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Presenter Notes
Presentation Notes
Welcome to the 2025 Quality Measurement Program training for Oregon’s Residential Care and Assisted Living Facilities. I’m David Berger, the program coordinator. I’ll be guiding you through how to track and report your data for the 2025 calendar year. This training is designed to help you get it right the first time and avoid common reporting pitfalls.



Learning Objectives

By the end of this training,
participants will:

Understand the importance of
quality measurement

Learn how to track and report
each metric accurately

|dentify key deadlines and
compliance requirements

Apply best practices to
Improve data accuracy

2025 ODHS — Safety, Oversight and Quality



Presenter Notes
Presentation Notes
By the end of this training, you will:
Understand why quality measurement is important—for ODHS, residents, families, and your team.
Know how to accurately track and report each required metric.
Recognize key deadlines and requirements to stay compliant.
Use best practices to improve your data accuracy, clearly showing your facility’s performance.



Where Did the Quality Measurement
Program Come From?

* The legislature created
the program in 2017

* The Governor appoints

a council to oversee the
process

 ODHS reports the
information by July 1
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About the Quality Measurement Program (QMP)
The Oregon legislature created the QMP in 2017.
A special group called the Quality Measurement Council (QMC) was formed to develop metrics based on legislative guidance.
The QMC has nine members, each bringing important expertise:
Representative from the Oregon Patient Safety Commission
Representative for assisted living and residential care facilities
Alzheimer's advocacy representative
Medical practitioner with geriatric experience
Two academic researchers specializing in aging
State Long-Term Care Ombudsman
Representative for direct care workers
The QMC's diverse expertise helps Oregon measure and improve the quality of care residents receive.



Quality metrics data
corresponds to the
facility license
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Presentation Notes
Each licensed facility must report its own data separately.�(Reporting is based on the facility license, not the overall campus or organization.)
For example, if you have both a memory care facility and an assisted living facility on the same campus, each needs its own data submission.
Important: Staff who work in more than one licensed facility must be counted separately in each facility’s report. This applies to reporting staff retention and training timeliness.
Plan ahead to track staff data accurately for each facility.



Metric 1: Retention of direct care staff

Why it matters: Higher retention improves
continuity of care

Data to track:
 Hire dates for all direct care staff
« Total direct care staff employed from Jan. 1 to Dec.

31, 2025
 Total direct care staff on Dec. 31, 2025

Calculation: Retention rate = (Staff employed all year) +
(Total staff at year-end)

11
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Presentation Notes
Let's start with our first metric: retention of direct care staff. This one is all about stability. When direct care staff stay with a facility longer, residents benefit from more consistent relationships, better communication and greater trust. That's why higher retention is a key indicator of quality.
To report your retention rate, you’ll need to track three things:
The hire dates for all your direct care staff
How many direct care staff were employed for the full year, from January 1 through December 31, 2025?
And how many were employed on December 31, 2025?
Using that data, the formula is simple:�The number of direct care staff who worked all year divided by the total number of direct care staff you had at year-end.
This gives us a percentage that reflects how well your facility retained its core caregiving team throughout the year.






Direct Care vs. Non-Direct Care Staff

Direct Care Staff

« Assisting with activities of
daily living (ADLs)

» Medication admivistration

* Leading individualized
activities from a resident’s
care plan

 Supervising or supporting
residents

« Serving meals (but not
preparing them)

Non-Direct Care Staff

e Activities staff
 Administrative staff
« Maintenance

» Kitchen staff who prepare
meals (but do not directly
serve them to residents)

Staff classification impacts Metric 1: Direct Care Staff Retention
Report only staff whose primary role is personal care
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Let’s take a moment to clarify an important distinction that directly affects how you report on Metric 1—Direct Care Staff Retention.
On this slide, we’ve divided staff roles into two main categories: Direct Care Staff and Non-Direct Care Staff. This distinction matters because Metric 1 only includes direct care staff—those whose primary responsibility is to provide personal care services to residents.
These personal care services may include:
Assisting with daily activities like dressing, bathing, and toileting
Administering medications
Offering direct supervision and support
Serving meals—but not cooking them

“Universal workers,” are considered direct care staff and are defined in OAR 411-054-0005(84), as facility employees whose assignments include other tasks (housekeeping, laundry or food service) in addition to direct resident services. Universal workers do not include administrators, clerical or administrative staff, building maintenance staff or licensed nurses who provided services as specified in OAR 411-054-0034. 
. 
On the other side, we have non-direct care staff. This group includes roles that support residents but do not meet the criteria for direct care. Think of administrative staff, maintenance teams, kitchen workers who only prepare food, and activities staff. These employees play vital roles in your community—but they are not counted in Metric 1.
A common point of confusion is around licensed nurses. Unless they are working in a direct care role as defined by OAR 411-054-0034, they are not included in Metric 1 either.

Remember: the goal of this metric is to understand the stability of the caregiving team that residents rely on most directly for day-to-day care. If you're unsure which roles count, refer to your staffing assignments and whether personal care is a central part of the employee’s daily duties.



Example: Retention
of direct care staff

Facility A has 40 direct care staff on
December 31, 2025.

25 of them were employed since
January 1, 2025.

Retention Rate = 25 + 40 = 64%

Remember: The number of direct
care staff who worked all year or
longer must be less than or equal
to the number of direct care staff
on Dec. 31, 2025.
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Let’s bring the retention formula to life with a practical example:
Facility A has 40 direct care staff on December 31, 2025.�Of those, 25 were employed continuously since January 1, 2025.
�To calculate the retention rate, divide the number of direct care staff employed for the full year by the number of direct care staff on payroll as of December 31, 2025. In this example, it’s 25 divided by 40, which equals 64%.�That means 64% of the direct care staff were retained throughout the full calendar year.

Remember: The number of direct care staff  who worked all year or longer must be less than or equal to the number of direct care staff on Dec. 31, 2025.
�So that’s how you calculate the retention rate for direct care staff. Accurate tracking of hire dates is essential for this metric.�
Now let’s move on to Metric 2: compliance with required staff training, which connects to retention but tells us something different—whether your staff received the training they need to provide safe, quality care within the required timeframes.



Metric 2: Compliance with on-time staff
training

Why it matters: Training helps staff give better care and keep
residents safe and healthy.

For each staff person employed by the facility during 2025 for any
length of time, facilities should track:

* The date hired.
» The date they left employment, as applicable.
* Whether they are direct care or non-direct care:
« Universal workers are considered direct care staff.
 Activities staff are considered non-direct care staff.

» The date each element of the required training was completed
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Presentation Notes
Metric 2 focuses on compliance with staff training requirements. This means ensuring that every staff member completes all required trainings on time—according to their role and responsibilities.
To stay compliant, facilities need a reliable system for:
Tracking hire dates, and
Monitoring training completion dates.

