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General Overview

Background

The Delivery System Reform Incentive Payment (DSRIP) program is one component of the New
*AOOAUBS O #I111i1pWalvErAd aPreotedl by the Centers for Medicare Bledicaid

Services (CMS). DSRIP is a demonstration program designe@dtress the three part aim for

better care for individuals (including access to care, quality of care, health outcomes), better

health for the population, and lower costs through the adavement of health improvement

Cil Al 68 )1 AAT OEOA DPAUI AT O AxAOAO AOA AOAEI AAT A
meeting performance and outcome metrics.

This New Jersey DSRIPerformance MeasuremenDatabook(otherwise referred to as the

O A A @ ABiaridesthe specificationsfor the DSRIRtlinical performancemeasure set This

ET Al OAAO OEA 1 AAOOOAOGSE 1 01 AOAOGI oh AATT 1 ET AOT Oh
(CPT) codeslinternational Classification of Diseases, Clinical Modification (z09-CMand ICD

10-CM diagnoses codesnd All Patients Diagnoses Related Groups (APRG)along with the

i AAOOOAOGSE OADPT OOET ¢ OANOEOAIT AT 6O AT A ET AAT OEOA

A broad measure set is represented in order to monitathe influence ofproject-specific clinical
interventions along with the general population health of the DSRIP population. Specifically, the

DSRIP program will measure the health of the New Jersey Medica#idE E1 AOAT 8 O ( AAT OE
Program (CHIP and Charity Care populations, collecd AT U OA £A O Olvlers@lLowA O OEA
YT AT T A BT Bidindudes thé feefor-service, managed care and dually eligible sub
populations. The DSRIP measure set assesses clinical performance in the outpatient setting

inpatient setting, and across sdtings of care.

This databookincludeseighty-one DSRIP measures and divided between measuresollected
using Medicaid Management Information SystemNIMIS) administrative claims data and those
that use the chart/ electronic health record EHR) data cdlection procedures.

1. MMIS Measuresz Administrative claims data

Oneprimary method to measure performances through the collection of relevant
administrative claims datawhich is submitted for payment to the New Jersey Department of
Medical Assistance ad Human Services (DMAHS) order to measure clinical performance
across settings of care for the New Jersey Low Income population, the Department, with
CMS approval, agreed to calculate certain DSRIP measures on the behalf of DSRIP
participating hospitals. This administrative claimsdata is collected and adjudicated in the
New Jersey Medicaid Management Information System (MMIS). The data is copied and
transferred for data storage to a data warehouse managed ByPMAHS vendor.
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The administrative claimsdata captures patient utilization that can be used to measure
quality performance. It relies heavily on measuring the occurrence of a service (or lack of

occurrence). This includes information forall services received and submitted for payment

for all provider types. This claim adjudication information is then provided to the Centers
for Medicare & Medicaid Services (CM@nd retained in the federalMedicaid Statistical
Information System (MSISdata warehouse

Collection ofadministrative claims dataalone can beincomplete for performance

measurementif pertinent clinical information is missing. If the clinical information is not
required for processing the payment of the servicghe datamay not be submitted on the
claim or the information may not be captured during the claims adjudication processFor
that reason, a collection method that includes the review of patient medical recordchartsis

very valuablein quality measurement andis included in the DSRIBrogram.

2. Chart/ EHR Measuresz Medical record data

Patient medical records may be either in the form of a paper record, or an electronic health
record (EHR).Medical record abstractionis acollection method that requires the
retrospective gathering of information through either adirect review of A DAOEAT 06 O

by running a data query ofan EHR systemThe collection of data throughthe review of
patient charts can be resource intensivel' o minimize this concern, using statistically valid
sampling procedures to find representative patient aseswill be acceptedfor the DSRIP

measurement process

EHR systemsre reducing the burden of retrospective reviews. DSRIP providers may find
that performing a data query of their EHR system wilinore efficiently identify patients that
meet measure crieria. However, EHR systems maylsobeincomplete if measuredata
points are not required data entry elements and remainunavailable.In order to reducethe

population selection, a hospitalmay rely on both methods: a systems solution in

combination with a chart review. Adata query can first be runto identify whether patients
meet specificmeasure criteria, and thena manual methodcan be usedo further locate

additional data points documented in the chart.

B. DSRIP Incentive Impact

Each Stage 3 and Stagl measure has an impact to hospital payment award valuation. Award is

based on either a pay for reporting (P4R) basis, or a pay for performance (P4P) bagis.
hospitals complete infrastructure activitiesover the course of the waivey a greater portionof

the DSRIP monies transition to paymenased onperformance measurement

Table I. STAGE 3 and HDEMONSTRATION YEAR (DYFUNDINGPERCENTAGE

Stages DY3 DY4 DY5
3 15% 35% 50%
4 10% 15% 25%
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For each of the final two demonstration years (DY), award wibe based on measurable

improvement in a core set of the hospitaldStage 3 performance measures marked as P4P. A
measurable improvement is considered to be a minimum of a ten percent reduction in the
AEEEAOAT AA AAOxAAT OEA Eandddefidel improvereAt@algét BoblA DA O
(ITG).

Table Il. DSRIP PAY FOR PERFORMANCE IMPROVEMENT CALCULATION

Line 1 Improvement Target GoalITG)

Line 2 Better of the Hospital Rate in the prior performance period or the Expected
ine
Improvement Target(Baseline)

30A00AAO OEA EI OPEOAI 80 OAOA j1EIA ¢q
Line 3 OEA CAbp AAOxAAT OEA EI OPEOAI 60 DPOET O B
target goal.(Gap)

Line 4 Required annual reduction in the gap (10%)

Multiply the gap (line 3) by the 10% required annual reduction in the gap (line 4).

Line 5 This results in the rate of improvement required.

Line 6 Il AA OEA ET OPEOAI 60 AAOAT ET A OAOA (Bxpe&ddA
Improvement Target)
Compare Expected Improvement Target to Actual Performance Result;

Line 7 Is the Actual Performance Result at the Improvement Target Goal?

Is the Actual Performance Result at the Expected Improvement Target?
If either is Yesz then the Payment Incentive is avarded.

For any measure that the Department determines, with CMS concurrence, that the above

calculation cannot be computed, the Department will authorize a simple ten percent rate of

Ei DPOT OAI AT O 1T OAO OEA EI OPEOAI &6 GheExbéatkd ET A DA O A&
Improvement Target for that measure. This may occur if there is insufficient data to develop a

New Jersey Low Income Improvement Target Goal, or if national benchmarking data is

unavailable.

A hospital may qualify for a gap reduction incentig that adjusts the ten percent reduction to an
eight percent reductionif the hospital elects to includein their DSRIP network:

1) a single, or collection otommunity-based reporting partners who hold a patient roster of
not less than1,000 unique NJ low income patients or

2) anenhanced reporting partner.
A community-based reporting partner is defined as a partner who: =~~~ o
1. IsnotahospitatAAOAA Al ET EA OEAO AEI 1 O O01 AAO OEA
specified revenue codes 51619.
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2. Is a Medtaid-enrolled clinic, facility, or physician practice group that can/ will
comply with reporting outpatient data.

3. Agrees to support the objectives of the DSRIP program.

4. May have an existing employment relationship or ownership with the hospital/
hospital system.

5. Has/will have a Data Use Agreement, or other formal data sharing arrangement in
place by October 1, 2014 (DY 3).

An enhanced reporting partner is defined as a partner who:

1. Is a Medicaidenrolled clinic, facility, or physician practice group that ce/ will
comply with reporting outpatient data.

2. Agrees to support the objectives of the DSRIP program.

3. Does NOT have an existing employment relationship or ownership with the
hospital/ hospital system.

4. Will have Data Use Agreement, or other formal data shiag arrangement in place by
July 1, 2015DY4).

Hospitals should refer to the Funding and Mechanics Protocol (FMP) for further information.
1. Improvement Target Goals (ITG)

As outlined in the FMP, the improvement target goal serves as the standard levél o

performance that New Jersey hospitals will strive to obtain. In order to select the New Jersey
Low Income Improvement Target Goal, baseline results were identified for all Stage 3 measures.
For any given metric that had insufficient data to compile a Newersey Low Income

Improvement Target Goal, it was determined whether publically available data was available
(e.g. national, Medicareonly, or commercial) that could be used as a substitutionn lorder to set
measure-specific TGs, New Jersey set goalsing the following benchmark hierarchy for each
measure:

1. Utilize the 90n or 75t percentile of DSRIPparticipating hospitals, if 10 or more
hospital results, if available.

2. Utilize the 95h percentile of national New Jersey statewiddata, if available.

3. Utilize the 95t percentile of national data, if available.

4. Utilize a 90% compliance benchmark for process measures.

The approved improvement target goal and thecalculatedexpected improvement targetgoal
for each P4P measure is accessible to the hospitala the New Jersey DSRIP web portal log in
at: https://dsrip.nj.gov/ .

Measure Stewards

The Stage 3 and Stagepkrformance measures were selected based on their endorsement by
respectednational health carebodies and their broad usagefor comparing quality performance.
The health care entity that developed the measure is referred to as the measweward. The
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measure steward acts as thé@wnerdof the measure and is the entity that sought and received
national measure endorsement

It is important to note that the measure steward is responsible for maintaining the detailed
description of the measure. Measure descriptionthat aremade availableto the public based on
national endorsementinclude such data elements sithe numerator and denominator
specifications, standard error rates, algorithms, groupers, and risk adjustment methodologies
as applicable National endorsement allows for open replication of the measure for comparative
purposes by other health care etities provided that the required citations are met (See Section
ii below for such citations). The measure steward is identified for each measungthin the
DSRIP specification sheet, as well as the Planning Protocol Addendums 1 and 2.

The measure stewara that are represented within the DSRIP program include:

1. Agency for Healthcare Research and Quality (AHRQ)

American Medical Associatiory Physician Consortium for Performance
Improvement (AMA-PCPI)

Centers for Disease Control and Prevention (CDC)

Centers br Medicare & Medicaid Services (CMS)

Center for Quality Assessment and Improvement in Mental Health (CQAIMH)
Health Resources and Services Administration (HRSA)

Institute for Clinical Systems Improvement (ICSI)

Minnesota Community Measurement (MNCM)

. National Committee for Quality Assurance (NCQA)

10. The Joint Commission

N

© XN O W

Generally, the measure specifications have been followed and summarized within this

databook. hsomeinstancese O EAO AAAT 1T AAAOOAOU O AAEDBOO
specifications in orderto more closely align to the population and monitoring goals of the

DSRIP programThe measure specifications within this document are those of the measure

stewardunless such DSRIP changes were required

i Measure Steward Specification Version

As each meagre steward is responsible for the maintenance of the measure(s) they
develop, each steward may follow different maintenance schedules. To enswansistent
usageby DSRIP providers, the DSRIP program will utilize the most recent finalized version
made pulicly available prior to October 15 of each calendar yeaiT he databook will then

be updated and a new version made availahle

For example, the National Committee for Quality Assurance (NCQA) freezes the updates for
their HEDI®® manual as of October 1 thgear prior to the year of the titled version. The
HEDI® 2013 Volume 2, Technical Specifications for Health Plans was made available as of
October 1, 2012. The standard specifications apply to the previous calendar year aedults
must be submittedto NGQAby June 2013 in order to be available for public reporting.
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Within the DSRIPspecification sections, the measure steward specification version is
identified for each measurefor reference.

Note: When an update from a measure steward wouklignificantly change the results of a
measurefor which baselines were settheoriginal version of the measure specificationvill
be maintained for the duration of the DSRIP project.

Measure Steward Citations z
The following citation applies to every measure associ&d with the named measure
steward:

American Medical Association
Used with permission.

Center for Quality Assessment and Improvement in Mental Health (CQAIMH)

This measure is being used following the 2007 copyright specifications of the Center for
Quiality Assessment and Improvement in Mental Health (CQAIMH) and in accordance with
the endorsement by the National Quality Forum (NQF).

Institute for Clinical Systems Improvement (ICSI)
Copyright 2013 by Institute for Clinical Systems Improvement. Used with perission.

National Committee for Quality Assurance (N CQA

Measure content has been sourced from thdEDIS, Volume 2, Technical Specifications for
Health Plansby the National Committee for Quality Assurance (NCQA) and modified by New
Jersey Department of ialth Delivery System Reform Incentive Payment (DSRIP) program.
HEDI® is a registered trademark of the National Committee for Quality Assurance (NCQA).
NCOQA has neither reviewed nor approved these modified measures.

The Joint Commission

The Specificatiors Manual for National Inpatient Quality Measurggis the collaborative

work of the Centers for Medicare & Medicaid Services and The Joint Commission. The
Specifications Manuaiks periodically updated by the Centers for Medicare & Medicaid
Services and Tk Joint Commission. Users of thepecifications Manual for National Hospital
Inpatient Quality Measuresnust update their software and associated documentation based
on the published manual production timelines.
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Data Reporting and Calculation Methods:

Asdiscussed in Section Aabove, the DSRIP program allows famultiple data collection

methods to ensure broad and deep performance measurement. This section describes each

calculation methodology as it applies to DSRIP and the anticipated collection stepg the DSRIP

ET OPEOAIT AT A OEA EI. OesepravidérareRdldctivdlyXaierrddl fo@iheA O O
0$32)0 . AOx1 OE86 . Ax * A pabehts will be assignédAoiaihdspitéd | B O1 A O
based on an attribution agorithm which includes the DRIP Network as described in Section IV.

