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CHILDHOOD IMMUNIZATION STATUS

Summary of changes from HEDIS 2.5 and/or Medicaid HEDIS

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

» Medicaid HEDIS continuous enrollment standard of 12 months has been adopted.

> Individual vaccination rates are now reqguired, in addition to an cverall combined rate.
{Individual vaccination rates were included in Medicaid HEDIS and only recommended
in HEIDIS 2.5.)

> Tawo hepatitis B vaccines are reqmred {(Medicaid HEDIS requu'ed three hepatms B
vdccines.)

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

» Specifications for acceptable documentation of immunizations for hybrid methodo[ogy
have been modified.

» An exclusionary rule has been added for children who are identified as being.

immunocompromised, for whom the specified immunizations are contraindicated.

.........

Description

The percentage of Medicaid and commercially enrolled children who tumed two years
old during the reporting year, who were continuously enrolled for 12 months
immediately preceding their 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 who have received the' following immunizations:

» Four DTP or DTaP vaccinations {or an initial DTP or DTaP followed by at least
three DTE, DTaP andfor DT) by the second birthday

> Three pblio (IPV or OPV) vaccinations by the second birthday .
- » One MMR between the fitst and second birthdays
> At least one H influenza type-b vaccination between 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 Specification

Calculation: This specification uses membership data to identify children who have
tuened two years old during the reporting year and claims/encounter data to identify
those two-year-old members who have received the specified vaccinations. Health
plans will report six tates 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 nwo 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 earolled for the 12 months inunediately preceding cheir second birthday
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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.

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

> At least four DTP or DTaP (CPT4 code 90700 or 90701 or 90711 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 andfor 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 (CPT-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 (CPT«‘} code 90737 or 90720 or 90721) with a date
. of service falling between the child’s first and second birthdays

» Two heparitis B (CPT4 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 :nc:ludmg ch:ldren who have recewed “j_ of the lmmumzat:ons
listed above.

" Hybrid Method Specification

>

Calculation: This specification uses memibership data to identify those children who
have turned two years old during the réporting year and claimsfencounter data and/or
_medical record review to identify those children who have received the specified
vaccinations. Health plans will report six rates for each payer (i.e., Medicaid and
commercial). Separate calculations are requtred 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 members and 411
commercial members from the health plan’s eligible populations. Eligible members
include all children whose second birthday occurred during the reporting year, who
were members of the plan as of their second birthday, who were continuously enrolled
for the 12 months immediately preceding their second birthday 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.

* . Numerator: The number of membeérs in the denominator for each of the two
populations (Medicaid and commercial) who received the followmg immunizations.
Calculate six numerators described below, as documented through either administrative
data or medical record review:

i > At least four DTP or DTaP (CPT-4 code 90700 or 90701 or 90711 or 90720 or
90721} with different dartes of service by the child’s second birthday, or an initial
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DTP or DTaP followed by at least three DTP, DTaP andfor DT (CPT-4 code 90702)

» At least three polio vaccinations-OPV or [PV-(CPT-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 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 (CPT-4 code 90737 or 90720 or 90721) with a date
of service falling between the child’s first and second birchdays

> Two hepatitis B (CPT-4 code 90731 or 90744 or 80747) with different dates of
service by the child’s second birthday (with one of them falling between the child’s
sixcth month and second birthday) ‘

» A combined rate including children who have recewed all of the immunizations

listed above

Notes For inimunization information obtained from patient history, plans may count the
immunization in HEDIS reports if the medical vecord contains the following information: an
author-identified and dated immunization history or an author-identified note indicating the
place of service, the name(s) of the specific antigen and the date the immunization(s) was
given. Entries made in the medical record at the time immunization(s) was given must include
either an author-identified note indicating the name(s) of the specific antigen and the date the
immunization(s) was given, o the vaccine lot number. A cemﬁcate of immunization prepared

o by an authorized health care provider or agency must include the specific dates and types of

i immunizations administeredl. (Refer to the note below on transferved records.) All medical

2 © record entries must be dated by the child's second birthday (i.e., entries made retroactively may

- ‘not be counted). The following do not constitute sufficient emdence of immunization for

HEDIS reporting: »

> A note that the "member is up-to-date” with all immunizations, without a listing of the
dates all immunizations were given and the names of the immunization agents.

» Records transferred from a previous health care provider or agency without a note that the
authorized health care provider, to whom the records were transferred, has reviewed them.

Notes

» In states in which the law allows for an exception to children receiving pertussis
vaccination, plans may use any combination of four DTP, DTaP andfor DT.

» The 1996 Recommended Childhood Immunization Schedule includes a newly
recommended Varicella-Zoster Virus Immunization. The schedule recommends that .
one dose of the varicella vaccine be administered ac 12 to 18 months of age. To

eflect the updated Childhood Immunization Schedule, HEDIS will include the
varicella vaccine for the 1997 reporting vear as a gegagte rate and not part of

the combined rate.

» For plans that offer a Med:caxd product and appiy a E'ull’month eligibility criterion

to its beneficiaries and for plans that verify enroliment in monthly intervals (ie., in -
@%; increments of one month) on their information systems, a 45-day break in
B enrollment is the equivalent of a 30-day or one-month eligibility period.
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» The Centers for Disease Control and Prevention, American Association of Famtlv

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 heparitis B vaccine tends to be administered by hospitals at birth, yet may not
be recorded on claims forms. Consequently, information on the first hepatitis B
vaccine may not be available in health plan administrative databases. To provide
health plans with transition time to develop systems that can track the first
hepatitis B immunization, HEDIS specifies that only two vaccinations be

provided by the child’s second birthday, for reporting years 1996 and 1997.
The recommended three hepatitis B vaccines will be required for the 1998

reporting vear.

Children who are identified as being immunocompromised for a specific vaccine
may be excluded from the denominator of that specific vaccine rate. If a plan
excludes an immunocompromised child from a specific vaccine, then the plan must
exclude that child from all other specific vaccine rates, as well as from the overall
rate. Thus, the denominator for each specific vaccine, and for the overall rate, 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 patients
history, through either administrative data or medical record review. Refer to Table

LA for contraindications and related codes. This is a change from HEDIS 2.5 and
Medicaid HEDIS in an effort to produce more accurate rates.

Tak ! & 1A: Contraindications for Ch'ildhnod Imsmunizations

Immiunization. ~ Contraindication 1£D-8-CM Cade
Any particular vaccine enaphylactic reaction to ths_z vaceine of its componemts 989.4
) . . .
- Any particular vaccine vaeeing not rendered due 10 contraingication Ve4.0
DTPAOTaP encephalopathy within 7 days of previous dose of DTP 3235
apy .‘ H‘w-infected o household i:onta;t with HIV infection ) infettion VO3 symptomatic 947
"OPY and MMR immunodeficiency, including genetic lcungemtall 279.0x-278.1x, 279.2.2799
R ;mmuncda!acrency syndromes
OPV and MR cancer of iymphereticular or h|s:mm|c :zssue 200.2x-202.xx
OFV and MMR multiply myeloma 203.0x, 203.1x, 203.8x,
with a fifth digit of ‘0 or '¥*
0PV and MMR leukemia 204 x%-208.xx,
with a fourth digit of T, ', 2, '3, 8
or 'Y'; with a fifth digit of 0ot
MMR anaphylactic reaction to egg ingestion or streptomyein 955.68, £930.8
n anaphylactic reaction to egg ingestion o neamyein ~ 23568, E9308
Hib rone identified
hepatitis 8 znaphylactic reaction to common baker’s yeast 955.69

* MMWR. fan 28, 1994, Vol 43, No. RR-1.
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ADOLESCENT IMMUNIZATION STATUS

New Measure

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 claimsfencounter data to identify
adolescents who received a second dose of MMR by age 13. Separate calculatlons 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 13¢h bircthday was in the
reporting year, who were meémbess 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 13¢h
birthday should be included in this measure.

Nmnerator. 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 tubella 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. :

Mgaslg:s (CPT-4 codes 907Q5 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) "

Hybrid Method Specification

Calculation: This specification uses membership data to identify adolescents who
turned 13 years old during the reporting year and claims/encounter data andfor medical .
record review to identify adolescents who received a second dose of MMR by age 13.
Séparate calculations are required for the Medicaid-and commeércialpopilations.
Denominators Two separate denominators, one for each of the two required
calculations, are derived using random samples of 411 Medicaid members and 411
commercial members from the plan's eligible populations. Eligible members include,
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respectively, Medicaid enrolled adolescents and commercially enrolied adolescents who
turned 13 years old during the reporting year, who were members of the plan as of their
13¢th 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 or a
seropositive test result for measles, mumps or rubella by age 13, as documented by
administrative data (see CPT-4 procedure codes below) or medical record review.

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)

Note: For immunization information obtained from patient history, plans may count the
immunization in HEDIS reports if the medical record contains the following information: an

 author-identified and dated immunization history or an author-identified note indicating the
Place of service, the name(s) of the specific antigen and the date the immunization(s) was
given. Entries made in the medical record at the time fmmunization(s) was given miust include
either an author-identified note indicating the name(s) of the specific antigen and the date the
immunization(s) was given, ar the vaccine lot number, A cerdficate of immunization
prepared by an authorized health care provider or agency must include the specific dates and
tybes of immunizations administered. (Refer to the note below on transferred records.) All
medical record entries must be dated by the member's 13th birthday (i.e., entries made
retroactively may not be counted}. The following do not constitute sufﬁc;ent evidence of

- immunization. for HEDIS reporting:

> A note that the “member is up-to-date” with all immunizations, wlthout a listing of the
dates all immunizarions were given and the names of the immunization agents.

