


CHILDHOOD IMMUNIZATION STATUS 

S u m m a r y  o f  c h a n g e s  f r o m  H E D i S  2 .5  a n d l o r  M e d i c a i d  HEDIS 

> Medicaid HEDIS continuous enroUment standard of 12 months has been adopted. 
Individual vaccination rates are now required, in addition to ar w e r d  combined rate. 
(Individual vaceination rates were included in Medicaid HEDLS and only recommended 
in HEDIS 2.5.) 

> Two hepatitis B vaccines are required. (Medicaid HEDIS required three hepatitis B 
vaccines.) 

> DTaP is now approued for the first, second and third vaccines as well as the, 4th 
vaccine. 

> Specififations for acceptable documentation of immunizations for hybrid methodology 
have been modified. 

> An exclusionury rule has been added for children who are identified as being 
immunocompromted, for whom the specified immunizations are crmtraindicated. 

Description 

The percentage of Medicaid and commercially enrolled children who turned two years 
old during the reporting year, who were continuously enrolled for 12 months 
immediately precedingtheir second birthday (including members who have had no . .. 

, more than one break in enrollment of up to 45 days during the 12 months immediately 
preceding their second birthday), and whohave received the'following immunizations: 

> Four DTP or DTaP vaccinations (or an initial DTP or DTaP followed by  at least 
three DTP, DTaP and/or DTY by the second birthday 

> Three polio (IPV or OPV) vaccinations bythe second birthday 

> One MMR between the first and second birthdays 
. . . .  . . . 

> At least one H influenza type b vaccination &tween the first and second birthdays 

> Two hepatitis B vaccinations by the second birthday (with one of them falling 
between the sixth month and second birthday) 

> A combined rate including children'who have received all of the immunizations 
listed above 

Administrative Data Specificcation 

Calculation: This specification uses membership data to identify children who have 
turned two years old during the reporting year and claimslencounter data to identify 
those two-year-old members who have received the specified vaccinations. Health 

. plans will repon six iatqfor eachpayei (i.e,, .Medicgid.qd commercial). Separate 
calculations are required for rhe Medimid and commercial populations. 

Denominator: Two separate denominators, one for each of the nvo populations, are 
derived using all enrolled children whose second birthday occurred during the reporting 
year, who were members of the plan as of their second birthday and who were 
continuously enrolled for the 12 months immediately preceding their second birthday 
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and who were not conmaindicated for any of the specified antigens. Members who 
have had no more than one break in enrollment of up to 45 days during the 12 months 
preceding their second birthday should be included in this measure. 

Numerator: The number of members in the denominator for each of the two 
populations (Medicaid and commercial) who received the following immunizations. 
Calculate six numerators: 

> At least four DTP or DTaP (CPT-4 code 90700 or 90701 or 9071 1 or 90720 
or 90721) with different dates of service by the child's second birthday, or an 
initial DTP or DTaP followed by at least three DTP, DTaP and/orDT (CFT-4 
code 90702) 

> At least three polio vaccinations+OPV or IPV-(CFT-4 code 90711 or 90712 or 
90713) with different dates of service by the child's second birthday 

> At Least one MMR (CPT-4 codes 90705 or90707 or 90708 or 90710 for measles 
and 90704 or 90707'or 90709 or 90710 for mumps and 90706 or 90707 or 90708 or 
90709 or 90710 for rubella) with a date of service falling between the child's first 
and second birthdays 

> At least one H influenza type b (CPT-4 code 90737 or 90720 or 90721) with a date 
of service falling between the child's first and second birthdays 

> Two hepatitis B (CPT-4 code 90731 or 90744 or 90747) with different dates of 
service by the child's second birthday (with one of them falling between'the child's 
sixth month and second birthday) 

> A combined rate . including , children . . who have received & of the . immunizations . .  
lited above. 

t Hybrid Method Specification . 
Calculation: This specification uses menibership data to identify those children who 

. . ' .have turned two years oldduring the kporting year.and claims/encounter data and/or 
. . medical record review.to identify those children who have received the specified 

vaccinations. Health will report six rat? for each payer (i.e., Medicaid and 
commercial). Separate calculations are required for the Medicaid and commercial 
populations. 

Denominator: Two separate denominators, one for each of the two required 
calculations, are derived using random samples of 411 Medidid members atid 411 

: commercial members from the health plan's eligible popularions. Eligible members 
include all children whose second birthday occurred during the reporting year, who 
were members of the plan as of their second birthday, kho were continuously enrolled 
for the 12' months immediately preceding their second biihday and who were not 
contraindicated for any of the specified antigens.. Members who have had no more 
than one break in enrollment of up to 45 days during the 12 months preceding their 
second birthday should be included in this measure. 

, Numeritor:' The number' of membe* in tke:denomitiator for each of the two 
populations (Medicaid and commercial) who received the following immunizations. 
Calculate six numerators described below, as dacumented through either administrative 
data or medical record review: 

> At least four DTP or DTaP (CPT-4 code 90700 or 90701. or 9071 1 or 90720 or 
90721) with different dates of service by the child's second birthday, or an initial 



DTP or DTaP followed by at least three DTP, DTaP and/or DT (CPT.4 code 90702) 

> At least three polio vaccinations-OPV or IPV.(CPT-4 code 90711 or 90712 or 
90713) with different dates of service by the child's second birthday 

> At least one MMR ( C m 4  codes 90705 or 90707 or 90708 or 90710 for measles 
and 90704 or 90707 or 90709 or 90710 for mumps and 90706 or 90707 or 90708 or 
90709 or 90710 for rubella) with a date of service falling between the child's first 
and second birthdays 

> At least one H influenza type b ( C E - 4  code 90737 or 90720 or 90721) with a date 
of service falling between the child's first and second birthdays 

> Two hepatitis B (CPT.4 code 90731 or 90744 or 90747) with different dates of 
service by the child's second birthday (with one of them falling between the child's 
sixth month and second birthday) 

> A combined rate including children who have received & of the immunizations 
listed above. 

Note: For immunixatjcin infomuttion obtained from patient history, plans &zy count the 
immunization in HEDIS repons if the medical record contains the fobiuing information: an 
author-identifled and dated immunization history or an author-identified note indicating the 
place of sewice, the n m ( s )  of the specific antigen and the date the immunizarion(s) was 
given. Entries made in the medical record at the time immunization(s) was given must include 
either an awhor-identified note indicating the name(s) of the specific antigen and tlte date the 
immunitation(s) was given, the vaccine lot nun&&. A of immunization prepared 

. . @I$ by an auh ized  health c&e provider & agency must include the specijic dates and types of 
immuniw'om adminiswed. (Refer to the note below on transferred records.) All medical 

/? ' record entries must be dated by the child's second birthday (i.e.,ennies made retroactively may 
not be counted). The fobwing do not iomhtute suffcient evidence of immunization for 

1 HEDIS reporting: - 
A note that the "number is up-to-date" with all immunizations, without a listing of the 
dates all immunizations were given and the. names of the immunization agents. 

> ~kcords transferred from a previous health care provider or agency without a note that the 
audunizqi health care provider, to whom the records were tramferred, has reviewed them. 

Notes 

> In states in which the law allows for an exception to children receiving pettussis 
vaccination, plans may use any combination of four DTP, DTaP and/or DT. 

> The 1996 Recommended Childhood Immunization Schedule includes a newly 
recommended Varicella-Zoster Vitus Immunization. The schedule recommends that 
one dose of the varicella vaccine be administered at 12 to 18 months of we. To 
reflect the "&dated Childhood Immunization Schedule, HEDlS will inc?udethe 
varicella vaccine for the 1997 revortine vear as a seoarate rate and not oart of 
the combined rate. 

, :, . . . .  , . .  

> For plans that offer a Medicaid product arid apply a &ll&onth'eligibility criterion 
to its beneficiaries and for plans that verify enrollment: in monthly intervals (i.e., in 
increments of one month) on their information systems, a 45-day break in 
enrollment is the equivalent of a 30,day or one-monrh eligibility period. 



> The Centers for Disease Control and Prevention, American Association of Family 
Physicians and American Academy of Pediatrics recommend that a total of three 
hepatitis B vaccinations be administered to children before 18 months of age. The 
first hepatitis B vaccine tends to be adtninistercd by hospitals at birth, yet tnay not 
be recorded on claims forms. Consequently, information on the first hepatitis B 
vaccine may not be available in health plan administrative databases. To orovide 
health dans with transition time to develou svstems that can track the first 
heoatitis B immunization, HEDIS soecifies that onlv two vaccinations be 
provided bv the child's second birthdav, for reuortine vears 1996 and 1997. 
9 
renortine year. 

Children who are identified as being immunocompromised for a spccific vaccinc 
may be excluded from the denominator of that specific vaccine mtc. If a plan 
excludes an immunocompromised child from a specific vaccine, then the pliln must 
exclude that child from all other specific vaccine rates, as well as from thc overall 
rate. Thus, the denominator for each specific vaccine, and for the overall mrc, will 
be the same. Plans that choose to exclude immunocompromised children from the 
measure should look for contraindications as far back as possible in the patient's 
history, through Mther administrative data or medical record review. Refer to Tahlc 
LA for contraindications and telated codes. This is a change from HEDIS 2.5 and 
Medicaid HEDIS in an effort to produce more accurate rates. 

Any psdcular vaccine enaphylaaic reaction to the vaccine or ifs mp(inents 999.4 
i .* 

A n y  penicular vaccine vaccine not rendered due lo contraindication V64.0 
. . 

DTP/OTaP emaphalopsthywidtin 7 days of previous dme of DTP 3235 
. . .  

OW ~l~.infected or househordmntacl w i m ~ l v  in fkon  , , infection ' W sympmaiic04Z 

OW and MMR immunodeficiency, imluding genetic imngenileli 279.Ox.Z79.lx. 273.2.279.9 
immunodeficiency~rnmes , 

. . 

OW and MMR canw of lymphoreticulsr or histincytic lissue 200u.MZu 

OW and MMR multiple myeloma 

OW and MMR 

203.0% 203.1~. 203.8~. 
wilh a fihh dipit of War  7 

MMR anaphylactic reaction to egg ingestion or sueplonyein 995.68. £930.6 

W 

Hib 

anaphylactic reaction lo egg ingestion or neomycin 995.68, E930.8'. 
. . . . .  . . .  . . . . . . .  . . . . .  . . .  . . .  . i  , :  ., : 

none identified 

hepatitis 8 anaphylactic reaction to common bakeh yeast 995.69 C 
..................................................................................................................................................................................................................... . MMWR. 1s" 28, 1994. Vol. 43. No. R11.l. 
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ADOLESCENT IMMUNIZATION STATUS 

N e w  M e a s u r e  

E F F E C T I V E N E S S  O F  C A R E  i 23 

Description 

The percentage of Medicaid and commercially enrolled adolescents whose 13th 
birthday was in the reporting year, who were continuously enrolled for 12 months 
immediately preceding their 13th birthday and who received a second dose of MMR by 
age 13. Members who have had no more than one break in enrollment of up to 45 days 
during the 12 months preceding their 13th birthday should be included in this measure. 

Administrative Data Specification 

Calculation: This specification uses membership data to identify adolescents who 
turned 13 years old during the reporting year and claims/encounter data to identify 
adolescents who received a second dose of MMR by age 13. Separate calculations are 
required for the Medicaid and commercial populations. 

Denominator: Two separate denominators, one for each of the two required 
calculations, are derived using all enrolled adolescents whose 13th birthday was in the 
reporting year, who were members of the health plan as of their 13th birthday, who 
were continuously enrolled for 12 months.immediately preceding their 13th birthday 
and who were not contraindicated for MMR. Members who have had no more than 
one break in enrollment of up to 45 days during the 12 months preceding their 13th 
birthday should be included in this measure. 

" 
Numerator: The number of adolescents in the denominator for each of the two 
populations (Medicaid and commercial) who received a second dose of MMR by age 13 
(see CPT-4 procedure codes below) or had a seropositive test result for measles, mumps 
or rubella by their 13th birthday. Health plans need only identify one MMR for this 
measure and should count members who are identified as having one dose of MMR 
administered between ages 4 through 12 years. 

Measles (CPT-4 codes 90705 or 90707 or 90708 or 90710) 
. . 

Mumps (CPT-4 codes 90704 or 90707 or 90709 or 90710) 

Rubella (CPT.4 codes 90706 or 90707 or 90708 or 90709 or 90710) ' .  . . .. 

Calculation: This specification uses membership data 'to identify adolescents who 
turned 13 years old during the reporting year and claimslencounter data andlor medical 
record review to identify adolescents who received a second dose of MMR by age 13. 
Separate calculations are requireii for the Medicaidca'nd commercialpopulations. 

Denominator: Two separate denominators, one for each of the two required 
calculations, are derived using random samples of 41 1 Medicaid members and 41 1 
commercial members from the plan's eligible populations. Eligible members include, 
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respectively, Medicaid enrolled adolescents and commercially enrolled adolescents who p ~ m e d  13 years old during the reporting year, who were members of the plan as of their 

p: 
13th birthday, who were continuously enrolled for 12 months immediately preceding 

(I, 
their 13th birthday and who were not contraindicated for MMR. Members who have 
had no more than one break in enrollment of up to 45 days during the 12 months 
preceding their 13th birthday should be included in this measure. 

Numerator: The number of adolescents in the denominator for each of the two 
populations (Medicaid and commercial) who received a second dose of MMR or a 
seropositive test result for measles, mumps or nrbetla by age 13, as documented by 
administrative data (see CPT-4 procedure codes below) or medical record review. 