As aquick referenceto locate the data sourcehospitals may refer to the Planning Protocol

AAAAT AOI Oh GBAOAERAGI -RAOOOAO # A0 Akbthge OMedsurdsl A 0!
#AOAT T COAo O1 AKG OGE BUOMMABE CTI AAOBOOA EO 11 OAA A
(administrative claim collection methodology)i O O# E A @édicab(ecrd collection

methodology).

MMIS Measures:

The steps that follow describe the process that thBepartment will take on the behalfof
hospitals in order to calculate measures that utilize MMIS data.

NJ DSRIP Hospital-specific Attributed Patient Population

e ————

l
|
|
|
: /// Denominator eligible patients \
|
l
l
|

C ooy

Numerator eligible patients \ Pr
\ ‘A,,’//

P e —

Step 1: The Department identifies thehospital-specific attributed patient population.

For each MMIScalculated measure the first step is to capture the attributed
patients for the hospital for which the measure is being run. The attribution
section describes how the NJ Low Income population is linked to a hospital.

Step 2: Of those attributed patients, the Department identifies the patients that meet the
denominator (D) criteria.

Step 3: Of those denominator patientsthe Departmentidentifies the patients that meet
the numerator (N) criteria.

Step 4: The Departmentcomputes theresult.
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Result = Numerator

Denominator

Performance measures from a variety of care settings are represented in the RIB
measure setExamples are providedoelow. The setting of care for each measure is indicated
on the DSRIP specification sheet.

a. Inpatient or Emergency DepartmenBettingz refers to any MMISmeasurethat only
considers care that was provided within thenpatient or emergency department setting
This could bemonitoring a single episode of care or comparg careacross inpatient or
emergency department events

1. DSRIP # 1: 3Day AllCause Readmissiofrollowing Heart Failure (HF)
Hospitalization
2. DSRIP # 6Adult Asthma Admission Rate

b. Outpatient Settingz refers to any MMIS measure thabnly considers care that was
provided in an outpatient setting(e.g. hospitatbased clinic, primary care office, Federally
Qualified Health Center (FQHC), behavioral healthirmic) . This could bemonitoring care
for a single date of service ocomparing careacross multiple outpatient visits.

1. DSRIP # 5: Adolescent WelCare Visit
2. DSRIP # 88: WellChild Visits in the First 15 Months of Life

c. Multi-Settingz refers to any MMIS neasurethat considers care received imultiple
settings of care This may compare care across multiple service event®or to capture
diagnosis and/or procedure codes to réect patient treatment history. Comparing care
across settings cardetermine if the expected coordination or followup care took place
between settings

1. DSRIP #41: Followup After Hospitalization for Mental lllness

2. DSRIP #29Comprehensive Diabetes Care (CDC): Hemoglobin A1C (HbA1C)
testing

3. DSRIP #16: Breast Cancer Screening

i. Chart/ EHR Measures Z Inpatient or Emergency Department Setting:

In this section, the steps that follow describe the process that tHeospital will take in order
to sample, abstract anctalculate measures that utilizechart/ EHR collected data.

The following graphic OAD OAOAT 60O AAOA OEAO EO 1 EI EOGAA
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Step 1:

Step 2:

Step 3:

Step 4:

Step 5:

Step 6:

e e B o R B A S K s S EH
: NJ DSRIP Hospital-specific Attributed Patient Population :
I I
| R =— S |
| / Denominator eligible patients SN |
| ( G > |
: N ( Numerator eligible patients > - :
T~ |
R ks s s i i s s i J

The hospital receives thdinal retrospective attributed patient population list from the
Department.

The hospital runs a query of theirEHRsystemlimited to searching for information about the
attributed patient population only. This query alwaysfirst includes looking for the measure
specificdenominator (D) criteri a as outlined in the DSRIP specification sheet and detailed by
the measure steward specificationsTheresult is referred to as the initialpatient total.

The hospital compares theinitial patient total to the samping tablesto determine the
number of patient records that must be abstractedrefer to Section Il for sampling

table information).

The hospital runs a standardrandom sampling query to select thespecific patient
records for abstraction.

The hospital staff reviews the sampled patient records to determine if the numerator
(N) criteria have been met.

The hospital enters theinitial patient total, numerator and denominator values into

the NJ DSRIBtandardReporting Workbook. Formulas within the workbook will automatically
calculate the result.The NJ DSRIP Standard Reporting Workbook is accessiike the the New
Jersey DSRIP web portal log in abttps://dsrip.nj.gov/ .

Examples ofinpatient or emergency department setting chart/EHRmeasuresthat would follow
these stepsare provided.
a. Inpatient or Emergency Bpartment Settingz this refers to any chart/ EHRmeasurethat

only considers care that was provided within the inpatient setting This could be a single
episode of care oicomparing the delivery of careacross inpatient or emergency department
events.

1. DSRP #6: Adult Asthma Admission Rate
2. DSRIP #73: PosDischarge Appointment for Heart Failure Patients
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ii. Chart/ EHR Measure z Outpatient Setting Only z Single Reporting Provider :

In this section, the steps that follow describe the process thatsingle outpati ent provider
will take in order to sample, abstract and repormeasuresto the hospital, which will then
be reported to the Department

The outpatient provider may be a hospitalbased clinic or an outpatient communitybased
provider.

The following graphic OAD OAOAT 0O AAOA OEAOQ dédonly. EI EOAA

Step 1:

Step 2:

Step 3:

Step 4:

Step 5:

Step 6:

e R e e = )
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l e e e, 1
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The outpatient provider receives thefinal retrospective attributed patient population list
from the Department

The outpatient provider runs a query of their EHR syst@ limited to searching for
information about the attributed patient population only. This query always first includes
looking for the measurespecific denominator (D) criteria as outlined in the DSRIP
specification sheet and detailed by the measure stewapecifications.The result is
referred to as the initial patient total.

The outpatient provider compares the initialpatient total to the sampling tables to
determine the number of patient records that must be abstracte¢refer to Section Il
for sampling table information).

The outpatient provider runs a standard random sampling query to select the specific
patient records for abstraction.

The outpatient provider staff reviews the sampled patient records to determinef ithe

numerator (N) criteria have been met.

The outpatient provider submits theinitial patient total, numerator and denominator
values to the hospitalalong with patient-level data
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Step7: The hospital enters theinitial patient total, numerator and denominator values into
the NJ DSRIP Standard Reporting Workbook. Formulas within the workbook will
automatically calculate the resultThe NJ DSRIP Standard Reporting Workbook is
accessible via the the New Jersey DSRIP web portal log inhips://dsrip.nj.gov/ .

Examples ofoutpatient setting only, dart/ EHR measuresthat would follow these steps are

provided.

a. Outpatient Settingzrefers to any chart/ EHR measure thabnly considers care that was
provided in an outpatient setting This could be a single service event or a comparison
across visits

1. DSRIP # 15: Bipolar Disorder and Major Depression: Appraisal for alcohol or
chemical substance use

2. DSRIP # 65: Percent of patients evaluated for environmeritaiggers other than
environmental tobacco smoke (dust mites, cats, dogs, molds/ fungi, cockroaches)
either by history of exposure and/ or allergy testing

3. DSRIP #79: Screening for Clinical Depression and Follayp Plan
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Iv.  Chart/ EHR Measure z Outpatient Setting z Multiple Reporting Providers:

If the hospital is partnering with multiple outpatient reporting providers, (e.g. multiple
hospital-based clinics, multiple communitybasedreporting partners, a hospitatbased clinic
and an outpatient community-basedreporting partner, a communitybased reporting
partner and an enhanced reporting partneryegardless of the combinatiorthat could
collect therequired performance data, the following sampling, abstraction and reporting
steps apply
The following graphicOAD OAOAT 0O AAOA OEAO EO 1 EI EOGAA Oi
Provider A will only collect information available to Provider A. Provider B will only
collect information available to Provider B.

oo s Outpatient ProviderA 41 Outpatient Provider 8 | :

E NJ DSRIP Hospital-specific Attributed Patient Population E E NJ DSRIP Hospital-specific Attributed Patient Population E
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| e [ '
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! St s RS == _ ' ~_ (_ Neligible patients =) '
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Step 1: The outpatient providers receive thefinal retro spective attributed patient population list
from the Department.

Step2: Each outpatient provider runs a query of their EHR systerimited to searching for
information about the attributed patient population only. This query always first includes
looking for the measurespecific denominator (D) criteria as outlined in the DSRIP
specification sheet and detailed by the measure steward specificatioriBhe result is
referred to as the initial patient total.

Step 3: Each outpatient provider compares thé initial patient total to the sampling tables to
determine the number of patient records that must be abstracte¢refer to Section Il
for sampling table information).

Step 4: Each outpatient provider runs a standard random sampling query to selette specific
patient records for abstraction.

Step 5: Each outpatient provider staff reviews the sampled patient records to determine if the
numerator (N) criteria have been met.

Step 6: Each outpatient provider submits theinitial patient total, numerator and denominator
values to the hospitalalong with patient-level data.

March 2016, Version 201 Pagel5 of 283

Prepared by Myers and Stauffer LC



AT
§ MI New Jersey DSRIP Performance Measurement Databook
Step7: The hospital compares the data received from each outpatient provider to determine
if there is any patient duplicationbetween providers. If duplication of patient exiss,

the hospital replacesthe duplicate with an oversample record.

Step 8: The hospital enters thefinal initial patient total, numerator and denominator values
for each providerinto the NJ DSRIP Standard Reporting Workbook. Therkbook
will auto matically calculate the applicable weighting factor andinal adjusted
aggregated performance result applicable for th& T O B FDSRARNGWDrk.

To obtain a hospitatlevel rate for a measure that is developed from the rates of
multiple reporting entitie s, such as across multiple health clinics or physiciaoffices,a
weighted average of the individual rates will be calculated. How much any one
reporting provider will contribute to the weighted average is based on the size die
D Ol O Eelighld population for the measure. This means thatroviders with larger
eligible populations will contribute more toward the rate than those with smaller
eligible populations.

Example of Reporting with Multiple Outpatient Providers :

Hospital X-O. A x * A@OAUI @mbdddihgdroject 5z Electronic SelfAssessment Decision

Support Tool andpartnering with two behavioral health clinics (Clinic A-O. Ax * AOOAU 3O0A0A #
AAOCAA and G@inicBAG. Ax * AOOAU -BOGLOA )plinfliefedihd required

interventions . From the Planning Protocol, Addendum % Stage 3 Measures Catalogu®. Ax * AOOAU 3¢
( T O b kénéfiesithat for Project Sthere are four Stage 3 measuresequired to be reported by ther

outpatient project partner: 5.2, 5.3, 5.5, and 5.9.

Specifically, formeasure 5.20. Ax * AOOA U Riédiis Anis méaduBe BOIRIPO
#15 z Bipolar Disorder and Major Depression: Appraisal for alcohol or chemical
substance use The measure identifies thgercentage of patiets with depression or
bipolar disorder with evidence of an initial assessment that includes an appraisal for
alcohol or chemical substance usand must be collected by a behavioral health provider
O. Ax *AOOAU mBOdgn2ds thatClidEnE @.Addrsey State Community
AAOAA anddnicBAG. Ax * AOOAU -BOALOA wiiibEiedaikeditd
follow steps 1 through6 described for outpatient measures with multiple partnersO . A x
*AOOAU 3 O AWl Bompldte@E Dahd &

ClinicA-O. Ax * AOOAU 3-AAO0A A# fideited Rdfabributed patient
population list and runs a query to identify patients that meetthe denominator criteria (age
diagnosisand treatment history as described in the measure specificatiocriteria for DSRIP
measure #15. ClinicA8 query returns 500 patients that meet all of the denominator criteria.
This is their initial patient total.
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ClinicBzO. Ax * AOOAU -BAOGOA HltwibeEsRde iprocedures and their

query returns 1500 patients which is their initial patient total . Although the total for both

clinics is 2000, ClinicB has seventyfive (75) percent of the eligible patients and Clini@, only

twenty-£E OA j ¢cuvq DPAOAAT 08 %AAE Al El Ethed &sotidietd OOOA OAOOI O
population proportion for a weighted result.

Because lhe measure requires an annual measurement perio€linic Acompares their results
to the annual sampling table provided in the sampling section. Clinisdetermines that they
must sampe twenty -five (25) percent of their initial total population, for a total sampleof 125
patient charts. Clinic B completes the same steps and determines thalhéy must sample 250
charts.

Saff from Clinic A reviews each of the 125 charts to determine ithe assessment for alcohol or

other substance use was completed within 42 days of the initiation of treatment as required to

meet the numerator criteria. 38 charts were found to be numerator compliant which results in

a rate of 30 percent(.304). ThispercAT & EO | OI OEPI EAA AU OEA AIET EA8O «x
adjusted rate of .(076.

Of the 250 chart reviews completed by Clini8, 63 are found to meet numerator criteria. The

result is 25 percent(.252). TheresutEO | O1 OEPI EAA AU @HdkanAl ET EA6O x AECE
adjusted rate of .B9. The adjusted clinic rates are summed for an overall hospital ratef 265.