> Récoirds transferred from a previous health care provider or agency without a note that the
authorized health care provider, to whom the records were transferred, has reviewed them.

Notes

> Hepatitis B, varicella and tetanus and diphtheria (Td} vaccinati ¢ not
required for 1996 reporting, The 1997 Recomumended Childhood Immunizati

Schedule recommends that these vaccinations be administered to adolescents by
age 13 vears. The Td vaccine is being considered for 1997 regortt The

hepatitis B and varicella vaccinations will be phased-in and reguired for 199

reporting. Svecifically, documentation of one hepatitis B vaccine by the child’s
13th birthday and either one varicella vaccine or documented history of the
chicken pox by age 13 will be required. .

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

HEDIS 3.0, Volume Z — January 1997
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> 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 contraindications. Refer to Table
1B for the listing of contraindications.

Tabie 1B: Contraindications for Adolescent Immunizations

Immunization Contraindication ICB-8-CM Code

Aqy particutar vaccine anaphylactic reaction to the vaccing or its components 9894

Any particular vaccine varsing aot randered due ta conteaindication VG648

MMR immunodeficiency, including genetic foongenitoffimmun.  279.0x:279.1x, 273.2:2799

ofaficiency syndromes -
MMR cancer of lymphoreticular or histiocytic tissue | 200.2x-202.0¢
MMR multipte myefoma 203.0x, 203,1x, 203.8¢,
. with a fifth digitof ‘D' or 1"
MMR leukemia 208062082, - -
- . with.a fouth dipit of 07,1, 2, 3,8 - |
or "9"; with a fifth digit of ‘0 or ¥’
MMR anaphv{actfc,reacﬁnn to egq ingastion or streptomycin . '885.68,£5306 '

* MMWR. Jan 28, 1994, Voh. 43, No. RRel,

HEDIS 3.0, Volume 2 — January 1997

25




§ 26 [ EFFECTIVENESS OF CARE

ADVISING SMOKERS TO QUIT

New Measure

Description

Among Medicaid, commercial and Medicare risk enrolled adults age 18 years and older
as of December 31 of the reporting year, who were continuously enrolled during the
reporting year, who were either current smokers or recent quitters, and who were seen
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 had
no more than one break in enrollment of up to 45 days during the reporting year should
be included in this measure.

Specifications

Caleulation: This specificarion 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 required for the Medicaid, commercial and Medicare risk populations.

Denommator' The denominator for this measure consists of two steps Fitst, three

random samples of Medicaid, commercial and Medicare risk enrolled adults age 18 years
and older as of December 31 of the reporting year, who were members of the health
# L plan as of December 31 of the reporting year and who were contmuousiy enrolled
duting the reporting year. Members who have had no-more than one break in .
entollment 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 questionnaire.

Second, select those Medicaid, commercial and Med:care nsk memhers, respectwely,

who responded to the survey indicating that they were either cutrent smokers or recent

quitters and that they had one or more visits with a plan provider durmg the reporting
. year. This forms the denominator of this measure.

R

! " quitters are individuals who have stopped smoking for less than one year at the time of the

i survey. Members who vespond “Refuse” or “Don’t know” to question 2 ave dropped from
~analysis. Members who respond “Refuse” or “Don’t know” to question 3 are also dropped
from analysis.

Numerators The number of members in the denominator for each of the three
populations (Medicaid, commercial and Medicare 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 knowfrefused” would be done with the smoking survey.)

HEDIS 3.0, Volume 2 — January 1997
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~ 2. Do you now smoke every day, some days ot not at all?
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(Those answering “every day™ or “some days” are classified as current smokers and would
g0 to question 4; those answering “not at all” ave classified as former smokers and would
£0 1o question 3; those answering “don’t knowlfrefused” would be done with the smoking

survey.)

3. How long has it been since you quit smukmg, cigarettes!

(Those responding as having quit <1 year are ciass:ﬁed as recent quitters and would go to
question 4; those answering as having quit 2 1 - year or dont't knowfrefused would be done

with the smoking survey.)

4. During the past 12 months, how many times have you visited a doctor or other
health professional in your plan (do not count overnight hospital visits)?
(Those responding one or more visits are classified as having been seen in the plan in the
past year and would go to question 5; those rcspnndmg none" wordd be done with the

smoking survey. )

5. On how many of these visits were you advmul to quit smoking by a doctor or other

healeh professional in your plan?

{Those responding une or more times are dasufrt.d as smokers who have received medical -
advice to quit; those rvesponding “none” showdd be classified as smokers who hawve not S

voceived medical advice w quit.)

Notes

» Any health care provider who is afﬂitated w;th the health plan may provide
medical advice to quit smoking (e.g., rt,glstered nuses, nurse practitionets,

physician assistants, physicians, etc.).

> For plans that offer : a Medicaid product a'nd'apply a fuiivmonth eligibility criterion
ta its beneficiaries and for health plans thativerify entollment in monthly intervals
(i.e., in increments of one month) on their information systerns, a 45~dav break in.
enrollment is the equivalent of a 30-day or one-month eligibility period.

» For the commercial population, the five survey questtons comprising Advising
Smokers to Quit will be included in the Member Satisfaction Survey contained in
the Satisfaction with the Experience of Carg domain. The information will be
collected for Medicare beneficiaries through the Consumer Assessments of Health
Plans Study (CAHPS) Medicare sutvey. The five questions will also be part of the
CAHPS Medicaid survey. The CAHPS suWeys are expected to be available in

March 1997.

HEDIS 3.0, Volume 2 — January 1997
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FLU SHOTS FOR OLDER ADULTS | ‘ -

New Measure

Description

The percentage of Medicare risk members age 65 years and older as of January 1 of the
reporting year who were continuously enrolled déring 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 réporting year). Members who have
had no more than one bresk in enrollment of up!to 45 days during the reporting year
should be included i in this measure. .

Speciﬁcaﬂions

Calculation: This specification uses membershtp data to identify adults, age 65 years
and older as of January 1 of the reporting year. Shrvey data is used to identify
individuals who received an influenza vaccmatton du.rmg the last four months of the
reporting year. . -

Denominator: A random sample of Medicare risk emolled adults, age 65 years and

- older as of January 1 of the reporting year, who were members of the health plan as of
December 31 of the reporting year, and who werg continuously enrolled during 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 mclu;ied in this measure. Sampling will be
camed out to assure at least 411 respondents in the denominacor.

Numerator: The number of membets in the denomtnator who reported havmg
received an influenza vaccination during the last four calendar months of the reporting

year (i.e., from September 1 through December 311 of the reporting year) as determined
_ through response to the followmg quesuons

1. Did you get a flu shot last year (ie., in 199}()7 (Carcie one)

a. Yes
b. No
¢. Don’t remember

(Those answering “yes” should proceed to qw:sum 2; those answering “no” or “don’t
remember” would be done with the HMO mﬂuenza survey and should nat be counted in
the numerator.)

2. In what month did you get your flu shot? (Cm:le one)

a. January 199X f. June 199}( k. November 199X
b. February 199X g July 199X L. December 199X
¢ . March 199X - h. August 199X m. Don't remember
d. April 199X I. September 199X '
” e. May 199X i.  October 19:9)(
i : (Those responding “September 199X, “Octoben 199X,” “November 199X” or o
—~ , “December 199X should proceed to question 3 and should be counted in the numerator;
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those responding “January 199X," “February
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199%," “March 199X," “April 199,"
gust 199X” or “Don't remember” should

proceed to question 3, but should not be counted in the numerator.

3. Where did you go to get your flu shot? (Cm:le one)

HMO flu clinic

Clinic outside of HMO

Senior Center

Primary care doctot’s office
County Health Department
Private doctor’s office not affiliated

e an o

Netes

g;. Military facility (e.g., Veterans
. with the planAdministration)
h. A store (name of store, )
ii Other
i Don't remember

» Health plans should not exclude individuals 1‘}v'uch a diagnosis of influenza during the
reporting year or previous years from this measure.
!

» Plans must use the Consumer Assessments of Health Plans Study (CAHPS) for the
Medicare risk population. The specificationsifor the Medicare version of the
CAHPS survey wnlI contain detailed mstmctions, including sampling guidelines.

> Plans should substltute the reporting year {e. g , 1996} for all instances in which,

“199X" is stated.

> Influenza vaccinations rendered in any settmg should count toward the measure

{e.g., inpatient, outpatient, SNF)

~ > This measure is not applicable to the commercxai or Medicaid populations because

the number of individuals age 65 years and
commercial or Medicaid is extremely small.
* this measure for those populations.

olﬁer whose primary coverage is
It is therefore not feasible to collect

» Plans may identify and exclude the following indmduais from the dengminator.
‘Plans that choose to exclude these individuals should look back as far as poss:ble in

* the member’s history for these exclusions.

+» Individuals residing in hospice care (UB—% “Type of Bill” code: 81X or 82X;

UB-92 “Revenue” code: 115, 125, 135
. or 659).

145 155 650, 651, 652, 655 656 65?

+ Individuals w1th an allergy to eggs ( ICD—9-CM code: V15.0).
* Individuals with a history of allergy to the ﬂu vaccine

(ICD-9-CM code: V64.0).