One tool that can help is the optional training tracking spreadsheet available on the program website under the Quick Links section. It’s not required, but it can make organizing and reviewing training records a lot easier. Another set of tools to assist with this metric are Tables 5 through 8 in the Provider Instructions that summarize the trainings due for direct and nondirect care staff and the additional training requirements for staff in memory care endorsed facilities.

To wrap up this section, I’d encourage everyone to ask: What is your system for tracking staff training records and ensuring compliance?
Facilities that do this well tend to avoid last-minute scrambles and are better prepared during inspections.



Types of Staff

, o
A
DIRECT CARE STAFF NONDIRECT

« Medication administration CARE STAFF

e Activities of daily living e Activities staff
e Resident supervision e Admin staff
e Serving meals e Other staff

Staff classification impacts Metric 2: On-time staff training.
Track and report direct care and nondirect care staff separately.
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Remember how we noted the distinction between direct and nondirect care staff when discussing Metric 1? That distinction is important for Metric 2 as well.
For the on-time training metric, facilities must report compliance separately for direct care and nondirect care staff. That means your tracking systems—whether manual or electronic—need to clearly identify which staff fall into each category.
This ensures the data reflects the unique training expectations for each role and helps us monitor how well facilities are supporting all team members in meeting their annual training requirements.



Calculation: Training
Compliance

« Facility B employed 50 staff in 2025.

« 45 of them completed all required
training on time.

- Compliance Rate =45 + 50 = 90%

Remember: The number of staff
trained on time must be less
than or equal to total number of

employed at any time during
2025.
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Let’s walk through how to calculate training compliance for Metric 2.
In this example, we’re looking at Facility B in 2025:
They employed a total of 50 staff at some point during the year.
Of those, 45 completed all required training on time.
So the compliance rate is calculated as:�45 ÷ 50 = 90%

Here’s the quality check: The number of staff who completed training on time must be less than or equal to the total number of staff employed at any time during the year.
So don’t just count current staff or only those still active at the end of the year. You’re looking at everyone who worked at the facility at any point in 2025—even if they only worked for a short time.
That’s why having a solid system to track hire dates and training completion is so critical.


Example 1: On-time
training Compliance

- Adirect caregiver is hired on
Dec. 4, 2025.

*  They complete their pre-
service orientation
requirements on Dec. 6, 2025.

- However, they have not
completed their required 30-
day training for direct care staff
on Dec. 31, 2025.

- Did this caregiver complete
required training by Dec. 31,
20257

* Yes. This caregiver was hired
on Dec. 4, 2025, and
completed pre-service
orientation requirements.
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Let’s walk through this real-world example to clarify how we determine whether a newly hired staff member meets training compliance by the end of the reporting year.
In this case:
A direct caregiver is hired on December 4, 2025.
They complete their pre-service orientation just two days later, on December 6.
However, by December 31, they haven’t yet finished their 30-day direct care staff training—because they’re still within their first 30 days.
So the key question is:
Did this caregiver meet training requirements by the end of 2025?
The answer is Yes.
Why? Because the caregiver:
Was hired late in the year, and
Completed their pre-service orientation on time.
Even though the 30-day training isn’t done by December 31, they’re still within their training window—so they’re counted as compliant for the purposes of this metric.
This example illustrates why it’s so important to look at timing and context—not just whether all training is fully complete. As long as staff are meeting deadlines based on their hire date, they’re considered compliant.



Example 2: Training
Compliance

A direct caregiver is hired on Oct. 2, 2025.
They completed their pre-service orientation
requirements on Oct.6, 2025.

They also completed their required 30-day
direct care staff training on Nov. 3, 2025.

Did this caregiver complete their pre-
service and required 30-day training on
time?

No. This direct caregiver completed their
pre-service orientation before starting
required training within 30 days of hire.
However, they did not complete all required
training within those 30 days. Instead, the
caregiver completed the required 30-day
training on Nov. 3, 2025,33 days after the
hire date; therefore, they did not complete
their required training on time.
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Let’s try another example. In this case:
A direct caregiver is hired on October 2, 2025.
They complete their pre-service orientation on October 6, which is fine—still within the first week.
They also finish their 30-day direct care training—but not until November 3, 2025.
Did this caregiver complete their trainings due within 30 days on time?

No, they did not complete required trainings on time. November 3 is 33 days after the hire date—which means they missed the required 30-day training deadline by three days.
So even though the training is eventually completed, this caregiver would be marked as non-compliant for the metric, because they did not complete all required training within 30 days of hire.
This example highlights the importance of tracking training deadlines closely. Even small delays can affect compliance rates, so having a reliable system for reminders and follow-up is essential.



Example 3: Training
Compliance

A direct caregiver was hired on
Dec. 12, 2024, and completed their
annual in-service training by Dec.
9, 2025.

Did this caregiver complete their
required annual in-service
training on time?

Yes. The caregiver completed their
required annual in-service training
before their date of hire
anniversary.
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Let’s try another example that examines annual in-service training, which is a recurring requirement after the first year of employment.
The caregiver in this case was hired on December 12, 2024.
They completed their annual in-service training on December 9, 2025.
So, the question is:
Did they complete their annual training on time?
The answer is Yes.
Even though they were just a few days away from their anniversary, the caregiver met the requirement because the training was completed before their December 12 hire date anniversary.
This is a good reminder that for annual in-service training:
Staff have 12 full months from their hire date to get it done.
As long as they complete it on or before their anniversary, it counts as compliant.
This is a great example of proactive tracking and scheduling. Encourage your teams to plan ahead so they're not scrambling to get these done at the last minute.
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Example 4.
Training
Compliance

In 2025, a facility employed 37
staff at some point during the
year. This included direct and
non-direct care staff, including
those who left employment
before the end of the year. Of
these 37 employees, 33
completed all required training
within the timeframes set by
rule based on their length of
employment.
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This final example brings together several key points about how training compliance is calculated.
In this case, the facility employed 37 staff members during the year 2025.
That number includes both direct and non-direct care staff, and importantly, it also includes staff who left before the end of the year.
So when calculating your training compliance rate, you're not just counting who's still employed in December—you’re looking at everyone who was employed at any point during the year.
Out of those 37 employees, 33 completed all required training on time, based on the rules and deadlines tied to their hire date and role.
This would result in a compliance rate of:
33 divided by 37, which is roughly 89%
This example reinforces that:
You must include everyone employed at any time, not just year-end staff.
You must verify whether each person completed the correct training within their required timeframe, whether that’s pre-service, 30-day, or annual in-service training.
Tracking and documenting this consistently throughout the year is essential. It’s much easier to stay on top of it monthly than trying to piece it together at year-end.



Example 4, continued

Q1: What percentage of direct care
staff at this facility completed their
required training on time?