This is rounded to the hundredth place for a final result of &5 or 26.50%.

BH Clinic A BH Clinic B Total Calculated Rate =

. e . Query identifies = 1500 .
Query identifies =500 patients patients 2000 NJ Low Income patients
Sample required = 25% = 125 Sample required = 250 375 samples
N =38 N =63 N +N =38 +63 =101
D=125 D =250 D +D =125 + 250 = 375
% = 30%(38/125 =.304) % = 25% (63/250 = .252)

Clinic Adjusted Rate = (Calculated Result)(Weighted Factor) ggts(fltal Aaieise et
Weighted Factor for Clinic A 500/2000 =
25%

Weighted Factor for Clinic B 1500/2000 =
75%

(.304)(.25) = .076

076+ 189 =.265 =26.50%
(.252)(.75) = .189

This example can also be found in the Standard Reporting Workbook.
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E. Data Specification Conditions

I.  MMIS Represented Data
The data that is made available for performance measurement includesid
Medicaid and CHIP claimdyoth fee-for-service and managedcare encounterclaims
and Charity Care claims

ii.  Performance Measure Calculation and Reporting Time Periods
Hospitals should adhere to the measurement periods identified in the specifications
for each measure. The are several time periodsthat affect performance measureso be
aware of and are defined below.

a. Lookback Periodz Some measures are indexed to a specific date or event, such as
a hospital dischargewhere the measure requires that a certain diagnosis be present
within a defined prior period to the index eventfor the patient to be includedin the
population. This prior period is referred to asthe look-back period.

b. ExperiencePeriodzThe experienceperiod, otherwise referred to as the
measurementperiod, indicates the specific dration of time in which the dates of
service rmust take place in orderto be considered for the measure

c. Reporting Period7 The time period for which the measure must be reportedNew
JerseyDSRIP neasures must be reportecannually or semiannually. Each neasure
specification sheet indicateghe reporting period, as well as wherthe report is due
to be reported by, or on the behalf of, the hospital.

d. Baseline Period The time period for which the first measurement will be
computed. Future performance will then be compared against the baseline period.
Each measure specification sheet indicatébe baseline period For MMIS measures,
2013 datawill be utilized to setthe measursd . Ax * AOOAU EI POl OAI A
(ITG). The baseline period for the majorityof chart/EHR measures will utilize 2014
abstracted dataunless otherwise noted

iii. Eligible Population
The eligible population is referred to collectively as the New Jersey Low Income population.
This includes Medicaid, CHIP and Charity Care patients. Thisludes fee for service,
managed care and dual coveraggée. Medicare and Medicaidpopulations. For all measures,
the eligible population is assigned to a hospital based on the attribution model discussed in
Section Il and the denominator population isdentified as a subset of these assigned
patents AAOAA 11 1 AAOET ¢ AAAE |1 AAOOOASO OPAAELEEA

iv.  Age Criteria
The age criterion is specific to each measure. The age can be calculated as of the last day of
the measurement period or the dag¢ of the service
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a. Age Stratificationsg Measure results can beategorized intopopulation ageranges
to drill down on clinical care outcomes for various age groups. The measure
stewardd &ye stratifications were followed unless the age ranges were codsired
to be too narrow or too broad to effectively capture DSRIP population health results.
If the age stratification was modified, the age stratification of the Medicaid Adult or
Child Core was used when appropriatd-or instance, if a measure was origiriy
captured for the Medicare population (65 years and older), it was adjusted to 18
through 64 and 65 years and olderThis is documented in the measure specification
sheet.

b. Pay for Performance (P4 When there are age stratifications, the age stratifation
OEAO APPIEAO Oi o0to0 ET AAT OEOA DPAUI AT OO
otherwise indicated.

v.  Continuous Eligibility
This refers to theduration of time a patient must be eligible for benefits to be
included in the measure denomiator. The specifications provide the continuous
enrollment requirement (if relevant), for each measurePlease note thatalthough Charity
Care patients do not have an established benefit period, Charity Care patiehts/e been
given a proxy twelve monthsof coverage if there is a single date of service within a year.

vi.  Member Months
-AT AAO 1T T1TOEO AOA A T AT AAOGGO Ai 1 OOEAOQOEIT I
months will be calculated based on counting members enrolled as of the last day of the
month. Months in which members were enrolled retrospectively will be included in the
count for total member months.

vii.  Small numbers
a. MMIS- Regardless of the volume of patients identified in the denominator, the results
will be reported on behalf of the hospital.
b. Chart/ EHR measureslf a measure has a denominator that is less thailowed by the
applicable sampling table, the entire populations to be reported and sampling will not

apply.

viii. Risk adjustment
Each30-day readmissionmeasurerequires risk adjustment. These measures estimate the
hospital-level 30-day allcause riskstandardized readmission rate (RSRR) by using a
hierarchical logistic regression model (a form of hierarchical generalized linear modeling
[HGLM]). The model seeks to adjust for case diffences based on the clinical status of the
eligible patients. To complete this regression model, the Yale Group developed and designed
a SAS progranto be used with preprocessed CMS administrative data for the analysis of
the Medicare population. Howeverthese measures currently do not have a risk adjustor for
the Medicaid population.
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In order to use the SA®D O COAI O1 AAI AOI AOGA OAAAI EOOEI 1

Income population, therelevant Medicaidfields were identified. Medicare data elemets
were then crosswalked to appropriate Medicaid counterparts.The risk approach adjusts

for key variables that are clinically relevant and have strong relationships with the outcome
(e.g., age, gender, comorbid diseases and indicators of frailty). Thekradjustment process
is discussed in more detail under each applicable measure and offers guidance to related
detailed measure steward materials.

IX. Codes

a. Code Specificity Appendix A has been updated to include Value Sets with the highest
level specifictiy and should be utilized when determining measure resultsTo reduce
the size of the Databook tte code tableswithin the measure specificationshave been
changed tocode ranges

b. Code Table VersiorgsNational codes provided have been updated to the last versions
available. ICB10 codes have been added alongside I€Dcodes when provided by the
measure steward. For measures that have not been updated, KD codes were
mapped (forward only from ICD 9 to 10 using the AHRQ Map IT 2015 tool
(http://www.qualityindicators.ahrg.gov/resources/Toolkits.aspx ). Therefore, measure
stewards that have utilize d older versions will reflect updated codes.

c. AdjustmentszThe Medicarediagnosisrelated groups (MSDRGSs) are used by the Centers
for Medicare & Medicaid Services (CMS) for hospital payment for Medicare beneficiaries
and are utilized within the national measure specificationln order to more closely align
to the DSRIP program, the spmfications inclusive of the MSDRGs have been
substituted with New Jersey All Patient Diagnosis Related Groups (AHRG) for
inpatient claims data measures. Therosswalk process does not account for payment of
such groupings but have been utilized to repesent the stewards clinical specifications
as closely as possible.

d. Code Use Please note that the codes provided in the Databook are for quality analysis
purposesonly. These codes arpublished by the respectivenational measure stewards
to determine measure results butmay not reflect thecare or billing practices of your
organization.

X.  Claim Typesz
For both paper and electronic claim formats, the determination of what constitutes a claim
is defined by National Billing Committees. Generalized guidees are required on each
claim to identify the type of service or Type of Bill represented by the submitted data.
Certain bill types are designated by required data components which are utilized for the
adjudication of the submitted claim, while other dah components may be provided as a
means of additional information only. The data elements required by théNew Jersey
Medicaid daim processing were identified through theuse of billing supplements and
training documents located within the NJMMIS website
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F. Standard Reporting Workbook Submission Procedures

The standard excel reporting workbookpresentedwith this databook is expected to be

completed by the hospitalby entering theinitial patient total, numerator and denominator

values following the chat/EHR process previously described. The completed excel report ie

be submitted via the the New Jersey DSRIP web portal &ittps://dsrip.nj.gov/ , the file transfer

protocol (FTP) process or other approved methodaAT ET EOOAOAA AU OEA $/ (6«
based on the reporting deadlines indicated by the measure specification.

Questions regarding the submission process may be forwarded to NJDSRIP@mslc.com.

G. MMIS Measure Acknowledgement Process

The MMIS data measure radts computed on behalf of the hospitals will be made available
hospitals for viewing based on the reporting periods indicated in the measure specification.

The hospitals will beprovided the opportunity to view and export the final numerator,

denominator and computed results through the DSRIP webpage. Hospitals will be expected to
provide acknowledgement to the Department £ ( AAT OE | b scobdAnoewiithithie0 6 q
DSRIP MMIS measures timelines and by following the stepslow:

On the DSRIP wetite, the hospitalwill be ableto log on toa secure portal with user profile

information .
1. Each participating DSRIP hospital will select thapplicabletab from the DSRIP website
home page.

2. The selection will provide a user login box that will allow the user, based on the user's
profile, to log directly onto the Acknowledgement page for the individual hospital.

3. From the Acknowledgement page, the user will be provided a list of those measures that
are specific to their project as well as universal meases that arecomputed using the
MMIS datasourceonly.

4. The user page will contain the nmerator, denominator and the calculatedresult for
each measurement. The webpage will contain an option &xport the information found
on the acknowledgment page to th user's files by selecting th®ownloadbutton
located on the bottomleft of the page.

5. The user will then select theAcknowledgemenbutton located on the bottomright of the
page to provide assurance to the Department that the information has been rewed.
By selecting theAcknowledgemenbutton, the information will be electronically
forwarded to the Department ensuring the hospital has had the opportunity to view
their computed results.
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[I.  Attribution Methodology Z

A. Purpose

The fundamental objective othe attribution model is to identify the New Jersey Low Income

patient population and assignpatients to New Jersey hospitals to monitor the effects of the

DSRIP program on population health. The intent is to do this in a way that best reflects the

patient-ET OPEOAI OAl AOETI 1 OEED AT A OEA DPAOEAT 060 EEC
AOOGECTI T AT O xEIlT TTTEOI O A AAAZET AA DI BOI ACGETT A
DAOA&I Oi ATAA 1717 DAOEAT 006 OOEI E BA Olisieffectis £ OAOOEA
guantified and then monitored by means of projecspecific (Stage 3)and universal (Stage 4)

performance measure sets.

B. Overview of Attribution

Following the requirements of Section VII.A. of the Planning Protocol, performance
measurement for both Stage 3 andstage4 metrics will measure improvement based on a model
to link the New JerseyLow Income patient population to DSRIP hospitals based on a federal
attribution model (e.g. Pioneer Accountable Care Organization (ACO) or Medicare f&lua
Savings Program (MSSP)) or a state model (e.g. state ACO or Medicaid Managed Care
Organization (MCQ)).

Generally, these attribution models seek to determine which provider, or sets of providers,

OET O A AA AOOECIT AA OA Obihe goil Affattrikutod is &tapturddas D A OE A1
closely as possible the relationship between patients and providers. In order to do this, some
important procedural choices are considered and these are discussed briefly below. The New

Jersey DSRIP model aligratribution features to those programs mentioned above, but when
necessary makes adjustments to moreprecisely meet the objectives of this unique program.

i.  Prospective vs. Retrospective
Prospectiveattribution uses historical claims tolink patients with providers prior to the
start of a specified measuremenfexperience) period. In this method, providers know in
advance those patients for whom they are responsible. If the model seeks to emphasize a
longitudinal patient-provider relationship, then multiple years of data are used.

Retrospective attribution also assigns patients to providers using historical claims.
However, in a retrospective model, attribution occurs at the end of the measurement
period. This approach attempts to include only thospatients who have actually received
care from the providers to whom they ardinked and for which performance measurement
is based on.
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For the New Jersey DSRIP program, hospitals will be able to receive a preliminary
prospective attribution list to support identification, outreach and emgagement of patients
in a hospital project. For computation of the measures, a final retrospective attribution will

apply.

Providers

Historically, attribution models have assigned patients to primary care physicians (PCP),

physician groups, or accountable care organizatiofACOs)AT | POEOAA 1T £ 0#0860
specialists.

For New Jersey DSRIP, the hospital setting (i.e. the hospitased clinic and emergency
department) is the emphasized provider in order to efficienty match the patient to the
responsible entity leading the DSRIP project (i.e. the participating hospitablowever, it will
also consider services received at settings other than the hospital. It will also include the
AAOA OAAARAEOAA AO i) Babed Echotimybpddet. 50 Al [ 1 61

Types of Services

Physicianbased attribution models typically have used all physician claims or Evaluation
and Management (E&M) physician claims tdetect historical data utilization patterns to tie
patients to providers.

For New Jersey DSRIP, E&M claims (across all places of service) are used to determine
DAOEAT 006 EEOOI OEAAI DAOOAOT O 1T &£ AAOAS 4EEO
ED. The inclusion of ED claims will help identify those patients who ed to develop and

enhance primary care utilization Improper utilization of the ED can be an important signal

of those patients who havethe greatest needor chronic care coordination. Effective

management of care for thes patients will demonstrate the dlivery system reform

improvements anticipated for the DSRIPprogram.

Single vs. Multiple

Another key element of patient attribution is whether the model assigns a patient only to a

single provider or to multiple providers. Multiple attribution suggessthat no singular

POl OEAAO AAT AA AOOECT AA O beBause Adn® provideEhaE | EOU
AT i1 Bl AGA AT T 06011 TOAO A PAOEAT 660 EAAI OE AAO
accountability for performance measurement problematic.