+ Individuals with a history of Gutllam-Barre Syndrome

(ICD-9-CM code: 357.0).

HEDIS 3.0, Velume 2 — January 1997
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BRrEAST CANCER SCREENING

Summary of changes from HED!S 2 5 anélot Medicaid HEDIS

> Age range has been expanded to include mdwuiuai& up to age 69 years.

> This measure, which was optional in Medicaid HEDIS, is now required for the
Medicaid and Medicare risk populutions.

» An exclusionary rule has been added for women who are identified as having had radical
bilateral mastectomies.

Description

The percentage of Medicaid, commercial and Med icare 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 enroilment of up to 45 days per year should
be included in this measure.

Admmzstratwe Data Speczﬁcatwn

Calculation: Thls specification uses membership data to 1dentzfy women age 52
through 69 years and claimsfencounter data to 1dent|fy those women who received one
-or more mammograms during the reporting year ot:the yeat prior to the reporting year.
Separate calculations are required for the Medicatd commercial and Medicare risk
populations.

Denominator: Thiree separate denofinators, one ’for each of the three required

calculations, are derived using all enrolled women sge 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 yeat, who were continuously enrolled during the reporting year and the

preceding year and who were not identified as havmg had a radical bilateral

mastectomy. Members who have had no more than one break in entoliment of up to 45
* days per year should be included in this measure. °

Numerator: The number of members in the denominator for each of the three
populations {Medicaid, commercial and Medicare ténsk) who have had one {or more)
mammogram{s} during the reporting year or the year prior to the reporting year. A
woman is considered to have had a mammogram if: a submitted claim/encounter meets
any of the following criteria:

CPT-4 code: 76090 or 76091 or 76092
OR
Revenue code: 401 or 403
oR
ICD-9-CM procedure code: 87.37 or 87.36
OR
Revenue code: 320 or 400 in conjunction withé the following breast-related ICD-9-
CM diagnosis codes: 174.xx, 198.81, 217, 233.0, 611.72, 793.8, V10.3, V76.1.
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Hybrid Method Specification

Calculation: This specification uses membership data to identify women age 52
“through 69 years. Claimsfencounter data andjor mpdlcal record review is used to
identify those women who received one or more mammograms during the reporting
year or the year priot 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 411 Medicaid members, 411
commercial members and 411 Medicare risk members from the plan’s eligible
populations. Eligible members include Medicaid enrolied women or commercially
enrolled women or Medicare risk enrolled women gge 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 yeart, who were continuously enrolled during the reporting year and
the preceding year and who were not identified as havmg had a radical bilateral
mastectomy. Members who have had no more than one break in enrollment of up 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 yeqr 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 petformed and the result or finding, °

Notes

> Plans may exciude from the denominator those! women who are identified as having
. had a radical bilateral mastectomy. Plans that dhoose to exclude these ipdividuals
should took for bilateral mastectomies as far bagk 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 HEDIS 2.5 and Medicaid HEDIS in an
effort to produce more accurate rates.

>~ For plans that offer a Medicaid product and app[y a full-month eligibility criterion
to its. beneficiaries and for plans that verify enrallment in monthly interyals (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.

Yahle 18: Breast Cancer Scraening Exclusionary Codes

Mastectomy Status iCD-s-CM Codes . CPT-4 Codes
Surgica! codes fqr mastectomy 8544 ' 19240-50 or 19240 and 63950
a Cdges | 1970880 ur 19200 nd 09950
85,48 | ¥8220-50 0v 19220 and 09950

¢ . —— e
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CERvICAL CANCER SCREENING

Suammary of changes from HEDIS 2.5 améllor Medicaid HEDIS

» Medicaid HEDIS continuous envollment staﬁdard%of 12 months has been adopted.
» HEDIS 2.5 age specification has been adopted.

> An exclusionary rule has been added for women w.ho are tdenttﬁed as having had a
hysterectomy.

Description

The percentage of Medicaid and commercially enroiled women age 21 through 64 years,
who were continuously enrolled during the repomng year, and who received one or
more Pap tests during the reporting year or the tyo 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 Specification

Calculation: This specification uses membershig data to identify women age 21

through 64 years and claims/encounter data to identify those women who received one _

or more Pap tests during the reporting year or the two years prior to the reporting year. .
Separate calculations are required for the Medma:d and commercnai populations.

Denommator Two separate denommators, one for cach of the two required-
. calculations, are derived using all enrolled women age 21 through 64 years as of
4 December 31 of the reporting year, who were members of the plan as of December 31 of
the teporting year, who were continuously enrolled during the reporting year and who
wete not identified as having had a hysterectomy with no residual cervix. Members
who have had no more than one break in enroilment of up to 45 days during the
reporting year should be included in'this measure;

Numerator: The number of membets in the denominator for each of che two
populations (Medicaid and commercial} who have 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 subm:tced clatm/encounter meets any of the following
criteria:

CPT"} code: 88150 or 88151 or 88155 or 88156 or 88157
OR

Revenue code: 923
OR

Revenue ¢ode: 300 or 310 in conjunction with one of the following cervical-
related iCD 9.CM dlagnosm codes: 180.x, 233 1, 622.x, 795.0, 795.1, V723, V16.2

@l o8 | | @

ICD-9-CM procedute code: 91.46
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Notes

Hybrid Method Specification . '

Calculation: This specification uses members Eip data to identify women age 21
through 64 years. Claimsfencounter data and/or medical record review is used to
identify those women who received one or mot’g Pap tests during the reporting year or
the two years preceding the reporting year. Se;?amte calculations are required for the
Medicaid and commercial populations.

Denominator: Two separate denominators, oné for each of the two required
caleulations, are derived using random samples pf 411 Medicaid members and 411
commercial members from the plan’s eligible pcipulatxons Eligible members include all
women 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 rpporting year, who were continuously
enrolled during the reporting year and who werg 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 during the report;lng year should be included in this
measure.

Numerator: The number of enrolled women iy the denominator for each of the two
populations {(Medicaid and commercial) who h ive had one (or more) Pap tests during
the reporting year or the two years prior to the qeportmg year as detected through either
administrative data or medical record review. Documentation in the medical record
must inchude, at a minimum, an authoroidenuﬂqd note indicating the date the test was
performed and the result or finding. :

identified as having had a hysterectomy with no residual cervix. Plans that choose

 to exclude these individuals should look for hysterectomies as far back as possible in
the patient’s history, through either administrative data or medical record review.
Refer to Table 1D for exclusionary codes. Th;s is a change from HEDIS 2.5 and
Medicaid HEDIS in an effort to produce more accurate rates.

> Plans may exclude from the denominator th|£se individuals who have. been

> For plans that offer a Medicaid product and appiy a full-month eligibility criterion
to its beneficiaries and for plans that verify enrollment in monthly intervals (ie., in
increments of one month) on their infomajon systems, a 45-day bréak in
enrollment is the equivalent of a 30-day or gne—month eligibility period.

i
i
[

Fahle 0: Cervical Cangar Sereening Exclusionary Codes

Hysteractomy Status ' lcn-s-cM Codes = CPT4 Codes
Surgicat codes for hysterectomy 684 ' ] ‘ 58150, 58152, 56200
695, 68,51, 58.59 7, 56308, 58760, 50262, 58763, 58267, -
; 58270, 58275, 58260
687 1 50285
Al e ' 58240
P 59135

i
............................................................................................................... Batemiet bt s e e s e e e s e e e s g b et HA

HEDIS 3.0, Volutne 2w Janwary 1997

L

EFFECTIVENESS OF Cage |

33




i EFFECTIVENESS OF CARE ' o Buboutis

PRENATAL CARE IN THE FIRST TRIMESTER

E

Summary of changes frem HEDIS 2.5 aad!or Medicaid HEDIS

> This measure, from HEDIS 2.5, now applies to the Medicaid population as well.
» Continuous enrollment has been changed from 12 imonths to 44 weeks prior to delivery.
> The age specification has been removed. .

Deseription

The percentage of Medicaid and commercially eg&roﬂed women who delivered a five
birth during the reporting year, who were contmi.touslv enrolled for 44 weeks prior to
delivery, and who had a prenatal care visit 26 to 44 weeks prior to delivery {or prior to
Estimated Date of Confinement (EDC), if known). Members who have had no more
than one break in enrollment of up to 45 days dlfrmg the 44 weeks prior to delivery

should be included in this measure. ;

Administrative Data Specification ;
Calculation: This specification uses hospital disql:harge and membership data to
identify the number of enrolled women who delivered (a) live birth(s) during the
reporting year. Encounter data is used to ldenttilthose women who received prenatal
care during the first trimester. Separate calculations are required for the Medmazd and

-commercial populations.’ - |

- Denominator:  Two separate denominators, one for each of the two required
calculations, are derived using all women who defivered (a) live birth(s) during the
reporting year and who were continuously enrollid in the plan for 44 weeks prior to
delivery. Members who have had no more than dne break in enroliment of up to 45
days during the 44 weeks prior to delivery. should |be included in this measure.

Note: To ensure the completeness and validity of live-birth information, plans often use

several data sources with different coding schemes. Godes are differentiated by their ability to
denote deliveries resulting in a live birth; some codes fay be used alone while others may be
used as part of a combination of codes (e.g., V codes|may be used alone; CPT-4 procedure
codes may be used in conjunction with ICD-9-CM diagnosis codes). Regardless of the method
employed by the health plan to docuamient live births, duz Plan is fesponsable for verifying that
only live births are included in this measure. :

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

DRG codes: 370-375. Only deliveries resultipg in live barths should be included.
The plan is responsxble for documentmg its :re.thod for valldatmg lwe births when
using: DRGs. ST R R T .