A1: To calculate the percentage of
direct care staff who completed
training on time, divide the 22 staff
members who completed training
on time by the 25 total direct care
staff hired in 2025. This results in
88 percent of direct care staff
completing their required training
on time.
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Direct care
staff

Non-direct
care staff

Total staff

Total Number of staff
number of |completing
staff required
employed |training on time
during

2025

25 22

12 11

37 33
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Let’s continue with the data from Example 4 and take a closer look at how we calculate training compliance for direct care staff specifically.
Question:�What percentage of direct care staff at this facility completed their required training on time?
Answer:�We’re looking at 25 direct care staff who were employed at some point during 2025.�Out of those, 22 completed all required training on time.
To calculate the compliance rate, we divide:
22 ÷ 25 = 88%
So, 88 percent of direct care staff met their training requirements within the designated timeframes.



Example 4, continued

Q2: What percentage of non-direct Total Number of staff
care staff at this facility completed number of |completing

their required training on time? staff required training
A2: To calculate the percentage of employed [on time
non-direct care staff who completed during

training on time, divide the 11 staff 2025

members who completed training Direct care 25 22
on time by the 12 total non-direct staff
care staff hired in 2025. This results

in 92 percent of non-direct care ~ Non-direct 12 11
staff completing their required care staff
training on time. Total staff 37 33
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Let’s finish our breakdown of Example 4 by looking specifically at non-direct care staff training compliance.
Question: What percentage of non-direct care staff at this facility completed their required training on time?
Answer: In 2025, the facility had 12 non-direct care staff at some point during the year.�Out of those, 11 completed their training on time.
To calculate compliance, we divide:
11 ÷ 12 = 92%
So, 92 percent of non-direct care staff were in compliance with training requirements.
Compared to the 88% compliance rate for direct care staff we saw earlier, this facility had slightly higher training completion among their non-direct care workforce.
This kind of data can be very useful internally—if you're seeing gaps or trends by staff type, it can guide where to focus training reminders or system improvements. For example, direct care staff have heavier onboarding needs that make training timelines more challenging.
Always remember: the compliance calculation is based on the total number hired at any time during the year, not just current employees.



Metric 2:
Getting it right!

« Remember to include all staff hired
by the facility for any length of time
during 2025.

» The number of staff who completed
training on time must be less than
or equal to the number of staff
hired during the reporting year.

* The total number of direct care
staff hired during the year will be
greater than the number of direct
care staff on Dec. 31, 2025, as
reported in Metric 1.
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As you complete the on-time staff training metric, here are a few important reminders to help ensure accuracy:
First, be sure to include all staff who were hired by your facility at any point during 2025, even if they only worked for a short time. This includes temporary, seasonal or part-time hires—if they were hired in 2025, they should be counted.
Next, the number of staff who completed their required training on time must be less than or equal to the total number of staff hired. That’s because only hired staff can complete training—and some may not complete it on time or at all.
Finally, keep in mind that the total number of staff hired throughout the year will typically be larger than the number of staff working at the end of the year. This is because of turnover—staff come and go, so your annual hiring number will reflect more people than your year-end headcount.
These details are important for ensuring your facility’s data reflects real staffing patterns and supports quality tracking across the state.



Metric 3: Resident falls with injury

Why it matters: Falls are a primary cause of resident injury
and can lead to premature death.

Data to track June through November 2025:

The number of residents living in the facility on the last day of
each month, June through November 2025.

The number of falls with an injury that involved residents
living in the facility for each month, June through November
2025.

The number of residents who fell with injury during the
month.

The number of residents who fell with injury more than once
during the month.
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Let’s move on to Metric 3: Resident falls with injury—a critical indicator of resident safety in long-term care.
Why this matters:�Falls are one of the leading causes of injury among older adults in care settings. They can lead to hospitalization, loss of mobility and even premature death. So tracking and reducing falls isn’t just a regulatory requirement—it’s essential to protecting quality of life.
For this metric, facilities must track specific data each month from June through November 2025.
Here’s what you need to track:
The number of residents living in the facility on the last day of each month. This gives us the population size used in the denominator of the metric.
The number of falls with injury involving residents during the month. This includes any resident who was injured in a fall while living in the facility.
The number of unique residents who fell with injury. 
And finally, how many residents fell more than once with injury in a single month. This helps highlight whether a single individual may be at repeated risk, which is important for care planning.
This data helps identify patterns—like increases in falls during certain months or residents who need more targeted interventions. Most facilities are tracking this data using their incident reporting process.



Example:
Resident falls
with injury

At the end of June 2025:

* There were 40 residents living in
the facility.

* There were five falls with injury
during the month.

* Three residents fell once during
the month.

« One resident fell more than once
during the month.
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Now let’s walk through an example of how to report resident falls with injury for a specific month—here, we’re looking at June 2025.
At the end of June:
There were 40 residents living in the facility.
During the month, there were five total falls with injury.
Three different residents each had one fall with injury.
And one resident fell more than once with injury during the month.
This example helps distinguish between:
The total number of falls (which is a count of incidents),
And the number of residents involved (which reflects how many people were affected).



Example: Resident falls with injury,

continued

Data field Data reported

Total number of residents on the last day of 40
June 2025

Total number of falls with injury during June 3
2025

Number of residents who fell with injury during 4
June 2025

Number of residents who fell more than once 1
with injury during June 2025
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Here’s how that example translates into the data you’ll report:
Total residents on the last day of the month: 40
Total number of falls with injury: 5
Number of residents who experienced a fall with injury: 4
Number of residents who fell more than once with injury: 1
It’s important to get these distinctions right when entering data. One resident can account for multiple falls, and some residents may fall more than once—but we only count each resident once in the “fell with injury” field unless they had multiple falls, which gets counted separately.
This kind of detail gives us a more accurate picture of fall frequency and risk patterns—both for the individual and for the facility overall.



Metric 3:
Getting it right!

« Remember to report falls data
separately for each month, June
through November.

 The number of residents
reported on the Oct. 31 census
for metric three is the same as
the Oct. 31 census for metric 4.

« Create a system to record
resident falls data at the end of
each reporting month to ensure
accuracy.

27
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Let’s wrap up Metric 3 with a few key reminders to help you report data accurately:
First, make sure you're reporting falls data for each month separately—from June through November. Don't lump it all together. Each month gets its own set of data points.
Second, the resident count you report on October 31 for Metric 3 (falls with injury) is the same number you’ll use for Metric 4, which we’ll cover next. It’s the same census snapshot, so be sure it’s consistent.
Finally, and this is big:�Set up a system to record falls data monthly. You are probably already doing this by reviewing incident reports regularly. Don’t wait until the end of the year and try to piece it together. Track the data in real time—ideally at the end of each month—to make sure it's complete, reliable, and ready to report.
Keeping your data organized month-to-month helps ensure that what you submit reflects the real experiences of your residents—and allows for better support, better planning, and better outcomes.