Measles (CKT-4 codes 90705 or 90707 or 90708 or 90710) 

Mumps (CrT-4 codes 90704 or 90707 or 90709 or 90710) 

Rubella (CPT-4 codes 90706 or 90707 or 90708 or 90709 or 90710) 

Note: For immunization information obtainedfrom patient history, phns may count the 
immunization in HEDIS reports if the medical recordcontains the following infomtim: an 
aurhor-identified and dated immmization history or an author-identified note indicating the 
pkue of service, the m ( s )  of the specific antigen and the date tbe immunizadon(s) was 
given. Ennies made in the medical record at  the time immunization(s) was given m k t  include 
eithpr an author-identified note indicating the name(s) of the specific antigen and the date the 
immunization(s) was given, or the vaccine lot number. A ~tificate of immuniyatbn 
prepared by an authm'ied health care provider or a g e q  must ixlude the specific dates and 
types of immunizarions administered. (Refer w the &e below on transfmed records.) All 

@i- medical record entries must be dated by the member's 13th binMay (i.e., entries made 
7- retroactively may not be counted). The following do w constitute sufficiit evidence of 

0 
immunization for HEDIS reporting: 

> A note that the "member is up.w.date" with aU immunizations, without a k i n g  of the 
dates all immunizations were given a id  the names of the immunization agents. . . 

> R&o& transferred from a previous health care provider 4 agency without a note that the 
a u h i z e d  health care provider, w whom the r e d  were transfmed, bm reviewed them. 

Notes 

> Heoatitis B, varicella and tetanus and diphtheria (Td) vaccinations are not 
reauired for 1996 revortine. The 1997 Recommended Childhood Immunizatioq 
Schedule recommends that these vaccinations be administered to adolescents by 
a y  
hepatitis B and varicella vaccinations will be phased.in and reauired for 1997 
reoortine. Soecificallv. documentation of oni beoatitis B vaccine bv the child's 
13th birthdav and either one varicella vaccine or documented histow of e 
chicken oox bv ace 13 will be reauired. 

> We recognize that without identifying the f is t  and second MMR, health plans will 
be unable to verify that an MMR administered between ages 4 through 12 years is 
the second MMR. Health plans need only identify one MMR for this measure and 
should count a 1  members who are identified rhrough either administrative data or 
medical record review as having one dose of MMR administered between ages 4 
through 12 years. 

0 
l 
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. . E F F E C T I V E N E S S  O F  C A R E  / 25 
. , , , , . : : I  < .  .:<;;: A \ >  . . 

) For plans that offer a Medicaid product and apply a full.month eligibility criterion 
to its beneficiaries and for plans that verify enrollment in monthly intervals (i.e., in 
increments of one month) on their information systems, a 45-day break in 
enrollment is the equivalent of a 30-day or one-month eligibility period. 

> Adolescents who are identified as being immunocompromised for the MMR 
vaccine may be excluded from the denominator of this measure. Plans that choose 
to exclude these immunocompromised adolescents from the denominator of this 
measure should look as far back as possible in the patient's history, through either 
administrative data or medical record review, for wntraindications. Refer to Table 
l B  for the listing of contraindications. 

Any paniurlar vaccine anaphylactic reaction to mevaccine or its mrnpiIents 999.4 

Any panicular v& vaccine not rendered due to mnUaiwkatbn W.0 

MMR 

MMR 

immunodeficienq, inclwling&netic(mngenitall immun- 279.0~-27(ilx. 279.2-279.9 
odsficienqsyndmmes 

cancer bf lym&oreticular or histiocyfic tissue 2W.m-202.m 

MMR multiple rnysloma 

MMR leukemia 

~ u . 0 ~ 2 0 3 . 1 ~  203.81 
wiul a filth digit of 'a' w'1' 

204~~-muL 
wiul.a f?urlh digit of?, '1: "L: S. '8' . 
or '9:. wnh a fifth dlgltof 'a' or '1' 

. . 

!I MMR anaphylactic,raaainn to egg ingestion or stfeptmycin '995.68,E930.6 .. 
. . ............................................................................................................................................ ........ ................. . ...... . .......... .. ....... ...................... . MMWR. )an is. 1994. v4.0. N*. RR.~. , 
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New Measure 
i j ................................................. ................... ....,....... .. ................................................................................................................................... 
:: 

:: 
:i Description 
jij 
~ j l  Among Medicaid, commercial and Medicare risk enrolled adults age 18 years and older 
!. as of December 31 of the reporting year, who were cotitinuously enrolled during the 
1: 
:: reporting year, who were either current smokers or recent quitters, and who were seen 
:: 

:i 
by a plan provider during the reporting year - the percentage who received advice to 
quit smoking during the reporting year from a plan provider. Members who have tiad 

ji no more than one break in enrollment of up to 45 days during the reporting year should 
:: be included in this measure. 
:I 
:: 
:: 
/ j  
ii Specifications 
11 
is Calculation: This specification uses membership data to identify adults age 18 years 
/{ and older and survey data to identify individuals.who had one (or more) visits with a 

plan provider, who were current smokers or recent quitters and who reported having 
received advice to quit from a plan provider during the reporting year. Separate 
calculations are requited for the Medicaid, commercial and Medicare risk.populations. 

ii 
:: ,5& Denominator: The denominator'for this measure consists of two steps. First, three 

separate denominators, one for each of the three required calculations, ate derived using 
random samples of Medicaid, commercial and Medicate risk enrolled adults age 18 years 

e 
and older as of December 31 of the reporting year, who were members of the health 

4 plan as of December 31 of the reporting year and whowere continuously enrolled 
duting the reporting year. Members who have had nomore than one br$k in 
enrollment of up to 45 days during the reporting year should be included. Sampling will 
be carried out to assure that at least 107 adult smokers who have seen a physician 
complete the questionnaire3 ' . .. . . 

Second, select those Medicaid, commercial and Medicarerisk members, respectively, 
who responded to the survey indicating that they were either current smokers or recent 
quitters and that they had one or more visits with a plan provider during the reporting 
year. Thiis f o m  the denominator of this measure. 

Note: Cuwent smokers are individuals who smoke cigarettes evay day or some days. Recent 
quitters are individuals who have stopped smokingfor less than one year at the time of the 
survey. Members who respond "Refuse" or "Don't know" to question 2 are dropped fmm 
analysis. Members who respnd "Refuse" or "Don't know" to question 3 are $so dropped 
from analysis. 

Numepatot: The number of members in the denominator for each of the three 
populations (Medicaid, commercial and Medicate risk) who reported having received 
advice to quit from a plan provider during the reporting year as determined through 
response to all of the following questions: 

1. Have you ever smoked at least 100 cigarettes in your entire life! 
(Those answering "yes" are classified as "ever smokers" and would go to question 2; those 
answering "no" or "don't lnowlrefused" would be done with the smoking survey.) 

8 



' 2. Do you now smoke every day, some da.ys or not at all! 
(Those answe~infi "cvery day" or "somc days" bre chsijied as current sniokers and would 
go to question 4; those answering "nor at all" dre chsifed as former smokrs and woufd 
go to qivstion 3; those ansruering "don't ktlowlrcfirscd would be done with the smoldng 
survey.) 

3. Ho\v long has it been since you quit smoking cigarettes? 
(Those resfwnding as having quit <1 year are classified as recent quitters and would go to 
qucstion 4: those answering as l tat~i~~g quit 5 1 year or don't k~rowlrefrised would be done 
with tf~e snloking srtrvcy.1 

4 During the past I2 months, ho\v many timcs lravc you visited n doctor or other 
health professional in y1111r plat1 (do nor c ~ t / n t  0~ernig11t hospital visits)! 
(Those respotldi~tg one or more visits are class$ed as having heen seen ill tl~c /ifan in the 
past year and ujoiild go to qitesiior115: tl~ose res~ondirtg "none" iuotrld he done with the 
smoking survc?.) 

5. On horn many of rhcsc visits werc you a~lviscd to quit smoking hy a doctclr or other 
health profcssinnitl in y~our plan? 
(Those reslnrndi~~g on1c or narrc times arc class$cd as smokers who have received cdncdical ., 

advice icr q~cit; thtrse responding ';no,w" sho~tfd he class$cd as stnokcrs who hdw not 
receiiGd mcdiiral advice sr quit.) 

Notes 

Any health care provider who is affiliated 4 t h  the health plan may provide 
medical advice to quit smoking (e.g., registered nurses, nursepractitioners, . . 

. . physician assisranti, physicians; etc.). 

For plans chat offer 8 Medicaid product rindapply i full-month eligibiliiy criterion 
to its beneficiaries and for health thativerify enrollment in mo~thly  intervals 
(i.e., in increments of one month) on  their information systems, a 45-day break in 
enrollment is the equivalent of a 30-day or pne-month eligibility period. 

. . 
> For the commercial population, the five sur+ey questions cgiriprising Advising 

Smokers to Quitwill be included in the Me'mber Satisfaction Survey contained in 
the Satisfaction with the Experience of Car$ domain. The information will be 
collected for Medicare beneficiaries througkj the Consumer Assessments of Health 
Plans Study (CAHPS) Medicare survey. Tlie five questions will a h  be part of the 
CAHPS Medicaid survey. The CAHPS suheys are expected to be available in 
March 1997. 



N e w  M e a s u r e  
,,._ ........................................................................................................................ .............................. ' .......................... 

Description 

The percentage of Medicare risk members age 6$ years and older asof lanuary I of the 
reporting year who were continuously enrolled d#ring the reporting year and who 
received an influenza vaccination during the last'four months of the reporting year (i.e., 
from September 1 through December 31 of the reporting year). Members who have 
had no more than one break in enrollment of upito 45 days during the reporting year 
should be included in this measure. . 

Specifications 

Calculation: This specification uses membershi4 data to identify adults, age 65 years 
and older as of January 1 of the reporting year. Skrvey data is used to identify 
individuals who received an influenza vaccinatiob during the last four months of the 
reporting year. . .  . . 

Denominator: Arandom sample of Medicare ridk enrolled adults, age 65 ykars and 
oldei asof Januav 1 of the reporting year, who iverernembek'ofthe health plan as of 
December 31 of the reporting. year, and who weri continuously .enrolled during the 
reporting year. Members who have had no more jtkn one break in enrollment of up to 
45 days during the reporting year should be'inciuw in this measure. Sampting will be 
carried out to assure at least 411 respondenn in Jle denominator. 

Numerator:  he number of members in the.de4ominator Ghoreported &wing 
received an influenza vaccination during the last ifour calendar months of the reporting 
year (i.e., from September 1 through December 3!1 of the reporting year) as determined 
thro.ugh response to the fqllowing questions: :, , . 

i 1. Did you get a flu shot 1%; year (i.e., in '199~):? (Circle one) 

a. Yes 
b. No 
c. Don't remember . . 

(Those answering "yes" shoufd proceed to 2; .hse  answering "no" or "don't 
remember" wou!d be done with the HMO influekrp s u m  and shod ndt be counted in 
rhe numerator.) 

2. In what month did you get your flu shot? ( ~ i i c l e  one) 
! 

a. January 199X f. June 199X i k. November 199X 
b. February 199X g. July 199X I 1. December 199X 
c. . March 199X h. August 199# m. Don't remember 
d. April 199X I. September j99X 
e. May 199X j. October 19qX 
(Those responding "September 199X." "0cto& 199X." "Nwember 199Xu or 
"December 199X" should proceed to question 3 hnd be counted in the numerator; 



those responding "January 199X," "February l b 9 ~ , "  "Ma*& 199X," "April 199X," 
"May 199X," ' ~ U M  199X." "July 199x1" "A gust 199X" or "Don't remember" shoufd 
p r ~ e t d  to question 3, but should not be in the nt~merator. 

3. Where did you go to get your flu shot? (~ i re le  one) 

a. HMO flu clinic g. Military facility (e.g., Veterans 
b. Clinic outside of HMO with the planAdministration) 
c. Senior Center G. A store (name of store ) 
d. Primary care doctor's office i.: Other 
e. County Health Department j. Don't remember 
f. Private doctor's office not affiliated 

Notes 

t Health plans should not exclude individuals bith a diagnosis of influenza during the 
reporting year or previous yea= from this mepure. 

> Plans must use the Consumei Assessments o 4 ~ e a l t h  P h  Study,(CAHPS)for the 
Medicare risk population. The specifications! for the Medicire version of the 
CAHPS survey will contain detailed insttuct(o&, including sampling guidelines. 

> Plans should substitute the reporting year (e.& 1996) for all instances in which, 
"199X" is stated. 

> Influenza vaccinations rendered in'any setting should count toward the measure 
(e.g., inpatient, outpatient, SNF). 

> This measure is not appli&ble to the commei&al or Medicaid populations because 
the number of individuals age 65 years and ol/ier whose primary coverage is 
commercial or Medicaid is extremely small. If is therefore not feasible to collect 
this measure for those populations. 

> Plans may identify and exclude the following individuals from the denominator. 
Plans that choose to exclude these individual4 should look back as far as posiible.in 
the member's history for these, exclusions. : 

Individuals residing in hospice care (UB-92 "Type of Bill" code: 81X or 82X; 
UB-92 "Revenue"code: lL5,125,135,145; 155,650,65I,652.655,656,657 
or 659). ! 

Individuals with i n  allergy to eggs ( I C D - 9 2 ~ ~  code: ~15 .0 ) .  

