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ABSTRACT 

Administrative steps such as referral intake, order authentication, medication reconciliation, and structured handoff 

shape continuity of care when patients enter Medicare-certified home health, yet the indicators used to track these 

steps are seldom tested before they are used to judge agencies. This paper proposes a quality assurance framework 

that specifies the evidence an administrative reliability indicator must carry before routine use. Grounded in 

Donabedian's structure-process-outcome model, argument-based validity theory, and generalizability theory, the 

framework defines three indicator classes (structural, process-reliability, and criterion) and a cross-cutting equity-

differential layer, and gives ten indicators operational definitions with numerators, denominators, time windows, data 

sources, and coding rules. It sets explicit decision rules: content validity indices, use-tiered interrater agreement 

thresholds supplemented by prevalence-robust coefficients, agency-level signal-to-noise reliability, and quantified 

tests of differential reliability across rurality, language, race and ethnicity, dual eligibility, and disability entitlement. 

Eight testable propositions, a separately stated guiding principle, and a four-stage validation pathway govern 

certification, with distinct labels for indicators whose reliability rests on documentation alone and those verified 

against operational records. The framework is compared with existing measure-evaluation standards; its distinct 

contributions are equity-stratified reliability as a certification gate and the documentation-operational distinction. No 

indicator has yet been validated empirically; the paper supplies the architecture, decision thresholds, and sample-size 

guidance for doing so. 
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1. INTRODUCTION 

When a patient moves from hospital or post-acute care into home health, continuity depends on a 

chain of administrative steps: a referral that carries the information the agency needs, eligibility 

and certification documentation, timely authentication of orders, reconciliation of the medication 

regimen, a handoff that transfers substantive clinical content, and a first visit and escalation 

pathway that work when needed. Each step is a documented failure point in care transitions 

research (Coleman et al., 2006; Kripalani et al., 2007; Naylor et al., 2011). Agencies and multi-

agency collaboratives increasingly build their own indicators for these steps, for example within 

the quality assessment and performance improvement (QAPI) program required under 42 CFR 

484.65, and use them to audit staff, target improvement resources, and compare sites (Centers for 

Medicare & Medicaid Services [CMS], 2026c). 

Such indicators are usually computed from chart review, and chart review introduces error from 

abstractors, from audit periods, and from differences in documentation practice between agencies 

(Allison et al., 2000; Vassar & Holzmann, 2013). Mature standards already exist for evaluating 

measures: the National Quality Forum (NQF) criteria and the guidebook of the current consensus-

based entity (Battelle, 2024; National Quality Forum, 2021), the CMS Measures Management 

System Blueprint (CMS, 2026a), the COSMIN taxonomy (Mokkink et al., 2010), the Standards 

for Educational and Psychological Testing (American Educational Research Association et al., 

2014), and argument-based validation (Kane, 2013). Publicly reported Home Health Quality 

Reporting Program measures pass through these processes and are accompanied by published 

specifications and risk-adjustment documentation (CMS, 2026e). Locally built administrative 

process indicators typically do not, and the standards themselves were written for nationally 

specified measures or patient-reported instruments rather than for chart-abstracted indicators in a 

setting where payment rules strongly shape what is documented. 

This paper proposes a quality assurance framework for that gap. It asks four questions: what 

validity evidence is relevant to an administrative reliability indicator; what reliability evidence 

chart-abstracted indicators require, at the chart and at the agency level; how criterion validity 

should be tested when the outcomes involved are themselves imperfectly measured; and what 

staged pathway allows a research team or collaborative to certify an indicator for a stated use. The 

literature base covers publications to June 2026. The paper reports no empirical validation; its 

contribution is a measurement specification with explicit decision rules, offered for future 

empirical testing. Measurement validity, causal effectiveness, and regulatory endorsement are 

treated as three different claims, and the framework addresses only the first. The authors' related 

manuscripts address governance and intervention design for the same administrative processes 

(Ogundipe & Ominde, 2024, 2025); every element of that work on which the present argument 

relies is restated here, so the framework can be read and applied independently. 

2 THEORETICAL GROUNDING 

2.1 Administrative reliability as a process construct 

Administrative reliability is defined here as the consistency with which the administrative steps 

required in a care transition are completed correctly, on time, and with substantive content. In 

Donabedian's terms these are process attributes: they describe what was done rather than what 

resulted. Donabedian (1988, p. 1745) grounds the structure-process-outcome approach in the 

premise that good structure increases the likelihood of good process, and good process increases 
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the likelihood of good outcomes. The framework takes that premise as a hypothesis to be tested 

for each indicator rather than as a property every process measure inherits. Haggerty et al. (2003) 

distinguish informational, management, and relational continuity; the administrative steps 

addressed here serve the first two, which fixes the construct each indicator must represent. An 

indicator of handoff quality, for instance, must capture whether clinically relevant information 

moved between providers, not merely whether a handoff form exists in the record. 

2.2 Validity as an argument about interpretation and use 

Cronbach and Meehl (1955) established that construct validity rests on a network of predicted 

relationships rather than a single correlation, and Messick (1995) added that the consequences of 

using a measure for decisions are part of its validity. Kane (2013) organizes this evidence as an 

interpretation and use argument: the user first states what a score is taken to mean and what 

decision it will support, and the evidence required then scales with the stakes of that decision. The 

Standards for Educational and Psychological Testing adopt the same position and treat fairness 

across subgroups as part of validity (American Educational Research Association et al., 2014). 

The framework applies this logic directly. An indicator used for internal monitoring within one 

agency makes a narrower claim than the same indicator used to rank agencies or to inform 

payment, so the reliability thresholds in Section 6 are tiered by intended use. This also explains 

why equity testing belongs inside validation: an indicator whose error differs across patient groups 

supports different inferences for those groups. 

2.3 Reliability as generalizability across raters, occasions, and sites 

A chart-abstracted indicator carries error from at least three facets: the abstractor, the audit 

occasion, and the agency whose documentation conventions are being read. Generalizability 

theory partitions observed variance among such facets and estimates how dependable a score is 

for a given design (Brennan, 2001); the intraclass correlation forms described by Shrout and Fleiss 

(1979) are special cases of that approach. Two consequences follow. First, agreement between two 

abstractors on the same charts is necessary but not sufficient, because it leaves occasion and agency 

facets unexamined. Second, when indicators are used to compare agencies, the relevant quantity 

is agency-level reliability, the share of variance in agency scores attributable to true differences 

between agencies rather than sampling and abstraction noise (Adams, 2009). The chart review 

literature adds a further distinction: abstraction error, where reviewers read the same record 

differently, is separate from recording error, where the record itself misstates what happened 

(Allison et al., 2000). Section 6.7 builds on that distinction. 

2.4 Scope of the framework 

The framework validates administrative process indicators that an agency or research team can 

construct from records kept under the Medicare Conditions of Participation at 42 CFR Part 484, 

from the Outcome and Assessment Information Set (OASIS), and from QAPI documentation 

(CMS, 2023, 2026c, 2026d). It does not address clinical quality measures, patient-reported 

outcome measures, or financial measures, each of which has its own validation literature. A 

validated indicator under this framework is not thereby an endorsed or CMS-adopted measure. 