Metric 4: Antipsychotic medications for
nonstandard use

Why it matters: Misuse of antipsychotics can pose risks of
harm to residents.

Data to track October 2025:

« The number of residents living in the facility on the October 31, 2025
cCensus.

 Medication orders — Review each medication administration record
(MAR) to identify:

* Residents prescribed an antipsychotic medication
* Residents with diagnoses that meet exclusion criteria

« Residents who do not have an exclusionary diagnosis prescribed
scheduled antipsychotic medication for nonstandard use

« Residents who do not have an exclusionary diagnosis prescribed
PRN (as needed) antipsychotic medication for nonstandard use
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Metric 4 tracks how often residents are prescribed antipsychotic medications for nonstandard uses. It includes both:
Scheduled (daily or regular) prescriptions
PRN (as-needed) prescriptions
Antipsychotics are typically used to treat conditions like psychosis, severe mood disorders, and—in some cases—nausea or vomiting. When used correctly, they can help people lead stable, fulfilling lives.
But in 2017, when Oregon launched the Residential Quality Measurement Program, the Legislature heard concerns that these powerful medications might sometimes be used inappropriately—to sedate or control residents, rather than to treat a valid diagnosis. That’s known as chemical restraint.
Oregon law protects residents from this. Psychotropic medications must not be used to control behavior or restrict movement—unless there is a documented medical or psychiatric reason.
For this metric, facilities must:
 Report the number of residents living in the facility on October 31, 2025.
 Review each resident’s records to determine:
 Who was prescribed an antipsychotic (scheduled or PRN)
 Who had a qualifying diagnosis that meets the exclusion criteria (such as schizophrenia or anxiety disorder). These cases are considered standard use and are excluded from the metric.
 Who was prescribed an antipsychotic without one of those diagnoses—this is the group counted for Metric 4.
This metric emphasizes the importance of:
Thorough assessments
Knowledge of residents’ histories and preferences
Adequate staffing and training
Antipsychotic medications can be part of a person-centered care plan—but only when used appropriately, with clear clinical justification.



Medication uses

Doctors often prescribe medications for
their standard uses because there is
evidence to support their effectiveness
and safety for those specific conditions.

Therefore, a standard use of a
medication refers to using a
medication to treat a symptom or
disease for which there is evidence.

A nonstandard use of a medication
is every other use. Nonstandard uses
are not FDA approved and are not
evidence based.
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This slide introduces an important distinction in how medications are used in care settings—especially when we think about quality and safety.
Doctors typically prescribe medications for what we call “standard uses.” These are uses that  are evidence-based. They’ve been tested through research for specific conditions. That’s why they’re considered safe and effective when used as directed.
A standard use means the medication is being used to treat a condition that it’s been shown to work for—like using insulin to treat diabetes or an antibiotic to treat a bacterial infection.
On the other hand, a nonstandard use is any use that doesn’t fit that description. Nonstandard uses do not have the same level of evidentiary support. The visual here—trying to fit a square peg into a round hole—is a great metaphor. Just because a medication exists doesn’t mean it’s the right fit for every symptom or resident.



Examples of nonstandard
use include giving an
antipsychotic to:

* Try to address
wandering,
« Cause sedation

+ Attempt fall prevention.
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Metric four is a count of residents who take antipsychotic medications for nonstandard uses. You’ll report the number of residents with scheduled and as needed, or PRN, antipsychotics separately.
Examples of nonstandard uses include giving an antipsychotic to:
Manage wandering behavior,
Cause sedation or keep someone calm,
Or attempt to reduce fall risk.
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Let’s focus on a key concept: Exclusionary diagnoses.
Metric 4 is designed to track the nonstandard use of antipsychotic medications. However, certain medical conditions—like schizophrenia or major depressive disorder—are considered exclusionary diagnoses. That means if a resident has an exclusionary diagnosis, their use of antipsychotics is considered standard, and they should not be counted for this metric.
Only residents without an exclusionary diagnosis are included in Metric 4.
To report accurately, use the tables in the Provider Instructions for Data Collection:
Table 13 lists antipsychotic medications
Table 14 lists exclusionary diagnoses and variations
These tables are available under Quick Links on the program website.
So even if a resident has a prescription for an antipsychotic, if they also have an exclusionary diagnosis, they should be excluded from the Metric 4 count.
That’s why it’s essential to check for exclusionary diagnoses first, before reporting a resident under this metric.



Not all correct or
Incorrect

Metric four is a measure of
nonstandard uses of
antipsychotics.

This measure is not defining
standard or nonstandard as
all correct or incorrect.
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This measure is not defining standard or nonstandard as all correct or incorrect. 

In Oregon assisted living and residential care facilities, residents choose their own health care providers like doctors or nurse practitioners. Individual decisions between a patient and their healthcare provider are complex. Assisted living and residential care facilities do not prescribe medications or employ the staff who do. Health care providers measure their patient’s needs and decide what medications should be prescribed to their patients. 

What assisted living and residential care facilities do is monitor and report the effects of medications to the resident’s health care provider. Assisted living and residential care facilities do not change, reduce or increase medications. Rather, the facility has non-licensed, trained staff called medication aides who administer the medications to residents.
 
The goal of collecting metric four data is to identify the use of antipsychotic medications so that an informed policy conversation can be had. There is a perception that there is a high rate of nonstandard use, but is that accurate?  

Data collection on nonstandard uses of antipsychotic medications in assisted living and residential care facilities serves as a critical tool for identifying any potential misuse. We can create targeted interventions and quality improvement initiatives to ensure the safe and effective use of antipsychotics in these settings, ultimately enhancing the overall quality of care for residents.



Metric 4. Step-by-step

1. Count the residents on the Oct.
31, 2025 census.

2. Count the residents who have a
prescription for an antipsychotic
medication (Table 13).

3. Subtract residents with
conditions on the exclusions list
(Table 14).

4. Count the residents with
scheduled antipsychotics for
nonstandard use.

5. Count the residents with PRN
antipsychotics for nonstandard
use.
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Presentation Notes
Now that we’ve covered the background and purpose of Metric 4, let’s walk through how to collect and report the data accurately.
This is a point-in-time measure—everything you report should reflect what was true on October 31, 2025.
Here’s the step-by-step process:
Start with your October 31 census�Count all residents living in the facility on that day. This is the same number you’ll use for October’s Metric 3 resident count.
Check the Medication Administration Records (MAR)�Identify how many residents have a current prescription for an antipsychotic. You’ll find a list of qualifying medications in Table 13 of the Provider Instructions.
Review diagnoses�Look at each resident’s medical chart. If they have a diagnosis listed in Table 14 (for example, schizophrenia or Tourette’s), their antipsychotic use is considered standard and should not be counted in this metric. These are known as exclusionary diagnoses.
Count scheduled antipsychotic use for nonstandard reasons�These are residents who receive antipsychotics daily or regularly and do not have an exclusionary diagnosis.
Count PRN antipsychotic use for nonstandard reasons�Include residents prescribed antipsychotics on an as-needed basis—even if the medication wasn’t administered. If it was prescribed and the resident has no exclusionary diagnosis, it counts.
The goal of this metric isn’t to eliminate antipsychotic use.�Rather, it’s to shine a light on nonstandard use, so facilities can review these cases and explore person-centered alternatives when appropriate.