In the New Jersey DSRIP model, single attribution is used. A patient is assignethgle
hospital.

Patient vs. Episode

An additional aspect of attribution is the spectrum of health services included. One method
bases attribution toa provider on an episode of clinical servicesAn episode of care begins
from the diagnosis of symptoms until treatment is completeThe provider is not held
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OAOPT 1 OEAT A £l O A DAOGEAT 06 0 .Akenbre dodraonT A OEA
approach is to consider theull range of servicesfor a patient over a specified time period,

e.g., a measurement year. In the patieblsed approach, a provider is assigned a patient for

the entire time period.

In the New Jersey DSRIP model, patient attribution is used.

Plural ity vs. Majority

Attribution models must decide whether assignment is based on a patient receiving a
majority or plurality of services from a provider. A majority is defined as more than 50% of
OEA b Aeédiirichr®serfices (either visits or costs)A plurality is defined more simply
asthe largest proportion of services(either visits or costs). A plurality-based methodology
is typically adopted in attribution models because it allows for a greater assignment of
patients.

In the New Jersey DSRImodel, assignment is based amplurality (i.e. simple majority) of
Visits.

Visits vs. Cost

The attribution method can be based on visits or some measure of provider payments. Most
often, a plurality of services is based on either a count of visits a sum of costs. Models
using the cost approach typically use allowed charges which are not distorted by third

party payments. The method of using a plurality of allowed charges emphasizes the more
complex services as captured by cost, whereas countirngsits weights all services equally.

In the New Jersey DSRIP model, E&M visits are used. As the administrative claims include
managed care data that was paid by a contracted health plan and then submitted to the
state for data capture, the use of visitever payments maximizes validateddjudication
procedures.

The time period of the vists are also taken into account. More recent service history

receives an increased weighting valuavhich emphasizesapatientd © AOOOAT &6 OOEI E

provider affiliation over their historical utilization . The weighting factor applied for the New
Jersey DSRIP model is 30/70.

Minimum Patient Volume
In the New Jersey DSRIP model, there is no minimum patient volume as there are in the
federal attribution models.
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C. New Jersey DSRIP Attribution Process

All of the features mentioned above are components of the attribution design. Specifically, for
the initial assignment, the New Jersey model takes into account all New Jersey Low Income
patients with service utilization during the years2012 and 2013. The most recent year receives
a weighted factor of 70percent, while the earlier year receives a 3percentweight.

As previously discussed, the service history of each patient is based on evaluation and
management (E&M)billing codes. The same E&M codes that are utilized in the Medicare models
are used plusthe addition of select emergency departmentiED) codes These are provided in
Appendix B-Programming Assumptions. Once the E&M codes are identified for each patient

the visit counts are multiplied by the applicable weighting factor.

Note: In DY3 and DY4, attribution was calculated once per year. Starting in DY5, attribution will
be calculated twice a year for semannual measures.

%AAE D EEMVAIls &rdafdanged in a hierarchicalgrouping:
1 Category 1- Visits to hospitalbased clinics are grouped together A hospitatbased
Al ETEA EO AAEET AA AO A AT ETEA OEAO EO AIITT ~
EO ET Al OAAA 11 OBE& AndBEiiis 6ratie OdiviersalBill AUB:@im @dnd |
with specified revenue codes (516519). Refer to Appendix B for further detail.

1 Category 2- Visits to emergency departments are grouped together

1 Category 3- Visits to community-based reporting partnas are grouped together A
community -based reporting partner is any outpatient group/ facility/ clinic affiliated to
the hospital that has an agreement with the hospital to improve population health
through improved care coordination, as well as one who Wicollect and report on Stage
3 DSRIP measures.

A community-based reporting partner can badentified as a clinic that does not bill as a
hospital-based clinic Thiscould be aFederally Qualified Health Center (FQHCa
physician practice group, or belvioral health facility. A community-based reporting
partner will be included in the development of the Improvement Target Goals (ITGs).
Enhanced reporting partners are another type of communitypased reporting partner.
Enhanced reporting partners are thos who have to develop reporting infrastructure
and will not be included in the setting of the ITGs.

i Cateqgory 4- Visits to all other non-participating providers are grouped together

To act as further evidence of an established relationship with a provideaminimum threshold
of ten percent (10%) of utilization per category is included in theattribution approach. If a
patient has received ten percent of their total visits within Category 1, the patient will be
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assigned based on those visits. If the thrbsld is not met, the model cascades through the
hierarchy to the category where the minimum threshold is met.

If a patient has visits with multiple providerswithin a category, the patient ighen attributed to
the provider with the plurality (i.e. simple majority) of visits within the category.

The steps for the attribution approach are as follows:

Step 1: Review Category 1
Step 2: Determine if Category 1weighted visit total meets 10% threshold
Step 3: If the threshold is met, identify the provder with the plurality (i.e.simple

majority) of visits within Category 1

Step 4: If the threshold is not met, proceed to next category and repeat steps
(\ Category 1 ) Calelory 2 \ ; Calegory 3 Caluory 4 )
Patient Smith - Attribution Example:
Provider Visits (unweighted) Weighted Visits Attribution Category
Category 1: Hospital -based Clinics
Hospital-based ClinicA 4 1.2 Hospital-based Clinic
Category Total 4 1.2
Category % 5.19% 2.57% Hospital-based Clinic
Category 2: Emergency Departments
Hospital EDA 31 19.7 ED
Hospital EDB 31 19.3 ED
Hospital EDC 8 4.4 ED
Category Total 70 43.4
Category % 90.91% 92.93% ED

Category 3: Community -based Reporting Partners
Community-based

0 0 Project Partner
Partner
Category Total 0 0
Category % 0.00% 0.00% Project Partner
Category 4: All other p roviders; No attribution
FQHC 2 1.4 Non-Hospital
Physician 1 0.7 Non-Hospital
Category Total 3 2.1
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Category % 3.90% 4.50% Non-Hospital
Overall Total 77 46.7

Patient Smithhas had 77 total visitsduring the years 2012 and 2013 After taking into acount the
applicable weighting factorbased on the year of the service, the total weighted visits is 46.7. Within
Category 1, the service

visit total does not meet the required 10% threshold. Within Category 2, the threshold is met and there
are three hosptals where the patient has received careAlthough the patient saw both Hospital A and
Hospital B a total of 31 times over the course of the two year period, Hospital A has a slightly more
established relationship with the patient as identified by the weghted visit total. The patient is attributed
to Hospital A.
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lll.  Sampling Methodology

A. Sample Size for Hospital Measures

March 2016, Version 201

Hospitals that choose to samplén order to collect and report chart/ EHR measure resulthave
the option of samplingsemi-annually or sampling on an annual basis depending upon the
experience period of the measureThe sample size requirements for each of these options are
described below. Hospitals need toound to the next highest whole number when determining
their required sample size.See below for rounding examples.

Hospitals selecting sample cases for measigéhat are not stratified must ensure that itsinitial
total patient population and sample size meet the conditions stated in Table 1.

Once the population size has been cal@atkd, a representative random sample can be chosen
using Table 1 forannual samples or Table 2 fosemi-annual samples.

Note: Hospitals are not required to sample their data. If sampling offers minimal benefit
(i.e., a hospital has 80 cases for the quartand must select a sample of 76 cases) the hospital
may choose to use all cases.

Sample Table 1: Annual Sample Size Example
Annual Denominator

Minimum Required

Initial Patient Total Sample Size
0.6 o1 6
>1001 250
401 - 1000 25% of the Denominator Patien Population
151-400 100
76 - 150 75
46 - 75 45
1-45 No sampling; 100% of the Denominator Patient

Population is required

i.  Annual Examples

1. 1 ET O Blipétansidebitial Patient Total is 43 patients during the year. Using the
above table, no ampling is allowedz 100 percent (%) of the population is required.

2. | ET OBléadRalluteitial Patient Total is 300 patients during the year. Using the
above table, the required sample size is seen to be a minimumidiO patients.

3. I ET O Diabetk iniialPatient Total is 450 patients during the year. Using the

above table, the required sample size is seen to b& Bercent (%) of the population, or
113 cases for theyear.
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Sample Table 2: Semi-Annual Sample Size

Denominator Semi -Annual Minimum Required
Initi al Patient Total Sample Size

0. 6 o1 6
>501 150

301 -500 25% of the Denominator Patient Population

76 - 300 75

46 - 75 45
1-45 No sampling; 100% of the Denominator Patient
Population is required

i.  SemrAnnual Examples

1. ' ET OPrEtér Neivborn Initial Patient Total is 25 patients duringthe six month
performance period. Using the above table, no sampling is allowedl00 percent (%) of
the population is required.

2. I ET OBghda IhifaldPatient Total is 130 patients duringthe six month
performance period.Using the above table, the required sample size is seen to be a
minimum of 75 patients for this month.

3. I ET OBHlipakibud Singleton Deliveryinitial Patient Total is 301 patients during
the semiannual period. Usirg the above table, the required sample size is seen to b
percent (%) of the population, or76 cases for the month (twenty percent of 301 equals
75.25rounded to the next whole number equal¥6).

ii.  Steward-specific Sampling Procedures
For hospitals seleting sample cases for stratified measure sets or measure sets with sub
populations (CAC and VTE), a modified sampling procedure is required. Hospitals selecting
OAi PI A AAOGAOG £ O OEAOGA OAOO 1 00606 AT O6OA OEAO
population and sample size meets the conditions stated in the measwtewardd O 3 Al Bl A
Size Requirements. (See VTE and CAC sample requirements from the Joint Commission
indicated within the DSRIP measure specificatia
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V. Specification Sheet Description and Def initions

Eachmeasurespecification sheetis divided into four sections.

1 Theopeningsedion provides high level references includinghe measure title, DSRIP
number, measure description data source, National Quality Forum (NQF) number, the
measure stavard and measure steward version.
T 4EA OAAT T A OAA QMebslire GaldulatioA Bekdrighigh 8GE M4 EEEO OAAOET 1
provides the primary information required to calculate the measure including the
numerator, denominator, result information and any qualifiations to the criteria that
provide additional information .
T 4EA OEEOA OA MékEurelCollEction Debckighion A AG A  Bi€ds @atddA O
to the collection process for examplehe setting of carereporting parameters and whether
sampling, cortinuous eligibility or risk adjustment applies to the measure. This section will
also include theimprovement target goaldetalils.
T Theinal OAAOQET 1T ESRIPInAcAtikd IBApactd® AT A EAAT OEEAEAO OEA 3
that the measure applies to, whethr the measure applies to Stage/4Jniversal reporting by
hospitals and thefinancial incentive award as eitherpay for reporting or pay for
performance (P4P).

The following fields, as defined here, are included in the measure specifications sheets. phssible
field entries are indicated.

1. Measure 7 provides the name of the measure.
2. DSRIP #7 provides the overall DSRIP program number. As there are some measures that are
represented in bothSage3 and Stage 4 Cataloguethis is a unique numbethat can quickly

identify the measure for tracking purposes

3. Measure Description 7z provides a short explanation of the purpose of the measure

4. Data Source z indicates themethod of the datacollection.
a. Chart/ EHR
b. MMIS

5. NQF#z the National Quality Forum (NQF)s a nonprofit organization that endorses and
publicly reports health care quality measure specifications. If the NQF has endorsed a measure,
the NQF is provided to assist the hospital in determing whether the hospital currently collects
and reports themeasure for other programs.

6. Measure Steward 7 the measure steward is the health care entity that developed and
maintains the original measure specifications. This information is provided to assist the
hospital in determining whether the hospital currently collects and reports the measure for
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other programs. The measure siward provides the detailed specificationinformation
OACAOAET ¢ OEA 1 AAOOOA OEAO OEIT OI A AA OAOEAxAA
processes.

7. Measure Steward Version z through the measuremaintenance process, measure
specifications are adjusted and refined based on the most currently available clinical and
technical information. This results in different specification versions in use for the same
measure. To ensure that hospitals ecacompare the DSRIP measure specification to the measure
OOA x AOA 6, the vOrdidd Guinbdr is provided.When codes were referenced from multiple
versions of the measure, the source for each code type is noted.

8. Numerator z definesthe specificcriteria that identifies the portion of the patient population
that meet the specific performance measurement.

9. Denominator _z definesthe generalcriteria which identifies the patient population eligible for
measurement

10. Result 7 the calculated performance This can be expressed as either a rate or percentage

a. Percentagey this is the most commonly used indicator of healthcare to monitor
measure compliance. A percentage measures the number of a certain set of events that
are proportional to one another. The numeator and denominator are the same unit of
measurement and the numerator is a subset of the denominator.

b. Ratez this is a specific kind of ratio, in which two measurements are related to each
other but do not utilize the same unit of measurement. The numetar is not a subset of
the denominator when a rate is calculated. A rate measures the number of events
compared to another unit of measurement, for example the utilization per member
months.

11. Setting of Care 7 this field lists where the serviceg(s) wasrendered andhelps identify which
provider type has the information available.

a. Inpatient or Emergency Department Settirgthis refers to any measure thabnly
considers care that was provided within the inpatient or emergency department setting
and is information available to the hospital.

b. Outpatient Settingg this refers to any measure thabnly considers care that was
provided in an outpatient setting.This information may be available at the hospital
based clinic if the service is offered, or the communitpased reporting partner.

c. Multi-Settingz this refers to anyMMISmeasure that considers care that was received
acrossmultiple caressettings.