Where Stages 3 and 4 require claims data or linked utilization data, the requirement is stated 

explicitly rather than assumed to be available. Every validation claim is time-stamped and setting-

stamped: it applies to the population, period, and data definitions under which it was established, 

and Section 6.8 specifies when it must be refreshed (Kane, 2013). 
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3 POSITIONING AGAINST EXISTING MEASURE-EVALUATION STANDARDS 

3.1 What existing standards already provide 

Most components of this framework are established practice, and Table 1 sets the framework 

beside the five standards most relevant to it. The NQF criteria, now maintained through the 

consensus-based entity's Endorsement and Maintenance Guidebook, require evidence of 

importance, reliability and validity testing at the data-element or score level, feasibility, and 

usability, with periodic maintenance review (Battelle, 2024; National Quality Forum, 2021). The 

CMS Blueprint governs the measure lifecycle from conceptualization through testing, 

implementation, and ongoing evaluation (CMS, 2026a). COSMIN supplies a taxonomy of 

measurement properties, including reliability, measurement error, criterion validity, cross-cultural 

validity, and responsiveness, developed for health measurement instruments (Mokkink et al., 

2010). The Standards (American Educational Research Association et al., 2014) and Kane's (2013) 

argument-based approach supply the general logic of validity as evidence for a stated interpretation 

and use. 

Table 1: Comparison of the proposed framework with existing measure-evaluation standards 

Standard Primary object Reliability 

evidence 

Validity 

evidence 

Subgroup or 

equity 

requirement 

Re-

evaluation 

NQF criteria; 

CBE 

Endorsement 

and 

Maintenance 

Guidebook 

Nationally 

specified 

performance 

measures 

submitted for 

endorsement 

Data-element 

or score-level 

testing 

Data-element 

or score-level 

testing; 

systematic 

face validity in 

some cases 

Disparities and 

social risk 

adjustment 

considered; 

stratified 

reliability not 

required before 

endorsement 

Scheduled 

maintenance 

review 

CMS MMS 

Blueprint 

Measures 

developed for 

CMS 

programs 

Testing during 

development 

Testing during 

development 

and evaluation 

Equity 

considered 

during 

development 

Annual 

updates and 

comprehensi

ve 

reevaluation 

COSMIN 

taxonomy 

Health 

measurement 

instruments, 

mainly 

patient-

reported 

Reliability and 

measurement 

error as 

separate 

properties 

Content, 

structural, 

hypotheses-

testing, 

criterion 

validity; 

responsiveness 

Cross-cultural 

validity and 

invariance for 

multi-item 

instruments 

Not specified 

at instrument 

level 

AERA, APA, 

NCME 

Standards 

(2014) 

Educational 

and 

psychological 

tests 

Reliability or 

precision and 

errors of 

measurement 

Five sources of 

validity 

evidence 

Fairness 

chapter; 

subgroup 

analysis 

When use or 

population 

changes 
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Standard Primary object Reliability 

evidence 

Validity 

evidence 

Subgroup or 

equity 

requirement 

Re-

evaluation 

Kane (2013) 

argument-

based 

validation 

Any score 

interpretation 

and use 

Generalization 

inference 

Extrapolation 

and 

implication 

inferences 

Through 

evaluation of 

consequences 

When the 

stated use 

changes 

Present 

framework 

Chart-

abstracted 

administrative 

process 

indicators in 

home health 

transitions 

Interrater 

(kappa with 

PABAK and 

AC1; ICC); 

agency-level; 

documentation 

versus 

operational 

Content 

(CVI); 

criterion with 

multilevel 

adjustment; 

convergent 

with HHVBP; 

responsiveness 

Differential 

reliability and 

effect 

modification 

across five strata 

required before 

certification 

Triggered by 

OASIS or 

Conditions 

of 

Participation 

definition 

changes and 

periodic 

review 

 

3.2 What the present framework adds 

Against this background, the framework claims four specific additions rather than a new theory of 

measurement. First, it makes equity-stratified reliability a precondition for certification. Existing 

criteria ask whether disparities should be examined or social risk adjusted, but they do not require 

that an indicator demonstrate adequate reliability within each relevant patient stratum before use 

(Battelle, 2024; National Quality Forum, 2021). Second, it separates documentation reliability 

from operational reliability and attaches different permitted uses to each, a distinction the chart 

review literature recognizes but measure-evaluation standards do not operationalize (Allison et al., 

2000). Third, it sets class-specific gates for chart-abstracted indicators whose prevalence is driven 

toward ceiling by payment rules, where kappa alone is known to mislead (Feinstein & Cicchetti, 

1990). Fourth, it ties re-validation to changes in source definitions, such as OASIS revisions, at 

the level of an agency or collaborative rather than a national steward. The Blueprint's lifecycle 

maintenance performs a comparable function for national measures (CMS, 2026a); the framework 

brings that discipline to indicators that no national steward maintains. 

4 LITERATURE BASIS FOR THE FRAMEWORK 

4.1 Identification and appraisal of sources 

Sources were identified through targeted searches of MEDLINE (via PubMed), CINAHL, Scopus, 

and the Cochrane Library for records published from January 1970 to June 2026, supplemented 

by backward citation tracking and by CMS regulatory and measure-specification documents. 

Search strings combined setting terms (home health, home care, transitional care, care transition), 

process terms (referral, medication reconciliation, handoff, verbal order, face-to-face, discharge 

communication), and measurement terms (reliability, agreement, kappa, validity, OASIS, chart 

review, quality indicator). Sources were included when they reported empirical data on an 

administrative transition process, its measurement, or its association with outcomes, or when they 

set out measurement methods applicable to chart-abstracted indicators. Each source was coded for 

the measurement claim it could inform (construct, criterion, reliability, or equity) and for design. 
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Conference abstracts, commentaries, and protocols were not given evidential weight, and a 

protocol, its completed review, and derivative summaries were counted as one body of evidence 

(Redmond et al., 2018). The review is a structured narrative synthesis, not a systematic review, 

and Section 9.5 records that limitation (Vassar & Holzmann, 2013). 

4.2 Evidence bearing on construct definition 

The construct is well specified at the level of mechanism. Haggerty et al. (2003) define the 

continuity types that administrative steps serve, and the Institute of Medicine (2001) argues that 

outcome reporting without process measurement conceals the mechanism a health system is 

accountable for. Kripalani et al. (2007) document deficits in information transfer at discharge, 

including absent or delayed discharge summaries, which define the content an intake and handoff 

indicator must capture. Coleman et al. (2006), Jack et al. (2009), and Naylor et al. (2004) tested 

interventions built around medication self-management, structured discharge information, and 

timely follow-up, and in doing so identified the specific process elements that the indicators in 

Section 5 operationalize. This literature supports content validity: it shows what each indicator 

should represent. It does not show that any particular operational definition captures that content 

consistently, which is a reliability question. 

4.3 Evidence bearing on criterion relationships 

Studies linking transition processes to readmission supply indirect criterion evidence. Pesko et al. 

(2018) associate nurse-physician communication in home health with readmission, and a 

congestive heart failure literature spanning several decades links the adequacy and timing of home 

care to readmission (Anderson et al., 2005; Li et al., 2004; Martens, 2000; Proctor et al., 2000). 

