, 54, 809-816. 2) This study tested a home therapy intervention (OT and PT) designed to reduce functional impairments and promote self-management in 319 community-dwelling elders reporting impairment in at least one ADL. Participants were randomized into intervention vs. control groups (no home care) and interviewed at 6 and 12 months.  3) An ADL index, mobility/transferring index, an IADL index were calculated from patient report data. At 6 months, the intervention group (n = 154) reported less difficulty with ADLs and IADLS than the control group n = 146), with largest benefits occurring in toileting (P = .049, 95% CI = -.035 to 0.00)and bathing (P = .02, 95% CI = -0.52 to - 0.06). Mobility/transfer impairments were lower but nonsignificant in the intervention group. The magnitude of differences between groups on ADL and IADL impairment was similar for the 12-month timepoint. 4) This study supports the notion that home health care services can positively impact ADLs and IADLs, thus the importance of measurement of bathing and other ADL outcomes.
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