12. Measure Qualifications _z this field allows for additional information to be included in the
measure specificaton. This may include such information as links to the measure steward,
references to usage of the measure in other data sets, or it may indicate where the original
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specification was adjusted to more accurately follow the objectives of the DSRIP prograny(e.
changes to measure stratifications).

. Experience Period z this field, otherwise known as the measuremenor performance period,

indicates the specific interval of time that a servicenust take place within in order to be
considered o meet the measure deria.
a. Calendar yeag Annual DSRIP measurement will be based on the calendar yess
compared to the federal fiscal year or state fiscal year as some measure sets allow.
b. Six (6) monthg Semiannual DSRIP measurement will be based on six months of
calendar yeardata.

Baseline Period z this is the time period for which the first measurement will be reported and
OOAOANOAT O PAOAI OI ATAA 1 AAOOOAA ACAET 008 %AAE
will impact the baseline period. The MMIS baseline peyd will initially be 2013 to set the

overall measure improvement target goa(lTG).

Improvement Target Goal (ITG) 7z the improvement target goal serves as the standard level of
performance that New Jersey hospitals will strive to obtain T OAd, ) deedrémoted O A
from this document and can been viewed on the New Jersey DSRIP website
(https://dsrip.nj.gov/ ) > DSRIP Program Management > Measure Results (after logging in).

Absolute ITG Value 7 this field representsthe absolute numeric value represented for the
improvement target goal.Note: Absolute ITG Values have been removed from this document
and can been viewed on the New Jersey DSRIP website.

Attribution Date 7 this field indicates whether attribution applies to the measure, and if so, will
indicate that the attribution date that impacts the performance measure can be no earlier than
the last day of the experience periodNote: The attribution date has been removed from this
document and can been viewed on thlew Jersey DSRIP website.

Anchor Dat e 7 indicates whether a measure requires a patient to be eligible on a particular
date in order to be included in the denominator populationNote: The anchor date has been
removed from this document.

Claim Type(s) z the claim type representgequired data components utilized for the
adjudication of a claim for payment.The New Jersey claim type values that wengsed for
programming the MMIS measuresre identified for each MMIS measure

Continuous Eligibilit y z this fieldindicates whether continuous eligibility applies to the
measure. If it does not, NA will be marked.

Risk Adjustment z this field indicates whether risk adjustment applies to the measure. If it
does not, NA will be marked.
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22. Sampling z this field indicates whether sampling applies to the measure. If it does not, NA will
be marked.

23. Continuous Eligibility/ Risk Adjustment/  Sampling Methodology z this field provides
instructions if any of these elementsapply to the measure.

24. Project Title z if the measure applies to a Stage 3 project, this field denotes the applicable
project(s).

25. Project Code z if the measure applies to a Stage 3 project, this field denotes the project code
referred to within the Stage 3 measure catalogue.

26. Payment Method z if the measure applies to aStage3 project, this field denotes whether the
incentive award is based on pay for reporting, or pay for performance (P4P).

27. Universal Measure 7 this field indicates whether the measure applies to Stage 4 reporting. If it
does not, NA wii be marked.

28. Universal Code z if the measure applies to Stage 4 reporting, this field denotes the project code
referred to within the Stage 4 measure catalogue.

29. Payment Method z if the measure applies to Stage 4 reporting, this field denotes whethereh
incentive award is based on pay for reporting, or applies to the universal performance pool
(UPP).

30. Data Elements 7z The Data Elements section of some of the charased measures is designed to
be a starting point for data collection from the medical chdrand/or electronic health record
(EHR). As it may not be inclusive of every item needed to report the measure accurately and
Al i p1 AOAT unh A OET Ol OCE OOOAU T &£ OEA 1 AAOGOOABO
exclusion criteria and collection procedues will be required to determine all of the data
elements needed from the medical chart or the EHR.

*IMPORTANT NOTE FOR MEASURE SPECIFICATIONS:

The measure steward should be referred to for detailed analysis, flow charts and
specifications. The DSRIP specification sheet provides the high level
requirements for collection and reporting for DSRIP. The measure steward offers
further details and rationale that may be important for the hospital to review.
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Antenatal Steroids
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DSRIP #:
10

Megsyrq Description:
4 EEO

i AAOOOA AOOAOOAO DPAOEAT OO 34 Weeks geStation reEeivin® A (

antenatal steroids prior to delivering preterm newborns.

Data Source:
Chart/ EHR

Measure Steward:
Joint Commission

NQF #:
0476

Measure Steward Versn:
2015A1 (ICD 9)

2015B1 (ICD 10
Measure Calculation Description

Numerator:

Patients with antenatal steroid therapy initiated prior to delivering preterm newborns.

Antenatal steroid therapy initiated
or 6mg dexamethasone M.

Table 10.1: Medications indicating

Medication

antenatal steroid therapy:

- Initial antenatal steroid therapy is 12mg betanethasone IM

(Appendix A -25)
Generic

Betamethasone

Betamethasone

Betamethasone Sodium Phosphate

Betamethasone Sodium Phosphate

Betamethasone Sodium Pdsphate and Betamethasone
Acetate

Betamethasone Sodium Phosphate and Betamethason
Acetate

Celestone

Betamethasone

Celestone Phosphate

Betamethasone Sodium Phosphate

Celestone Soluspan

Betamethasone Sodium Phosphate and Betamethason
Acetate

Catastat Dexamethasone Sodium Phosphate
Dalalone Dexamethasone Sodium Phosphate
Dalalone DP Dexamethasone Acetate

Dalalone LA Dexamethasone Acetate

Decadron Dexamethasone

Decadron LA

Dexamethasone Acetate

Decadron Phosphate

DexamethasoneSodium Phosphate

Decadron w/Xylocaine

Dexamethasone Sodium Phosphate with Lidocaine HC

Decaject

Dexamethasone Sodium Phosphate

Decaject LA

Dexamethasone Sodium Phosphate

Dexamethasone

Dexamethasone

Dexamethasone Acetate

Dexamethasone Acetat

Dexamethasone Intensol

Dexamethasone

Dexamethasone Sodium Phosphate

Dexamethasone Sodium Phosphate
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Dexamethasone Sodium Phosphate with Lidocaine Dexamethasone Sodium Phosphate with Lidocaine
Dexamethasone Sodium Phosphate with Lidocaine HC, Dexamethasone Sodium Phosphate with Lidocaine HC
Dexasone Dexamethasone Sodium Phosphate

Dexasone LA Dexamethasone Acetate

Dexone Dexamethasone

Dexone LA Dexamethasone Acetate

Hexadrol Dexamethasone

Hexadrol Phosphate Dexamethasone SodiunPhosphate

Solurex Dexamethasone Sodium Phosphate

Solurex LA Dexamethasone Acetate

Denominator:

Of the New Jersey Low Income attributed population, those patients who a@€o 64 years of age
delivering live preterm newborns (Appendix A-22) with >=24 and 84 weeks gestation completed
(Appendix A-23).

Exclusion(s):
Less than 8 years of age.
Greater than or equal to 65 years of age.
Length of Stay >120 days.
Enrolled in clinical trials.
DocumentedReason for Not Initiating Antenatal Steroidlherapy.
ICD-9-CMICD-10-CMPrincipal Diagnosis Code or ICD-CMICD-10-CMOther Diagnosis Codes
for fetal demise as defined as follow§Appendix A-24):

a. ICD9: 656.40 Intrauterine death-unsp,

b. 1ICD9:656.41 Intrauter death-deliver

c. ICD10: 036.4XX0 Maternkcare for intrauterine death, not applicable or unspecified
7. Gestational Age< 24 or >=34 weeksor unable to determine (UTD)(Appendix A-23).

ok whE

Result:
The result is expressed as a percentage

Improvement Direction:
Higher

Measure Qualifications:
This measure is a part of a set of five nationally implemented measures that address perinatal care
(PGO03: Antenatal Steroids).

Data Elements:

Numerator:
i Antenatal steroids initiated
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Denominator:

Admission Date

Birth Date

Clinical Trial

Discharge Date

Gestational Age

ICD9-CM ICD10-CMOther Diagnosis Codes
ICD9-CM ICD-10-CMPrincipal Diagnosis Code
Reason for Not Initiating Antenatal Steroid Therapy

=A =4 =4 =4 -4 -4 -8 -4

Notes for Abstraction:

If there is documentation that antenatal steroid therapy was initiated prior to current hospitalization in
another setting of care, i.e., doctor's officelinic, birthing center, hospital before delivery, select
allowable value "yes".

If antenatal steroid therapy was initiated in the hospital, the name of the medication must be
documented in the medical record in order to select allowable value "yes".

The following link(s) may be used to obtain additional information regarding the specific instructions
on the measurement qualifications and data collection. This is provided without assurances:

http://www.jointcommission.org/core _measure sets.aspx

Measure Collection Description \

Setting of Care: Reporting Period:
Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY 2014
Risk Adjustmert: Sampling:
No Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section .

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:

NA NA NA

Universal Measure: Universal Code: Payment Method:
Yes 29 Pay for Reporting
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Prepared by Myers and Stauffer LC


http://manual.jointcommission.org/releases/TJC2013B/DataElem0006.html
http://manual.jointcommission.org/releases/TJC2013B/DataElem0246.html
http://manual.jointcommission.org/releases/TJC2013B/DataElem0030.html
http://manual.jointcommission.org/releases/TJC2013B/DataElem0248.html
http://manual.jointcommission.org/releases/TJC2013B/DataElem0265.html
http://manual.jointcommission.org/releases/TJC2013B/DataElem0072.html
http://manual.jointcommission.org/releases/TJC2013B/DataElem0075.html
http://manual.jointcommission.org/releases/TJC2013B/DataElem0269.html
http://www.jointcommission.org/core_measure_sets.aspx

(%)
§ MI New Jersey DSRIP Performance Measurement Databook
5

Measure: DSRIP #:

89
Asthma: Pharmacologic Therapy for Persistent

Asthma

Measure Description:
Percentage of patients with mild, moderate, or sevengersistentasthma who were prescribed either the

preferred long-term control medication (inhaled corticosteroid)* or an acceptable alternative treatment.

*In patients with moderate or severe persistent asthma, strong evidence indicates that uselofig-acting
inhaled beta2agonists (LABA) in combination withinhaled corticosteroids (ICS leads to improvements
in lung function and symptoms, and reduced supplemental bronchodilator use. LABA is not
recommended for use as monotherapy.

Data Source: NQF #:
Chart/ EHR 0047
MeasureSteward: Measure Steward Version:
AMA-PCPI 2005
Numerator:

Patients who were prescribed either the preferred longterm control medication (inhaled
corticosteroid) or an acceptable alternative treatment.

Long Term Control Medication Includes:

Patients prescribed inhaled corticosteroids (the preferred longterm control medication at any step
of asthma pharmacological therapy)

OR

Patients prescribed alternative longterm control medications (inhaled steroid combinatiors, antk
asthmatic combinations, antibody inhibitor, leukotriene modifiers, mast cell stabilizers,
methylxanthines)

Prescribed z May include prescription given to the patient for inhaled corticosteroid OR an
acceptable alternative longterm control medication at one or more visits in the 12month period
OR patient already taking inhaled corticosteroid OR an acceptable alternative loitgrm control
medication as documented in current medication list.

Denominator:
Of the New Jersey Low Income attributed gaulation, those patients aged 540 years with mild,
moderate, or severepersistentasthma.

The primary care office or FQHC should refer to the measure steward for detail, rationale and
instruction regarding proposed methods to collect the required clinichdata for reporting.

March 2016, Version 201 Page37 of 283
Prepared by Myers and Stauffer LC



New Jersey DSRIP Performance Measurement Databook

Table 89.1 Classification of Asthma Severity

Symptomsb Nighttime Lung Function Recommended Treatment
Symptoms
Step 4: Continual symptoms | Frequent FEM or PEF Preferred treatment:
Severe Limited physical Senb DOAAEA|E (-HoGdbnhaled corticosteroidsand

Persistent ¢

activity
Frequent
exacerbations

PEF variability >30%

E , ‘adting inhaled beta2agonists

And, if needed,

E #1 OOEAT OOAOT EA OAA
(2 mg/kg/day; generally do not exceed

60 mg per day). (Make rpeated attempts

to reduce systemic corticosteroids and
maintain control with high-dose inhaled
corticosteroids.)