Navarro et al. (2012) show that routinely collected data can identify readmission risk among 

Medicare home health patients, and Kellogg et al. (1991) report readmission control through 

community-based follow-up. Lodge et al. (2024), studying children with tracheostomies, and 

Treece et al. (2018), reviewing hospice, examined populations whose care processes differ from 

those of adult Medicare home health patients; associations observed in adult cohorts therefore 

cannot be assumed to hold for them, and the framework requires criterion testing within the 

population of intended use. Readmission is also shaped by factors outside agency control, 

including discharge planning models (Damiani et al., 2009), hospital safety climate (Hansen et al., 

2011), and county-level context (Nuckols, 2015). These studies differ in design and report 

associations of varying size, so no pooled effect is used here. They justify expecting modest 

associations and testing them with case-mix adjustment. 

4.4 Evidence bearing on reliability 

Direct reliability evidence for administrative transition indicators is scarce, but adjacent 

measurement literature is substantial. Madigan and Fortinsky (2004) examined interrater reliability 

of OASIS items under field conditions and found that agreement varied considerably across items, 

and Kinatukara et al. (2005) compared several methodological approaches to assessing OASIS 

reliability and validity, showing that conclusions depend on design choices. The chart abstraction 

literature specifies the conditions for reliable abstraction: explicit operational definitions, 

abstractor training, blinding, and ongoing reliability monitoring (Allison et al., 2000; Vassar & 

Holzmann, 2013). The medication reconciliation literature illustrates the gap. Redmond et al. 

(2018) pooled reductions in medication discrepancies across trials but rated the evidence as very 

low certainty, and consistent pooled effects say nothing about whether two reviewers classify the 

same discrepancy the same way. Studies documenting reconciliation gaps (Bartzak, 2022; Becerra, 

2019; Heffner et al., 2020; Martin, 2012; Tamiru et al., 2018) apply broadly similar discrepancy 



 Journal of Holistic Health and Wellness, Volume 1, Issue 5, pp. 1-26, May 2026. 

 

Moriyanu Ogundipe & Schilder Ominde                                                                                                                 7 | P a g e  

 

classifications without reporting interrater statistics. The framework therefore requires reliability 

to be measured directly. 

4.5 Evidence bearing on equity 

Disparities in home health access and outcomes are documented. Fashaw-Walters et al. (2022) 

found that Black and Hispanic patients were less likely than White patients to receive care from 

high-quality agencies, and Narayan and Scafide (2017) synthesized racial and ethnic outcome 

disparities across home health studies. Squires et al. (2022) examined patient language preference 

as a factor in 30-day readmission risk from home health care, and Distelhorst and Hansen (2022) 

linked neighborhood context to heart failure readmission among older adults receiving transitional 

care. These findings bear on measurement as well as on care. If documentation is less complete or 

harder to interpret for patients who need an interpreter, or for agencies serving rural areas, an 

indicator can be less reliable in exactly the groups where disparities are greatest. OASIS-E 

introduced standardized items for ethnicity (A1005), race (A1010), and preferred language and 

interpreter need (A1110), which make stratification feasible from routine data (CMS, 2023). 

Section 6.5 sets the strata and decision rules accordingly. 

4.6 Clinical heterogeneity and summary of the evidence 

Home health caseloads are clinically heterogeneous, spanning psychiatric care (Gerace, 1990; 

Thobaben, 2012), HIV management (Clark, 1991), and older adults moving into home care after 

hospitalization or nursing home stays (Boling & Parsons, 2007; Heeke et al., 2014; Magilvy & 

Lakomy, 1992). Umbrella and program-level evaluations of transitional care report variable effects 

across populations (Hung & Leidig, 2015; Joo & Liu, 2023). For measurement, this heterogeneity 

implies that reliability and criterion properties may differ by caseload, so pooled estimates should 

be accompanied by stratified ones. Taken together, the literature supports construct definition and 

plausible, modest criterion relationships; it documents disparities that make equity testing 

necessary; and it supplies tested methods for assessing OASIS and chart-abstraction reliability. 

What it does not supply is reliability, agency-level, or equity-stratified evidence for the specific 

administrative indicators defined below. The gap is therefore narrower than an absence of 

measurement literature, but it is real. 

5 THE FRAMEWORK: FAILURE MODES, INDICATOR CLASSES, AND 

OPERATIONAL DEFINITIONS 

5.1 Six administrative failure modes 

The indicators are organized around six administrative failure modes, summarized in Table 2 with 

the regulatory anchor for each and the indicators that target it. Each failure mode has a core 

element, the administrative step and its timing or content standard, which the indicator measures, 

and adaptable elements, such as which staff role performs the step or which software records it, 

which vary legitimately between agencies. The distinction matters for responsiveness testing 

(Proposition 7): an indicator should change when its core element changes, regardless of how the 

adaptable elements are configured. Regulatory anchors are drawn from the Conditions of 

Participation and the certification rules for Medicare home health (CMS, 2026c, 2026b). Two 

structural indicators support all six failure modes by describing agency capacity rather than a single 

transition step, consistent with the structural layer of Donabedian's (1988) model. 
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Table 2: Administrative failure modes, regulatory anchors, and targeting indicators 

Failure mode Core element measured Regulatory anchor Indicator(s) 

F1. Incomplete 

referral at intake 

Required referral 

elements present when 

the referral is accepted 

Agency intake policy; 

42 CFR 484.60 (care 

planning and 

coordination) 

I3 Referral 

completeness 

F2. Unsupported 

eligibility and 

certification 

Homebound status, 

certification elements, 

and face-to-face 

encounter documented 

42 CFR 424.22 

(certification; face-to-

face encounter) 

I4 Eligibility and 

homebound 

documentation; I6 

Face-to-face 

encounter 

documentation 

F3. Delayed 

authentication of 

orders 

Verbal orders 

authenticated and dated 

within the agency's 

policy window 

42 CFR 484.60(b)(4) I5 Verbal-order 

authentication 

timeliness 

F4. Unreconciled 

medication 

regimen 

Discrepancies 

identified and resolved 

with the practitioner 

42 CFR 484.55(c) (drug 

regimen review); 

OASIS M2001 to 

M2005 

I7 Medication 

reconciliation 

accuracy 

F5. Nominal 

handoff 

Handoff contains 

situation, background, 

assessment, and 

recommendation 

content 

42 CFR 484.60 

(coordination); 42 CFR 

484.110(a)(6) (transfer 

and discharge 

summaries) 

I8 SBAR handoff 

substantive 

completion 

F6. Delayed first 

contact or 

unanswered 

escalation 

Initial visit within 48 

hours; after-hours calls 

answered and acted on 

42 CFR 484.55(a)(1); 

agency on-call policy 

I9 Initial visit within 

48 hours; I10 After-

hours escalation 

response 

Capacity (all 

modes) 

Agency-level systems 

that support the steps 

above 

42 CFR 484.65 (QAPI) I1 QAPI program 

maturity; I2 

Electronic referral 

capability 

 

5.2 Indicator classes and the equity-differential layer 

Table 3 defines three indicator classes, each with a primary validity requirement, and an equity-

differential layer that is an analysis applied to every indicator rather than an indicator in its own 

right. Structural indicators describe agency capacity and require content validity plus agreement 

between independent verifiers. Process-reliability indicators describe whether a step occurred as 

defined and require interrater and agency-level reliability. Criterion indicators are process 

indicators for which a link to a downstream outcome is claimed; they require the same reliability 
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evidence plus criterion validity and responsiveness. The classes follow Donabedian's (1988) 

sequence. Ten indicators result: two structural, four process-reliability, and four criterion. The 

convergent comparison with the Home Health Value-Based Purchasing (HHVBP) Total 

Performance Score is a validation analysis (Proposition 4), not an indicator, and is therefore listed 

in Section 7 rather than in Table 3 (CMS, 2021). Every process-reliability and criterion indicator 

carries an interrater reliability requirement, including those computed from timestamps, because 

timestamp extraction also involves abstractor judgment about which record entry counts (Allison 

et al., 2000). 