Individuals with a history of allergy to the hu vaccine . . . . 
(ICD.9-CM code: V64.0). 

Individuals with a history of Guillain-Barre Syndrome 
(ICD-9-CM code: 357.0). 



BREAST CANCER SCREENING p,: a:.:..:. 

':"h 
S u m m a r y  o f  c h a n g e s  f r o m  H E D I S  2 . 5  a n d l o r  M e d i c a i d  H E D I S  

> Age range has been expanded to include i n d i v i d d  up to age 69 years. 
> This measure, which was optional in Medicaid HEDIS, is noeu required for the 

Medicaid and Medicare risk popddom. 
> An exclusionary nrle has been added for women whp are identified as having had radical 

bilateral maftectomies. 
....................................... .. .......... . ......................................................................................................................... . .... . .................. ... ............. 

Description 

The percentage of Medicaid, commercial and Medicare risk women age 52 through 69 
years, who were continuously enrolled during the reporting year and the preceding year, 
and who had a mammogram during the reporting year or the preceding year. Members 
who have had no more than one break in enrollmqnt of up to 45 days per year should 
be included in this measure. 

Administratiwe Data Specification 

. , Calculation: Thii specification uses membership data to identify women age 52. 
through 69 years and claimslencounter data to ider\tify those women who received one 
or more mammograms during the reporting year 04 the year prior to the reporting year. 
Separate calculations are required for the ~edicaid,  commercial and Medicare risk 
poPulationi. 

, ,.. 

Denominator: Three separate denominators, one for each of the three required 
calculations, are derived usingall enrolled.women $ge 52through 69 y'ears as of 

. . December 31 of the reporting year, who were members of the plan as of December 31 of 
the reporting year, who were continuously enrolle$during the reporting year and the 
preceding year and who were not identified as hav@g had a radical bilateral 
mastectomy. Members who have had no more a, one break in enrollment of up to 45 
days per year should be included in thii measure. ' 

Numerator: The number of members in the denominator for each of the three 
populations (Medicaid, commercial and Medicare lik) who have had one (or more) 
mammogram(s) during the reporting year or the year prior to the repomng year. A 
woman is considered to have had a mammogram ifa submitted ctaimlenwunter meets 
any of the following criteria: 

CPT4 code: 76090 or 76091 or 76092 

Revenue code: 401 or 403 

OR 

ICD-9-CM procedure code: 87.37 or 87.36 
@&: 
~.l.:V. . . OR 

Revenue code: 320 or 400 in conjunction with the following breast-related ICD.9- 
CMdiagnosis codes: 174.xx, 198.81, 217, 2330, 611.72, 793.8, V10.3, V76.1. 
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n.: Hybrid Method Specification 
& :: 

/? Calculation: This specification uses membership data to identify women age 52 
through 69 years. Claims/encounter data and/or mbdical record review is used to 
identify those women who received one or more mbmmograms during the reporting 
year or the year prior to the reporting year. Separate calculations are required for the 
Medicaid, commercial, and Medicare risk populations. 

Denominator: Three separate denominators, one for each of the three required 
calculations, are derived using random samples of 41 1 Medicaid members, 41 1 
6ommercial members and 41 1 Medicare risk memqrs from the plan's eligible 
populations. Eligible members inciude Medicaid erirolled women or commercially 
enrolled women or Medicare risk enrolled women ige 52 through 69 years as of 
December 31 of the reporting year, who were members of the plan as of December 31 
of the reporting year, who were continuously enrolSpd during the reponingyear and 
the preceding year and who were not identified as gaving had a radical bilateral 
mastectomy. Members who have had no more thaq one break in enrollment ofup to 
45 days per year should be included in this measure; 

Numerator: The number of enrolled women in the denominator for each of the three 
populations (Medicaid, commercial and Medicare risk) who have had one (or more) 
mammogram(s) during the reporting year or the year prior to the reporting year as 
documented through either administrative data or medical record review. 
Documentation in the medical record must include, at a minimum, an author-identified 
note indicating the date the mammogram was perfarmed and the result or finding. 

@!$ 
i? Notes 

> Plans may exclude from thi denominator thosejwomen who are identified as having 
had a radical bilateral mastectomy. Plans that dhoose to exclude these ipdivid&k 
should look for bilateral, mastectomies as far baak as possible in the patient's history, 
through either administrative data or medical record review. Refer to Table 1C for 
exclusionary codes. This is a change from HEaIS 2.5 and Medicaid HEDIS in an 
effort to produce more accurate rates. 

> For plans that offer a Medicaid product and apply a full-month eligibility critqion 
to its beneficiaries and for plans that verify enrollment in monthly interyak (i.e., in 
increments of one month) on their infonnation~systems, a 45-day break in 
enrollment is the equivalent of a 30-day or onemonth eligibility period. 

Ta b I e 1 C : Breast Cancer Scmening Exclusionary Codes ................... __t ................... .. ..,............ ' ..................................................................... ' ................................................................................. 
ICO-9-CM Codes 

Sun~iicel codes for mstectomy 85.44 19240-53 or 19240and 099Y) 

85.46 ' " ' 192C&&l ar 192d0and 0'3950 

85.48 (iii;ii$ 18220.50 or 19zZoand 09950 
1 

P 
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j, 32 E F F E C T I V E N E S S  O F  C A R E  

S u m m a r y  o f  c h a n g e s  f r o m  H E D l S  2 .5  a n d l o r  M e d r c a i d  H E D l S  

* Medicaid HEDIS continuous enrollment standard'of 12 months has been adopted. 
* HEDlS 2.5 age specificahion has been adopted. 
> An exclusionary rule has been added for women who are identifled us having had a 

hysterectomy. 

Description 

The percentage of Medicaid and commercially enrolled women age 21 through 64 years, 
who were continuously enrolled during the reporting year, and who received one or 
more Pap tests during the reporting year or the y o  years prior to the reporting year. 
Members who have had no more than one break in enrollment of up to 45 days during 
the reporting year should be included in this meqsure. 

Administrative Data Specif;cation 

Calculation: Thii specification uses membershid data to identify women age 21 
through 64 years and claims/encounter data to id'pntify those women who received one 
or more Pap tests during the reporting year or the two years prior to the reporting year. 
Separate calculatio~ are requiredfor the Medicaid and , . .  commercial populations. . .a . 
Denqminator: Two separate denominators, one for each of the two required. 
calculations, are derived using all enrolled wome? age 21 through 64 years as of 
December 31 of the reporting year, who were members of the plan as of December 31 of 
the reporting year, who werit wntinuously enroiled during the reporting year and who 
were not identified as having had a hysterectomy with no residual cervix. Members 
who have had no more than one break in enrollment of up to 45 days dur.ing the . , . . 
reporting should be included in this measuw, . . 

Numerator: The number of membets inthe denominator for each of the two 
populations (Medicaid and commercial) who havk had one (or more) Pap tests during 
the reporting year or the two years prior to the reporting year. A woman is considered 
to have had a Pap test if a submitted claim/encouhter meets any of the following 
criteria: 

CPT-4 code: 88150 or 88151 or 88155 or 88156 or 88157 

OR 

Revenue code: 923 

OR 

. ,: , Revenue code:. ,309 or 310 in conjunction with one of the following cervical- ... 
related ICD-9-CM diagnosis codes: 180.x, 233.1,622.x, 795.0,795.1, V72.3, V76.2 

OR 

ICD.9-CM procedure code: 91.46 
0 



Hybrid Method Specification 
I 

Calculation: This specification uses member~I$~ data to identify women age 21 
through 64 years. Claims/enwunter data andlqr medtcal record review is used to 
identify those women who received one or more' Pap tests during the reporting year or 
the two years preceding the reporting year. Se arate calculations are required for the 
Medicaid and commercial populations. 9 
Denominator: 'TWO separate denominators, one for each of the two requited 
calculations, are derived using random samples pf 41 1 Medicaid members and 411 
commercial members from the plan's eligible p~pulations. Eligible members include all 
women age 21 through 64 years as of Decembeq 31 of the reporting year, who were 
meinbers of the plan as of December 31 of the +porting year, who were continuously 
enrolled during the reporting year and who wer not identified as having had a 
hysterectomy with no residual cervix. Membe f who have had no more. than one break 
in enrollment of up to 45 days during the reporting year should be included in this 
measure. 

Numerator: The number of enrolled women i the denominator for each of the two 
populations (Medicaid and commercial) who h t ,ve had one (or more) Pap tests during 
the reporting year or the two years prior to the ieporting yeL as detected through either 
administrative data or medical record review. Qocumentation in the medical record 
must include, at a minimum, an author.identifi4d note indicating the date the test was 
performed and the result or finding. I 

. . 

Notes 

* P h  may exclude from the denominator th se individuals who have been 
identified as having had a hysterectomy wit no residual cervix. Plans that choose 
to exclude these individuals should look for i ysterectomies as far back as possible in 
the patient's history, through either adminishrative data or medical remrd review. 
Refer to Table ID for exclusionary codes. This is a change from HEDIS 2.5 and 
Medicaid HEDIS in an effort to produce more accurate rates. 

> For plans that offer a ~ e d i c a i d  product and ipply a full-month eligibility criterion 
to its beneficiaries and for plans that verify e!nrollment in monthly intervals (i.e., in 
increments of one month) on their informat on systems, a 45;day break in d enrollment is the equivalent of a 30-day or neemonth eligibility period. 

I 
i 

, . . 
T a  b l e 1 0 : Cewical Cancer Screening Exelusiona~y Codes , ..................................................................................................................................................................... * .....,..-... " ............................... 
Hvsteractomv Status ICD-9-CM Codes CPT.4 Codes 

Surgical mdes fo! hqstsmmy 68.4 

68.5.68.51.68.5s 

. . , , . , , .< . , 
R.6 .. . , 



I 
PRENATAL CARE IN THE FIRST T R ~ E R I  

S ~ t r n m a r y  o f  ~ h a n g e s  f r o m  H E D l S  2.5 a n ? l o r  M e d i c a i d  H E D l S  ..... ... ..... . .............. 

> Continuous enroUment has been changed f+mn 1 ' hs to 44 weeks prior to delivery. 
> The age specifiation has been removed. 

Description 

The percentage of Medicaid and wmmercially e4rolled women who delivered a live 
birth during the reporting year, who were contin ously enrolled for 44 weeks prior to ! delivery, and who had a prenatal care visit 26 to ,M weeks prior to delivery (or prior to 
Estimated Date of Confinement (EDC), if know+). Me.mbers who have had no more 
than one break in enrollment of up to 45 days dyring the 44 weeks prior to delivery 
should be included in this measure 

I 

Administrative Data Specificalion 

Calcuktion: This specification uses hospital discharge and membership data to 
identify the number of enrolled women who deliyered (a) live birth(s) during the 
reporting year. Encounter data is used to identi those women who re~eived~renatal 
care during the first aimester. Separate are required for the Medicaid and 
commercial populations. 

Denominator: Two separate denominators, one for each of the two requid  
calculations, are derived using all women who birth(s) during the 
reporting year and who were continuously 44 weeks prior to 
delivery. Members who have had no more in enrollment of up to 45 
days during the 44 weeks prior to delivery in this measure. 

Note: To ensure the completeness and validity of lid-birth i n f d n ,  plans ofren use 
several data sources with different c&g schemes. qodes are differentiated by their ability to 
denote deliveries resulting in a Jive birth; some codes +y be used alone while orhers may be 
used as part of a combination ofcodes (e.g., V codeslmay be lcred alone; CPT4 plocedure 
codes may be used in conjunction wiith ICD-9-CM d@wsis codes). Regardkss of the method 
employed by the health plan to donanerrt live birdis, $e plan is responsible for uerifring that 
only live binhs are included in this measure. 

To identify deliveries resulting in live births, woien who have been discharged with 
one of the following codes should be counted: : 

DRG codes: 370.375. Only deliveries r&ultbg in live births should be included. 
The plan isresponsible for documenting its niethod for validating live births when 

. ' u s i n g . ~ ~ ~ s . .  , ; ' -  . .  ;, , : :i 1 .  : . . . .  . ! .  : ,: . .. . .. . . 

OR 
! 

ICD-9-CM codes: An ICD.9-CM diagnosis qode of 650. 
! 
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OR 
I 

V codes: V code of V27.0, V27.2, V27.3, ~ 2 1 . 5  or V27.6. 

An equivalent method used by the plan to 
document the method, including codes 

Suggestion for verifring live births 

To verify V codes for live births, the following IC@-9-CM diagnosis codes may be used: 

640.0~-648.9~ with a fifth digit equal to "1" 01 "2" 

OR I 
! 
! 

651.0x.656.3~ with a fifth digit equal to "1" o 2 

OR 
I "  " 
1 

656.5~-676.9~ with a fifth digit equal to "1" o/. "2" 

To verify LCD-9-CM codes for live births, CPT.4 $odes 59400,59409,59410,59510, 
59514,59515,59610,59612,59614,59618,5962Q or 59622 may be used in' 
conjunction with one or more of the ICD-9-CM {odes listed above. 

Numerator: The number of women in the denominator for each of the two 
populations (Medicaid and commercial) who had prenatal care visit 26 to 44 weeks 
prior to delivery (or prior to EDC, if known). Re i pr to Table IE, which identifies the 
speciftcations or markers for early prenatal care inable from administrative data. 
Note that the numerator is calculated time of delivery OF EDC. 