OR

[CD-9-CM codes: An ICD-9-CM diagnosis dode of 650.
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OR

i
!

V codes: V code of V27.0, V21.2, V213, vz’g.s or V27.6.

OR

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

Suggestion for verifying live births |
To verify V codes for live births, the following ICf .9.CM diagnosis codes may be used:

640.0x-648.9x with a fifth digit equal to “1” or “2”
OR :
651.0x-656.3x with a fifth digit equal to “I" o ? "
OR 1
' 656.5x-676.9x with a fifth digit equal to “1” % A
OR \
669.5x-669.7x

To verify ICD-9-CM codes for live births, CPT-4 qodes 59400, 59409, 59410 59510,
59514, 59515, 59610, 59612, 59614, 59618, 59620 or 59621 ray be used in’
conjunction with one or more of the ICD-9.CM qodes listed above.

Numerator: The number of women in the denommator for each of the two
populations (Medicaid and commercial) who had p prenatal care visit 26 to 44 weeks
prior to delivery (or prior to EDC, if known). Relf;r to Table 1E, which identifies the
specifications or markers for early prenatal care obtainable from administrative data.
Note that the numerator is calculated retroactively from time of delivery of EDC.

Note: Table 1E is vecommended and should be used by plans as the basis of their search to
identify prenatal cave visits in the first trimester. Plang may use any of the three rules presented
in Table IE to search for evidence of prenatol care; a woman’s record need satisfy only one of
the rules. Plans should document theit method for lde’pafymg prenasal care whether or not
these decision rules are followed.

. Hybrid Method Specification

Calculation: This specification uses hospital d harge and membership data to identify
the number of enrolled women who delivered (a) live birth{s) during the reporting year.
Encounter data andfor medical record review is uséd to identify those women who
received prenatal care during the first trimester. uiparate calculations are required for
the Medicaid and commercial populations. |

i
i

Denominator: Two separate denominators, one for each of the two required
calculations, are derived using random samples of #11' Medicaid members and 411
'commercial membrs fror the plan’ eligible popu[atzons Eligible members include all
women who delivered {a) live birth(s) during the feporting year, and who were
continuously enrolled for 44 weeks prior to delivery. Members who have had no more
than one break in enrollment of up to 45 days during the 44 weeks prior to delivery
should be included in this measure. ] '
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Note: To ensure the completeness and validity of live-pirth information, plans often use

several data sources with different coding schemes. Codes are differentiated by their ability to .
denote deliveries resulting in a live birth; some codes may be used alone while others may be '
used as part of a combination of codes (e.g., V codes may be used alone; CPTH4 procedure

codes may be used in conjunction with ICD-9-CM diagnosis codes). Regardless of the method

employed by the healch plan to document live birchs, the plan is responsible for verifying that

only live births are included in this measure. Lo

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

DRG codes: 370-375. Only deliveries resultiné in live births should be included.
The plan is responsible for documenting its method for validating live births when
using DRGe. ‘ ;

OR
ICD-9-CM codes: An ICD-9-CM diagnosis cade of 650,

OR - |

V codes: V code of V27.0, V27.2, V27.3, V27}5 or V21.6.

OR |

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

Suggestion for verifying live births o ‘ .
To verify V codes for live births, the following ICEET-Q‘CM diagnosis codes may be used:
640.0x-648.9x with a fifth digit equal to “1” ori“2”

OR ;
651.0x.656.3x with a fifth digic equal to “1” or/“2"

OR '

. 656.5%-676.9x with a fifth digit equal to 1" or 2"

oR o L
669.5x-669.7x

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

Numerator: The number of enrolled women in the 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 identified through
administrative data (see Table 1E) or medical record review. For a prenatal care
visit(s) to a midwife or OB provider, documentat#oh in the medical record must
include an author-identified note indicating the*da}te on which the prenatal care visit{s)
occurred and evidence of one of the following: | ‘
A basic physical obstetrical examination that includes either auscultation for fetal ‘ .
: heart tone, or pelvic exam with obstetric obselilvations or measurement of fundus
o~ height (a standardized prenatal OB form may l%e used).
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OR

- Bviderice that a prenatal care procedure was pérformed, such as a screening test in
the form of either an obstetric panel, or a rubella antibody testftiter with an Rh
incompatibility (ABO/Rh) blood typing, and[g r echography of a pregnant uterus.

OR

Evidence that a diagnosis of pregnancy has been established, in the form of a
complete medical and obstetrical history and documentation of last menstrual

period (LMP) or EDC.
OR

Documentation of LMP or EDC in conjnnctioh with either prenatal risk assessment
and counselingfeducation or a complete obstetrical history.

For a prenatal care visit{s) to a ily practitioner or other primary care provider,
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 mc!udes either auscultation for fetal
heart tone, or pelvic exam with obstetric obseqvauons or measurement of fundus
height (a standardized prenatai OB form may be used).

OR

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

OoR

* Evidence that a prenatal care- procedure was perfcrmed 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 antenatai screen, andfor echography of
a pregnant uterus, and evidence that a diagnosis of pregnancy has been established
in the form of a documented LMP or EDC in conjunction with either prenatal risk
assessment and counseling/education or a complete obstetrical history.

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

Notes

» For a prenatal care visit to a family practitioner or other primary care provider,
documentation in the medical record at the time of the prenatal care visit need not
include a complete medical history if the pnmaty care provider is the patient’s
regular doctor and has documented the patient’s medical history elsewhere in the
medical record. ;

» A prenatal care visit to a family practitioner ot other primary care provider requires
both diagnosis-based and procedure-based evidence of prenatal care to ensure that
prenatal care services were rendered in addition to the member’s pregnancy status.
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> Evidence of prenatal care may be c:ompleted durmg any visit(s) during the first

tiimester. : : .

> By specifying the population at risk to lnclude only live births, HEDIS captures
only a percentage of plan members’ pregnanmes

» Live births that occurred in a birthing center s_hould be included in this measure.

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

» The nuraerator includes visits that take place 26 to 44 weeks prior to delivery.
Forty-four weeks was specified to ensure inclusion 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
to its beneficiaries and for plans that verify entoliment in monthly intetvals (i.e., in

‘ increments of one month) on their information systems, a 45-day break in

2 : - enrollment is the equivalent of a 30-day or on¢-month eligibility period.

» Plans may map state-specific HCPCS Level 11 ?or Level II] codes (i.e., codes
" beginning with ‘W, ‘X’, ‘Y’ and *Z’) to the corresponding CPT-4 codes in this
measure.
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Marker Event:

EFFECTIVENESS OF CARE |

Table 1E: Markers for Early Prenatal Care Obtainable from Administrative Data

Specifications:

Prenatal care visit to a midwife,
0B provider or family peactitioner or

CPT-4 = 52400" or 53510 or 59510* or
£9618* or 53425"" ¢r 59426°*

other primary care provider
w:th dacumentation of whan prenatal care
was inttiated,
OR
“* Decision Rule 2.
Marker Event; Specsf catiens:
Anv visit to 3 midwife or OB provider CFM = $9201-89205, 9921;,99215 or ﬁevenue code 514
with either with aither
Pmcedm&based evidence of prenataf carz in the form CPI-4 = 80055 efone or BO0S0 ame o 86762 with 86590 or 85987
of screening tests such as an obstetric panel-alone,
. of torch antibody panel alone or ruballa antibody/titer CFM: 76805, 76815 or 76816
with Rh incompatibility {ABO/Rh biood typing),
or ultrasound {echography} of a regnant uterus.
OR OR
Diagnosis-based evidenca of prenatal care {CD-8-CM = [540.0x-648.9« ar 651.0x-653.9x) where x {5th digit}=3
in the form of pragnancy-refated diagnosis o or
1C0-8-CM V gode for pfepaial tare. ICO-8-CM = V220239 or V28.x
g8
AT . ¢ Desision Rute 3, .
Marker Event: Specifications:
B Any visit to a family pfacﬂ!im:er or pther primary care provider - CPT-4 = 89201-89205, 99211-59215; or Re\renue code Si 4
. with batl with both

Procedure-based evidente of prenatal care in the form of screening
tests such as an obstetsic panal-alons, or torch antibody parel alone
or rubeita antibody/titer with Rl incompetibility (ABO/R blood typing),
of ultrasound {adwgramv) of a pregnant utarus.

Diagnns;s—based evidence of prenam! care in the form of pfegnanay-
related dizgnosis or ICD-9-CM V code for prenatal care,

Marker Event:

CPT 4= E0055 alone ar 80090 a!one or B6762 with 66900 cr 85991
CPT-4= 75835. 76815 of 76816
" AND
ICD-9-EM = {840.0x-648.9x
ar 651.0x-659.9x] where x {§ith digit}=3

ar
ICOHI-CM = V22.0-V23.9 or V2B.x

R AT Ly
£ Al

3 el s

Sy

Specifi eetmns:

Any visk 1o 2 family practitionar o other primary care provider
with

Diagnosis-based evidence of prenatal care in the form
of a documented LMP or E0C with either
a complete chstetrizal histery or risk assessment
’ and eaunseling/education.