Table 3: Indicator classes, primary validity requirements, and Donabedian mapping 

Class or layer Indicators Primary validity 

requirement 

Additional 

requirement 

Donabedian 

category 

Structural I1, I2 Content validity (I-

CVI, S-CVI/Ave) 

Inter-verifier 

agreement on the 

capacity checklist 

Structure 

Process-

reliability 

I3, I4, I5, I6 Interrater reliability Agency-level 

reliability when 

agencies are compared 

Process 

Criterion I7, I8, I9, 

I10 

Criterion validity 

against an 

independently 

ascertained outcome 

Interrater and agency-

level reliability; 

responsiveness 

Process linked 

to outcome 

Equity-

differential 

layer 

Applied to 

I1 to I10 

Differential reliability 

and effect 

modification across 

strata 

Prespecified margins 

(Section 6.5) 

Cross-cutting 

 

5.3 Operational definitions 

Construct validity cannot be assessed for an indicator that is named but not defined. Table 4 gives 

each indicator's numerator, denominator, unit of analysis, and time window, and Table 5 gives its 

data source, coding rule, and the minimum validation evidence required. OASIS item identifiers 

follow the OASIS-E and OASIS-E1 guidance manuals (CMS, 2023, 2024), and regulatory 

references follow the current Code of Federal Regulations (CMS, 2026c, 2026b). Referral 

completeness (I3) is not constructed from OASIS; it uses the agency's intake record. The coding 

rule for SBAR handoff substantive completion (I8) operationalizes the distinction between a 

handoff that exists and one that transfers content: each of the four SBAR components is scored 

present only if it contains patient-specific information, and a component that restates a template 

heading or a diagnosis label alone is scored absent. Face-to-face documentation (I6) is restricted 

to traditional Medicare fee-for-service episodes, because the certification rule at 42 CFR 424.22 

defines the requirement for those episodes; Medicare Advantage organizations apply their own 

authorization processes, so the same documentation standard cannot be assumed to apply. 

Agencies adopting the framework should record the version of each definition used, as Section 6.8 

requires (Vassar & Holzmann, 2013). 
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Table 4: Operational definitions of the ten indicators 

Indicator Numerator Denominator Unit; time 

window 

I1 QAPI program 

maturity 

Sum of rubric levels achieved 

across eight QAPI domains (0 

to 3 each) 

Not applicable 

(scored rubric, range 

0 to 24) 

Agency; 

annual 

I2 Electronic referral 

capability 

Checklist capabilities verified 

present (of six) 

Six specified 

capabilities 

Agency; 

annual 

I3 Referral 

completeness 

Accepted referrals with all 

eight required elements 

present at acceptance 

Referrals accepted in 

period 

Referral; 

monthly 

I4 Eligibility and 

homebound 

documentation 

Episodes with homebound 

criteria and certification 

elements documented before 

the first claim 

Episodes started in 

period 

Episode; 

monthly 

I5 Verbal-order 

authentication 

timeliness 

Verbal orders authenticated 

and dated within the agency 

policy window 

Verbal orders 

received in period 

Order; 

monthly 

I6 Face-to-face 

encounter 

documentation 

FFS episodes with a qualifying 

encounter documented within 

90 days before or 30 days after 

start of care 

Traditional Medicare 

FFS episodes started 

in period 

Episode; 

monthly 

I7 Medication 

reconciliation 

accuracy 

Episodes in which all 

reference-standard 

discrepancies were identified 

and resolved with the 

practitioner 

Episodes with a drug 

regimen review in 

period 

Episode; 

monthly 

I8 SBAR handoff 

substantive 

completion 

Handoffs with all four SBAR 

components scored 

substantive 

Handoffs at start of 

care, transfer, and 

discharge in period 

Handoff; 

monthly 

I9 Initial visit within 

48 hours 

Episodes with initial visit 

within 48 hours of referral, 

return home, or ordered start 

date 

Episodes started in 

period 

Episode; 

monthly 

I10 After-hours 

escalation response 

After-hours calls answered by 

clinician and acted on within 

30 minutes 

After-hours patient 

calls in period 

Call; 

monthly 
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Table 5: Data sources, coding rules, and minimum validation evidence 

Indica

tor 

Data source Coding rule Minimum evidence for 

certification 

I1 QAPI plan, minutes, and 

project records (42 CFR 

484.65) 

Rubric anchors define each 

level; level credited only with 

documentary evidence 

I-CVI and S-CVI/Ave; 

inter-verifier ICC; 

internal structure 

examined only if used as 

a multi-item scale 

I2 System configuration 

and audit logs 

Capability credited only when 

demonstrated in a live record 

I-CVI; inter-verifier 

kappa per checklist item 

I3 Intake record and 

referral packet (not 

OASIS) 

Eight elements: demographics, 

payer verification, referring 

practitioner, diagnoses, 

medication list, recent 

discharge summary, service 

orders, certifying practitioner 

Kappa with PABAK and 

AC1; agency-level 

reliability if compared 

 

 

  
I4 Certification and plan of 

care; visit notes (42 CFR 

424.22) 

Homebound criteria met only 

if both criteria are supported 

by documented findings 

Kappa with PABAK and 

AC1 

I5 Order log and e-

signature audit trail (42 

CFR 484.60(b)(4)) 

Authentication date taken from 

signature record, not order 

entry date 

Kappa with PABAK and 

AC1; operational 

verification against audit 

trail 

I6 Certification documents; 

encounter note (42 CFR 

424.22(a)(1)(v)) 

Encounter qualifies if 

performed by a permitted 

practitioner, in person or by 

permitted telehealth, related to 

primary reason for care 

Kappa with PABAK and 

AC1 

I7 Drug regimen review; 

OASIS M2001, M2003, 

M2005, N0415; 

reference medication list 

Reference standard set by a 

pharmacist reviewer blind to 

agency coding 

Kappa with PABAK and 

AC1; criterion against 

independently 

ascertained medication-

related ED visit or 

hospitalization 

I8 Transfer, discharge, and 

start-of-care 

communication notes 

Component substantive only if 

patient-specific; template text 

scored absent 

Kappa with PABAK and 

AC1; criterion against 

plan-of-care initiation 

delay 
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Indica

tor 

Data source Coding rule Minimum evidence for 

certification 

I9 OASIS M0030, M0102, 

M0104; visit timestamps 

Clock starts at referral, return 

home, or ordered start date, 

whichever applies 

ICC(2,1) or kappa on the 

binary rule; test-retest; 

criterion against 30-day 

unplanned 

hospitalization 

I10 Telephony and on-call 

logs 

Response time from call log, 

action from clinical note 

ICC(2,1); operational 

verification against 

telephony record; 

criterion against ED use 

within 72 hours 

 

5.4 Why a single validity coefficient is not sufficient 

Reporting one association between an indicator and an outcome, and calling the indicator 

validated, conflates evidence that should be kept separate (Cronbach & Meehl, 1955). An indicator 

needs, at minimum, evidence of reliability, evidence of responsiveness to a known change, and, 

where a criterion claim is made, a case-mix-adjusted association that holds across the equity strata. 