Note: Tabie JE is recommended and should be wed plans as the basis of their swch w 
identib prenatal care visits in the first trimester. P d may w e  any of the three ruks presented 
in Tabk JE to semch for evidence of prenatal care; a pornan's record need sat* only one of 
the rules. Plans s h o d  document their method for k+#yingprenutaZ care w h e h  or not 
these decision ruJes are followed. 

Hybrid Method Specification 

Cakularion: This specification uses hospital d arge and membership data to identify 
the number of enrolled women who delivered (a) "f ive b i i ( s )  during the reporting year. 
Encounter data and/or medical record review is d to identify those women who 
received prenatal care during the first trimester. parate calculations are required for 
the Medicaid and commercial populations. 

'3 i 
Denominatoc Two separate denominators, one fgr each of the two required 
calculations, are derived using random samples of 41 1 Medicaid members and 41 1 
commercial members from the plan's eligible populations. Eligible members include all 
women who delivered (a) live birth(s) year, and who were 
continuously enrolled for 44 weeks who have had no more 

should be included in this measure. 
than one break in enrollment of up to 45 days during the 44 weeks prior to delivery 
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I 
Note: To ensure the completeness and vnfidity of live-birth informution, phns often use c: ,..... several data sources with different coding schemes. are differentiated bytheir ability to 
denote deliveries resulting in a live birth; some used alone while others may be 

.- used as part ofa combination of codes (e.g., used alone; CPT-4 procedure . 
0 

codes may be used in conjunction with codes). Regardless of rhe method 
employed by the health plan to is responsible for verifying rhat 
only lipre births are included in this measure. ! 

To identify deliveries resulting in live births, womeb who have been discharged with 
one of the following codes should be counted: , 

DRG codes: 370.375. Only deliveries resulting in live births should be included. 
The plan is responsible for documenting its m e w  for validating live births when 
using DRGs. 

ICD-9-CM codes: An ICD-9-CM diagnosis cade of 650. 

V codes: V code of V27.0, V27.2, V27.3, ~2715 or ~27.6. 

OR 

An equivalent method used by the plan to docrment live births. The plan must 
document the method, including codes used, fqr validating.live births. 

Suggestion for verifying Zwe births 

T? verify V codes for live births, the following I C ~ - ~ - C M  diagnosis codes I& be used: 

640.0~-648.9~ with a fifth digit equal to "1" ori-2" 

OR .. 

651.0~-656.3~ with a fifth digit equal to "1" or,"2" 

. 656.5~-676.9~ with a fifth digit equal to "I" 04~2" 
, . . . 

OR . . 

669.5~-669.7~ 

To verifV ICD.9-CM codes for live births, CU-4 cbes  59400,59409,59410,59510, 
59514,59515,59610,59612,59614,59618,59620;or 59622 may be used in 
conjunction with one or more of the ICD-9-CM c&es listed above. 

Numerator: The number of enrolled women in $ denominator for each of the two 
populations (Medicaid and commercial) who had 4 prenatal care visit 26 to 44 weeks 
prior to delivery date (or prior to EDC, if known). / The visit may be identifred through 
administrative data (see Table 1E) or medical record review. -tal care 
vbitsir(s) to a midwife or OB orovider, documentat/on in the medical record must 
include an author-identified note indicating the dqte on which the prenatal care visit(s) 
occurred and evidence of one of the following: 

A basic physical obstetrical examination that (ncludes eiLher auscultation for fetal 
heart tone. pelvic exam with obstetric obsekations or measurement of fundus 
height (a stanciardized prenatal 08 form may $e used). 



, ti?: 
:::*:? T. Evidence that a prenatal care procedure was performed, such as a screening test in 
.n the form of & an obstetric panel, 9s a rubella antibody tesdtiter with an Rh 

ikcompatibility (ABOjRh) blood typing, echography of a pregnant uterus. 

Evidence that a diagnosis of pregnancy has beqn established, in the form of a 
complete medical and obstetrical history and documentation of last menstrual 
period (LMP) or E X .  

OR 

Documentation of LMP or EDC in conjunction with either prenatal risk assessment 
and counseling/education or a complete obstetrical history. 

For a orenatal care visitk) to a familv practitioner or other orimarv care trrovider, 
documentation in the medical record must include an author-identified note indicating 
the date on which the prenatal care visit(s) occurred and evidence of one of the 
following: 

A basic physical obstetrical examination that includes auscultatjon for fetal 
heart tone, 9s pelvic exam with obstetric obseeations QE measurement of fundus 
height (a standardized prenatal OB form may 6e used). 

OR 

Evidence that a prenatal care procedure was pqrformed, such as screening test in 
the form of & an obstetrical panel, 9s a rubella antibody testltiter with an Rh 
incompatibility (ABO/Rh) blood typing, & echography of a pregnant uterus, 
& evidence that a diagnosis of pregnancy has been established, in the form of a 
complete medical and obstetrical history and dbcumentation of LMP or EDC. 

Evidence that a prenatal care procedure was performed, such as a screening test in 
the form of either an obstetric panel, a rubella antibody test/titer with an Rh 
incompatibility (ABO/Rh) blood typing, an antenatal screen, and/or echography of 
a pregnant uterus, &evidence that a diagnosis of pregnancy has been established 
in the form of a documented LMP or EDC in donjunction with either prenatal risk 
assessment and counselingleducation or a complete obstetrical history. 

Note that the numerator is calculated retroactively from time of delivery or E X .  

Notes 

> For a prenatal care visit to a family practitioner or other primary care provider, 
documentation in the medical record at the t i ~ e  of the prenatal care visit need not 
include a complete medical history if the primary care provider is the patient's 
regular doctor and has documented the patienfs medical history elsewhere in the 
medical record. 

> A prenatal care visit to a family practitioner ot; othei primary care provider requires 
both diagnosis-based and procedure-based evidence of prenatalcare to ensure that 
prenatal care services were rendered in additioh to the member's pregnancy status. 



! 
Evidence of prenaral care may be completed +ring any visit(s) during the first 
trimester. 0 

> By specifying the population at risk to includg only live births, HEDIS captures 
only a percentage of plan members' pregnancies. 

> Live births that occurred in a birthing center should be included in this measure. 

> When counting prenatal visits, include visits to physicians, nurse practitioners and 
midwives, as well as registered nurses provided that evidence of co-signature by a 
physician is present, if required by state law. 

The numerator includes visits that take place ?6 to 44 weeks prior to delivery. 
Forty-four weeks was specified to ensure includion of first trimester visits for women 
who deliver post-term, thereby recognizing the imprecise nature of estimated 
delivery dates. 

> EDC is calculated by subtracting three months from the first day of the last 
menstrual period and adding seven days. 

> For plans that offer a Medicaid product and apply a full-month eligibility criterion 3. to its beneficiaries and for plans that verify enrollment in monthly intervals (i.e., in 

$ increments of one month) on their informatiop systems, a 454ay break in 
)?: enrollment is the eqtlivalent of a 30-day or on+-month eligibility period. 

~bns may map state-specific HCPCS Level 11 br Level iii codes (i.e., codes 
beginning with 'W', 'X', 'Y', and '2') to the corresponding CPT-4 codes in this 
measure. 

I-IEDIS 3.0. Volume 2 - Janoarv 1997 



... , . 
i:. . . . :, . . 
>:: 

. . 

~a b I e 1 E : Markers for Early prenatal Care Obtainable from Administrative Data 

Marker Event Specifications: ...................................................................................................................................................................................................................... 
Prenatal care visit toe midwife. CPT-4 = 59W' or 59510' or 59610' or 

OB w i d e r  or famik practitimr or 59618' or 59425.. or 59426" 
other pimay care pmvider 

with ddocmentation of whsn prenetal care 
was initiatsd. 

0 R 

Marker Event Specifications: 

Anvvisit to a midwifeor OB pmvider CPT4 ~99201~99205,99211-9921% or Revenue code 514 
with either 

Pmcedurebased evidence of pe~ta lcare  inthe form 
of screening tests such as an obrtetric panel-alone. 

or tonh entibdq panel alone or ~ b l l e  antibodyltitar 
wi* Uh inmmpa~~liIyIABOil% blwd Vping). 

or ultrasound (eehographylof a pqnant uterus. 
OR 

wiul sither 
UI4 = 80055 alone wW90 elooept86762 with 86W or 86901: 

or 
CfT+ 76805.76815, a 76816 

~iagnosisbased evii&ce of prenetal care ICO-SCM =(W.Ox.648.9xor 651.0*659.9x)~rex(5th digitla 
in the form of p g ~ n w r e l a t e d  diagnosis or or 

ICD.S.CMVwdefor peneta1 care. ICDWM = V22.DM.S orV28.x 

Cf7.4 4 9 2 0 1 - ~ 5 , 9 9 2 1 1 ~ 1 5 :  or Repnuecode 514 ~ n y v i s ~ l o i f a m i l y p r e u i i ~ e ~ o r ~ h B i ~ ~ d r @ ~ r o v i d e r  
WM both whb both 

Procedurebased evidence of prenatal care in the fano f  screening ~ ~ 1 . 4  = 8~55aloneor~0090 alone or86762with 86SM)or 85301: 
tests sd 'asan  obstetric panel-alone. or torch antibody panel alone .or 

or rubelta eniiMq/titsrwlth Rh inmmpatibilic/fABD/Rh blwd cypingt, C P T ' 7 ~ 7 6 B 1 5 ,  or 76816 
or ~ I l ra~~nd leehogre~y lo f  e m n a n t  umus. 

AND AND 
fJiagmis.i!asedevidenceof prenatalare in the t o n  of wqnenw ICD.4CM ~(640.OxW.S~ 

related diagnosis or I C D W  Vwde for prenatal care. or ElAx659.9xl *re xf5th digitw 
a, 

Marker Event Specifications: ..................................................................................................... :. ............................. ....-... ......................................................................... 
Any visil &a famiiypmt1iensr or omtnpr i~ ry  carepovidar CPT4 =89201-9920$9921199215: or Revenue mde 514 

with With 
Oiagmsis-based evidenceof prenatal.care in (he fom hlamal plan mde for an obslebical histoy or 

of a documenled lMPor EDC with either risk assessment and mmseiingledmtion (if epplicablel. 
a mmpletsubsteticel M ~ o r f i s k ~ ~ ~ e ~ ~ n t  

and munselingleducatic-n. 

...................................................................................................................................................................................................................... 
Gcnsrallythas m f c ~ a m  w d  on ~h~ds~~ddc l tvc ry ,  n rhc (int dars for OD arcrc rc chir d o  willbc uyful only i f  the claim fom indicnta 
vdtenpraatsl con wsr IniU~ted. 
Thkcafe will beuwful only if the ~ t d m  form indica~erwhcn prcruul caic\vrr initiated. 
Saurcc: bmR1 Pilgrim l4c;lhirCsre 
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40 E v F E C T I V E N E S S  OF C A R E  

Low BIRTH.WEIGHT BABIES c.; 
/4 

S u m m a r v  a f  c h a n g e s  f r o m  H E D l S  2.5 andlor  Medicaid H E D l S  

> This meas ure. f m  HEDlS 2.5 and Mehaul  HED IS. is not reauired for the 1996 . . 
rebortin~ vear. It is being deferred because of the persistent probkms with risk 
adjustment and ability to identify low birth-weight infants based on administrative data. 
Improved specifications will be developed, and the measure will be required for the 1997 
reporting year. 

) HEDIS 2.5 continuous enrollment standard of 12 months has been adopted. 
> The age limits for the mother applied in HEDIS 2.5 have been removed. 

Description 

Two bid-weight measures are to be calculated: 1) the percentage of infants whose birth 
weight is less than 1,500 grams and 2) the percentage of infanu whose birth weight is 
less than 2,500 grams. Babies in the very low birth-weight category are a subset of the 
babies in the low birth-weight category. Female members who have been continuously 
enrolled for 12 months prior to delivery and who have had no more than one break in 
enrollment of up to 45 days during the reporting year should be included in thii 
measure. 

Administrative Data Specification 

Calculation: Thii specification uses hospital discharge data to identify the number of 
live deliveries to enrolled women during the reporting yea?. Hospital dich$rge data 
andlor birth certificate data identifies infants weighing less than 1,500 grams andlor less 
than 2,500 grams. Separate calculations are required for the Medicaid and commercial 
populations. 

Denominator: Two separate denominators, one fot each of the two required 
calculations, are derived using all live births delivered to women who were continuously 
enrolled for 12 months prior to delivery. Female members who have had no more than 
one break in enrollment of up to 45 days during the reporting year should be included 
in this measure. 

Note: To ensure the cinnpktmess and vnlidity of live-birth information, plans often use 
semal data sources with different coding schemes. Codes are differ& by their obiicy to 
denote deliveries r&ng in a live birth; some codes may be u s d h  while others may be 
used as part of a cambinaabn of codes (e.g., V codes may be used h; CPT4 procedure 
mder may be used in conjunction with ICD-9-CM diagnosis &). Regardkss of the method 
empbed by the plan to document live binhs, the plan is responrible for verifying that only live 
birdts are included in this measure. 

1: Identify women who have had at least one live birth during the reporting year. 
These are deliveries with one of the following codes: 

DRG codes: 370-375. Only deliveries resulting in live births should be included. 
The plan is responsible for documenting iu method for validating live births when 8. 
using DRGs. 
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OR 

ICD-9CM codes: An ICD-9-CM diagnosis code of 650. 

OR 

V codes: V code of V27.0, V27.2, V27.3, V27.5 or V27.6. 

OR 

An equivalent method used by the plan to document live births. The plan must 
document the method, including codes used, for validating live births. 