Moderate Daily symptoms >1 time a week | FEV1 or PEF Preferred treatment:

Persistent Daily use of inhaled >60%-<80% E ,-fb-medium dose inhaled
short-acting predicted corticosteroids and longacting inhaled
beta2-agonist PEF variability >30% | beta2-agonists
Exacerbations Alternative treatment (listed
affect alphabetically):
activity E )1 AOAA GdicosidroflA | A A
Exacerbations 32 within
times medium-dose rangeor
a week may last E ,-fio-medium dose inhaled
days corticosteroids and either leukotriene

modifier or theophylline

If needed (particularly in patients with
recurring severe exacerbations):
Preferred treatment:

E )T AOAAOA osdrand | A A
within

medium-dose range, and add long
acting

inhaled beta2-agonists

Alternative treatment (listed
alphabetically):

E )T AOAAOGA ET EAI AA
medium-dose range, and add either
leukotriene modifier or theophylline

Mild Sympoms >2 >2 times a FEVor PEF | Preferred treatment:

Persistent | times a month | ynp DOAAEA|I g | _dose inhaled corticosteroids
week but <1 time a PEF variability 20-30% | Ajternative treatment  (listed
day alphabetically):

Exacerbations may
affect
activity

cromolyn, leukotriene modifier,
nedocromil,

or sustained release theophylline to
serum

concentrations of 515 mcg/mL

bPatients at any level of severity can have mild, moderate, or severe exacerbations. Some patients with intermittent asthnpgegrnce severe
and life-threatening exacerbations separated by long periods of normal lung function and no symptoms.

¢ Referral to an asthma specialist is recommended if there are difficulties achieving or maintaining control of asthma or iétpatient requires
step 4 care. Refaal may be considered if the patient requires step 3 care.
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Exclusion(s):

1. Documentation of patient reason(s) for not prescribing either the preferred longerm control
medication (inhaled corticosteroid) or an acceptable alternative treatmenteconomc, social,
and/or religious, etc.

2. Asthma Severity - Mild Intermittent as defined in table below

Table 89.2 Mild Intermittent Exclusion

SymptomsP Nighttime Lung Function Recommended Treatment
Symptoms
Step 1: 3UI POTT O s¢ OEIiI fsc OEI A(FEV1orPEF No daily medication needed
Mild Asymptomatic and normal month | ytb B OA A Severe exacerbdbns may
Intermittent PEF between PEF variability occur,
exacerbations <20% separated by long periods of
Exacerbations brief (from normal lung
a few hours to a few days); function and no symptoms. A
intensity may vary course of
systemic corticosteroids is
recommended

bPatients at any level of severity can have mild, moderate, or severe exacerbations. Some patients with intermit&sthma experience
severe and lifethreatening exacerbations separated by long periods of normal lung function and no symptoms.

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

The following link(s) may be used to obtain additional information regarding the specific instructions
on the measurement qualifications and data collection. This is provided without assurances:

This measure is no longer available on the AMRCPI website.

Measure Collection Description \

Setting of Care: Reporting Period:
Outpatient 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period:
6 month period SA Julyz December 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Mthodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section Il
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DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 1z Hospital-Based Educators Teach Optima Substitution measure P4P

Asthma Care

Project Title: Project Code: Payment Method:
Project 2z Pediatric Asthma Case Management ang Substitution measure P4pP

Home Evaluations

Universal Measure:
No

Universal Code:
NA

Payment Method:
NA

March 2016, Version 201
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Measure: DSRIP #:

15
Bipolar Diso rder and Major Depression:

Appraisal for alcohol or chemical substance use

Measure Description:
Percentage of patients with depression or bipolar disorder with evidence of an initial assessment that

includes an appraisal for alcohol or chemal substance use

Data Source: NQF #(No longer endorsed)
Chart/ EHR 0110

Measure Steward: Measure Steward Version:
CQAIHM 2007

Numerator:

Patients with evidence of an assessment for alcohol or other substance uskdwing or concurrent
with the new diagnosis and prior to or current with the initiation of treatment for that diagnosis

Numerator Inclusion Criteria:
Documented assessment for use of alcohol and chemical substance use; to include at least one of the
following:
1. Clinician documentation regarding presence or absence of alcohol and chemical substance use
2. Patient completed history/ assessment form that addresses alcohol and chemical substance use
that is documented as being noted/ acknowledged by cliniciaperforming the assessment
3. Use of screening tools that address alcohol and chemical substance.use

AND

Timeframe: Documentation of the assessment for alcohol and chemical substance asast be
present prior to, or concurrent with, the visit where the di  agnosis and/ or treatment plan is first
documented.

Denominator:

Of the New Jersey Low Income attributed populatigrthose mtients 18 years of age or older at the start
of the measurement period with a new diagnosis of unipolar depression or bipolar storder during the
first 323 days of the measurement period, and evidence of treatment for unipolar or bipolar disorder
within 42 days of diagnosis.

AEA AQEOOAT AA T &£ A O1 Ax AEACI 1 OE08 EO AOOAAI EOEAA
depression or bipolar during the 180 days prior to the diagnosis.

Denominator Inclusion Criteria
1. Documentation of a diagnosis involving unipolar depression or bipolar disorder to include at
least one of the following:
a. Documentation of a diagnosi®r impressioninvolving unipolar depression (Table 15.1) or
bipolar disorder (Table 15.2); documented in the body of a chart, such as a ppented form
completed by a clinician and/or codes documented in chart notes/form
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b. Use of a screening/assessment tool for upolar depression or bipolar disorder with a score
or conclusion that patient has unipolar depression or bipolar disorder and indication that
this information is used to establish or substantiate the diagnosis

Table 15.1: Codes to Identify Unipolar Depress ion (Appendix A -26)

Description Code Type
Unipolar Depression | ICD-9-CM - 296.20-296.26, 296.30296.36, 300.4, 311
ICD-10-CM F32.0F32.9, F33.0F33.3, F33.9, F33.41, F33.42, F34.1

Table 15.2: Codes to Identify Bipolar Disorder (Appendix A -27)

Description Code Type
Bipolar Disorder ICD-9-CM 296.00-296.06, 296.10296.16, 296.40296.46, 296.50296.56,
296.60-296.66, 296.7, 296.8€296.82296.89, 301.13
ICD-10-CM F30.10-F30.13, F30.2F30.4, F30.8, F31.1#31.13, F31.2,

F31.30-F31.32, F31.4F31.5, F31.66F31.64,
F31.73F31.78, F31.81, F31.9, F32.8, F34.0

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

Data Elements:

Numerator
9 Alcohol and Chemical Substance Use Assessment

Denomi nator

Birth Date

ICD-9-CMICD-10-CMPrincipal Diagnosis Code

Date of ICE9-CMICD-10-CMPrincipal Diagnosis Code
ICD-9-CMICD-10-CMOther Diagnosis Code

Date of ICE9-CMICD-10-CMOther Diagnosis Code
Documentation Source

E N I E

The following link may be used ¢ obtain additional information regarding the specific instructions on
the measurement qualifications and data collection. This is provided without assurances:

http://www.cgaimh.org/measure_SU.html

Measure Collection Description
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Setting of Care:

Reporting Period:

Outpatient Setting Annual; April
Experience Period: Baseline Period:
Calendar Year CY2014
Risk Adjustment:No Sampling: Yes

Sampling or Risk Adjustment Methodalgy

This measure § to be collected and reported by the hospital following the sampling guidance provided in

Section IlI.

DSRIP Incentive Impact

Project Title:
Project 3- Integrated Health Home for the Seriously
Mentally 1l (SMI)

Project Code:
3.8

Payment Method:
P4p

Project Title: Project Code: Payment Method:
Project 5- Electronic SelfAssessment Decision Support 5.2 Pay for Reporting
Tool

Universal Measure: Universal Code: Payment Method:
No NA NA

March 2016, Version 201
Prepared by Myers and Stauffer LC

Page43 of 283



(%)
§ MI New Jersey DSRIP Performance Measurement Databook

Measure: DSRIP #:

17
CACGC1: Relievers for Inpatient Asthma

Measure Description: o o ) L .
#EEI AOAT 80 ! OOEI A # AOA sgoftreligvers in gediadipatidritsAdmitedifole OF
inpatient treatment of asthma.

Data Source: NQF #(no longer endorsed)
Chart/EHR 0143

Measure Steward: Measure Stevard Version:
Joint Commission Version 4.3b

Numerator:

Pediatric asthmainpatient patients who receivedrelievers (Table 17.1) during hospitalization

Table 17.1: Reliever Medications (Appendix A -44)

Medication Generic
Accuneb Albuterol Sulfate
Adrenaclick Epinephrine
Adrenaline Epinephrine

Albuterol/lpratropium

Albuterol/Ipratropium

Albuterol Sulfate

Albuterol Sulfate

Atrovent HFA

Ipratropium Bromide

Combivent Albuterol/Ipratropium
DuoNeb Albuterol/lpratropium
Epinephrine Epinephrine

Epipen Epinephrine

Epipen JR Epinephrine
Ipratropium Bromide Ipratropium Bromide
Isoproterenol Isoproterenol

Isuprel Isoproterenol

Levalbuterol Hydrochloride

Levalbuterol Hydrochloride

Maxair Autohaler

Pirbuterol Acetate

Maxair

Pirbuterol Acetate

Metaproterenol

Metaproterenol

Pirbuterol Acetate

Pirbuterol Acetate

ProAir HFA

Albuterol Sulfate

Proventil HFA

Albuterol Sulfate

March 2016, Version 201
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Reliever Not Otherwise Specified (NOS)| None

Terbutaline Terbutaline

Twinject Epinephrine

Ventolin HFA Albuterol Sulfate

Xopenex Levalbuterol Hydrochloride

Xopenex HFA Levalbuterol Hydrochloride

The results are stratified by:

Overall rate (Age 2 years through 17 years)
Age 2 years through 4 years

Age 5 years throutp 12 years

Age 13 years through 17 years

PwONPE

Denominator:
Of the New Jersey Low Income attributed populationhose pediatric patients aged 2 through 17
years of age who were discharged with a principal diagnosis of asthn{@able 17.2)

Table 17.2: Codes to Identify Asthma (Appendix A -45)

Description ‘ Code Type |
Asthma ICD9-CM 493.00-493.02, 493.10493.12, 493.81, 493.82, 493.9@93.92

ICD-10-CM J4520J4522, JA530]4532, 3454014542, J455014552, J45901, J45902,
J45909, J45990, J45990, J45991, J489

Exclusion(s):
1. Patients with a documentedReason For Not Administering Relievers
2. Patients enrolled in clinical trials.
3. Patients with a length of stay greater than 120 days
4. Patients with age less than 2 years or 18 years or greater

Result:
Theresult is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

For the purposes of the CAC measures, inpatient hospitalization includes the time of arrival to the
emergency department (ED) or observation area until dischargigom the inpatient setting.

Data Elements

Numerator:
M1 Relievers Administered
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Denominator:

Admission Date

Birth Date

Clinical Trial

Reason for Not Administering Relievers
Discharge Date

ICD9-CMICD-10-CMPrincipal Diagnosis Code

=A =4 -4 -8 -4 -9

Patient age is calulated by Admission Datg" EOOE $AOA AO DPAOO 1 £ OEA ) #$
8 of the steward document.

The following link(s) may be used to obtain additional information regarding the original measure
specifications. This is provided without asurances.

http://www.jointcommission.org/specifications manual for national hospital inpatient gqualit
V_measures.aspx

Measure Collection Description

Setting of Care: Reporting Period:
Inpatient or Emergency Department 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period:
Quarterly SA Julyz December 2014
Risk Adjustment:No Sampling:Yes

Samplingor Risk Adjustment Methodology

For hospitals selecting sample cases for stratified measure sets or measure sets with-gapulations
(CAC and VTE), a modified sampling procedure is required. Hospitals selecting sample cases for th
sets mustensurethath AAE ET AEOEAOAT O Opopulativh déndsamgleBidel méddsthie
AT TAEOEI T O OOAOAA ET OEA 1 AAOOOA OAOGS6O 3AI PI
requirements from the Joint CommissionOnce electronic manual is open, methodology carelfound
on the following document : 2zc_ CAC_Ljst

Hospitals will follow the quarterly sampling guidelines then collect and report the data on a
semi-annual basis. The two quarters will be summed for the final result.

DSRIP Incentive Impact

Project Title: Project Code: Payment Method:

Project 1z Hospital-Based Educators Teach Optimal 1.1 Pay for Reporting
Asthma Care

Project Title: Project Code: Payment Method:

Project 2z Pediatric Asthma Case Management and 2.1 Pay for Reporting
Home Evaluations

Universal Measure: Universal Code: Payment Method:

NA NA NA
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Measure Name DSRIP #
: : : . 18
CAG2: Systemic Corticosteroids for Inpatient
Asthma
Measure Description:
Use of systemic corticosteroids in pediatric patients admitted for inpatient treatment of asthma
Data Source: NQF #(no longer endorsed)
Chart/EHR 0144
Measure Steward: Measure Steward Version:
Joint Commission Version 4.3b
Measure Calculation Description
Numerator:

Pediatric asthma patientswho received systemic corticosteroids during lospitalization.
Patients who were administered systemic corticosteroids (Table 18.1) during this hospitalization.