Reliability also changes what an association means. Spearman's (1904) correction for attenuation 

estimates the association between true scores from the observed association and the reliabilities of 

the two measures, as shown in Equation 1. 

 𝑟𝑇𝑥𝑇𝑦 =
𝑟𝑥𝑦

√𝑟𝑥𝑥𝑟𝑦𝑦
 (1) 

where rxy is the observed association, rxx and ryy are the reliabilities of the indicator and the 

criterion, and rTxTy is the estimated association between true scores. 

Consider a hypothetical illustration in which two sites each observe a case-mix-adjusted 

correlation of 0.15 between the 48-hour initial visit indicator (I9) and 30-day unplanned 

hospitalization, with criterion reliability of about 0.90 for a claims-based outcome. If Site A's 

indicator reliability is 0.85 and Site B's is 0.45, the corrected values are about 0.17 and 0.24. The 

same observed figure thus carries different evidence at the two sites. Three cautions apply. Kappa 

is not a reliability coefficient in the classical sense, so the correction requires an intraclass or 

generalizability coefficient from a design that includes the relevant facets (Brennan, 2001). The 

correction assumes random error, whereas documentation error in a payment-linked setting may 

be systematic. A large correction is therefore a warning sign of bias rather than evidence of a hidden 

effect. The framework accordingly requires a reliability estimate beside every reported criterion 

association and does not permit criterion estimates to be compared across sites whose reliability 

differs materially. 

6 PSYCHOMETRIC DECISION RULES 

6.1 Content validity 

Stage 1 uses a panel of at least six members, combining home health practitioners, intake and 

quality staff, and health-services researchers, who rate each indicator definition for relevance on a 
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four-point scale. Following Lynn (1986), an item-level content validity index (I-CVI) of at least 

0.78 is required with six or more raters, and following Polit et al. (2007), the scale-level average 

(S-CVI/Ave) across the indicator set should reach at least 0.90. Definitions that fall below 

threshold are revised through a Delphi round in which consensus is defined in advance as at least 

75 percent agreement, the median threshold identified in Diamond et al.'s (2014) review of Delphi 

studies. The panel also confirms that the coding rule in Table 5 can be applied from the stated data 

source without information outside the record. These thresholds and those that follow are 

summarized in Table 6. They are decision rules adopted for transparency and comparability, and a 

study that departs from them should state its alternative and its reason in advance. 

6.2 Interrater agreement 

Agreement on binary or categorical coding is reported as Cohen's kappa with its 95 percent 

confidence interval. Because compliance-driven items are often documented in nearly every chart, 

kappa can be low despite high observed agreement, the paradox described by Feinstein and 

Cicchetti (1990) and resolved in part by reporting additional coefficients (Cicchetti & Feinstein, 

1990). Every kappa is therefore accompanied by the prevalence-adjusted bias-adjusted kappa (Byrt 

et al., 1993) and Gwet's (2008) AC1, together with positive and negative specific agreement. 

Percent agreement is reported but never accepted alone. Continuous or time-based indicators use 

the two-way random-effects, absolute-agreement, single-rater intraclass correlation, ICC(2,1) 

(Koo & Li, 2016; Shrout & Fleiss, 1979). Thresholds are tiered by use. For Tier A, internal 

monitoring within an agency, kappa must reach 0.60 and ICC 0.75. A kappa of 0.60 marks the 

lower boundary of substantial agreement in the benchmarks of Landis and Koch (1977), and 

McHugh (2012) argues that lower values give too much room for error in health decisions; 0.60 is 

used as a pragmatic floor, not a natural constant. For Tier B, cross-agency comparison, public 

reporting, or payment-linked use, the point estimate must reach 0.80 for kappa or 0.90 for ICC, 

and the lower confidence bound must not fall below the Tier A floor. Where prevalence of the 

coded condition is below 0.10 or above 0.90, the decision rests on AC1 and specific agreement, 

with kappa reported for transparency. 

Table 6: Decision thresholds and their sources 

Property Statistic Tier A (internal 

monitoring) 

Tier B (comparison, 

reporting, or 

payment-linked use) 

Source 

Content 

validity 

I-CVI; S-

CVI/Ave 

I-CVI at least 

0.78; S-

CVI/Ave at 

least 0.90 

Same Lynn (1986); 

Polit et al. 

(2007) 

Definition 

consensus 

Delphi agreement At least 75 

percent 

Same Diamond et al. 

(2014) 

Categorical 

agreement 

Kappa, with 

PABAK, AC1, 

specific 

agreement 

Kappa at least 

0.60 

Kappa at least 0.80; 

lower 95% bound at 

least 0.60 

Landis and 

Koch (1977); 

McHugh 

(2012); Gwet 

(2008) 
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Property Statistic Tier A (internal 

monitoring) 

Tier B (comparison, 

reporting, or 

payment-linked use) 

Source 

Continuous 

agreement 

ICC(2,1), 

absolute 

agreement 

At least 0.75 At least 0.90; lower 

95% bound at least 

0.75 

Koo and Li 

(2016); Shrout 

and Fleiss 

(1979) 

Agency-level 

reliability 

Signal-to-noise 

ratio 

Not required At least 0.70 Adams (2009) 

Differential 

reliability 

Between-stratum 

difference 

Reported Difference under 

0.10, or 95% CI 

includes zero and 

every stratum meets 

the floor 

Present 

framework 

(Section 6.5) 

Operational 

concordance 

Kappa or ICC, 

chart versus 

operational 

record 

Not required 

(label D) 

Meets Tier B 

agreement threshold 

(label O) 

Present 

framework 

(Section 6.7) 

 

6.3 Sample size for reliability studies 

Sample sizes for reliability studies should be calculated rather than assumed. For intraclass 

correlations, the method of Walter et al. (1998) gives about 49 subjects rated by two raters to 

distinguish an ICC of 0.80 from a null value of 0.60 with 80 percent power at a two-sided alpha of 

0.05. For kappa, the goodness-of-fit approach of Donner and Eliasziw (1992) shows that required 

numbers rise sharply as prevalence moves away from 0.50. Table 7 reports illustrative values 

obtained by simulation using the large-sample variance of kappa for two raters; teams should 

recompute them for their own expected prevalence and kappa. The table makes one practical point 

plain: an equity-stratified comparison needs roughly twice as many double-reviewed charts per 

stratum as a single overall estimate, and more still when a compliance-driven item is almost always 

present. Two rural and two urban sites contributing a few dozen charts each cannot support the 

stratified estimates that Stage 4 requires. 