Suggestion for vetifring live births 

To verify V codes for live births, the following ICD-9.CM diagnosis codes may be used: 

640.0~-648.9~ with a fifth digit equal to "1" or "2" 

OR 

651.0~-656.3~ with a fifth diiit equal to "1" or "2" 

OR 

656.5~-676.9~ with a fifth digit equal tci '1" or "2" ' . 

OR 

669.5~-669.7~ 

To verify ICD-9-CM codes for live births, CPT-4 ccdes 59400,59409,59410,59510, 
59514,59515,59610,59612,59614,59618,59620 or 59622 may be used in 
conjunction with one or more of tKe ICD-9-CM codes listed above. 

2: Of these women, include hose who were continuously enrolled for 12months prior 
to delivery. .. 
3: Include in the denominator all live births (i.e., a count of all live babies, not 
deliveries) tothe women who were continuously enrolled for 12 months prior to 
delivery. Discharge abstracts for live newborns have a p'rincipal ICD9-CM diagnosis 
code of V30.x-V39.x. 

Numerator: The numerator to calculate the very low birth.weight rate is the number 
of infants weighing less than 1,500 grams. The numerator to calculate the low birth- 
weight rate is the number of infants in the denominator with birth weighaof less than 
2,500 grams. Birthweight information can be obtained from the child's diiharge 
abstract, medical record or birth cenificate. 

If the baby's discharge abstract data are used, identify low birth+weight infarits by the 
fifth digit of ICD.9-CM codes 764 (slow fetal growth and fetal malnutrition) and 765 
(disorders relating to short gestation and unspecified low birth weight). 

The numerator to calculate the very low binhaweight rate is the number of babies in 
the denominator for each of the two populations (Medicaid and commercial) with an 
ICD-9-CM code of: 

764.~1,764.~2,764.x3,764.~4,764.~5,765.~1,765.~2,765.~3,765.x4 or 765x5, 
where x can be 0, I, Z or 9. 

The numerator to calculate the low birth-weight rate is the number of babies, reflected 
in the denominator for each of the two populations (Medicaid and commercial), with 



an ICD.9-CM code of: 

764.~1,764.~2,764.~.3, 764.~4,764.~5,764.~6,764.~7,764.~8,765.~1,765.~2, 
765.~3,765.~4,765.~5,765.~6,765.~7 or 765x8, where x can be 0, 1.2 or 9. 

Notes 

> If the reliability of the fifth-digit ICD-9-CM coding of low birth-weight infants is 
low, plans should consider alternative sources of data (e.g., birth certificates, 
medical records). 

> Include births that occur in birthing centers in the calculation of this measure. 

Some plans do not complete discharge abstracts for newborns discharged at the 
same time as their mothers. These plans should follow the approximation method 
described in Table IF to identify the number of live infants born to the mother. 
The plan should then develop a method (e.g., one based on birth certificates) to 
identify infants who had low or very low birth weights. Plans should carefully 
document their method. 

& Low birth. weight is an outcome measure that can be influenced by many variables. 
No adjustment for these varkbles is made in this measure. Thus, the measure is 
best trended over time for an individual health plan. 

> For plans that offer a Medicaid product and apply a full-month eligibility criterion 
to its beneficiaries and for plans that verifV enrollment in monthly intekak (i.e., in 
increments of one' month) on their information systems, a 45,day break in 
enrollment is the equivalent of a 30-day or one.month ekgibility period. 

> Most plans will want to calculate their low birth-weight rates using hospital 
discharge abstrkt data. Because there is concern about the reliability of fifth-digit 

' ICD-9-CM coding on the discharge abstract,we recommend that health plans 
conduct an internal audit to verify the completeness and accuracy of &ed birth- 

.. . weight data. Specifically, we encourage health'ptans to select a sample of births 
and compare the discharge abstract birth-weight information to the medical record. 
Plans should include the results of the internal audit as a pan of their HEDIS 

. reports. If the reliability of the discharge abstract data is low, health plans should 
consider alternative sources of data (e.g., birth certificates). 

Hybrid Metkod Specification 

Because the cost associated with estimating low birth-weight rates through the random 
sampling of medical records would be prohibitively high, and the low birth-weight rate 
for ;he majority of plans is very low (elg., around %)that using a sample to calculate 
this measure results in a relative margin of error so great that the reported rate would be 
meaningless, only an administrative data specifiqtion for chis measure is provided. 



.,: Ta b l e 1 F: Method to Approximate tha Number of N e h m s  in the Absence of N e v h r n  Claims 

....................................................................................... 
I t  Oxmde 651.3 OR VZ7.0 OR V27.3 OR V30.a: OR V3Zxx OR V35.u Then count as 

one newborn 

!! IfOxcods 651.0 OR 651.4 OR 651.5 OR 651.6 OR VZ7.Z OR VZ7.6 OR V31.u O R  V33.u OR V36.u Thencountas hw newborns 
.................................................................................................................................................... 
Itoxcode 651.1 OR 651.9 OR VZ7.5 OR V37.m Then count as 

three newborns 
................... .. ......................... 

Then count as 
four newborns 

................................................................... i:. >. 
:j: 

IfOxcade 651.6 
Then munt as 

,.. live newborns 

.> . , 
U more &an une dtk a& d a  e x M  in thr m c  diuhar@ rmd, ocwlvc conflin. or folllow 
I. Ifacodeonsdilehsrg~ record indiafeone newborn leclwon rhcfim mw - 651.3, V27.0.V27.3.V30,sx orV32sx) ~YIM&W&W dlCdirhdw m r d  indiBlefWO01 

. . rh- nruhnm~ 1dnm t ~ ~ ~ ~ ~ n d  snd third then nlurr$l,wrId rn the hi&ccernumbcr dncwbom, For u u n ~ l e ,  651J indicatsms NNban~ndeclc65lJl i n d i m t w o  ............................................... . . . . . .  
$j nsvbns. e l m  shlxlld covnr o w m d m ~ :  
,.: 2. On rhearhuhand, ifamde hrdicatcron5 t ~ u o w h n e n e u ~  (Lodn m fiw, r d m d  tW IOP.) and ander~adereade indiwafacrorAve&.rhcc plan. shovld w rhe 
.? ,.. lower numb. For c.rmpfc. 611.1 i n d i t e  rhm nr&mrnndde6S1.8 imliwrcr five nevborm. P h r  rhould uxan$ thnencu.boms in rhelruunt. 

3. I f a  pbndos nor have s n j o f r h ~ ~ b o v ~ ~ ~ ~ ~  sywywnn ~udcr-ine tho nymberd~c~rbcrm, it shmld <(YI(YII~)I~ onon ononubom I ~ r ~ ~ ~ v d e l i v e ~  



44 1 E F F E C T I V E N E S S  O F  C A R E  

S u m m a r y  o f  c h a n g e s  f r o m  H E D I S  2 .5  a n d / o r  M e d i c a i d  H E D l S  .................... *... ............................................................................................................................................................................................ 
) Thii measure, optional in Medicaid HEDIS, is now required for Medicaid and 

commercial populations. 

Description 

The percentage of Medicaid and commercially enrolled women who delivered (a) live 
birth(s) during the reporting year who were continuously enrolled 42 days after delivery, 
with no breaks in enrollment, who had a postparmm visit by the 42nd day aker 
delivery. 

Administr&e Data Specification 

Calculation: Thii specification uses hospital discharge and membership data to identi@ 
the number of women who delivered (a) live birth(s) during the reporting year. 
Claims/encounter data is used to identify those women who received postpartum care. 
Separate calculations are required for the Medicaid and commercial populati~ns. 

Denominator: Two separate denominators, one for each of the two required 
calculations, are derived using all enrolled women who delivered (a) live birth(s) from er j;:; 
January 1 through November 18 of the reporting year and who were continuously ..&:I ,.. 
enrolled for 42 days after delivery, with no breaks in enrollment. ,. . 

Note: To ensure the completeness and validity of live-bid infomation, plans often use 
several data sources with different coding schemes. Codes are differentiated by thicr ability to 
denote deliveries resulting in a live birth; some codes may be used alone while others may be 
used as part ofa combination of codes (e.g., V codes may be used alone; CPT4 procedure 
codes may be used in conjunction with ICD-9-CM diagnosis codes). Regardkss of the methad 
employed by the health plan w document h e  births, the plan is responsibk for verifying that 
only live births are inciuded in this measure. 

To identify deliveries resulting in live births, women.who have been discharged with 
one of the following codes should be counted: 

DRG codes: 370-375. Only deliveries resulting in b b i r t h s  should be included. 
The plan is responsible for documenting its method for validating live births when 
using DRGs. 

OR 

ICD-9-CM codes: An ICD.9CM diagnosis code of 650. 

OR 

V codes: V code of V27.0, V27.2, V27.3, V27.5 or V27.6. 

OR 

An equivalent method used by the plan to document live births. The plan must 
document the method, including codes used, for validating live births. 

a 
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Suggestion for verifying live births 

To verify V codes for live births, the following ICD-9.CM diagnosis codes may be used: 

640.0x.648.9~ with a fifth digit equal to "1" or "2" 

OR 

651.0~-656.3~ with a fifth digit equal to "1" or "2" 

OR 

656.5~-676.9~ with a fifth digit equal to "1" or "2" 

OR 

669.5x.669.7~ 

To verify ICD-9-CM codes for live births, CPT-4 codes 59400,59409,59410,59510, 
59514,59515,59610,59612,59614,59618,59620 or 59622 may be used in 
conjunction with one or more of the ICD-9-CM codes listed above. 

Numerator: The number of women in the denominator for each of the two 
populations (Medicaid and commercial) who had a postpartum visit by the 42nd day 
after delivery. A woman is considered to have had a postpartum visit if a submitted 
claims/encounter includes any of the following codes &has a date of service between 
the hospital discharge date and the 42nd day after the delivery. 

ICD-9-CM codes: 

V24.1 Lactating mother (supervision of lactation) 

V24.2 Routine postpartum fotlow-up 

OR 
CPT-codes: - 
59400 Vaginal delivery: Routine obstetric care including antepartum care, 

vagiaal delivery and postpartum care 

59410 Vaginal delivery, including postparrum care 

59430 Postpartum care only (separate procedure) 

59510 Cesarean delivery: Routine obstetric care including antepatrum care, 
cesarean delivery and postpartum care 

59515 Cesarean delivery, including postpartum care 

59610 Rourine obsterric care, including postpartum care 

59614 Routine obsteaic care, including postpartum care 

59618 Routine obstetric care, including postpartum care 

59622 Cesarean delivery, including postpartum care 

HEDIS 10. Valvmc 2 -January 1997 
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Hvbrid Method Sbecification . - .  
@: 

Calculation: Thii specification uses hospital discharge and membership damto identify 
/? the number of women who delivered (a) live birrh(s) during the reporting year. 

d 
Claims/encounter data and/or medical record review is used to identify those women 
who received postpartum care by the 42nd day after delivery. Separate calculations are 
required for the Medicaid and commercial populations. 

Denominator: Two separate denominators, one for each of the two required 
calculations, are derived using random samples of 41 1 Medicaid members and 41 1 
commercial members from the health plan's eligible populations. Eligible members 
include Medicaid and commercially enrolled women who delivered (a) live birth(s) 
from January 1 through November 18 of the reporting year and who were continuously 
enrolled for 42 days after delivery, with no breaks in enrollment. 

Note: To ensure the completeness and v&ty oflive-binh information, p h  often use 
several data sources with different coding schemes. Codes are differentiated by their ability to 
denote deliveries resultkng in a live birth; some codes may be used alone while others may be 
used as pan of a combination of codes (e.g., V codes may be used alone; C P W  procedure 
codes may be used in conjunction with ICD-9-CM d h p s i s  codes). Regardks of the method 
empbyed by t h  plan to document Live births, the plan is responsible for verifying that only live 
birthc are inclvded in this measure. 

To identify deliveries resulting in live births, women who have been discharged with 
one of the following codes should be counted: 

DRG codes: 370-375. Only deliveries resulting in live births should be included. 
The plan is responsible for documenting its method for validating live birrhs when 
using DRGs. - 

ICD-9.CM codes. An ICD.9.CM diagnosis code of 650. .. 

OR 

Vcodes: V code of V27.0, V27.2, V27.3, V27.5 or V27.6. 

OR 

An equivalent method used by the pIan to document live births. The pkn must 
document the method, including codes used, for validating live births. 

Suggestiun for verifying live births 

To verify V codes for live births, the following ICD-9-CM diagnosis codes may be used: 

640.0~-648.9~ with a fifth digit equal to "1" or "2" 

OR 

651.0~-656.3~ with a fifth digit equal to "1" or '2" 

OR , 

656.5~676.9~ with a fifth digit equal to "1" or '2" c;::, 
_,::::: OR 

/? 
669.5~-669.7~ 



Notes 

TO verifi ICD.9-CM codes for live births, CKT-4 codes 59400,59409,59410,59510, 
59514,59515,59610,59612, 59614,59618, 59620 or 59622 may be used in 
conjunction with one or more of the ICD-9-CM codes listed above. 

Numerator: The number of enrolled members in the denominator for each of the two 
populations (Medicaid and commercial) wlxo had a postpartum visit by the 42nd day 
after delivery as docutnented through either administrative data medical record review. 

By specifying the denominator population to include only women with Live births, 
this measure captures only a percentage of a plan members' pregnancies. 

> Women who delivered in a birthing center should be included in this measure. 