Metric four quality
checks

To help ensure internal

consistency in your responses,

the following should hold true:

* 4d (total residents with
nonstandard use) should be
less than or equal to 4e
(scheduled nonstandard use)
4f (PRN nonstandard use)

* 4e plus 4f should be at least
equal to 4d but could be as
large as 2 times 4d.
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Presenter Notes
Presentation Notes
The quality check for Metric 4 is designed to help ensure your data is internally consistent. You’ll find this check directly on the Data Worksheet, which I recommend printing and using as a guide when organizing your responses and a way to retain a copy of your data.
Here’s how the data elements fit together:
4a is the total number of residents on your census as of October 31, 2025.
4b is the number of those residents who have a current prescription for an antipsychotic medication.
4c asks: Of those reported in 4b, how many have a diagnosis listed on Table 14—these are the “excluded diagnoses” that make antipsychotic use standard and not counted in this metric.
4d is your key number: subtract 4c from 4b. This gives you the number of residents using antipsychotics for nonstandard reasons—in other words, they’re prescribed an antipsychotic but don’t have an exclusionary diagnosis.
4e is how many of those in 4d have a scheduled antipsychotic prescription.
4f is how many of those in 4d have a PRN (as needed) antipsychotic prescription.
Each of these data points feeds into the quality check shown on the slide. If the math doesn’t add up—or if 4d is greater than 4e or 4f—that’s a red flag to double-check your counts.



tom | Whatto Report | Count

43 Residents on census Oct. 52
31, 2024

4b Residents with an 14
antipsychotic prescription

4c Of those in 4b, number 10
with an "excluded

diagnosis"

4d  4b minus 4c-total 4 Metric #4:
residents with
nonstandard use Exa m ple 1

de Of those in 4d, number 4
with scheduled
nonstandard
antipsychotics

4f Of those in 4d, number 4
with PRN nonstandard
antipsychotics
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Let’s walk through a real-world example of how Metric 4 data looks once it’s been collected.
In this case:
The October 31, 2025 census shows 52 residents living in the facility.
Of those, 14 residents have a current prescription for an antipsychotic medication.
When reviewing diagnoses, 10 of those 14 residents have a condition that appears on the exclusion list—so their antipsychotic use is considered standard and not counted for this metric.
That leaves 4 residents whose antipsychotic prescriptions are considered nonstandard and counted for this metric. These are residents who:
Don’t have an exclusionary diagnosis, and
Are prescribed a antipsychotic

In this example all four residents with prescriptions for nonstandard antipsychotics have scheduled and as needed antipsychotic prescriptions.

Remember: To help ensure accuracy in your responses, the following should hold true:
4d should be less than or equal to 4e; and,
4d should be less than or equal to 4f
4e plus 4f should be at least equal to 4d but could be as large as 2 times 4d.

In this example:
4d is equal to 4e-check
4d is equal to 4f-check
4e plus 4f is 8, two times 4d-check
This passes our quality check and this data is valid and ready to report.



tom | Whatto Report | Count

43 Residents on census Oct. 52
31, 2024

4b Residents with an 10
antipsychotic prescription

4c Of those in 4b, number 10 MetriC #4

with an "excluded

diagnosis" Example 2
4d 4b minus 4c-total 0

residents with
nonstandard use

4e Of those in 4d, number 10
with scheduled

nonstandard _
antipsychotics Can you find the
Af Of those in 4d, number 10 error?

with PRN nonstandard
antipsychotics

2025 ODHS-Safety, Oversight and Quality



Presenter Notes
Presentation Notes
Let’s test your understanding with an example that has an error. Here’s a data set submitted for Metric 4. Something’s not right—can you find the mistake?
Take a moment to look closely at the numbers:
10 residents have an antipsychotic prescription.
10 residents are reported with exclusionary diagnoses.
But also, 10 are reported as having scheduled antipsychotics for nonstandard use, and another 10 are reported as having PRN antipsychotics for nonstandard use.
Think about how these numbers relate to each other. According to the logic we just reviewed, how can someone be counted in both the exclusion list and the nonstandard use fields at the same time?



tom | Whatto Report | Count

43 Residents on census Oct. 52
31, 2024

4b Residents with an 10
antipsychotic prescription

4c Of those in 4b, number 10
with an "excluded
diagnosis"

44 4b minus 4c—total 0
residents with

nonstandard use MetnC #4

4e Of those in 4d, number 10

with scheduled Exa m ple 2

nonstandard
antipsychotics

4f Of those in 4d, number 10
with PRN nonstandard
antipsychotics
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Here’s the issue:�You cannot report residents with nonstandard use if all of them had exclusionary diagnoses.
In this case:
If 10 residents have a prescription for an antipsychotic (that’s 4b)…
And all 10 of those residents have a condition on the exclusions list (that’s 4c),�→ then there should be 0 residents reported for nonstandard use in 4e and 4f—not 10.
This example helps highlight a common reporting error: sometimes facilities mark every box without checking for internal consistency. Always double-check that the math and logic match the definitions we’ve discussed.


Find the mistake:

tom | Whatto Report | Gount

43 Residents on census Oct. 40
31, 2024

4b Residents with an 8
antipsychotic prescription

R e e e L Metric #4:
diagnosis"
4d  4b minus 4c—total 4 Exam ple 3

residents with
nonstandard use

4e Of those in 4d, number 2
with scheduled

nonstandard _
antipsychotics Can you find the
4f Of those in 4d, number 0 error?

with PRN nonstandard
antipsychotics
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Let’s put your observation skills to the test with a real-world example.�This data set was submitted for Metric #4, but something doesn’t add up. Can you find the mistake?�Take a moment to review the numbers:
8 residents have a prescription for an antipsychotic.
4 residents are reported as having a diagnosis from the exclusions list.�Now think about how these numbers should relate. Based on what we’ve covered, what’s off?