Table 7: Illustrative double-review sample sizes (two raters, 80 percent power, two-sided alpha 

0.05) 

Objective Expected 

prevalence of 

coded condition 

Assumed values Charts required 

Lower 95% bound of kappa 

above 0.60 

0.50 True kappa 0.80 About 80 

Lower 95% bound of kappa 

above 0.60 

0.30 True kappa 0.80 About 105 
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Objective Expected 

prevalence of 

coded condition 

Assumed values Charts required 

Lower 95% bound of kappa 

above 0.60 

0.15 True kappa 0.80 About 185 

Detect kappa difference 

between two strata 

0.30 0.80 versus 0.60 About 240 per 

stratum 

Detect kappa difference 

between two strata 

0.15 0.80 versus 0.60 About 410 per 

stratum 

ICC above null value (Walter 

et al., 1998) 

Not applicable ICC 0.80 versus 

0.60 

About 49 

Agency-level reliability of 

0.70 

Not applicable Agency ICC 0.05 About 45 

episodes per 

agency 

Correlation with HHVBP TPS Not applicable r = 0.30 About 85 

agencies 

 

6.4 Agency-level reliability 

Chart-level agreement does not establish that an agency's score distinguishes it from other 

agencies. When indicators are used for comparison, agency-level reliability is estimated as the 

share of variance in agency means attributable to true between-agency differences (Adams, 2009). 

With an intraclass correlation at the agency level and n episodes sampled per agency, reliability 

follows the Spearman-Brown relationship in Equation 2. 

 𝑅𝑎𝑔𝑒𝑛𝑐𝑦 =
𝑛𝜌

1+(𝑛−1)𝜌
 (2) 

where n is the number of episodes sampled per agency and ρ is the agency-level intraclass 

correlation. 

Where between-agency variance is small relative to within-agency variance, so that the agency-

level ICC is 0.05, about 45 episodes per agency are needed to reach 0.70 and about 76 to reach 

0.80. The framework requires agency-level reliability of at least 0.70 for Tier B use, the value 

commonly applied in provider profiling (Adams, 2009). A generalizability study with abstractor, 

occasion, and agency facets yields both this quantity and the chart-level coefficients from a single 

design, and is the preferred approach where resources allow (Brennan, 2001). Small agencies that 

cannot reach the required sample within one reporting period may pool periods, provided the 

pooled window is stated and the indicator definition did not change within it. 

6.5 Differential reliability and effect modification 

The original idea of measurement invariance, tested through multi-group confirmatory factor 

analysis or differential item functioning, presupposes latent variables measured by several items. 

Most indicators here are single binary or time-based variables, so the appropriate tests are 

differential reliability, comparing kappa, AC1, or ICC between strata, and effect modification, 
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testing an indicator-by-stratum interaction in the criterion model (American Educational Research 

Association et al., 2014). Formal invariance testing applies only to the QAPI maturity rubric (I1) 

if it is used as a multi-item scale (Mokkink et al., 2010). Five strata are required: rurality, defined 

by rural-urban commuting area codes; preferred language and interpreter need (OASIS A1110); 

race and ethnicity (A1010, A1005); dual Medicare and Medicaid eligibility; and disability 

entitlement, identified from the original reason for Medicare entitlement in enrollment data. A 

differential is material when the between-stratum difference in agreement is at least 0.10 with a 95 

percent confidence interval excluding zero, or when any stratum falls below the floor for the 

intended use. For effect modification, the margin is prespecified as a ratio of odds ratios between 

0.80 and 1.25; an interaction whose confidence interval lies outside that range is material. Strata 

with too few observations are reported as unresolved, not as passing (Fashaw-Walters et al., 2022). 

6.6 Responsiveness 

Following COSMIN terminology, the ability of an indicator to detect change in the construct it 

measures is termed responsiveness (Mokkink et al., 2010). Where an agency implements a change 

to the core element of a failure mode, for example a structured referral intake checklist, the 

corresponding indicator should shift in the expected direction. A circularity must be avoided. If the 

same indicator is used both to confirm that the change was implemented and to show that the 

indicator responded, the two claims cannot be separated. Exposure is therefore defined from an 

independent record, such as an implementation log, training completion record, or system 

configuration date, and responsiveness is assessed against that independent exposure. An indicator 

that does not move after documented implementation is treated as a validity concern requiring 

examination of its definition before the null result is attributed to the change itself (Cronbach & 

Meehl, 1955). 

6.7 Documentation reliability and operational reliability 

Two reviewers may agree perfectly on what a chart says while the chart misstates what happened. 

Documentation reliability is agreement among abstractors reading the same record; operational 

reliability is agreement between the chart-based classification and a closer-to-real-time record of 

the event (Allison et al., 2000). Stage 2 includes an operational verification subsample for 

indicators where such a record exists: electronic visit verification data for visit timing, which the 

21st Century Cures Act requires for Medicaid-funded home health services (21st Century Cures 

Act, 2016); e-signature audit trails for order authentication (I5); scheduling timestamps for the 

initial visit (I9); and telephony logs for after-hours escalation (I10). The subsample is sized as in 

Table 7, about 105 episodes per indicator at a prevalence near 0.30, drawn at random within each 

participating agency. An indicator certified on documentation reliability alone is labelled D and 

may be used for internal monitoring and within-agency trend analysis, but not for cross-agency 

ranking, public reporting, or payment-linked decisions. An indicator whose chart classification 

meets the Tier B threshold against the operational record is labelled O and may be used for any 

purpose its other gates permit. Where documentation reliability is high but operational 

concordance is low, the indicator is measuring documentation behavior; it is relabelled as a 

documentation completeness indicator and its use is restricted accordingly. 

6.8 Re-validation and retirement 

A certification applies to the data definitions under which it was obtained. OASIS-E, effective 1 

January 2023, added standardized items including ethnicity (A1005), race (A1010), language and 

interpreter need (A1110), health literacy (B1300), and high-risk drug classes (N0415) (CMS, 

2023). OASIS-E1, effective 1 January 2025, removed several items and revised others, including 
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the skip pattern for the ordered start-of-care date (M0102) on which the initial visit indicator (I9) 

depends (CMS, 2024), and OASIS-E2 took effect on 1 April 2026. An indicator whose source 

item, regulatory anchor, or intake form changes is treated as provisionally unvalidated until Stage 

2 evidence is refreshed, and Stage 3 evidence where the change could alter the criterion 

relationship. Referral completeness (I3) is triggered by changes to the agency's intake form or 

referral platform rather than by OASIS revisions. Every certified indicator is also reviewed at least 

every three years. An indicator that repeatedly fails re-validation, or whose underlying step is 

removed from regulation, is retired and its retirement recorded (CMS, 2026a). 

7 VALIDATION PROPOSITIONS AND GUIDING PRINCIPLE 

7.1 Testable propositions 

Eight propositions state the empirical expectations the framework implies; each names the 

comparison, the threshold, and the result that would count against it. None has been tested. 

Proposition 1. Within agencies that adopt structured intake and documentation standards, interrater 

kappa for process-reliability indicators (I3 to I6) will rise from the pre- to the post-adoption period, 

tested by interrupted time series or stepped-wedge design rather than by comparing adopters with 

non-adopters; it is supported if post-adoption kappa reaches 0.60 and the increase is at least 0.10 

with a confidence interval excluding zero. 