> When counting postpartum visits, include visits to physicians, nurse,prixtitioners 
and midwives. 



N e w  Measure .................................................................................................................................................................................................................... 

The percentage of Medicaid and commercially enrolled children who were diagnosed 
with an uncomplicated episode of acute otitis media during the repotting year, who 
were continuously enrolled for six months immediately preceding the diagnosis or, if 
the child was younger than six months old at the time of diagnosis, continuously 
enrolled since birth, and who were dispensed an antibiotic other than a preferred 
antibiotic The rate reported is 1 - (numeratorldenominator). 

Health plans should only wunt the first uncomplicated episode of acuh: otitis media 
occurring during the reporting year, and no cgld should be counted more th&n once 
in tKi measure. Plans should count in this measure only those members who have 
had no breaks in enrollment during the six months preceding the first episode or, if the 
child was younger than six months old at the time of diagnosis, since birth. 

Note: The inverted rate is reported in this measure to be consistent with other Effectivms 
of Care measures: a hi& rate indicates better p e e .  

Administrative Data Specification 

Calculation: This specification uses membership data and claims/encounter to identify 
B) 

children at least six weeks old but less than 60 months (five years) old who were 
diagnosed with an uncomptited episode of acute otitis media during the reporting 
year. Pharmacy data is used to identify children who were d i n s e d  an aiitibiotic othe~ 
than a preferred antimicrobial agent. Separate calculations are required for the 
Medicaid and commercial populations. 

Denominator: Two separate denominators, one for each of the two required 
calculations, are derived from the number of enrolled children who meet the 
following criteria: 

Who were diagnosed during the reporting year'with an uncomplicated episode of 
acute otitis media. Plans should use the following ICD.9-CM principal d inosis  
codes to identify an uncomplicated episode of acute otitis media: 382.4.382.9, 
382.03 or 382.01. 

AND 
Who were at least six weeks old but less than 60 months (five years) old at the time 
of diagnosis. 

AND 
Who were continuously enrolIed for six months immediately preceding the 
diagnosis or, if the child was younger than six month old at the time of diagnosis, 
since birth. 

AND 



Who were & identified as having a diagnosis of an infectious comorbidity or 
underlying disorder of immunity (refer to Table 1G) occurring on the same date of 
service orwithin six months prior to the diagnosis of acute otitis media. 

AND 

Who were & identified as having a previous diagnosis of acute otitis media within 
the preceding six months (i.e., 1CD.9-CM diagnosis codes 382.4,382.9,382.00 or 
382.01). 

Note: He& plans shot& use ody the firstu~~~ompkcated episode in the reporting year to 
calculate this measure. 

Numerator: The number of children in the denominator for each of the two 
populations (Medicaid and commercial) who were dispensed an antibiotic other than a 
preferred antimicrobial (either amoxicillin or trimethoprim-sulfamethoxazole). The 
prescription for any antibiotic other than amoxicillin or trimethoprim.sulfamethoxazole 
should have been dispensed within two days of the diagnosis to ensure that it was 
prescribed for the acute otitis media episode. The following prescriptions correspond to 
nimethoprim-sulfamethoxazole and do not count in the numerator: Bacnim, Septra 
and Sulfatrim Suspension. 

Rate: 1 - (Numerator/Denominator). 

Hybrid Method Specification 

Calculation: This specification uses membership and claimslencounter to identify 
children at Least six weeks old but less than 60 months (five years) old who were 
diagnosed with an uncomplicated episode of acute otitis media during the reporting 
year. Pharmacy data and/or medical record review is used to identify children who were 
dispensed an antibiotic other than a preferred antimicrobial agent. Separate 
calculations are required for the Medicaid and commercial populations. - 
Denominator: Two separate denominators, one for each of the two required 
calculations, are derived using random samples of 411 Medicaid enrolled children and 
411 commercially enrolled children who meet the following criteria: 

Who were diagnosed during the repprting year with an uncomplicated episode of 
acute otitis media. Plans should use the following ICD-9.CM principal diagnosis 
codes to identify an uncomplicated episode of acute otitis media: 382.4,382.9, 
382.00 or 382.01. 

AND 

Who were at least six weeks old but less than 60 months (five years) old at the 
time of diagnosis. 

AND 

Who were continuously enrolled for six months immediately preceding the 
diagnosis or, if the child was younger than six months old at the time of diagnosis, 
since birth. 

AND 



Who were @identified as having a diagnosis of an infectious comorbidity or 
underlying disorder of immunity (refer to Table 1G) occurring on the same date of 
senrice or within six months prior to the diagnosis of acute otitis media. 

AND 

Who were rn identified as having a previous diagnosis of acute otitis media within 
the preceding six months (i.e., ICD-9-CM diagnosis codes 382.4,382.9, 382.00 or 
382.01). 

Note: Health p h  should use only the first uncomplicated episdde in the reporting year w 
calculate this measure. . 
Numerator: The number of children in the denominator for each of the two 
populations (Medicaid and commercial) who were dispensed an antibiotic ocher than a 
preferred antimicrobial (either amoxiciliin or trimethoprim~sulfamethoxazole) as 
documented through either the pharmacy data or medical record review. The 
prescription for any antibiotic other than amoxicillin or trimethoprim-sulfamethoxazole 
should have been diispensed within two days of the diagnosis to ensure that it was 
prescribed for the acute otitis media episode. The following prescriptions correspond to 
trimethoprim-sulfamethoxazole and do %count in the numerator: Bactrim, Septra 
and Sulfatrim Suspension. ' 

Rate: 1 - (NumeratorlDenominator). 

. Notes 

> Plans should only include children in the denominator for whom the plan manages 
or provides a pharmacy benefit in order to accurately identify children who were 
not diispensed a preferred antibiotic and document the percentage of children who 
were at least six weeks old but less than 60 months old during the reporting year for 
whom the plans manages or provides a pharmacy benefit. . 

> A child who is not treated with any antibiotic should be counted in the 
denominator but should not be counted in the numerator. 

> Plans may identiFy those children for whom a previous diagnosis of otitis media 
occurred within the continuous enrollment period and exclude them from the 
measure. 

t Plans should only count the first episode of acute otitis media occurring during the 
reporting year. No child should be counted more than once in this measure. 

> Plans may exclude from the denominator children who are identified as either 
having an allergy to amoxicillin and nimethoprim-sulfametho~au)1e or having an 
infectious comorbidity or underlying immunity disorder on the same date of service 
or within six months prior to the diagnosis of acute otitis media as documented 
through either administrative data or medical record review. Refer to Table 10 for 
the l i t  of comorbidities or underlying immunity disorders and related codes. 

> For plans that offer a Medicaid product and apply a full-month eligibility criterion 
to its beneficiaries and for plans that verify enrollment in monthly intervals (i.e., in 
increments of one month) on their information systems, a 45-day break in 
enrollment is the equivalent of a 30-day or one-month eligibility period. 



t a  b I e 1 G : Infectious Comorbidities or Underlying Disorders of Immunity ............................................................................................................................... ; ...................................................................................... 
lnfectian ....................................................................................................... 
Intestinal infsclion ...................................................................................................................................................................................................................... 
Tuberculosis 011.u418.w 

Zoonotic bacterial disease 020.x423.r 024.025.020.x.027.x 

............................................................. 

............................................................................... 
.................................................................................. 

........................................................................................ 

,081.xlxla83.x. G37.xOBB.x ......................... .................................................................................................................................................................... ........................ 
~ O . V - ~ S ~ . X X . ~ ~ . X . ~ ~ . X X ~ . U . ~ ~ . X , ~ ~ ~ . ~ ~ . ~ O ~ ~ . ~ ~  D98.1~. 

Syphilis & other venereal diseases 098.2.09B.3~~098.4x. 098.5~. 0986.098.7.098.8~, 099.0.099.1.099.2. 
099.3.W.4r W . 5 r  09.8. W . 9  ...................................................................................................................................................................................................................... 

Mher spimdteul disease 1W.x. 101,102.~-104.x ...................................................................................................................................................................................................................... 
Other infectious & narasitic diseases 1M.r 131.0~ 131.8.131.9.136.x 

.............................................................................................. 

Malignanl mplasm 

Ox.279.l~. 2792-279.4.279.8.279.9 ..................................................................................................... 
...................................................... 
Diseaseof white blood al ls  ............................................................................................................ ...................................... 
Mhw disease of spleen ...................................................................................................................................................................................................................... 
tlacterial meningitis 32J.O. 320.1.320.2, 320.3.320.7.320.8~. 320.9 

Meningitis 321.x-323.x ...................................................................................................................................................................................................................... 
lntramniai and invespi~ l  abscess 324.0.324.1.3249 ...................................................................................................................................................................................................................... 
Purulent endopidialmitis ......................................................................... 
Infection of coniunclii 372.0K.372.3~ ...................................................................................................................................................................................................................... 
InRmetion of eyelids 373.~' ................................. 
Oisorders of (he cubit 376.0~-376.1~ 

Oimrdersol enema1 ear 380.0K.380.2~ 

Disorders of tympanic membxane NEC 384.0~. 384.1.384.Zr.384.8~. 384.3 



Infection ICO-9-CM Code ......................................................................................... 
Disorders middle ear and mastoid NEC 

olorrhea 

Chmnic phaiyqitis and nasophawgitis 472.1.472.2 

ChmnicT&A disease 474.O4474.i& 4742.474.8.474.9 ........ .... ........................................................................... .... '..'" ....................... ........ " - ....... " "" ...................................... - 
P e r i t a n s i l l a r a ~  475 ............................ 
Chronic laiwgitis a . . ...................................................................................................................................................................................................................... 
Other respiratory disease 478.0.478.1.471)2*478.3~. 478.4478.6.478.72 478.8.478.9 

........................... 
" .... .......................................................................................................................................... 

Pneumonia other W f i e d  anJanism 48l0.48l8 ........................................................................................................................ " ............................................................................................ 
Pnemnia in o&er Infectious diskere 484.x ...................................................................................................................................................................................................................... 
~ ~ ~ u ~ a  485 ...................................................................................................................................................................................................................... 
Posumnia unspecified 486 ............................. 

................ " ................................................................................................................................................................................................... 
0 t h ~  respirator~ spm diseases 5191 ..................... " .............................................................................. " ..................................................................... 
Oral soft tissue infanion 528.3 ................................................................................................................................................. $.', ....................................... 
Awndicitis 540.0.540.1.540.9.541.502 ...................................................................................................................................................................................................................... 
CholeNslitis 574.6*574.8r, 575.0,575.lx ............................................................................................................................... " ................................................................... 
Cholansitis 576.1 

Acute glamarulontiphritis 58D.0.58a4.580.8x. 580.9 

Kidney infsctiw SSO.DX~S?I.~K 590.Z590.3.590.8~. 5 9 . 9  

Cystitis 595.0.595.4.59582 5959 ...................................................................................................................................................................................................................... 



Ta b l e 1 G : IIIfeClioUS CMlorbidities or Underlying Disorders of Immunity ................ " ............................................................................................................................................................................................. 
lnfecllon ICD-9-CM Code ...................................................................................................................................................................................................................... 
Ucelhrilis 597.0.597.8~ 

0&11is and epididyneis BM.0.6w.9~ ...................................................................................................................................................................................................................... 
Infactian of the male fienitals 607.1.6072.608.4 

~~.~ 
Infectiaus myosi.!4a . . .  128.0 ......... _X ........ .) ............................................................................................................................................................................................ 
Fasciiis. u m W i e d  729.4 ................... -....._( ............................................................................................................................................................................ 
Ostsornysntis 730.n ................... .. .............................................................................................................................................................................................. 



N e w  Measure . . 
................................................................................................................................................................................................ ... ................. 

Description 

The percentage of Medicaid, cornsnercial and Medicare risk mc~nbers age 35 years and 
older during thc rcporting year, who wcre hospitalizcd and discharged alive during the 
reporting year with a dingnosis of acute myocardial infarction (AMI) and who received 
a prescription for hcta hlockers upon discherge. 

Administrative Da ta  Specification 

~lculat ion:  This spccificarion uses membership data and claims/encounter data to 
idenrifjr adulrs age 35 years and older during the reporting year who were hospitalized 
and discharged alive during the reporting year with a diagnosis of AMI. Hospitai 
discharge abstract data and pharmacy data are used to identify a prescription for beta 
blockers at the time of discharge. Separate calculations are required for the Medicaid, 
commercial and Medicare risk populations. 

Denominator: Three separate denominators, one for each of the three required 
calculations, are derived using all members a&e 35 years and older as of December 31 of 

a!: the reportingyear who were hospitalized and discharged alive during the reporring year 
with a principal diagnosis of AM1 (ICD-9-CM code 410.x~) and who were not A. identified as having a contraindication to beta blockers. Refer to Table 1H for a list of 

e 
conditions and related ICD-9-CM codes for exclusions from the measure. 

Numktor: The number of adults in the denoininatorfor each of the th rk  
populations '(Medicaid, commercial and Medicare risk) who received a prescription for 
beta blockers withinseven days after discharge from the hospital with a diagnosis of 
AM1 or within 30 days prior to the hospitaluation for AMI. The following 

. . 
prescriptions correspond to beta blockers and count toward this measure: 

, . 
Acebutolol HCI, Atenolol, BetaxololHCI, Bi i~rolol  Fumatate, ~arteoloi HCI, 
Esmolol HCI, Labetalol HCI, Metoprolol Sukinate, Metoprolol Tartrate, Nadolol, 
Penbumlo1 Sulfate, Piidolol, Propranolol HCI, Sotalol Hcl and Ttmolol Maleate. 