Find the mistake:

tom | Whatto Report | Gount

43 Residents on census Oct. 40
31, 2024

4b Residents with an 8
antipsychotic prescription

R e e e L Metric #4:
diagnosis"
4d  4b minus 4c—total 4 Exam ple 3

residents with
nonstandard use

de Of those in 4d, number 2
with scheduled
nonstandard
antipsychotics

4f Of those in 4d, number 0
with PRN nonstandard
antipsychotics

2025 ODHS-Safety, Oversight and Quality



Presenter Notes
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Let’s walk through the issue together.�If 8 residents are prescribed an antipsychotic, and 4 of those have a condition that qualifies them for exclusion, that leaves 4 residents whose use must be reviewed for nonstandard use.�But only 2 residents are reported for scheduled nonstandard use, and none are reported for PRN (as-needed) nonstandard use.
Here’s the key logic:
The number of residents with nonstandard antipsychotic use (scheduled and PRN combined) must equal the number of residents who are not excluded.
In this case, 4 residents need to be accounted for, but only 2 are shown.
So how can this be corrected?
It’s possible that all 4 residents have nonstandard use, split between scheduled and PRN—but that’s not what the data shows.
The facility should revisit the entry and ensure that all 4 residents are accurately reported across the two categories: scheduled and PRN.
Encourage staff to review the logic step-by-step—mistakes like this are common and fixable!



Metric 4: Use
Tables 13 and 14
for accuracy.

Table 13: Lists all antipsychotics
alphabetically, brand names and
generics are included.

Table 14: Exclusionary
diagnoses. If a resident has a
diagnosis on this list, they are
NOT included in the metric four
count.

Prescribers may express
exclusionary diagnoses
differently than the exact wording
on the table. Use professional
judgement.
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Presenter Notes
Presentation Notes
To wrap up our guidance on Metric 4, I want to highlight two tools that can really help you stay accurate and confident in your reporting: Tables 13 and 14.
Table 13 lists all antipsychotic medications, alphabetically. It includes both brand names and generics, so you won’t miss a medication just because it’s written differently in the MAR. If a resident is prescribed a medication on this list, you know it qualifies for review under Metric 4.
Table 14 provides a list of exclusionary diagnoses. If a resident has a diagnosis from this list—such as schizophrenia, major depressive disorder or Tourette’s—they are excluded from the Metric 4 count, even if they are prescribed an antipsychotic. This is because their use is considered clinically standard.
One helpful reminder:
Sometimes, diagnoses don’t appear in the chart with the exact language used in Table 14.
So if a doctor documents “paranoid-type delusional disorder” instead of “schizophrenia,” you may need to use professional judgment and consult with clinical staff or records to confirm whether it aligns with the exclusion list.
Using these two tables correctly is the key to getting Metric 4 right—and to making sure that your data accurately reflects the quality of care being provided in your facility.



Metric 4:
Getting it right!

« Consult the list of antipsychotic
medications (table 13) and the list of
exclusionary diagnoses (table 14 in
the Provider Instructions.)

 |If a resident has an exclusionary
diagnosis, do not count them as
taking a nonstandard antipsychotic.

« The number of residents on the Oct.
31 census should match with the
census reported for Oct. falls.
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Presentation Notes
Let’s close out Metric 4 with a few key tips to make sure you’re getting the data right—and submitting clean, consistent numbers.
First, always consult your two best resources:
Table 13 for the list of antipsychotic medications, and
Table 14 for the list of exclusionary diagnoses.
These tables are your go-to tools for determining whether a resident’s antipsychotic use should be reported as nonstandard. If the resident has a diagnosis that appears on Table 14, you do not count them in the Metric 4 total—even if they are on an antipsychotic. That use is considered standard.
Second, a reminder about consistency across metrics:
The October 31 census you report for Metric 4 should match exactly with the census reported for October falls in Metric 3.
Both metrics rely on the same point-in-time snapshot of your resident population, so those numbers should align perfectly.
The image of the hammer and nail is here for a reason: when it comes to Metric 4, the goal is to nail it—get the numbers right the first time by following the step-by-step guidance and using the tools provided.



Metric 5: Resident survey (all facilities) and a
family survey (memory care facilities only)

Why it matters: Resident and family
feedback informs service improvements.

Measure:

« All facilities: Resident satisfaction with facility care, services,
staff and meals.

 Memory care facilities: Family satisfaction with facility care,
services and staff.

Data to report:
« Count of resident/family responses.
« Participation rates.
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Presentation Notes
Let’s take a closer look at Metric 5: Resident Satisfaction, which applies to all ALF and RCF—and includes a family satisfaction component for memory care communities.
Why it matters:�Tracking resident satisfaction helps us understand the quality of care from the people who matter most—the residents themselves. Research consistently shows a strong link between how satisfied residents are and the overall quality of care and services they receive.
That’s why this metric is so valuable—it allows facilities to reflect on how residents and families experience care, and to use that insight to make improvements where needed.
What tool is used?�Facilities use a standardized survey tool called CoreQ to measure satisfaction.�CoreQ was developed through a national collaboration led by experts like Dr. Nicholas Castle, with support from the American Health Care Association/National Center for Assisted Living (AHCA/NCAL), providers, satisfaction vendors, and importantly—residents.
It includes four core questions and is:
Simple to administer,
Designed for long-term care settings,
And independently validated to reliably capture meaningful feedback.
Using CoreQ ensures that satisfaction is measured consistently and comparably across facilities.
What to report for Metric 5:
The number of residents or family members who responded to the CoreQ survey.
Your facility’s participation rate, which gives us a sense of how representative the results are.
For memory care communities, be sure to include data from both the resident and family CoreQ surveys.



Facilities contract with a CoreQ
customer satisfaction vendor
who will present these CoreQ
questions to residents once a
year:

1. When recommending this facility to
friends and family, how would you
rate it overall?

2. Overall, how would you rate the staff?

3. How would you rate the care you
receive?

4. Overall, how would you rate the
food?

Residents respond using this scale:
Poor = 1, Average = 2, Good = 3,
Very Good = 4, Excellent = 5
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Presenter Notes
Presentation Notes
Now let’s take a look at the CoreQ resident satisfaction survey, which forms the basis for one of our key metrics.
Each facility must contract with a CoreQ-approved customer satisfaction vendor to administer this survey once a year. These vendors are trained and certified to use the CoreQ questions and reporting format, helping ensure the data is consistent and comparable across facilities. You can find CoreQ vendors at http://coreq.org/.
Residents are asked four standard questions:
How likely are they to recommend the facility to friends and family?
How would they rate the staff overall?
How would they rate the care they receive?
And how would they rate the food?
Each question is answered using a 5-point scale, from Poor = 1 to Excellent = 5.