Proposition 2. Medication reconciliation accuracy (I7) will show a stronger adjusted association 

with medication-related emergency department visits or hospitalizations, identified from claims 

by reviewers blind to I7, than with all-cause 30-day hospitalization. The expectation rests on 

measurement proximity rather than on established effects: Redmond et al. (2018) found that 

reconciliation interventions probably make little or no difference to rehospitalization and have 

uncertain effects on adverse drug events, so both associations may be small. The proposition fails 

if the utilization association is equal or stronger. 

Proposition 3. Interrater reliability of SBAR substantive completion (I8) will not differ materially 

between rural and urban agencies under the Section 6.5 rule; a material difference requires revision 

of the coding rule before cross-site use. 

Proposition 4. Across at least 85 agencies, agency-level criterion-class indicators will correlate 

positively and moderately, between 0.30 and 0.50, with the expanded HHVBP Total Performance 

Score (CMS, 2021); a correlation above 0.70 would indicate redundancy with measures agencies 

already report. 

Proposition 5. Material differential reliability for patients who need an interpreter will occur more 

often for indicators whose source documentation includes patient or caregiver report (I7, I8) than 

for indicators drawn from timestamps and practitioner records (I5, I9) (Squires et al., 2022). 

Proposition 6. Structural indicators will meet content validity thresholds, while their agency-level 

association with criterion outcomes will be smaller than that of process-class indicators; a weak 

association will be interpreted as the distal position of structure in Donabedian's sequence and not 

as evidence against content validity. 

Proposition 7. Indicators tied to core elements will show responsiveness after independently 

documented implementation, whereas variation in adaptable elements alone will not produce 

consistent change. 
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Proposition 8. Test-retest ICC across two non-overlapping audit periods under stable practice will 

be higher for timestamp-derived indicators (I5, I9, I10) than for the judgment-coded SBAR 

indicator (I8) (Koo & Li, 2016). 

7.2 Guiding principle for interpreting unsupported propositions 

One further statement is a methodological principle rather than an empirical proposition, and it is 

stated separately for that reason. When a proposition is not supported, the indicator's operational 

definition and data source are examined before any conclusion is drawn that the underlying 

administrative process is unimportant. An unreliable measure of a real process is a measurement 

problem; it is not evidence that the process does not matter. The principle governs how results 

under Propositions 1 to 8 are read and cannot itself be falsified by data. It is consistent with 

Messick's (1995) view that validity concerns the inferences drawn from scores, so a failed 

inference prompts scrutiny of the score before scrutiny of the construct, and with Kane's (2013) 

requirement that each inference in an argument be evaluated in turn. Applying the principle does 

not license indefinite revision: an indicator that fails the same gate after two documented revisions 

is retired under Section 6.8. 

8 STAGED VALIDATION PLAN 

8.1 Stages, gates, and routes by indicator class 

Table 8 sets out the four stages, their entry and exit criteria, and the propositions tested at each, 

and Figure 1 shows the gates and the route back to revision. Each stage gate must be passed before 

the next begins, so an indicator that fails early does not consume the resources later stages need. 

Structural indicators follow a modified route: Stage 2 for them is inter-verifier agreement, with 

two verifiers independently scoring the rubric or checklist from documentary evidence; Stage 3 is 

a descriptive association test under Proposition 6 rather than a gate; and Stage 4 checks whether 

verification agreement differs between rural and urban agencies. Process-reliability indicators that 

make no criterion claim may be certified after Stages 1, 2, and 4, with Stage 3 limited to 

responsiveness. Criterion indicators pass through all four stages. The sequencing reflects the 

principle that criterion evidence cannot substitute for reliability evidence, and that apparent 

criterion validity does not exempt an indicator from equity testing (Kane, 2013; Kottner et al., 

2011). 

Table 8: Staged validation plan with gates and propositions 

Stage Primary activity Entry 

criterion 

Exit criterion Proposi

tions 

1. Content 

review 

Panel rates definitions 

and coding rules 

(Tables 4 and 5) 

Draft 

definition 

complete 

I-CVI at least 0.78; S-

CVI/Ave at least 0.90; 

Delphi consensus at 

least 75% 

None 

(content 

gate) 

2. Reliability 

piloting 

Independent double 

review; operational 

verification subsample; 

agency-level reliability 

where comparison is 

intended 

Stage 1 

passed 

Use-tier thresholds in 

Table 6 met; label D or 

O assigned 

P1, P8 
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Stage Primary activity Entry 

criterion 

Exit criterion Proposi

tions 

3. Criterion, 

convergent, 

and 

responsiveness 

testing 

Multilevel case-mix-

adjusted models; 

HHVBP TPS 

concordance; 

responsiveness against 

independent exposure 

Stage 2 

passed 

Association and 

responsiveness 

reported with 

uncertainty and 

accompanying 

reliability 

P2, P4, 

P6, P7 

4. Equity-

differential 

testing 

Stratified reliability and 

interaction terms across 

five strata 

Stage 3 

passed (or 

Stage 2 for 

indicators 

without 

criterion 

claims) 

No material differential 

under Section 6.5, or 

documented revision 

and re-test 

P3, P5 

 

 

Figure 1: Indicator classes, validation stages, and decision gates. Each failed gate returns the 

indicator to definition or data-source revision and re-entry at the same stage; certification is 

specific to the stated use, population, and period, and carries a D (documentation) or O 

(operational) reliability label. 
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8.2 Sites and samples for stratified estimates 

Stratified estimates require planned sampling. A collaborative intending Tier B use should sample 

double-reviewed charts within each stratum at the numbers in Table 7, oversampling strata that are 

small in the overall caseload, such as patients who need an interpreter, rather than relying on their 

natural frequency. Because agency documentation practice is itself a source of variance, the charts 

in each stratum should come from several agencies; as a practical minimum, the framework 

recommends that each rural and urban stratum include at least ten agencies, so that between-agency 

variance within the stratum can be estimated (Brennan, 2001). Sample sizes for kappa should be 

calculated with the method of Donner and Eliasziw (1992) and for intraclass correlations with that 

of Walter et al. (1998), using the expected prevalence and agreement for each indicator. A 

collaborative of ten agencies can complete Stages 1 and 2 and the rurality comparison but will 

usually lack the numbers for language, race and ethnicity, and disability strata; those comparisons 

are then reported as unresolved. 

8.3 Criterion design 

Episodes are nested within agencies, so criterion associations are estimated with multilevel models 

that include random agency intercepts, and agency-level characteristics such as size and rurality 

are entered as fixed effects. Case-mix adjustment uses the risk factors CMS specifies for home 

health outcome measures, including age, payer, admission source, the risk-for-hospitalization 

items in M1033, living situation, cognitive and functional status, and hierarchical condition 

categories (CMS, 2026e). Where the criterion is a claims-based utilization outcome, the adjustment 

approach follows the corresponding CMS claims-based specifications (Abt Associates & Acumen, 

2023; Acumen, 2012). The HHVBP criterion is the Total Performance Score of the expanded 

model, which began with performance year 2023 (CMS, 2021). Because that score is annual and 

agency-level, Proposition 4 is tested at the agency level and needs about 85 agencies to detect a 

correlation of 0.30 with 80 percent power. For Proposition 2, contamination is avoided by 

ascertaining medication-related events from claims diagnosis codes coded by reviewers who do 

not see the agency's reconciliation record, so the criterion does not depend on the same discrepancy 

identification that produces the indicator. 