(P14 = 89201-85205, 83211.89215: o Revenue coda 514
with
- Intereal plan code for an obstetricat history or
;isk assessment and cotmsaking/education {if applicable).

Ih

> when prenatal cace was initiated,

f ‘izg\, : ¢ Genernily these codes are used on the date of delivery, not the fiest date for OB care, so this cods will be useful only i vhe claim form indicates

“* This code will be useful only if the clatm form indicaes when prenatal care was inittated.

)

Source: Harvard Pifgrim Health Care
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Low BIRTH-WEIGHT BABIES

Summary of chaages from HEDIS 2.5 andfor Medicaid HEDIS

» This measure, from HEDIS 2.5 and Medicaid HEDIS, is not required for the 1996
reporting year. It is being deferred because of the persistent problems 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 birth-weipht measures are to be calculated: i) the percentage of infants whose birth
weight is less than 1,500 grams and 2) the percentage of infants whose birth weight is -
less than 2,500 grams. Babies in the very low birth-weight category ate 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
enroliment of up to 45 days during the reporting year should be included in this
measure.

Admmzstratwe Data Specification

Calculation: This specification uses hospztal dlscharge data to identify the number of

live deliveries to enrolled women during the reporting yeat. Hospital discharge data

andfor birth certificate data identifies infants weighing less than 1,500 grams and/or less

than 2,500 grams. Separate caiculations are required for the Medicaid and commercial
" populations.

- Denominator: Two separate denominators, one for 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 brezk in enroliment of up to 45 days during the reporting yedr should be included
in this measure. .

Note: To ensure the completemss and validity of live-birth mfonnaaon plans often use
several data sowrces with different coding schemes. Codes are differentiated by their ability to
denote deliveries resulting in a live birth; some codes may be used alone while others may be

. used as part of a combination of codes (e.g., V codes may be used alone; CPT-4 procedure
codes may be used in conjunction with ICD-9-CM diagnosis codes). Regardless of the method
employed by the plan to document live births, the plan is responsible for verifying that only live
births are included in this measure.

1z ldentify women who have had at least one live birth durmg the reportmg 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 its method for validating live births when
using DRGs.
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OR

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

V codes: V code of V27.0, V27.2, V27.3, V2'1.5 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 verifying live births

To verify V codes for live births, the following ICD-9-CM diagnosis codes may be used:
640.0x-648.9x with a fifth digit equal to “1” or “2” |
OR ' -
651.0x-656.3x with a fifth digit equal to “1” or “2"
OR L ' |
656.5x-676.9x with a fifth digit equal o “1" or “2”
OR
669.5x-669.7x

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
conjunctmn with one or more of the ICD-9.CM codes listed above.

2: Of these women, include those who were continuously enrolled for 12- months prior
to delivery.

3: Include in the denominator all live births {i.e., 2 count of all live babies, not

- deliveries) to-the women who were continuously enrolled for 12 months prior to
delivery. Discharge abstracts for live newboms have a prmtnpal ICDJ‘?-CM diagnosls
code of V30.x-V39.x.

Numerator: The numerator to calculate the very low birthwweight 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 weights.of less than
2,500 grams. Birth-weight informarion can be obtained from the child’s discharge
abstract, medical record or birth certificate.

If the baby’s discharge abstract data are used, identify low birth-weight infants by the
fifch 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 birth-weight rate is the number of babies in

the denominator for each of the two populations (Medtcald and commercial) with an
ICD-9.CM code of:

164.x1, 164.x2, T764.%3, T04.x4, 164.%5, 765.x1, 765.%2, ?65.x3. 765.x4 or 765.x5,
wherexcanbe 0, [, Z or 9.

The numerator to calculate the fow birth-weight rate is the number of babies, reflected
in the denominator for each of the two populations (Medicaid and coramercial), wich -
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an ICD-9-CM code of:

164.x1, 764.x2, 764.x3, 164.x4, 764.%5, T64.%6, 164.x7, 764.x8, 165.x1, 165.x2, .
765.%3, 765.x4, 165.%5, 165.x6, 765.x7 or 765.x8,lwhere xcanbe 0, 1,20r9, '

Nbotes

> If the reliability of the fifth-digit {CD-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 variables 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 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. - .

» Most plans will want to calculate their low birth-weight rates using hospital
discharge abstract data. Because there is concern about the reliability of fifth-digit
ICD-9-CM coding on the dischatge abstract, we recommend that health plans
conduct an internal audit to verify the completeness and accuracy of coded birth-
weight data. Specifically, we encourage health plans 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 audic as a part of their HEDIS

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

Hybrid Method Specification

Because the cost associated with estimating low birth-weight rates through the random
samipling of medical records would be prohibitively high, and the low birth-weight rate
for the majority of plans is very low (e.g., around 5%} 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 specification for this measure is provided.
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Tabie 1F: Mathod to Approximate the Number of Newhars in the Absence of Newbarn Claims E

"After excluding alff detiverias without a live birth (V27.1, V27.4, V27.7, V35), elassify the remainiﬁg deliveries according to the fallowing algorithm:

€n-9 co-9 ict-9 {CD-8 ich-9 160-9 i£D-9 1€D-5 1609 #Live
Code Code Code . Code Code Code Code Code Code Newboras
Then count as
if Dx code 8513 OR wvzzo OB v273 OR Vioxx OR  v32zax OR V35 . 0N pew b
# fOxcods 8510 OR 6514 OR 6515 OR 616 OR vz OR vré OR  V8ixx OR Vixx OB ViGx &gnnm;
I : Then count a5
WOwode G511 OR 6518 OR V25 OR  vaTx O
- Than count as
. fiDxcode 6512 OR V34 ‘ . fowr newboms:
: . Then count as
liDxcode 6518 : et
i?“ 1f more than one of the above codes exists in the same discharge record, cesolve conflicts s follows;
i 1. Ifa code on a discharge record indicates one newborn (codes an the first row = 6583, V27.0, V27,3, V30ux or V32.xx) but enother code on the discharge record indicates two or

sl

it thres newborns {codes on the second and thitd row}, then plans should use the higher number of newboms, For example, 6513 indicates one newbom snd code 651.0 indicates wwo
1}3 : newbomns, Plans shoald count rwo newboms. : :

R 2. On the other hand, if a code indicates one, two or thice newboms {eodos on fisst, second and third row) and anovher code indicates four or five newborns, then plans should use the
@ lower number. For exatnple, 6511 indicares three newboms and code 651.8 indicaces five newborns. Plans should use anly thres newboms in their count.

; 3. Ifa plan does not have any of the above codes or a system to & ine the number of newboms, Tt should count only ane newbom for every delivery.
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CHECK-Ups AFTER DELIVERY

@ e

Summary of changes from HED!S 2.5 and/or Medicaid HEOIS

» This measure, optional in Medicaid HEDIS, is now required for Medicaid and i
commercial populations. ‘

Description

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

Administrative Data Specification

Calculation: This specification uses hospital discharge and membership data to identify
the number of women who delivered (a) live birth(s) during the reporting year.
Claimsfencounter data is used to identify those women who received. postpartum care.
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 women who delivered (a) live birth(s) from .‘, o
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 validity of live-bisth information, plans often use
several data sources with different coding schemes. Codes are diffeventiated by théir ability to
denote deliveries resulting in a live birth; some codes may be used alone while others may be
used as part of a combination of codes (e.g., V codes may be used alone; CPT-4 procedure
codes may be used in conjunction with ICD-9-CM diagnosis codes). Regardiess of the method
employed by the health plan to document live births, the plan is responsible for verifying that
only live births are included in this measure.

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

DRG codes: 370-375. Only deliveries resulting in _l_ig_e_births 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-9-CM diagnosis code of 650.
OR | ,
 V codes: V code of V27.0, V27.2, V21.3, V21.5 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.

HEBDIS 3.0, Valume 2 — Jnawary 1997
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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-648.9x with a fifth digit equal to “1" or “2”

OR

651.0x-656.3x with a fifth digit equal to “1” or “2”

OR ' ‘
656.5x-676.9x with a fifth digit equal to “1” or “2”

OR '
669.5%-669.7x

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.

Numerators The number of women in the denominator for each of the two
popularions (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
claimsfencounter includes any of the following codes and has a date of service between
the hospital discharge date and the 42nd day after the delivery.

ICD-9.CM codes:
Vidl Lactating mother (supervision of lactation)
V24.2  Routine postpartum follow-up

oR

CPT-codes: | . .,

59400  Vaginal delivery: Routine obstetric care including antepartum care,
vagipal delivery and postpartum care

59410  Vaginal delivery, including postpartum care
59430  Postpartum care only (separate procedure)

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

59515  Cesarean delivery, including postpartum care

59610  Routine obstetric care, including postpartum care
59614  Routine obstetric care, including postpartum care
59618  Routine obstetric care, including postpartum care

59622  Cesarean delivery, including postpartum care

HEDILS 3.0, Volume 2 - January 1997




“""m‘

e

46

i EFFECTIVENESS OF CARE

Hybrid Method Specification

Calculation: This specification uses hospital discharge and membership data to identify
the number of women who delivered (a} live bicth(s) during the reporting year.
Claims/encounter data andfor 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 411 Medicaid members and 411
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 ! 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 validity of live-birth information, plans often use
several data sources with different coding schemes. Codes are differentiated by their ability to
denote deliveries resulting in a live birth; some codes may be used alone while others may be
used as part of a combination of codes (e.g., V codes may be used alone; CPT-4 procedure
codes may be used in conjunction with ICD-9-CM diagnosis codes). Regardless of the method
employed by the plan to document live births, the plan is vesponsible for verifying that only live
births are included in this measure.