Resident survey answers are reported by a count of responses, not percentages of responses. Reporting percentages will result in data that is reported but not valid.
�The resident satisfaction survey is meant to be anonymous. Please ensure that your process allows residents to complete and return their surveys with the reassurance that their answers are anonymous and confidential. This helps protect resident privacy and supports the integrity of the feedback.


http://coreq.org/
http://coreq.org/

Facilities will
also report:

The number of residents who
received the survey

The number of residents who
returned the survey with at
least one question answered

The number of residents who
completed the survey and
answered all questions

The name of the CoreQ
customer satisfaction vendor
the facility used

The method for survey
administration, such as,: in
writing, by phone, in person,
online.
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Presentation Notes
In addition to the resident responses, each facility also needs to report some important background information about how the CoreQ survey was administered.
Here’s what you’ll need to track and report:
How many residents received the survey,
How many returned it with at least one question answered,
How many completed all four questions,
The name of the CoreQ-approved vendor your facility used,
And the method used to administer the survey—whether it was done in writing, by phone, in person, or online.
Why this matters:
These details help ensure the data is interpreted correctly. For example, knowing whether the survey was done in person versus online can offer helpful context for response rates or trends in satisfaction.
Clarification tip:
Be careful not to confuse received with responded or completed. These are separate counts and help us understand overall response quality and participation rates.
Optional reminder:
Make sure your vendor provides this data back to you in a way that’s easy to extract and report. Most approved vendors are used to working with these requirements.
Engagement note:
If you’ve had challenges with survey response rates in the past, you’re not alone. We’ll offer some best practices later to help improve resident participation.



Memory care facilities contract
with a CoreQ customer
satisfaction vendor who will
present these CoreQ questions
to family once a year:

1.  When recommending this facility to
friends and family, how would you
rate it overall?

2. Overall, how would you rate the
staff?

3. How would you rate the care you
receive?

Residents respond using this scale:

Poor = 1, Average = 2, Good = 3, Very
Good =4, Excellent = 5
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The family survey is a new requirement for memory care facilities only. The family survey is in addition to the resident survey.
Here’s how the family satisfaction survey will work:
Using the facility’s CoreQ vendor, the family survey must be distributed to the primary representative listed on the resident’s contact sheet.
The survey must also include this instruction: “Family members should only respond if they have visited the facility recently enough to provide an informed opinion.“
This helps ensure feedback reflects actual experience and not outdated impressions.


Memory care facilities

will also report:

The number of family
members who received the
survey

The number of family
members who returned the
survey with at least one
question answered

The number of family
members who completed the
survey and answered all
questions

The name of the CoreQ
customer satisfaction vendor
the facility used

The method for survey
administration, such as: in
writing, by phone, in person,
online.
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Reporting Requirements:
Facilities are responsible for submitting the following information:
Number of family members who received the survey�This tells us the total distribution count.
Number of family members who returned the survey�A return counts even if they answered just one question.
Number of surveys completed in full�That’s the total number of respondents who answered all CoreQ questions.
Name of the CoreQ vendor used to administer the survey.
Survey administration method�This refers to how the survey was delivered: by mail, phone, online, or a combination.
Important Note:
Family survey results will be included in the public report, right alongside resident satisfaction results. So it’s essential that the data is both complete and based on valid responses.
To make the family survey successful, prepare families by providing advance notice of the survey and review their contact information ahead of time to support accurate and timely reporting.



Metric 5: Increasing Valid Resident Survey Data

2024 Reporting Common Issues How to Improve
Snapshot Your Results

» 420 facilities * No surveys sentor « Use the QMP Data
submitted valid NO responses Worksheet to track
survey data received surveys and

« 131 facilities Only 1 response responses
submitted invalid submitted « Confirm that surveys
survey data (minimum of 2 sent = surveys

- 24 facilities required) reported

did not report Response count
Metric 5 exceeds number of

- 155 facilities (27%) surveys distributed
excluded from Duplicate records or
analysis mismatched totals
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Presentation Notes
In 2024, over a quarter of all eligible facilities had their Metric 5 data excluded due to reporting errors or missing data. That’s 131 invalid submissions and another 24 that didn’t report at all—155 facilities whose resident voices were missing from the final report.
These issues often stem from simple mistakes: sending surveys but not getting responses back, mismatches between the number distributed and received. It’s especially common in smaller RCFs and memory care settings, where collecting responses is more challenging.
Some of these issues can be resolved by checking your math! If you say you distributed 20 surveys but received 25 responses, that’s going to cause your data to be flagged. The data worksheet can help you do this.
For memory care settings, we’re especially hopeful that the new 2025 Family Survey will help increase valid responses from populations where residents may not be able to self-report.
With better use of tools, clearer guidance, and the added family input, I’m optimistic we’ll see a big increase in valid facility-level data next year.



Metric 6: Administrator tenure

Why it matters: Leadership consistency supports
quality of care, staff morale and resident satisfaction

Data to track (automatically collected from ARS):
« Administrator start and end dates

« Any gaps in service of 30 days or more
 Total continuous tenure (adjusted for breaks)

* Number of unique administrators who served during 2025

No action required! You do not need to submit separate
data for this metric. This metric is calculated using the

Administrative Reference Summary (ARS) records
your facility already submits.
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Presentation Notes
In this section, we’ll explore Metric 6—Administrator Tenure. This metric helps us understand leadership stability at licensed care facilities, which can have a direct impact on care quality and staff morale.
�This metric isn’t just a bureaucratic checkbox. It reflects leadership stability, which has a ripple effect across the entire facility—from staff retention to how safe and satisfied residents feel. It also helps consumers make informed decisions.

This metric looks at two aspects: the length of service of each administrator, and how many individuals held the administrator role during the year. These give a clear picture of how stable—or turbulent—a facility’s leadership has been.

The good news is: You don’t have to report anything new. ODHS collects this information automatically through the Administrator Reference Summary form (the ARS) records you already submit each time a new administrator starts. That said, accurate ARS submissions are critical for this metric to reflect reality.



Metric 6:

Data entry

Only entry
required: name of
administrator of
record on Dec. 31,
2025

Designation must
be on file via form
SDS 0566 (submit
upon hire)

Tenure is
calculated from
Department
records based on
that form



Presenter Notes
Presentation Notes
Metric six is calculated using records the Department already maintains—but there is one key step for providers.
The only data you need to enter for this metric is the name of the administrator of record as of December 31, 2025. This should be the person officially designated and responsible for operations on that date.
This designation must be on file with the Department through form SDS 0566, Administrator Reference Summary, which must be submitted by email or fax when a new administrator is hired. If the form isn’t submitted or approved, we may not be able to match tenure data to your facility correctly—so it’s important that this step is completed and up to date.



Example 1A: Cumulative
tenure

« Jane Doe was hired as
administrator on Jan. 15, 2023.

« Jane took a leave of absence from
June 12, 2024, to July 25, 2024.

« Jane returned to work on July 26,
2024, and served continuously

« through Dec. 31, 2025.

ODHS’ cumulative tenure

calculation based on ARS records:

* First work period: Jan. 15, 2023 —
June 11, 2024 (514 days).

« Second work period: July 26, 2024
— Dec. 31, 2025 (524 days).