Table 18.1 Systemic Corticosteroid Medications (Appendix A -46)

Medication Generic

Flo-pred Prednisolone Acetate
Hydrocortisone Hydrocortisone

Hydrocortisone Sodium Succinate Hydrocortisone Sodium Succinate
Kenalog Triamcinolone Acetonide

Medrol Methylprednisolone

Medrol Dosepak Methylprednisolone
Methylprednisolone Methylprednisolone
Methylprednisolone Acetate Methylprednisolone Acetate
Methylprednisolone Sodium Succinate Methylprednisolone Sodium Succinate
Millipred Prednisolone

Orapred Prednisolone

Orapred ODT Prednisolone

Pediapred Prednisolone

Prednisolone Prednisolone

Prednisolone Acetate Prednisolone Acetate

Prednisone Intensol Prednisone

Prednisolone Sodium Phosphate Prednisolone Sodium Phosphate
Prednisone Prednisone

Prelone Prednisolone

Solu-Cortef Hydrocortisone Sodium Succinate
Sterapred Prednisone

Systemic Corticosterod Not Otherwise None

Specified (NOS)

Triamcinolone Acetonide Triamcinolone Acetonide

Veripred 20 Prednisolone

Hospitals results will be stratified by:
1. Overall rate(2 through 17 years)
2. Age 2 years through 4 years
3. Age 5 years through 12 years
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4. Age 13 years through 17 years

Denominator:
Of the New Jersey Low Income attributed populatigrpediatric patients aged 2 through 17 years of
age who were discharged with a principal diagnosis of asthma. (Table 18.2)

Table 18.2: Codes to Identify Asthma (Ap pendix A-45)

Description ‘ Code Type |
Asthma ICD9-CM 493.00-493.02, 493.10493.12, 493.81, 493.82, 493.9@93.92

ICD-10-CM J4520-J4522, JA53Q]4532, J454@14542, J4550]14552, J45901, J45902,
J45909, J45990, J45990, J45991, J45998

Denominator Exdusion(s):
1. Patients with a documentedReason for Not Administering Systemic Corticosteriods
2. Patients with a length of stay greater than 120 days
3. Patients enrolled in clinical trials.
4. Patients with age less than 2 years or 18 years or greater

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications :

Data Elements:

Numerator:
1 Systemic Corticosteroids Administered (Table 118.

Denominator:

Admission Date

Birth Date

ICD-9-CM Principal Diagnosis Code

Clinical Trials

Discharge Date

Reason for not Administering Systemic Corticosteroids

=A =4 =8 -8 -8 A

Patient age is calculated by Admission Daie" EOOE $AOA AO DPAOO | £ OEA ) #$
8 of the steward document.

The following link(s) may be used to ob&in additional information regarding the original measure
specifications. This is provided without assurances.

http://www.jointcommi ssion.org/specifications_manual_for_national hospital_inpatient qualit
y_measures.aspx
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Measure Collection Description

Setting of Care: Reporting Period:
Inpatient or Emergency Department 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Perial: Baseline Period:
Quarterly SA Julyz December 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

For hospitals selecting sample cases for stratified measure sets or measure sets with-gpapulations
(CAC and VTE), a modeéd sampling procedure is required. Hospitals selecting sample cases for these si
i 600 AT OOOA OEAO AAAE EIT A mpaphldidnfand sanDl©siz®rddets e DT £
AT TAEOEI T O OOAOAA ET OEA 1T AAOOOA OAAT&EaNpI&rAduiinehts
from the Joint CommissionOnce electronic manual is open, methodology can be found on the following
document : 2zc_CAC_L)st

Hospitals will follow the quarterly sampling guidelines then collect and report the data on a sem
annud basis. The two quarters will be summed for the final result.

DSRIP Incentive Impact

Project Title: Project Code: Payment Method:
Project 1z Hospital-Based Educators Teach Optimal 1.2 Pay for Reporting
Asthma Care

Project 2z Pediatric Asthma Case Bhagement and Home | 2.2 Pay for Reporting
Evaluations

Universal Measure: Universal Code: Payment Method:

NA NA NA
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Measure: DSRP #:

94
Cardiovascular health screening for people with

schizophrenia or bipolar disorder who are
prescribed antipsychotic medicines

Measure Description:
The percentage of patients 25 to 64 years of age with schizophrenia or bipolar disorder who were

prescribed any antipsychotic medication and who received a cardiovascular health screening during the
measurement year.

Data Surce: NQF #:
Chart/ EHR 1927
Measure Steward: Measure Steward Version:
NCQA 2014
Measure Calculation Description
Numerator:

Individuals who had one or more LDEC screenings performed during the measurement year.
(Appendix A-51)

Denominator:

Of the New Jersey Low Income attributed population,aiients 25 to 64 years of age by the end of the
measurement year with a diagnosis of schizophreni@Appendix A-109) or bipolar disorder

(Appendix A-110) who were prescribed any antipsychotic medication duriig the measurement year.
(Appendix A-111)

Exclusion(s):

1. Patients are excluded from the denominator if they were discharged alive for a coronary
artery bypass graft (CABGJAppendix A-112) or percutaneous coronary intervention (PCI)
(Appendix A-113) (these events may occur in the measurement year or the year prior to the
measurement year).

2. Patients diagnosed with ischemic vascular disease (IVQ)ppendix A-114) (this diagnosis
must appear in both the measurement year and the year prior to the measurement yga

3. Patient diagnosed with chronic heart failure(Appendix A-115), or had a prior myocardial
infarction (Appendix A-116) (identified in the measurement year or as far back as possible).

Result:
The result is expressed as a percentage.

Improvement Directi on:
Higher

Measure Qualifications:
The following link may be used to obtain additional information regarding the specific instructions
on the measurement qualifications and data collection. This is provided without assurances:

http://www.qualityforum.org/QPS/1927
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Measure Collection Description \

Setting of Care:

Reporting Period:

Outpatient Annual; April
Experience Period: Baseline Period:

Calendar Year CY2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il

Section IlI.

DSRIP Incentive Impact

Project Title: Project Code: Payment Method:

Project 3 z Integrated Health Home for the Seriously Substitution P4pP

Mentally 1l (SMI) measure

Universal Measure: Universal Code: Payment Method:
No NA NA
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Measure: DSRIP #:

21
Central Line -Associated Bloodstream Infection

(CLABSI) Event

Measure Description:
CLABSI rate, exprssed per 1,000 central line days.

Data Source: NQF #:
Chart/ EHR Based on 0139

Measure Steward: Measure Steward Version:
CDC 2015

Measure Calculation Description

Numerator:

Total number of observed healthcareassociatedcentral line-associatedbloodstream infections
(CLABS) among patients inall reportable locations including ICUs, NICUs, SCAs and other
acute care hospital locations where patients reside overnight.

A bloodstream infection must first be determined to be a healthcarassociatedinfection (HAI) before it

can be identified as a CLABSI. Only HAIs can be CLABSIs. An HAI is a localized or systemic condition
resulting from an adverse reaction to the presence of an infectious agent(s) or its toxin(s) that was not
present or incubatingon admission to the acute care facility.

Numerator Inclusion Criteria:

A laboratory-confirmed bloodstream infection (LCBI) wherea central line (CL) or umbilical catheter
(UC) was in place >2 calendar days on the date of event, with device placemerihgday 1,

ANDa central line (CL)or umbilical catheter (UQ was in place on the date of event or the day before.

If a CL or UC was in place for >2 calendar days and then removed, the LCBI criteria must be fully met on
the day of discontinuation or thenext day.

If the patient is admitted or transferred into a facility with central line in place (e.g. tunneled or
implanted central line), day of first access is considered Day 1.

Denominator:
Of the New Jersey Low Income attributed populationihe total number of central line device days
for all locations under surveillance for CLABSI

Result:
The result is expressed as a rate.

The rate is calculated as the number of identified CLABSI events over the number of central line
device days multiplied ky 1000.

Improvement Direction:
Lower
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Measure Qualifications:

See measure stewardpecification for more details on how to identify CLABSI events.

Definition of device days: a daily count of the number of patients with a specific device

(i.e. centralline) in place in a patient care location. Device days are used for denominators in CLABSI
rates. Device day denominator data that are collected differ according to the location of the patients
being monitored.

a. For ICUs, the number of patients with anor more central lines of any type is collected daily, at the
same time each day during the month. The totals for the month are entered.

b. In NICUs, the number of patients with one or more central lines (including umbilical catheters) is
stratified by birth weight in five categories since risk of BSI varies by birth weight.

Intensive Care Unitz A nursing care area in which at least 80 percent of the patients match definitions
of critical care locations found in chapter 15, Master CDC L ocations and Bastions, of the NHSN
Patient Safety Component Manual.
http://www.cdc.gov/nhsn/PDFs/pscManual/15LocationsDescriptions_current. pdf

Central Linez An intravascular catheter that terminates at or close to the heart or in one of the great
vessels which is 8ed for infusion, withdrawal of blood, or hemodynamic monitoring. The following are
considered great vessels for the purpose of reporting CLABSI and counting centliak days:

1 Aorta, pulmonary artery, superior vena cava., inferior vena cava, brachiocepi@aieins,
internal jugular veins, subclavian veins, external iliac veins, common iliac veins, femoral
veins and in neonates, the umbilical artery/ vein. Note: Neither the insertion site nor the
type of device may be used to determine if a line qualifies ascentral line. The device
must terminate in one of the great vessels or in or near the heart and be used for one of
the purposes outlined above to qualify as a central line.

Infusion z The introduction of a solution through a blood vessel via a cathetédumen. This may include
continuous infusions such as nutritional fluids or medications, or it may include intermittent infusions
such as flushes or 1V antimicrobial administration, or blood, in the case of transfusion or hemodialysis.

The following link may be used to obtain additional information regarding the specific instructions on
the measurement qualifications and data collection. This is provided without assurances:
htt p://www.cdc.gov/nhsn/acute -care-hospital/clabsi/index.html

Measure Collection Description \

Setting of Care: Reporting Period:
Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY2014
Risk Adjustment:NoO Sampling: Yes
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Sampling or Risk Adjustment Methodalgy

This measure is to be collected and reported by the hospital following the sampling guidance provided il

Section Il
Project Title: Project Code: Payment Method:
NA NA NA
Universal Measure: Universal Code: Payment Method:
Yes 36 UPP
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Measure: DSRIP #:
23
‘ Cesarean Rate for Nullipar +ous Singleton Visits

Measure Description:
Nulliparous women with a term, singleton baby in a bertex position delivered by cesarean section

Data Source: NQF #:
Chart/ EHR 0471
Measure Steward: Measure Steward Version:
Joint Commission V2015A1 (ICD 9)
v2015B1 (ICD 10
Numerator:

Patients with cesarean sectiongTable 23.1)

Table 23.1: Codes to Identify Cesarean Section (Appendix A -47)

Code Type Codes
ICD-9-CM 74.0,74.1,74.2, 74.4, 74.99
ICD-10-CM 10D00Z0, 10D00Z1, 10D00Z2

Denominator:

Of the New Jersey Low Income attributed population,ulliparous patients delivered of a live term
singleton newborn in vertex presentation.

Include nulliparous patients with codes for outcome of delivery (Table 23.2) with a delivery of a
newborn with 37 weeks or more of gestation completedAppendix A23).

Table 23.2: Codes to Identify Outcome of Delivery (Appendix A -48)

Code Type | Codes
ICD-9-CM V27.0
ICD-10-CM Z370

Exclusion(s):

Patients less than 8 years of age

Patients greater than or equal to 65 years of age

Length of Stay > 120 days

Patients enrolled in clinical trials

Gestational age < 37 weeksr unable to determine (UTD)(Appendix A-23)

Patients with codes for multiple gestations and other presentationsAppendix A-49)

oOgAWNE

Result:
The result is expressed as percentage
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Improvement direction:
Lower

Measure Qualifications/ Definitions:

Data Elements:

Admission Date

Birthdate

Clinical Trial

Discharge Date

Gestational Age

ICD-9-CMICD-10-CMOther Diagnosis Codes
ICD9-CMICD-10-CMOther Procedure Codes
ICD9-CMICD-10-CMPrincipal Diagnosis Codes
ICD-9-CMICD-10-CMPrincipal Procedure Codes
Parity

=4 =4 =8 =8 -8 -8 -8 81
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This measure is a part of a set of five nationally implemented measures that address perinatal care-(PC
02: Cesarean Section, P@3: Antenatal Steroids, P@4: HealthCare Associated Bloodstream Infections

in Newborns, PA05: Exclusive Breast Milk Feeding).

The following link(s) may be used to obtain additional information regarding the original measure
specification. This is provided without assurances.:

http://manual.jointcommission.org/releases/TJC2013B/MIF0167.html

Measure Collection Description \

Setting of Care: Reporting Period:
Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY 2014
Risk Adjustment:No Sampling:Yes

Risk Adjustment/ Sampling Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section Ill.

DSRIP hcentive Impact

Project Title: Project Code: Payment Method:

NA NA NA

Universal Measure: Universal Code: Payment Method:
Yes 40 UPP

March 2016, Version 201 Page57 of 283

Prepared by Myers and Stauffer LC


http://manual.jointcommission.org/releases/TJC2013B/MIF0167.html

§ Mil New Jersey DSRIP Performance Measurement Databook
N -/

-

Measure: DSRIP #:

26
Children Age 6 7 17 Years who Engage in Weekly
Physical Activity

Measure Description:
Percentage of patients 617 years of age that participate in at least 60 minutes of physical activity at leas

3 times a week.

Data Source: NQF #:
Chart/ EHR 1348

Measure Steward: Measure Steward Version:
CDC 2008

Numerator :

Number of patients that participate in at least 60 minutes of physical activity at least 3 times a week.

Denominator:
Of the New Jersey Low Income attributed populatiorchildren 6-17 years of age as of the end of the
measurement period.