To identify deliveries resulting in live births, women who have been dlscharged 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 documentmg its method for vahdatmg live births when
using DRGs

OR

[CD-9-CM codes: - An {CD-9-CM diagnosis code of 650. -
OR

V codes: V code of V27.0, V27.2, V273, V27.5 or V21.6.
OR

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

Suggestion for verifying live births
To verify V codes for live births, the following ICD-9-CM diagnosis codes may be used:
640.0x-648.9x with a fifth digit equal to “1” or “2"
OR
651.0x-656.3x with a fifth digit equal to “1" or “2”
OR . -~ S
656.5x-676.9x with a fifth digit equal to “I" or 2
OR '
669.5x-669.7x

HEDS 3.0, Volume 2 — January §997
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To verify ICD-9-CM codes for live births, CPT-4 codes 59400, 59409, 59410, 59510,
59514, 595185, 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 enrolied metmbers in the derominator for each of the two
populations {Medicaid and commercial) who had a postpartum visit by the 42nd day
after delivery as documented through either administrative data medical record review.

Notes

> 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 practitioners
and midwives.

HEDIS 3.0, Volume 2 — January 1997
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TREATING_ CHILDREN’S EAR INFECTIONS

New Measure

Description

The percentage of Medicaid and commercially enrolled children who were diagnosed
with an uncomplicated episode of acute otitis media during the reporting 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
entolled since birth, and who were dispensed an antibiotic other than a preferred
antibiotic. The rate reported is 1 ~ {numeratot/denominator).

Health plans should only count the fitst uncomplicated episode of acute otitis media

occurring during the reporting year, and no child should be counted more than once

in this 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 veported in this measure o be consistent with other Effectiveness
of Care measures: a higher rate indicates better performance.

Administrative Data Specification o .

Calculation: This specification uses membership data and claimsfencounter 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 Jreporting
* year. Pharmacy data 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 from the number of enrolled children who meet the
following criteria:

* Who were diagnosed during the reporting year with an unoomphcated 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 continuousfy entolled for six months immediately preceding the
dlagnosm ot if the child was younger than six months old at the time of diagnosis,
since birth.

AND : C
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Who were pot identified as having a diagnosis of an infectious éomorbiéitv or
underlying disorder of immunity (refer to Table 1G} occurring on the same date of
service or within six months prior to the diagnosis of acute otitis media.

AND

Who were pot 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 plans shotdd use only the first uncomplicated episode in the reporting year to
calcwlate 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
trimethoprim-sulfamethoxazole and do not count in the numerator: Bactrim, Septra
and Sulfatrim Suspension.

Rate: 1 —{Numerator/Denominator).

Hybrid Method Specification

Calculation: This specification uses membership and claimsfencounter 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 andfor 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 duting the reporting 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 werte continuously entolled for six months immediately preceding the
diagnosis or, if the child was younger than six months old at the time of diagnosis,
since birth. - ‘ S

AND

4
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Who were not 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 or within six months prior to the diagnosis of acute otitis media.

AND

Who were not 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 plans should use only the first uncomplicated episode in the reporting year 10
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) 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 dispensed within two days of the diagnosis to ensure that it was
prescribed for the acute otitis media episode. The following prescriptions correspond to
rrimethoprim-sulfamethoxazole and do not count in the numerator: Bactrim, Septra
and Sulfatrim Suspension.

Rate: 1 — {Numerator/Denominator).

>~ Plans should onlv include children in the denominator for whom the plan manages
or provides a pharmacy benefit in order to accurately identify children who were
- not dispensed 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 penod and exclude them from the
measure.

» 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 trimethoprim-sulfamethoxazole or having an
infectious comorbidity or underlying immunity disotder 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 1G for
the list 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 2 30-day or one-month eligibility period.

HEDIS 3.0, Volume 2 — January 1997
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Infection

Tubereulosis

{£0-3-CM Code

001.%-002.x, 003.0:003.1, 003.2«, 603.8-003.5, 004.x-007.x, 008X, 008.x

D18

Zgonotic bactérial disease

020.x-023.x, 024, 025, 026.%-027 x

Leprosy & other mycabaeterial diseases 030.x-031.x

Ei-;;gt'fzeria e vaeenes bR e e e P

Wf.muping mugg ...................... S
Bysnsles 635

Meningocoocal infection 0360

Sapticemia 038.xx

Actiomyeotic dsease 038x

Other bacterial infection .mé-%ﬁ.xx, 041x

HIV infection w T
Chlamydial disease 076.x, 077.000079.xx

'Rickettsluses S artopod disease 080, 0B1.x1-083.x, 087.x-088.x

093.3¢-081,xx, 092.x, 033.xx-004.xx, 095,x, 085, {87.%, 5880, 028.1::.

Syphilis & other vencreal diseasas (158.2, 098.3x, 098.4x, 098.5», 008,56, 036.7, 098.8x, 039.0, 089.1, 099.2,
099.3, 099.4x, 639.5¢, 0908, 039.9
Other spE_rodzetal disense 100.x, 101, 102.%-104.x

Other infectious & parasitic diseases

130.%, 131.0x, 131.8, 131.8, 136.x

140 %185, 170, 170.x, 111.x, 172.%, 173x, 174, 116X, 116, 179,

10, 181, 182x, 183.x, 184.x, 185, 186.x, 187.x, 188.x, 1898, 180.%,

Malignant neaplasa 191, 192, 183, 194 195.0 196.x, 197.x, 188, 180, 2000207 xx,
263.50-208.%0, 203,x1-208.x1, 230.X -235.%, 236.x%, 237x%, 238.x-240%

imimune disease 219.00279.3x, 27822794, 2788, 7799

Sickle colf disease and other hemogkbinopathy 2826, 282.7

Disease of white hlood cails 288.x

Other disease of spleen 288.5x%

Bacterial meninpitis 3700, 320.1, 320.2, 320.3, 320.7, 320.8x, 3209

.Meningiﬁs m—— 321.x-323x

Intracranial and intraspinal 2bscess 3240,324.1, 3249

Purclent endophthaimitis 360.0x-350,1x

mfestion ot comjenctin 372.0%-372.3%

inflammetion of eyelid; M

Disorders of the orbit J6.00376.3x

Disorders of extarnat ear 380.0:-380.2¢

Chvonic otits medin 361.11:381.2, 3613, 381.5¢:361.6 3817, 361 6, 3819, 30213823

L e

Disarders of tympanic membrane NEC

HEDIS 1.0, Vohimse 2 — January 1997
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Table 1G: Infectious Comorbidities or Underlying Disorders of Immunity

Infection

{CD-9-CM Code

Disorders middte ear and mastofd NEC

385.0x-385.3%, 385.8x, 3859

388.6x

Aruta theumatic fever 390, 381.%, 352.0, 392.9, 333, 398.0, 398.9x
. Pericarditis/Endocarditis/Myocarditis ’ 420, 4200, 420.9x, 421.x, 422.0, 422.9x, 429.0
Ao largli Bachatts. A0, eI ABAI AL
aoe bronchiolits ;55.1
Chronic pharyngitis and nasopharyngitis 4723, 472.2

-

Chronic sinusitis :1.';3.0, 4731, 4732, 4733, 4138, 473.9
Chronic TRA disease 4740, 474.0x, 474.2, 4748, 4748
Peritonsillar abscess 415 '

Cheronic laryrgitis and larmgatracheitis 4760, 476.%

amer respiratory disease 4780, 478,1, 475.2%, 4783, 47B.4-478.6, 470.7%, 470.8, 4783
Pna@mi preumonia 81 l

(ther bacterial preumonta 4820, 482.1, 4822, 482.3¢, 4B2.4, 4828+, 4828

Pneumpnr’a othier specified brganism 4830, 4838

Prgumonia in other infectious discase 485

Bronchapreumanie 485

Pnoumonia unspecified 485

Chonicboondeits 4910, 491.1, 491.2x, 4918, 451.9 L
Bronchiectasis 494 '

Chvonic ainway obstruction, NEC s T
?Egufisy ....... 511.0,511.1,5118,511.8

Lung sbscess 6130, 5131

Other respiratory system diseases 519.x ;
Orat soft tissug Infeciion 5283

Appandicitis 5400, 540.1, 6409, 541, 542

Chalecystitis 574.6x-514.8x, 750, 575.1x

Cholangitis 61

Pantreatitls 5170,571.1, 5718

Acute glomandonsphyitis 5800, 580.4, 5808« 580.8

Kidney infection _ 590.0+-550.1x, 5302, 590.3, 5508, 590.9

Gustts 595.0.595.4, 595 8¢ §95.9 _
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Table 1G: Infectious Comarbidities or Underlying Disarders of Immunity

Infection 1CD-9-CM Code

Urethritis §87.0, 597 8x

rinary teace infection - sy mm——
Orchitis and epididymitis 5040, 6009x

Infection o the male genitals o071, 6072, 6084
Female pelvic inflammatory disease 614, 6150, 615.1,615.8

Other femate genital inflemmatory disease

6160, 616.1x, 515.2-516.4, 616.5%, 616.8, 6169

Infectior of skin and soft tissus 0., 661 xx, 632, 693, 634, 685.0, 605.1, 686.0, 695.1, 686.5, 6968
Infectious arthropathy 711.0x, 711,48, 7118«
Infectious myositis 7280
Fasciitis, unspecified 7204
. Qstoomysiii a0
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( - BETA BLOCKER TREATMENT AFTER A HEART ATTACK
<

New Measuve

Description

The percentage of Medicaid, commercial and Medicare risk members age 35 years and
older during the reporting year, who were hospitalized and discharged alive during the
reporting year with a diagnosis of acute myocardial infarction (AMI) and who received
a prescription for beta blockers upon discharge.