. . 

Hybrid Method Specification 

Calculation: This specification uses membership data and claims/encounter data to 
identify adults age 35 years and older during the reporting year who were hospitalized 
and discharged alive during the reporting year with a diagnosis of AMI. Hospital 
discharge abstract data, pharmacy data andlor medical record review are used to identify 
a prescription for beta blockers at the time of discharge. Separate calculations are 
required for the Medicaid, commercial and Medicare risk populations.. 

, . ,  

Denominator: Three separate denominators, one for each of the three required 
calculations, are derived using random s'amples of 41 1 Medicaid members, 41 1 
commercial members and 41 1 Medicare risk members drawn fmln the health plan's 
eligible populations. Eligible members include, respectively, Medicaid adults, 

4B 
co~n~nercial adulrs and Medicare risk adulu, agc 35 years and older as of December 31 of 
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Notes 

the reporting year who were hospitalized and discharged alive during the reporting year 
with a principal diagnosis of AM1 (ICD-9-CM code 410.x~)~ and who were not 
identified as having a contraindication to beta blockers. Refer to Table 1H for a listing 
of conditions and related ICD-9-CM diagnosis codes for exclusions from the measure. 

Numerator: The number of adults in the denominator for each of the three 
populations (Medicaid, commercial and Medicare risk) who received a prescription for 
beta blockers within seven days after discharge from the hospitzil with a diagnosis of 
AM1 or within 30 days prior to the hospitalization for AM1 as documented through 
either administrative data or medical record review. The following prescriptions 
correspond to beta blockers and count toward this measure: 

Acebutolol HCI, Atenolol, Betaxolol HCI, Bisoprolol Fumarate, Carteolol HCl, 
Emolol HC1, Labetalol HCI, Metoprolol Succinate. Metoprolol Tartrate, Nadolol, 
Penbutolol Sulfate, Pindolol, Propranolol HCI, Sotalol HCl and Timolol Maleate. 

> Plans are stronelv encouraged to exclude from the denominator members who are 
identified through either administrative data or medical record review as having a 
contraindication to beta blocker therapy, because the number of individuals with 
contraindications is likely to be relatively large. Refer to Table 1H for the liiting of 
contraindications to beta blocker therapy. 

> Plans are strongly encouraged to exclude from the denominator members who are 
identified through either administrative data or medical record review as having 
had a previous failure with beta blocker therapy. 

> In cases where patients have had more than one episode of AM1 (as indicated by 
ICD-9-CM diagnosis code 410.x~) during the reporting year, only the first episode 
should be included in thi measure. Any episode with ICD-9.CM dtagnosis code 
410.~2 (AMI, subsequent episode of care) should be excluded from this measure. 

> Plans should document the percentage of members in the denominator for 
whom the plan manages or provides the pharmacy benefit. The denominator of 
this measure includes all members who have been diagnosed during the reporting 
year with an AM1 regardless of whether the plan manages or provides the 
pharmacy benefit because the number of members eligible for rhii measure i s  
likely to be small. 

Ta b I a 1 H : Contraindications to Beta Bloekers .................... .t .............. .. ........................................................................................................................................................................... 
Description of Contraindioatian ICD-9-CM Code ....................................................................................................................................................................................................................... 
Insulin dependent diabefes m11'& 250.xi. 250.~3 .................... ".'"'.-.. ............................................................................................... 
Histow of anhma 433.m 

Len ventricular dystunclion 
....................................................................................... 
COP0 



... 
: 56 j E F F E C ~ I V E N E S S  O F  C A R E  :,. 

.T : c % . , .  ,.; <.,. v , < ? s  . . . . . . . .  

EYE FOR PEOPLE WITH DIABETES 

.- 
S u m m a r y  o f  c h a n g e s  f r o m  H E D l S  2 . 5  a n d l o r  M e d i c a i d  H E D l S  

> The upper age limit has been removed. 
* Specifications for the denominator have been modified: Method A in Medicaid HEDIS 

and Method 1 in HEDIS 2.5 have been deleted. 
* This measure, opttonal in Medicaid HEDIS, is naw required for Medicaid members. 
> This measure naw applies to the Medicare risk population. 

Description 

The percentage of Medicaid, commercial and Medicare risk members with diabetes 
(Type I and Type 11) age 3 1  years and older, who were continuously enrolled during the 
reporting year, and who had a retinal examination during the reporting year. Enrollees 
who have had no more than one break in enrollment of up to 4 5  days during the 
reporting year should be included in chis measure. 

Administrative Data Specification 

Calculation: Thrs specification uses ambulatory claims/encounter data or pharmacy 
data to identify members with diabetes and ambulatory claimslencounter data to 
identify members who received a retinal exam during the reporting year. Separate 
calculations are required for the Medicaid, commercial, and Medicare risk populations. 

Note: Method A from Medicaid HEDlS and Method 1 from HEDlS 2.5 were deleted in 
favor of what was referred to as Method B or Method 2, because Method BIZ i s  preferred to 
capture diabetics rreated through diet and exercise. 

Denominator: Three separate denominators, one for each of the three required 
calculations, are derived using all members age 31 years or older as of December 3 1  of 
the reporting year, who were members of the health plan as of December 31 of the 
reporting year, who were continuously enrolled during the reporting year (including 
enrollees who have had no more than one break in enrollment of up to 45 days during 
the reporting year) &dentifid as diabetic: 

Those who were dispensed insulin and/or oral hypoglycemics during the reporting 
year on an ambulatory basis. 

OR 

Those who had -face-to-face encounters in an ambulatory setting or =face-to. 
face encounter in an inpatient or emergency room setting with a diagnosis of 
diabetes (ICD-9.CM code 250.xx, 357.2.362.0~ or 366.41). Use the following 
codes to identify ambulatory, inpatient and ER encounters: 

UB.92 revenue codes (Fom Locator 42): 

lox, IlX, IZX, 13X. 14X, 15X, 16X. 17X, 20X, 21X. 22X, 45X, 49X, SOX. 
SIX, 52X. 53X, 55X, 57X, 58X, 59X, 65X, 66X, 72X, 76X, 80X, 8ZX, 83X. 
88X. 92X, 94X, 96X, 97X and 98X 



,$~;:: CPT-4 codes: 6 Office or other outpatient services 
/? 

99201-99205 

99211-99215 

99217-99220 

99241.99245 

99271-99275 

99281-99288 

Inpatient Services 

99221-99223 

99231-99233 

99238-99239 

99251-992'55 

99261.99263 

99291-99292 
. . 

Prolonged physician service 

99354-99357 

Preventive medicine 

99381-99387 

99391-99397 

99401.99404 

9941 1-99412 

99420.99429 

Home services 

99341-99343 

99351-99353 

Comprehensive nursing facility assessments 

99301.99303. 

Subsequent nursing facility care 

9931 1.99313 

Domiciliaty, rest home or custodial care services . . 
.. . , . 

99321-99323 . . . . . . .. , . 

99331-99333 



Other evaluation and management services 

99499 

Ophthalmology and optometry 

Note: Many phns find a high rate of fake positives when they use laboratory data w identify 
diabetics, because diabetes diagnosis codes frequently are reported on taborawry tests used w 
rule out diabetes. Therefore, laborat0r)r data should not be wed w identify dinbctics. 

Numerator: The number of members in the denominator for each of the three 
populations (Medicaid, commercial and Medicare risk) who have a retinal 
ophthalmoswpic examination performed by an eye-care professional during the 
reporting year. 

A person is counted as having a retinal ophthalmoscopic examination if he or she has 
had a claim/encounter with a service date during the reporting year in which one or 
more of the following services were provided: 

CPT-4 codes: 

92002 Ophthalmic services, intermediate, new patient 

92004 Ophthalmic services, comprehensive, new patient 

92012 Ophthalmic sewices, intermediate, established patient 

92014 Ophthalmic sewices, comprehensive, established patient 

92018 Ophthalmic exam, general anesthesia, complete @ i 

92019 Ophthalmic exam, general anesthesia, limited 

92225 Ophthalmoscopy, extended-initial 
.* 

92226 Ophthalmoscopy, extended.subsequent 

92235 Fluorescein angiography (includes multiframe imaging) with medical 
diagnostic evaluation 

92250 Fundus photography with medical diagnostic evaluation 

Hybrid Method SDecification . . 

Calculation: This specification uses ambulatory claims/enwunter data or pharmacy 
data to identify members with diabetes. Ambulatory claims/encounter data and/or 
medical record review are used to identify individuals who received a retina1 exam 
during the reporting year. Separate calculations are required for the Medicaid, 
commercial and Medicate risk populations. 

Denominator: Three separate denominators, one for each of the three required 
calculations, are derived using random samples of 411 Medicaid members, 41 1 
commercial members and 411 Medicare risk members from the plan's eligible 
populations. Eligible members include Medicaid, commercial and Medicare risk 
members with diabetes age 31 years or older as of December 31 of the reporting year, 
who were mcmbem as of December 31 of the reporting year and who were continuously m 



enrolled during the reporting year. Enrollees who have had no more than one break in 
enrollment of up to 45 days during the reporting year should be included in this 
measure. See the administrative data specification for definition of the diabetic 
population by ambulatoiy prescription drug and claim/encounter records. 

Numerator: The number of members in the denominator for each of the three 
populations (Medicaid, commercial and Medicare risk) who received a retinal 
examination during the reporting year, as documented through either administrative 
data or medical record revie\\,. For medical record review, a retinal examination is 
documented by: 

A note or letter from an ophthalmologist, optometrist or other health care provider 
summarizing the date thc procedure was performed and the results of an evaluation 
performed hy an eye-care professional. 

OR 

A chart or photograph of retinal abnormalities. If fundus photography was used, 
there must be documentation in the medical record indicating the date the 
procedure was performed and evidence that the results were reviewed by an eye. 
care professional. 

OR 

An author-identified notc, which may be prepared by a primary care provider, 
indicating the date the procedure was performed and that an ophthalmosdopic 
exam was completed by an eye-care professional, with results of the exam. 

Notes 

> The CPM recognizes that the frequency of retinal screening in diabetics is 
influenced by the type of diabetes and the presence and degree of retinopathy. In 
summary, annual screening may not be indicated for every diabetic patient. 
Therefore, one would not necessarily expect a screening rate of 100% in each plan. 
Ideally, this measure should report diabetic retinal screening stratified on the basis 
of risk for developing vision-threatening retinopathy. The feasibility and validity of 
specifications that allow such stratification of the diabetic population will be 
evaluated during 1997. 

For purposes of this measure, an "eyercare professional" is an optometrist or 
ophthalmologist. 

> Thii measure calcul&s the rate of performance of a regular eye exam in a defined 
patient population. The performance does not demonstrate whether effective 
treatment was provided to the patient. 

> For plans that offer a Medicaid product and apply a &full-month eligibility criterion 
to its beneficiaries and for plans that verify enrollment in monthly intervals (i.e., in 
increments of one month) on their information systems, a 45-day break in 
enrollment is the equivalent of a 304ay or one-month eligibility period. 



> The likelihood that a member has received a retinal exam based on the presence of 
the CPT-4 codes cited is uncertain. A number of CPT-4 codes for other 
ophthalmic services have been excluded. It is unclear whether their exclusion will * 
lead to underreporting of the rate of retinal exams. 

> There is consensus among- 
Institute, and American Academv of Onhthalmolopy that dilation of the nupi1 is 
n n  However, the current 
coding structure permits us to know only whether an eye exam was performed and 
not whether the pupil was dilated. This measure represents a minimum rather than 
an optimum standard, but the CPM believes that it is nonetheless valuable in 
improving existing preventive eye &re for diabetics. 

> A plan with as few as 10,000 enrollees would be expected to have at least 100 
diabetics. 

document the percentage ofdtheir  members age 31'years anctolder for whom the 

> Plans may exclude members who, through medical record review, are identified as 
being diabetic. 

0 

. . 
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N e w  M e a s u r e  ................................................................................................................................................................................................. ......... .... ..... 

Description 

The percentages of senior Medicare risk plan members, age 65 years and older, whose 
self-reported health status has improved, stayed the same or worsened. Change is 
measured over two years and has two components - mental and physical. 

Calculation: The SF-36, plus additional item for risk adjustment, will be mailed at 
the outset and two years later; the additional items are a checklist of morbid conditions, 

:>: 
self-evaluated change in status, a three-level'income question, number in household, 

i; social support, education, race, age and sex. The mental and physical components are 

$ scored according to published methodologyi. The change in the responses from year 1 
to year 3 will be compared to an expected change. Individual members will be 
categorized as 'woke' if the change in their functional scores are negative and larger 
thaa expected. They will be classifled as 'same' if the change in functional scores are 
within the exoected ranee. and 'better' if the c h e  in their scdresis oositive and ... . - 
larger than expected. The resulting percentages in each category will be adjusted for 
the additional comorbid conditions and socioeconomic factors collected in the survey. 

Denominator: A random sample of 1,000 Medicare risk enrolled adults age 65 years ' 
and older who have been continuousty enrolled for at least s ix  months; these members 
will be surveyed at baseline and again after two years. For the mental component, the 
denominator consists of all persons who complete both surveys. For the physical 
component, the denominator also includes persons who die or who move into Long- 
term facilities and do not return the questionnaire, In these last two cases, the 
members will be counted as having worsened. 

Numerators: Three numerators are calculated using the number of respondents two 
years later who fall in the following ckgories. . , ' . . 