« Total days worked: 1,038 days >
Converted to 34.1 months.
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This example walks through how ODHS calculates cumulative tenure for administrators using ARS records.
We start with Jane Doe, who was hired as administrator on January 15, 2023.
She served continuously until taking a leave of absence from June 12 to July 25, 2024.
After that, Jane returned to work on July 26, 2024, and stayed through the end of the reporting period, December 31, 2025.
So how does ODHS calculate cumulative tenure?
We break it into two distinct work periods:
The first is from January 15, 2023, to June 11, 2024—right before the leave starts—which totals 514 days.
The second starts on the day she returns, July 26, 2024, and runs through December 31, 2025—524 days.
Together, that’s 1,038 days of active service. We then convert that into months—so 1,038 days divided by 30.4 (the average days per month) gives us 34.1 months of cumulative tenure.
This calculation ensures that short-term leaves don’t penalize administrators unfairly, while still focusing on actual time served.



Example 1B: Uninterrupted
tenure

« Jane Doe was hired as
administrator on Jan. 15, 2023.

« Jane took a leave of absence from
June 12, 2024, to July 25, 2024.

« Jane returned to work on July 26,
2024, and served continuously
through Dec. 31, 2025.

ODHS’ uninterrupted tenure

calculation:

« Continuous work since July 26,
2024 > 17.5 months uninterrupted.
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Presentation Notes
This slide builds on the previous example, but here we're focusing specifically on uninterrupted tenure.
Jane Doe was hired on January 15, 2023, and like before, she took a leave of absence from June 12 to July 25, 2024.
She returned on July 26, 2024, and continued working through December 31, 2025.
For uninterrupted tenure, ODHS looks only at the most recent stretch of time where the administrator worked continuously without any breaks.
In this case, that period begins on July 26, 2024, the day Jane came back from her leave.
From that point through the end of 2025 is 17.5 months of uninterrupted service.
So even though her cumulative tenure is over 34 months, her uninterrupted tenure is only 17.5 months.
This distinction is important for any metrics or benchmarks that focus specifically on recent, continuous service—like assessing leadership stability.



Example 2: Unique
administrators of
record

At Facility XYZ, three different
administrators served in 2025:

1. John Smith — January 1 to
March 15

2. Jane Doe — March 16 to
September 30

3. Alex Johnson — October 1 to
December 31

The facility reports three unique
administrators for the year.
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Presentation Notes
This example helps illustrate how ODHS identifies and counts unique administrators of record during a reporting year.
Let’s look at Facility XYZ in 2025:
First, John Smith served from January 1 to March 15.
Then Jane Doe took over, serving from March 16 to September 30.
Finally, Alex Johnson stepped in from October 1 through December 31.
Even though each of these individuals served for multiple months—and none overlapped—we still count each one as a unique administrator of record for the facility.
So the total for Facility XYZ in 2025 is three unique administrators.
This measure helps us understand turnover patterns and leadership stability. Facilities with a higher number of administrators in a single year may face challenges with continuity and operations, while lower turnover often correlates with stronger quality outcomes.
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Presenter Notes
Presentation Notes
The data for the 2025 Quality Measurement Program will be reported online using a secure link. This link will be published in a Provider Alert in December 2025, so please keep an eye out for that announcement. If you’re not already subscribed to receive Provider Alerts, now would be a great time to sign up. That alert will include the official reporting link and any final reminders you’ll need.

To make the data entry process smoother, we strongly recommend that you use the 2025 QMP Data Worksheet ahead of time. This worksheet mirrors the reporting form and helps you collect and organize your information in advance, so that when the reporting link goes live, you're ready to go and can enter the data in one sitting.

One important note: Once you enter your data into the online form, you will not be able to retrieve it later. That means it’s essential to keep a secure, accessible copy of all submitted data for your records. The Data Worksheet is an easy way to retain your data.



Reporting deadlines
and compliance

« Data submission deadline: Jan. 31,
2026.

* Please report early.

* Providers may request confirmation
data has been received by email.

* Non-compliance may result in
penalties.

2025 ODHS-Safety, Oversight and Quality



Presenter Notes
Presentation Notes
Reporting Timeline and Support

Although the official deadline to submit data is January 31, 2026, we encourage providers to report as early in January as possible. Submitting early allows time to confirm that your data has been received and is accurate.

Providers who submit early may email QualityMetrics.Acuity@odhsoha.oregon.gov to request confirmation of receipt and accuracy. Early submission gives your facility the opportunity to correct any errors and ensure your quality data is represented correctly.

Please note:�Facilities that do not submit data by the deadline will be listed in the annual report to the legislature and may be subject to penalties.

Use the reporting link that will be published in a December 2025 Provider Alert to submit your data.



Resources and
support

Visit the QMP website for training
materials:

« QMP Provider Instructional Guide

 Data Collection Instructions and
Screenshots

« 2025 QMP Data Worksheet

* Provider Training Handout
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Resources are available to assist with reporting on the Quality Measurement Program website (https://www.oregon.gov/odhs/licensing/community-based-care/pages/quality-metrics.aspx)
Provider Instructions for Data Collection 2025
Data Collection Link Instructions and Screenshots
2025 QMP Data Worksheet
Provider Training Handout (these Power Point slides and full presenter notes)
The staff training tracker, an optional tool to track staff training compliance for metric 2



What to Remember About
2025 QMP Reporting

- Use the QMP Data Worksheet before entering data

« Track staff, training, falls, medications, surveys,
and administrator tenure

 Check your math—logic errors = Reported N
» Submit data by January 31, 2026 |
« Contact us if you're unsure or need confirmation

—| Keep a copy of your submitted”
data for your records |
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Presenter Notes
Presentation Notes
This last slide is designed to help you walk away with a clear list of reporting essentials. Remember to:
Use the QMP Data Worksheet before entering data 
Track staff, training, falls, medications, surveys, and administrator tenure 
Check your math. Remember, logic errors result in data that’s  reported but not valid 
Submit data by January 31, 2026 
Contact us if you're unsure or need confirmation 
Keep a copy of your submitted data for your records 


Thank you!

David Berger, Program Coordinator
503-983-4372
David.R.Berger@odhs.oregon.gov

QualityMetrics.Acuity@odhsoha.
Oregon.gov

Program website link:
https://www.oregon.gov/odhs/licensin
g/community-based-
care/pages/quality-metrics.aspx
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Presenter Notes
Presentation Notes
Thank you all for being part of today’s training on the 2025 Quality Measurement Program. Your participation and attention to detail in this process are essential—not just for compliance, but for improving the quality of care residents receive every day.
If you have questions after this session, or if anything comes up while you're preparing or submitting your data, please don’t hesitate to reach out. I’ve included both my direct contact information and the Quality Metrics inbox for any general questions.
We’re here to support you and your teams. Whether it’s technical assistance, clarification on a metric, or help navigating the reporting system—we want this to be a process that supports your work, not a burden.
Thanks again, and thank you for the care and dedication you bring to Oregon’s long-term care communities.
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