Administrative Data 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 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 age 35 years and older as of December 31 of
the reporting year who were hospitalized and discharged alive during the reporting year
with a principal diagnosis of AMI (ICD-9-CM code 410.xx} and who were not
identified as having a contraindication to beta blockers. Refer to Table 1H for a list of
.conditions and related ICD-9-CM codes for exclusions from the measure.

Numerator: The number of adults in the denominator for each of the thrée .
populations (Medicaid, commercial and Medicare risk} who received a prescription for
beta blockers within seven days after discharge from the hospital with a diagnosis of
AMI or within 30 days prior to the hospitalization for AML The following

" prescriptions cotrespond to bera blockers and count toward this measure:

- Acebutolol HCI, Atenolol, Betaxolol HCl, Bisoprolol Fumarate, Carteolol HCI
Esmolol HCI, Labetalol HC, Metoprolol Suécinate, Metoprolol Tartrate, Nadolol,
lPenbutoloi Suifate, Pindolol, Propranolol HCI, Sotalol Hel and Timolol Maleate.

Hyiarid Method Speciﬁcatioﬁ

Calculation: This specification uses membership data and claimsfencounter data to
identify adules age 35 years and older during the reporting year who were hospitalized
and discharged alive during the reporting year with a diagnosis of AML. Hospital
discharge abstract data, pharmacy data and/or 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
caleulations, are derived using random samples of 411 Medicaid members, 411
commercial members and 411 Medicare risk members drawn from the health plan’s
eligible populations. Eligible members include, respectively, Medicaid adults,
comunercial adulrs and Medicare risk adults age 35 years and older as of December 31 of
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the reporting year who were hospitalized and discharged alive during the reporting year
with 2 principal diagnosis of AMI (ICD-9-CM code 410.xx), 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 hospital with a diagnosis of
AMI or within 30 days prior to the hospitalization for AMI as documented through
either administrative data or medical record review. The following prescriptions
correspond to beta blockers and count toward this measure:

Acebutolol HCJ, Atenolol, Betaxolol HCI, Bisoprolol Fumarate, Carteolol HCl,
Esmolol HCI, Labetalol HCI, Metoprolo! Succinate, Metoprolol Tartrate, Nadolol,
Penbutolol Sulfate, Pindolol, Propranolol HCL, Sotalol HCl and Timolol Maleate."

» Plans are strongly 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 listing 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 prevtous failure with beta blocker therapy

> In casés where patients have had more than one episode of AMI (as indicated by
ICD-9-CM diagnosis code 410.xx) during the reporting year, only the first episode -
should be included in this measure. Any episode with ICD-9-CM dtagnosis code
410.x2 (AM], 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 AMI regardless of whether the plan manages or provides the
pharmacy benefit because the nuriber of members eligible for this measure is
likely to be small.

Tahle 1H: Containdications to Beta Blockers

HEDIS 3.

Description of Contraindication ICD-9-CM Code

tnsulin dependent disbetes meliitus i " 750xi, 2503

History of asthma . 493

Heart block > 1 degres . . 4760,426.12,476.13, 426.2. 426.3, 426.4, 426.94, 426.7

* Sinus bradyeardia " T am

CHE :';gg gé 28% g! 402, ‘H 402.91, 404.01, 404,11, 404,91, 40403, &M!S
Left ventrscular dysfunctmn ............................ 628.1

{:0?9 4912049:214920432849551825064
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EYE ExAMS FOR PEOPLE WITH DIABETES

Summary of changes from HEDIS 2.5 and/or Medicaid HEDIS

> 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, optiondl in Medicaid HEDIS, is now required for Medicaid members.
> This measure now applies to the Medicare risk population,

Description

The percentage of Medicaid, commercial and Medicare risk members with diabetes
(Type I and Type II) age 31 years and older, who were continuously entolled 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 45 days during the
reporting year should be included in this measure.

Administrative Data Specification

Calculation: This specification uses ambulatory claimsfencounter data or pharmacy
data to identify members with diabetes and ambulatory claims/encounter data to
ideritify 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 HEDIS and Method I from HEDIS 2.5 were deleted in .
favor of what was referred o as Method B or Method 2,.because Method Bf2 is preferred to
capture diabetics treated through dier and exercise.

Denominator: Three separate denominators, one for each of the three required
calculations, are detived using all members age 31 years or older as of December 31 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 repotting year (including
entollees who have had no more than one break in enrollment of up to 45 days during
the reporting year) and identified as diabetic:

Those who were dispensed insulin andfor oral hypoglycemlcs durmg the reporting
‘year on an ambu!atory basis.

OR

Those who had two face-to-face encounters in an ambulatory setting or one face-to-
face encounter in an inpatient or emergency room setting with a diagnosis of
diabetes (ICD-9-CM code 250.xx, 357.2, 362.0x or 366.41). Use the following
codes to identify ambulatory, inpatient and ER encounters:

UB.92 révenue codes (Form Locator 42)y - =

10X, 11X, 12X, 13X, 14X, 15X, 16X, 17X, ZOX,‘ZIX. 22X, 45X, 49X, 50X,
51X, 51X, 53X, 55X, 57X, 58X, 59X, 65X, 66X, 72X, 76X, 80X, 82X, 83X,
88X, 92X, 94X, 96X, 97X and 98X.

HEDIS 3.0, Volume 2 «— Jmuaary (997
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CPT-4 codes: -
Office or other outpatient services
99201-99205
9921199215
99217-99220
99241-99245
99271-99275
99281.99288
Inpatient Services
99221-99223
99231.99233
99238-99239
9925199255
99261-99263
99291.99292
Prolonged physician‘servlice
9935499357
" Preventive medicine
9938199387
99391-99397
9940199404
9941199412
99420-99429
Home services
99341-99343
9935199353 .
Comprehensive nursing facility assessments
99301-99303
Subsequent nursing facility care
9931199313

Domiciliary, rest home or custodial care services

9932199323
9933199333

HEDIS 3.0, Volume 2 — January 1997
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Other evaluation and management services
99499

Ophthalmology and optometry
92002-92014

Note: Many plans find a high rate of false positives when they use laboratory data to identify
diabetics, because diabetes diagnosis codes frequently are reported on laboratory tests used to
rule out diabetes. Therefore, laboratory data should not be used to idensify diabetics.

 Numerator: The number of members in the denominator for each of the three

populations (Medicaid, commercial and Medicare risk} who have a retinal
ophthalmoscopic 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, coﬁlprehensive, new patient
92012 Ophthalmic services, intermediate, established patient
92014  Ophthalmic services, comprehensive, established patient
92018  Ophthalmic exam, general anesthesia, complete
92019  Ophthalmic exam, general anesthesia, limited
92225 Ophthalmoscopy.', extended-initial
- 92226 Opixthalmoscopm exten&ed*SuEsequent -

92235  Fluorescein angiography (includes multlframe imaging) with medical
: diagnostic evaluation

92250 - Fundus photography wnth medlcal cflagnosttc evaluation

Hybrid Method Specification

Calculation: This specification uses ambulatory claimsfencounter data or pharmacy
data to identify members with diabetes, Ambulatory claimsfencounter data andfor
medical record review are used to identify individuals who received a retinal exam
during the reporting year. Separate calculations are reduired for the Medicaid,
commercial and Medicare risk populations.

Denominator: Three separate denominators, one for each of the three required
calculations, ate derived using random samples of 411 Medicaid members, 411
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 members as of Decomber 31 of the reporting year and who were continuously

HEDIS 3.0, Volume 2 — Jancary 1997
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enrolled during the reporting year. Enrollees who have had no more than one break in
enrollnient of up to 45 days duting the reporting year should be included in this
measure. See the administrative data specification for definition of the diabetic
population by ambulatory prescription drug and claimfencounter 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 review. 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 the procedure was performed and the results of an evaluation
performed by an eye-care professional,

OR -

A chart or photograph of retinal abnormalities. If fundus photography was used,
there must be documendation 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 note, which may be prepared by a primary care provider,
indicating the date the procedure was performed and that an ophthalmoscopic
exam was completed by an eye-care professional, with resules of the exam.

» 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 “eye-care professional” is an optometrist or
ophthalmologist.

> This measure calculates 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
enroliment is the equivalent of a 30-day or one-month eligibility period.

HEDIS 3.0, Valume 2 — Januacy {997
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» 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
’ fead to underreporting of the rate of retinal exams.

» There is consensus among the American Diabetes Association, National
Institute, and American Academy of Ophthalmology ¢hat dilation of the pupil is
necessary to ensute optimal examination of the retina. 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 care fot diabetics.

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

> Plans that use oh!y pharmacy data to identify their diabetic popufation should also
. document the percentage of all their members age 31 years and older for whom the
heaith plan manages or provides a pharmacy benefit.

» Plans may exclude members who, through medical record review, are identified as
pot being diabetic,

HEDIS 3.0, Volume 2 = January 1997
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THE HEALTH OF SENIORS

New Measure

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

Description

; The percentages of senior Medicare tisk 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.