"Better" - change in functiokl scores positive and larger than expected 

"Same - ch&e in functional scores not larger than expected in 
either direction 

"Worse" - chahge in functional scores negative and larger than expected 

Separate rates are reported for mental and ~hysical scores and will be risk-adjusted as 
described below, incorporating the additional items collected. 

Impkmentation Approach 

Sampling: Each year, a new cohort will be selected from the eligible enrollment. The 
survey will be administered as described in the table below. Two years after each cohort 
receives the survey, they will receive it again, and their baseline compared to the two- 
year score. The comparison is denoted by the arrowed lines: 



Cohort Sumeys and Comparisons 
....................... 

, , . . 
. . . . . . .  , .., . . . . . . .  * Cohort 1 

0 . .  . .  
cahonz: ':' . ,; 

. ' CohoR3 
, ,.. 
. . 

Analysis: TWO sets of analysis are performed in the calculation of the measure: 

> Significance of Change in Status - For each respondent who completed both a 
baseline and a two-year follow-up survey, the functional health score from the ftrst 
questionnaire is subtracted from the second swre. The difference between mental 
health scores is classified as "better," "same" or "worse!' according to the direction 
of change and whether the amount is greater or less than expected from chance 
variation. This will be accomplished by comparing the difference to the 95% 
confidence interval for an individual scale2. The physical health score will also be 
compared to expected performance; in addition, respondents who diednr moved to 
a lotlg-term facility after completing the first survey will be counted as worse on the 
physical score. 

> Risk Adjustment -The proportions of individuals who are "better," "same" or 
"worse" will be adjusted using multinomial logistic regression models. These 
adjusted proportions will be the final reported measures. See the Risk Adjustment 
Methodology below for more detail regarding these calculations. . 

Responsibilities of the Plan: The plan will provide its complete eligible enrollment 
file to an external party each year for sampling. Single-year rates by plan will be 
reported to HCFA, beginning in 1997, to establish baseline functional status associated 
with plan. Change scores will first be available in 1999. 

Information Repom to Plans: Each year the plan will receive aggregated physical and 
mental scores, as well as the scales that make up those aggregated surres: 

Physical Health ' '  . 

Physical Functioning 

'Role-Physical 

Bodily Pain 

' General Health 

Mental Health 

Vitality 

Social Functioning 

Role-Emotional 

Mental Health 

SP36 Pbyriul md Mcoul Senmlry Scr1.i: Uscis Mmuzl. Ware er nl I,?. p. Silo 
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The plan will not receive data on individual responses, for reasons of confidentiality 
and scientific validity. 

Responsibilities of External Parties: All survey administration, data collection and 
analysis will be done external to the plan. 

Notes 

NCWA is sensitive to the additional burden this very important measure daces 
m l a n s ,  and is workine closely with HCFA to examine ~ossibilities for burden 
reduction. Pla_ng will be notified bv NCDA when details are ava& 

To order the SF-36 Health Survey Manual and Interpretation Guide, call the 
Medical Outcomes Trust at 1 (800)-572.9394. 

Risk Adjustment. Methodology 

Suppose the variables for risk adjustment are xl, x2, etc. Two functions are calculated 
for each individual: 

Lbetter = exp(bO+bl*xl+b2*~2+ .... ) 
Lworse = exp(cO+cl*xl+c2*~2+..~), 

where bO, bl ... cO, c l  ... aie cbeffcients supplied from models developed in the MOS 
and NHSF studies in the first report and (" * ") represents multiplication. (In 
subsequent years, the data collected frdm this effort Gili be used to refine the 
model.) 

For each individual, the of getting bktter is 
Xbetter = Lbetter/(Lbetter+Lwo~~e+l). 

The piobability otstaying the same is 
Xsame = r/(Lbetter+Lworse+l). 

The  roba ability of getting worse is 
Xworse = Lworse/(Lbetter+Lworse+l). . . 

 he percentages better, same and' worse observed for equivalent individuals (i.e., risk- . . 

adjusted ~ercentages) will be reported, as follows: 

Abetter = Xbetter/(Xbetter+Xsame+Xwotse) 

Asame = Xsame/(Xbetter+Xsame+Xworse) 

Aworse = Xworse/(XbettertXsame+Xworse) 



FOLLOW-UP ~ E R  ~OSPITALIZATION FOR ~.IENTAL ILLNESS 

S u m m a r v  o f  changes  f r o m  HEDIS 2.5 andlor  Medicaid H E O l S  

The expanded mental health diagnosis codes specified in Medicaid HEDIS have been 
. adopted. 
> ICD-9-CM code 300.3 has been added. 
> The age range has been expanded to include individuals age 6 through 10 years and 65 

years and older. 
> This measure, from HEDlS 2.5 and Medicaid HEDIS, now applies to the Medicare risk 

population as well. 
An exclusionary ruk has been added for members who b e  been discharged directly 
from the hospital to another inpatient facility (e-g., nursingfacility, residential 
treatment facility). 

. . . . , . . . .. . . . ... . . . . . . .... . . ... . . . .. .. . . ... . . . ... . . . .... . . . . .. . . . . .. . . ... , , , , . ,. ,. , , , , .. , . .... , , ... . ... . . . . . . .. . .,.. .. . . . . . . . .. . . . .. . .... .. . .. ... . , . . . . . .. . . . . .. .. .. . . . . .. .. . .. .. . ... . .. . . . . . . . . . . . . . ... . .. . . . .. . . . . . 

Description 

The percentage of Medicaid, commercial and Medicare risk members age six years and 
older who were hospitalized for treatment of selected mental health disorders who were 
continuously enrolfed without breaks for 30 days after discharge, and whi, were seen on 
an ambulatory basis or were in daylnight treatment within 30 days of hospital discharge. 

tbfminishative Data Specification 

~alculition: Thii specificaiion uses either, hospital inpatient discharge s&un&es or 
the UB-92 to identify those members who have been discharged with aselected mental 
health diagnosis and uses encounter dam. (HCFA 1500, UB-92, or equivalent) to 
identify those who have received appropriate follow-up care. Separate calculations are 
required for the Medicaid, commercial and Medicare risk populations. 

Denominator: Three separate denominators, one for each of the three required 
calculations, are derived by counting discharges for members age six years and older at 
the time of discharge who have been hospitalized with a discharge date occurring during 
the first 330 days of the repotting year and a principal ICD-9-CM diagnosis code 
indicating a mental health disorder specified below, and who were continuously enrolled 
without breaks for 30 days after discharge. 

Note: This mewre is resnicred to inpaLMlt hospitafiza&n. Do not count members 
discharged from residnuial care or rehobifitation program. 

The following mental health diagnoses are included &this measure: 

ICD-9-CM 295.x~ schizophrenic disorders 

ICD-9.CM296.0~ Manic disorder, single episode 

ICD-9-CM 296.1~ Manic disorder, recurrent episode 

ICD.9-CM 296.2~ Major depressive disorder, single episode 

ICD-9-CM 296.3~ Major depressive disorder, recunent episode 

ICD-9-CM 296.4~ Bipolar affective disorder. manic 



ICD-9-CM 296.5~ Bipolar affective disorder, depressed 

ICD-9-CM 296.6~ Bipolar affective disorder, mixed 

ICD-9-CM 296.7~ Bipolar affective disorder, unspecified 

ICD-9-CM 296.8~ Manic-depressive psychosis, other and unspecified 

ICD-9-CM 296.9~ Other and unspecified affective psychoses 

ICD.9-CM 297.x Paranoid states 

ICD-9-CM 298.x Other nonorganic psychoses 

ICD-9-CM 299.xx Psychoses with origin specific to childhood 

ICD-9-CM 300.3 Obsessive-compulsive disorders 

ICD-9-CM 301.x Personality disorders 

ICD-9-CM 308.x Acute reaction to stress 

ICD-9-CM 309.xx Adjustment reaction 

ICD-9GM 3 11 Depressive disorder, not otherwise classified 

ICD-9-CM 312.xx Disturbance of conduct, not elsewhere classified 

ICD-9.CM 313.xx Disturbance of emotions specific to childhood and 
adolescence 

ICD-9-CM 314.xx Hyperkinetic syndrome of childhocd 

If a member has more than one discharge during the 330,day period with a diagnosis of 
one of the selected mental health disorders listed above, that member may be reflected 
more than once in the rate. Therefore, a plan should count discharges, not individuals. 
However, if a d i r g e  for one of the selected mental health disorders is followed by a 
readmission for any mental health or chemical dependency diagnosis within the 30.day 
follow-up period, only the readmission discharge should be counted. Although the 
rehospitalization might not be for one of the selected mental health disorders, it most 
likely is for a related condition. 

Numerator: The number of discharees in the denominator for each of the three - 
populations (Medicaid, commercial and Medicare risk) that were followed by an 
ambulatory mental health encounter or day/night treatment within 30 days of hospital 
discharge. To identify ambulatory follow.up encounters, use the CPT.4 codes listed 
below or the UB.92 revenue codes of 901 (psychiatri~psychological treatments, 
electroshock treatment), 91 1 (rehabilitation). 912 (omchiauidosvcholoeical services. . . .. , .. . - 
day care), 913 (psychianiclpsychological services, night care), 914 (individual therapy), 
915 (group therapy), 916 (family therapy) or 513 (ciinic-psychiatric). The follow-up 
visit &&be with a mental health provider and can be for any mental health diagnosis. 
Health plans may use Level I11 HCPCS codes to identify follow-up visirs, as long as the 
codes can be mapped to the service categories represented by the following codes: 

CPT4 ccdes: . . .  , , ,, .. . . :.. . ,. . ,. . , 

90801 Diagnostic assessment 

90820 Interactive interview examination 

90841 MD psychotherapy 

90842 MD psychotherapy 
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MD psychotherapy 

MD psychotherapy 

Medical psychoanalysis 

Family psychotherapy 

Multifamily group therapy 

Group psychotherapy 

Individual psychotherapy 

Group psychotherapy 

Pharmacology management 

Electroconvulsive therapy 

Hybrid Method Specif icah 

Calculation: This specification uses either hospital inpatient discharge summaries or 
thk UB.92 to identify those members who have been discharged with a selected mental 
health diagnosis and uses encounter data (HCFA 1500, UB-92, or equivalent) to 
identify those who have received appropriate follow-up care. Separate calculations are 
required for the Medicaid, commercial and Medicare risk populatiow. 

Denominator: Three separate d,enominators, one for each of the three required 
calcuktions, are derived using random samples of 411 Medicaid members, 411 
commekial members and 411 Medicare risk members hrom the plan's eligible 
popuJations. Using hospitaldkchirge data, identify discharges.for Medicaid, 
commercial and Medicark risk membets who were age six yeais and older at rhe time of 
diiharge, hospitalized with a discharge date occurring during the first 330 days of the 
reporting  yea^ and a principal ICD-9-CM diasosis cdde indicating the me&l health 
disorders specified below, and who were continuously enrolled without breaks for 30 
days after discharge. 

The following mental health disorder diagnoses are used for this measure: . . 

ICD-9-CM 295.xx Schizophrenic. disorders 



ICD-9.CM 298.x Other nonorganic psychoses 

ICD.9-CM 299.xx ~s~choses with origin specific to childhood 

ICD-9-CM 300.3 Obsessive-compulsive disorders 

ICD-9-CM 301.x Personality disorders 

ICD-9-CM 308.x Acute reaction to stress 

ICD-9-CM 309.xx Adjustment reaction 

lCD.9-CM 31 1 Depressive disorder, not otherwise classified 

ICD-9-CM 312.xx Disturbance of conduct, notelsewhere classified 

ICD-9-CM 313.xx Disturbance of emotions specific to childhood and 
adolescence 

1CD-9-CM 3 14.xx Hyperkinetic syndrome of childhood 

If a member has more than one discharge during the 330aday period with a diagnosis of 
one of the selected mental health disorders listed above, that member may be reflected 
more than once in the sampling frame. However, if a discharge for one of the selected 
mental health disorders is followed by a readmission for any mental health or chemical 
dependency diagnosis within the 30.day follow-up period, only the readmission 
discharge should be counted, Although the rehospitalization might not be for one of 
the selected mental health disorders, it most likely is for a related condition. 

Numerator: The number of discharges in the denominator for each of the three 
populations (MedicaLd, commercial, and Medicare risk) for which there is 
documentation of an ambulatory mental heal& encounter or daylnight treatment 
within 30 days of discharge, as documented through either adminisnative data or 
medical record review. The follow-up visit must be with a mental health provider and 
can be for any mental health diagnosis. . 

Notes 

> If a Medicaid, commercial or Medicare risk member identified in the denominator 
of ttiis measure is rehospitalized for a non-mental health, non-chemical dependency 
diagnosis within 30 days of discharge for one of the selected nientat health disorder 
hospitalizations, that member should be dropped from this measure, because the 
rehospidition may prevent an ambulatory follow-up visit ., from taking place. 

> Plans tinay exclude kom the denominator those individuals who have been 
d i r g e d  directly from the hospital to a non-acute setting (e.g., nursing facility, 
residential treatment facility). This is a change from HEDIS 2.5 and Medicaid 
HEDlS in an effort to produce more accurate rates. 

> For plans that offer a Medicaid product and apply a lull-month eligibility criterion 
to its beneficiaries and for dans that verifv enrollment in monthly intervals (i.e., in 
increments of one month) on their information systems, a 45-day break in 
enrollment is the equivalent of a 30-day or one-month eligibility period. 
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