8.4 A hypothetical worked example 

The following example is hypothetical and illustrates the procedure only. A ten-agency 

collaborative applies the framework to face-to-face encounter documentation (I6) for traditional 

Medicare fee-for-service episodes. In Stage 1, a panel of eight rates the definition; the I-CVI for 

the coding rule falls to 0.75 until the rule is revised to state which practitioners may perform the 

encounter and that permitted telehealth encounters qualify, as 42 CFR 424.22(a)(1)(v) provides 

(CMS, 2026b). In Stage 2, reliability meets the Tier A floor overall, but one agency shows low 

agreement, concentrated in encounters documented in a hospital record that the agency held only 

as a summary. The coding rule is revised to specify acceptable source documents and the agency 

is re-piloted. One discordant agency cannot show that the problem is specific to rural agencies or 

to any payer; that question belongs to Stage 4. Stage 3 finds a modest adjusted association between 

I6 and on-time plan-of-care initiation. Stage 4 finds no material rural-urban differential, but the 

language and disability strata are too small for a conclusion. The indicator is certified for Tier A 

use with label D, and the unresolved strata are reported. 
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8.5 Reporting partial validation 

Validation will proceed unevenly across indicators and sites, and partial validation should be 

reported as partial. Each indicator's status is reported as the highest stage passed, the use tier, the 

D or O label, the strata tested and those unresolved, the data-definition version, and the date. An 

indicator that has passed Stages 1 and 2 but lacks linked outcome data is reported as reliability-

certified with criterion validity untested, not rounded up to validated. Reliability studies should 

follow the Guidelines for Reporting Reliability and Agreement Studies (Kottner et al., 2011), and 

measurement properties should be named and reported using COSMIN terminology (Mokkink et 

al., 2010), so that results from different collaboratives can be compared. Smaller agencies without 

access to linked outcome data can still complete Stages 1 and 2 and contribute to multi-agency or 

association-led efforts for Stages 3 and 4, which are the more plausible venue for criterion and 

equity testing (Adams, 2009). 

9 DISCUSSION 

9.1 What validation establishes and what it does not 

A certified indicator, in this framework, has documented reliability at the level of its intended use, 

content validity, and, for criterion indicators, a case-mix-adjusted association with an 

independently ascertained outcome that holds across the tested strata. This supports one kind of 

inference: that a difference observed between two agencies, or between two periods at one agency, 

probably reflects a difference in the administrative process rather than abstraction noise or unequal 

documentation. It does not show that improving the indicator causes better outcomes, which 

requires an intervention design, and it does not confer regulatory endorsement. Kane's (2013) 

framing makes the limit precise: the validation argument supports the stated interpretation and use 

and nothing beyond them. Messick's (1995) consequential dimension adds that an indicator used 

beyond its certified tier can cause harm even if its measurement properties are sound, for example 

by ranking agencies on an indicator certified only for internal monitoring. 

9.2 Compliance incentives and ceiling effects 

Several indicators map onto requirements with payment consequences, so agencies have strong 

incentives to document them completely. That incentive produces two measurement risks the 

framework addresses directly. First, near-universal documentation pushes prevalence toward 

ceiling and makes kappa unstable, which is why Section 6.2 requires prevalence-robust 

coefficients and specific agreement (Byrt et al., 1993; Gwet, 2008). Second, consistent 

documentation can coexist with inconsistent practice, which is why Section 6.7 separates 

documentation from operational reliability and restricts the uses of indicators that have not been 

verified against operational records. Neither risk is resolved by larger samples alone. The 

operational verification subsample is the main safeguard, and the D and O labels make the extent 

of that verification visible to anyone using the indicator (Allison et al., 2000). 

9.3 Why the framework does not propose a composite score 

A single composite administrative reliability score would be convenient for governance reporting, 

but the framework does not propose one. The NQF composite guidance requires that each 

component and the composite itself be shown reliable and valid, and that the weighting and 

aggregation method be justified (National Quality Forum, 2013). The indicators here are 

formative: each describes a distinct step that contributes to administrative reliability, and they need 

not correlate with one another. Internal consistency coefficients such as Cronbach's alpha therefore 

do not indicate the quality of such a set, and the framework does not use them except for the QAPI 
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maturity rubric when it is scored as a scale (Mokkink et al., 2010). A collaborative that wants a 

summary view should build it only from components certified for the same use tier, report each 

component's status alongside it, and validate the composite as a measure in its own right. 

9.4 Generalizability beyond the Medicare context 

Several sources used for mechanism-level support originate outside the United States Medicare 

home health system, including an Italian discharge-planning comparison (Damiani et al., 2009), 

an Ethiopian medication-reconciliation study (Tamiru et al., 2018), and an Argentine readmission 

cohort among older adults discharged with home care (Cunha Ferré et al., 2019). They support the 

plausibility that communication, reconciliation, and coordination processes relate to readmission-

type outcomes in many systems. The operational definitions in Tables 4 and 5, however, are 

anchored to OASIS, the Conditions of Participation, and HHVBP. A team adapting the framework 

elsewhere should use Stage 1 to re-derive definitions from its own regulatory and documentation 

equivalents, and should treat the thresholds in Table 6 as starting points subject to the same 

justification. 

9.5 Limitations and future work 

The framework has not been tested, and its thresholds are decision rules whose consequences will 

become clear only through use; a study that finds them too strict or too lenient for a particular 

indicator should report that finding. The literature synthesis was structured but not systematic, so 

relevant measurement studies may have been missed (Vassar & Holzmann, 2013). Operational 

verification depends on records, such as electronic visit verification and telephony logs, that not 

every agency holds for every payer. The equity strata depend on the completeness of OASIS 

demographic items and enrollment data, and small strata will often remain unresolved in single 

collaboratives. Three extensions follow. The first is an empirical Stage 1 and Stage 2 study of the 

ten indicators across agencies varying in size and rurality. The second is a reduced version of the 

framework for single-agency QAPI use. The third is application of the same class and gate logic 

to clinical process measures such as care-plan appropriateness (Fashaw-Walters et al., 2022; 

Kottner et al., 2011). 

10 Conclusion 

Administrative reliability indicators are already used to audit staff, direct improvement effort, and 

compare home health agencies, often without evidence that they measure consistently or fairly. 

This paper sets out what that evidence should be. It defines ten indicators operationally, assigns 

each to a class with a stated validity requirement, and applies an equity-differential analysis to all 

of them. It sets numerical decision rules for content validity, interrater and agency-level reliability, 

and differential reliability, tiered by how the indicator will be used. It separates reliability of 

documentation from reliability of practice and limits the uses of indicators verified only on paper. 

Eight propositions and a four-stage pathway make the framework testable, and a separately stated 

principle governs how failed propositions are read. The framework is intended to be applied, 

revised, and, where the evidence requires, corrected by the empirical studies it is designed to guide. 
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