Specifications

Calculation: The SF-36, plus additional items 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,
social support, education, race, age and sex. The mental and physical components are
scored according to published methodology'. The change in the responses from year 1
"to year 3 will be compared to #n expected change. Individual members will be
categorized as ‘worse’ if the change in their functional scores are negative and larger
than expected. They will be classifled as ‘same’ if the change in functional scores are
within the expected range, and ‘better’ if the change in their scores is positive 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.

R NI e o T

Denominator: A random sample of 1,000 Medicate risk enrolled adults age 65 years |
. . - and older who have been continuously enrolled for at least six months; these members
i 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 categories. -

“Better” — change in functional scores positive and larger t'han expected

“Same -— change in functional scores not larger than expected in
either direction
“Worse” — change in functional scores negative and larger than expected

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

Implementation Approach

Sampling: Fach year, a new cohort will be selected from the eligible enrollment. The
T survey will be administered a5 described in the table below. Two years after each cohort
Q 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:

L 5836 Physical sad Mensat Summary Scales: Users }-‘l-ttlluai. Ware ot af pp. 4:3-4:4
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Cohort Surveys and Comparisons

1597 188 '

1999
Cotort 1 o oot ]
Gohopt 2 i : -
. Cohort3

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

> Significance of Change in Status — For each respondent who completed botha

baseline and a two-year follow-up survey, the functional health score from the fiest

questionnaire is subtracted from the second score. 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 scale’, The physical health score will also be
compared to expected performance; in addition, respondents who died or moved to
a long-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. .,

Responsnbllmes 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 Reports to Plans: Bach year the plan will receive aggregated phys:cal and
mental scores, as well as the scales that make up those aggregated scores:

Physxcal Health
Physical Functioning
‘Role-Physical
Bodily Pain
" General Health
Mental Health
Vitality
Social Functioning
Role-Emotional , .
Mental Health

2gr36 Physical und Meatal Summary Scales: User's Manual, Ware ot al pp. p. 5:10
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The plan will not receive data on mdw:dual responses, for reasons of conﬁdent:ahty
and scientific validity.

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

Notes

> NCOQA is sensitive to the additional burden this very important measure places

n plans, and is working closely with HCFA to examine possibilities for burden

' regiuc;icn. Plans will be notified by NCOA when details are available.

» To order the SF-36 Health Survey Manual and Interprecation Guide, call the
Medical Qutcomes Trust at 1 {800)-572-9394.

Risk Adjustment Methodology

Suppose the variables for risk adjustment are x1, x2, etc. Two functions are calculated
for each individual:

Lbetter = exp(b0+bl*x1+b2*x2+....)
Lworse = exp{cO+cl*xl+c2¥*x2+...),

where b0, bl...c0, cl... are coefficients supplied from models developed in the MOS
.and NHSF studies in the first report and (“ * ") represents multiplication. (In
subsequent years, the data collected from this effort w;ﬁ be used to refine the

C oD

‘For each individual, the probabii‘tty of getting better is
" Xbetter = Lbetrer/(Lbetter+Lworse+1}..

The probability of staying theé same is
Xsame = 1/{Lbetter+Lworse+1).

The probability of getting worse is
Xworse = Lworse/(Lbetter-!—LworseH)

The percentages better, same and worse observed for equxvaimt individuals (i.e., risk-
adjusted percentages) will be reported, as follows: . :

~ Abetter = Xbetter/(Xbetter+Xsame+Xworse)
Asame = Xsamef(Xbetter+Xsame+Xworse)

Aworse = Xworsef{Xbetter+Xsame+Xwotse)

it

|
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ForrLow-Ur AFTER HOSPITALIZATION FOR MENTAL ILLNESS

Summary of changas from HEDIS 2.5 and/or Meducasd HEDIS

» The expanded mental health diognosis codes specified in Medicaid HEDIS have been
- adopted.

» [CD-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 HEDIS 2.5 and Medicaid HEDIS, now applies to the Medicare risk
population as well.

» An exclusionary rule has been added for members who have been discharged du-ectly

from the hospital to another inpatient facility (e.g., nursing facility, 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 enrolled without breaks for 30 days after discharge, and who were seen on
an ambulatory basis or were in day/night treatment within 30 days of hospital discharge-

Administrative Data Spec:ficatmn :

Calculation: This specification uses either, hospltal inpatient dlscharge summaries or

- the UB-92 to identify those membets who have been discharged with aselected 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 populations.

Denominator: Three separate denommamrs. one for each of the three required . .. |
calculations, are derived by counting discharges for members age six years and olderat
the time of discharge who have been hospitalized with a discharge date occurting during
the first 330 days of the reporting 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 measure is vestricted o inpatient hospttahzaaon Do not count nwmbers
discharged from residential care or rehabilitation programs.

The following mental health diagnoses are included in this measure:
ICD-9-CM 295.xx Schizophrenic disorders
ICD-9-CM 296.0x Manic disorder, single episode
‘ ECD—Q-CM 296.1x Manic disérdér,.re'current episode
@ﬁ%i’ 1ICD.9-CM 296.2x Major depressive disorder, single episode
ICD-9-CM 296.3x Major depressive disorder, recurrent episode
ICD-9.CM 296.4x Bipolar affective disorder, manic

HEDIS 3.0, Volume 2 — January 1997




g

PEre

ECTIVERLSS of D aks

ICD-9.CM 796.5x Bipolar affective disorder, depressed

ICD-9.CM 296.6x Bipolar affective disorder, mixed

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

[CD-8-CM 296.8x Manic-depressive psychosis, other and unspecified

ICD-9-CM 296.9x 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 Psychbses with origin specific to childhocd

ICD9-CM 3003 - Obsessive-compulsive disorders

ICD-9-CM 301.x Personality disorders

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

[CD-9-CM 309.xx Adjustment reaction

ICD-9-CM 311 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 HYperkmenc syndrome of childhood

EFFECTIVENESS OF CARE |
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If a member has more than one discharge during the 33G»dav period with a diagnosis of
one of the selected mental health disorders listed above, that member may be reflected

~ inore than once in the rate. Therefore, a plan should count dtscharges, not individuals.
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 (Medicaid, commercial and Medicate 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 (psychiatric/psychological treatments,
electroshock treatment), 911 (rehabilitation), 912 {psychiatric/psychological services,
day care), 913 (psychiatric/psychological services, night care), 914 (individual therapy),
915 {group therapy), 916 (family therapy) or 513 {clinic-psychiatric). The follow-up
visit must be with a mental health provider and can be for any mental health diagnosis.
Health plans may use Level Il HCPCS codes to identify follow-up visits, as long as the
codes can be mapped to the service categories represented by the following codes:

‘ CPTA' codes.' ) _ .
90801 Diagnostic assessment”
90820 [nteractive interview examination
00841 MD psychotherapy
— 90842 MD psychotherapy
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90843 MD psychotherapy o
_ 90844 ~ MD psychotherapy .
— 90845 Medical psychoanalysis
90847 Family psychotherapy
90849 Multifamily group therapy
90853 Group psychotherapy
90855 Individual psychotherapy
90857 Group psychotherapy
20862 Pharmacology management

96870—90871 Electroconvulsive therapy

-Hybrid Method Specification

Calculation: This specification uses either hospital inpatient discharge summaries or
the UB-92 1o 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 cate. Separate calculations are
required for the Medicaid, commercial and Medicare risk populations.

Denominator: Three separate denominators, one for each of the three requlred

calculations, are derived using random samples of 411 Medicaid members, 411

commercial members and 411 Medicare risk members from the plan’s eligible : .
populations. Using hospital discharge data, identify dlsnharges for Medicaid, :
commercial and Medicare risk members who were age six yeats and older at the time of

discharge, hospitalized with a discharge date occurring during the first 330 days of the

reporting year and 2 principal ICD-9-CM diagnosis code indicating the menital health

disorders specified below, and who were commuously enrolled without breaks for 30

days after discharge.

The following mental health disorder diagnoses are used for thls measure:
ICD-9-CM 295 XX, Schizophrenic. disorders
ICD9-CMZI60%, ~ Mania disoeder, single.episnde. -

DO, 296.1x. Maxﬁedmxdm recurrent: epasede
TCD-9-CME296.2% -+ Majos < : wdzsetdm smgle wmciw :
CDI-CU 262 ¢ Malocdy

ICD-9-CM 296.4x .

ICD9CM296.6s, .
OD9.CM m?x |
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ICD-9-CM 298.x Cther 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-9-CM 311 Depressive disorder, not otherwise classifted
ICD-9-CM 312.xx  Distutbance of conduct, not elsewhere classified

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

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

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 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 (Medicaid, commercial, and Medicare risk) for which there is
documentation of an ambulatory mental health encounter or day/night treatment
within 30 days of discharge, as documented through either administrative data ot
medical record review. The follow-up visit must be with a menta! health provider and
can be for any mental health diagnosis.

v

Notes

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

» Plans fhay exclude from the denominator those individuals who have been
discharged directly from the hospital to a non-acute serting (e.g:, nursing facility,
residential treatment facility). This is a change from HEDIS 2.5 and Mechcaxd
HEDIS in an effort to produce more accurate rates.

» For plans that offer a Medicaid product and apply a full-month eligibility criterion
to its beneficiaries and for plans that verify enroliment 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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