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

The following link may be used to obtain additional information regarding the specific instructions on
the measurement qualifications/definitions and datacollection. This is provided without assurances:

http://www.cdc.gov/healthyschools/physicalactivity/guidelines.htm

Measure Collection Description

Setting of Care: Reporting Period:
Outpatient 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period:
6 month period SAJuly z December 2014
Risk Adjustment:No Sampling: No
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Sampling or Risk Adjustment Methodalgy

NA

Project Title: Project Code: Payment Method:
Project 15 - After-School Obesity Program 15.4 P4P

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:
: : 30
Comprehensive Diabetes Care: LDL-C Control
<100mg/DL
Measure Description:
Percentageof patients 18 to 75 years of age with diabetes (type 1 and type @hose low density
lipoprotein cholesterol (LDL-C) level is controlled (less than 100 mg/dL).
Data Source: NQF #:
Chart/ EHR Based on 0064
Measure Steward: Measure Steward Version:
NCQA 2014
Measure Calculation Description
Numerator:

Patients whaose most recent LDEC screening, performed during the measurement year, is less than
100 mg/dL.

Table 30.1: Codes to ldentify LDL -C Screening(Appendix A -51
CPT Category I

80061, 83700, 83701, 83704, | 3048F, 3049F, 3050F| 2089-1, 12773-8,13457-7, 18261-8, 18262-6,
83721 22748-8, 394692, 49132-4, 55440-2,6919-0

Numerator Exclusions Criteria

1 The result of the mostrecent LD OAOAAT ET C EO I pmnn [ CTA,
1 The result of the most recent LDYC screening is missing
9 An LDL-C screening was not performed

Table 30.2: Codes to Identify LDL -C Levels
Description | CPT Category Il

Numerator compliant (LDL-C <100 mg/dL) 3048F
Not numerator compliant (LDL-# | p tmt LDIGHT Al, 3049F, 3050F

Denominator:
Of the New Jersey Low Income attributed populatigmpaients 18 to 75 years of age with diabetes
(type 1 and type 2) as of the end of the measurement yeafAppendix A-28)

Patients with diabetes mellitus are identified using diagnosis codes and/or pharmacy data within
the inpatient or outpatient claims data Only one method to identify patients is needed to be included
in the denominator.

1. Claims data.

a. Patients with at least two faceto-face encounters with a principal or secondary
diagnosis of diabetes (Appendix £8) with different dates of service in an atpatient
setting or non-acute inpatient setting during the measurement year.

b. Patients with at least one faceo-face encounter with a principal or secondary
diagnosis of diabetes Appendix A28) in an acute inpatient or emergency
department setting during the measurement year.
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2. Pharmacy data. Patients who were dispensed insulin or hypoglycemic/antihyperglycemics on
an ambulatory basis during the measurement year or the year prior to the measurement year.
(Appendix A-9)

Prescriptions to Identify Members  With Diabetes

Description Prescription

Alpha-glucosidase 1 Acarbose 1 Miglitol
inhibitors
Amylin analogs 9 Pramlinitide
Antidiabetic 1 Alogliptin-metformin Glyburide-metformin  Metformin-sitagliptin
combinations 1 Alogliptin - 1 Linagliptin - 1 Sitagliptin-
pioglitazone metformin simvastatin
1 Canagliflozin 1 Metformin-
metformin pioglitazone
1 Glimepiride- 1 Metformin-
pioglitazone repaglinide
1 Glimepiride- 1 Metformin-
rosiglitazone rosiglitazone
1 Glipizide-metformin 91 Metformin -
saxagliptin
Insulin 1 Insulin aspart 1 Insulin isophane human
{l Insulin aspart-insulin 1 Insulin isophane-insulin regular
aspart protamine 1 Insulin lispro
T Insulin detemir {1 Insulin lispro-insulin lispro protamine
1l Insulin glargine 1 Insulin regular human
1 Insulin glulisine
Meglitinides 1 Nateglinide 1 Repaglinide
Glucagonlike peptide-1 |9 Exenatide { Liraglutide 1 Albiglutide
(GLP1) agonists
Sodium glucose 1 Canagliflozin 1 Dapagliflozin 1 Empagliflozin
cotransporter 2 (SGLT2)
inhibitor
Sulfonylureas {l Chlorpropamide 1 Glipizide 1l Tolazamide
9 Glimepiride 9 Glyburide 9 Tolbutamide
Thiazolidinediones 1 Pioglitazone 1 Rosiglitazone
Dipeptidyl peptidase-4 | 1 Alogliptin 1 Saxagliptin
(DDP-4) inhibitors 1 Linagliptin { Sitaglipin

Note: Glucophage/metformin as a solo agent is not included because it is used to treat conditions other than
diabetes; members wiit diabetes on these medications are identified through diagnosis codes only. NCQA will post a
complete list of medications and NDC codes to www.ncqa.org by November 2, 2015.

Exclusion(s):

1. Diagnosis of active gestational diabeteand active steroid indued diabetes (Appendix
A-91)
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Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

LDL-C levels may be calculated from total cholesterol, HBL and triglycerides using the Friedewald
equationifthA OOECI UAAOEAAO AOA Stnm I CTA, 8
1 (LDL-C) = (total cholesterol)z (HDL) z (triglycerides/5)
9 If lipoprotein (a) is measured, use the following calculation.
(LDL-C) = (total cholesterol)z (HDL) z (triglycerides/5) z 0.3 [lipoprotein (a)]

These formulae areused when all levels are expressed in mg/dL and cannot be used if triglycerides
>400 mg/dL. The Friedewald equation may not be used if a direct or calculated result is present in the
medical record for the most recent LDLC test.

Please note NCQA allovs for collection of this measure in multiple settings (inpatient and
outpatient). For the NJ DSRIP program, this measunéll be collected in an outpatient settingonly.

The following links may be used to obtain additional information regarding the spedd instructions on
the measurement qualifications/definitions and data collection. This is provided without assurances:

http://www.qualitymeasures.ahrg.gov/con tent.aspx?id=38877&search=Idic+control

http://www.ncga.org/HEDISQualityMeasurement/HEDISMeasures.aspx

Measure Collection Description |

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY2015
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance pided in
Section IlI.

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:

NA NA NA

Universal Measure: Universal Code: Payment Method:
Yes 17 Pay for Reporting
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Measure: DSRIP #:

31
Controlling High Blood Pressure (CBP)

Measure Description:
Percentage ofpatients 18z85 years of age who had a diagnosis of hypertension (HTN) and

whoseblood pressure BP) was adequately controlled (<140/90) during the measurement year.

Data Source: NQF #:
Chart/ EHR 0018
Measure Steward: Measure Steward Version:
NCQA 2014
Measure Calculation Description
Numerator:

The number of patients in the denominator whose most recent blood pressure (BP) is
adequatelycontrolled during the measurement year.

Adequate Control & T O OEA D A OE érblléd) idth thedsys@iic andl Aiastalic BRnust be

ptnfwn j§ AAANOAOA AT 10011 g8 41 AAOGAOI ETA EZAZ A DPAOE
BP must be identified.

Follow the steps below to determine representative BP:

Step 1: Identify the most recent BP reading noted during the measurement year. The readingist
occur after the date when the diagnosis of hypertension was made or confirmed.

Do not include BP readings that meet the following criteria:
a. Taken during an acute inpatient stay pan ED visit.
b. Taken during an outpatient visit which was for the sole purpose of having a diagnosis
diagnostic test or surgical procedure performed (e.g., sigmoidoscopy, removal of a mole).
c. Obtained the same day as a major diagnostic or surgical proceduyeeg., stress test,
administration of IV contrast for a radiology procedure, endoscopy).
d. Reported or taken by the patient.

Step 2: Identify the lowest systolic and lowest diastolic BP reading from the most recent BP notation in
the medical record.If multiple readings were recorded for a single date, use the lowest systolic and
lowest diastolic BP on that date as the representative BP. The systolic and diastolic results do not need
to be from the same reading.

Denominator:
Of the New Jersey Low Incomattributed population, those patientsaged 1885 years of age with a
diagnosis of hypertension

Patients are identified as hypertensive (Table 31.1) if there is at least one outpatient visit (Tabld.2)
(Appendix A-55) (Appendix A-32) with a diagnosis ofhypertension during the first six months of the
measurement year.

January 2016, Version 2.0 Page63 of 283
Prepared by Myerand Stauffer LC



e

§ m ] New Jersey DSRIP Performance Measurement Databook
Table 31.1: Codes to Identify Hypertension (Appendix A -55)
Code Type Codes
ICD-9-CM 401.0, 401.1, 401.9
ICD-10-CM 120

Table 31.2: Codes to Identify Outpatient Visits (Appendix A-32)
Description

Outpatient visits | 99201-99205, 99211-99215, 99241-99245, 99384-99387,
99394-99397, G0402, G0438, G0439, G0463, T1015

To confirm the diagnosis of hypertension, th@rovider must find notation of one of the following in
the medical recordon or before June 30 of the measurement year:

HTN. 1 History of HTN.

High BP (HBP). 1 Hypertensive vascular disease (HVD).
Elevated BP (BP). 1 Hyperpiesia.

Borderline HTN. 1 Hyperpiesis.

Intermittent HTN.

The notation of hypertension may appear on or before dg 30 of the measurement year, including
prior to the measurement year. It does not matter if hypertension was treated or is currently
being treated. The notation indicating a diagnosis of hypertension may be recorded in any of the
following documents:

1 Problem list (this may include a diagnosis prior to June 30 of the measurement year c
an undated diagnosis; sedlote at the end of this section).

1 Office note.

1 Subjective, Objective, Assessment, Plan (SOAP) note.

1 Encounter form.

1 Telephone call record.

9 Diagnodic report.

1 Hospital discharge summary.
30A0AT AT 6O OOAE AO OOOI A ADAOG(44hb606O0OPDNOABAE
OAT 1 OEOOAT O xEOE (4.6 AOA 1106 OOEEEAEAT @Iy Ol

notations of hypertensionin the medical record.

Exclusion(s):

1. Exclude from the eligible population all patients with evidence of endtage renal disease
(ESRD) (Appendix A-56) or kidney transplant on or prior to December 31 of the measurement
year. Documentation in the medicalecord must include a dated note indicating evidence of
ESRD kidney transplant or dialysis
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2. Exclude from the eligible population all patients with a diagnosis of pregnancgAppendix A-
50) during the measurement year.

Result:
The result is expresseds a percentage.

Improvement Direction:
Higher

Measure Qualifications:

The following link may be used to obtain additional information regarding the specific instructions on
the measurement qualifications and data collection. This is provided withowtssurances:

http://www.ncga.org/HEDISQualityMeasurement/HEDISMeasures.aspx

. MeasureCollection Descripton

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year Stage 3= CY 2014
Stage 4=CY2015
Sampling: Yes

Risk Adjustment:No

Sampling or Risk Adjustment Methodalgy

This measure is to be collected and reported by the hospital following the sampling guidance piged in
Section Il

Project Title: Project Code: Payment Method:
Project 6- Care Transitions Intervention Model to Reduce | 6.2 Pay for Reporting
30-Day Readmissions for Chronic Cardiac Conditions

Project Title: Project Code: Payment Method:
Project 7- Extensive Patient CHHocused Multi 7.3 Pay for Reporting
Therapeutic Model

Project Title: Project Code: Payment Method:
Project 8- The Congestive Heart Failure Program (CHFP) | 8.3 Pay for Reporting
Project Title: Project Code: Payment Method:

Project 11 - Improve Overall Quality of Care for Patients
Diagnosed with Diabetes Mellitus and Hypertension

11.8

P4P

Project Title:
Project 12- Diabetes Group Visits for Patients and
Community Education

Project Code:
12.6

Payment Mehod:
P4p

Universal Measure:
Yes

Universal Code:

NA

Payment Method:
NA
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Measure: DSRIP #:

33
Depression Remission at 12 Months

Measure Description:
Patients age 18 yearsfoage or older with major depression or dysthymia and an initial PHQ score

greater than (>) nine (9) who demonstrate remission at twelve (12) months defined as a PH&score
less than (<) five (5).

Data Source: NQF #:
Chart/ EHR 0710

Measure Steward: Measure Steward Version:
Minnesota Community Measurement (MNCM 2016

Measure Calculation Description
Numerator:
Depression patients with an initial PHQ@9 score > nine whose PHQ score at 12 months (+# 30
days) is less than five.

Denominator:

Of the New Jersey Low Income attributed populatigrpatients 18 years of age ovlder as of
December 31 of the measurement yeawith an active diagnosis of major depression or dysthymig
Appendix A-74) and an initial PHQ9 score > 9 who had a visit or contact with an eligible provider in
an eligible specialty during the measurement gar.

Note: For behavioral health providers:The diagnosis of Major Depression or Dysthymia must be the
primary diagnosis.

This measure contains a fourteen month measurement period due to the -+30 day period on the front
and back of the twelve month exprience period.

Eligible providers: Medical Doctor (MD), Doctor of Osteopathy (DO), Physician Assistant (PA),
Advanced Practice Registered Nurses (APRN)a physician is on sitethese providers are also eligible:
Licensed Psychologist (LP), Licenseadependent Clinical Social Worker (LICSW), Licensed
Professional Clinical Counselor (LPCC), Licensed Marriage & Family Therapist (LMFT).

Eligible specialties: FamilyMedicine, Internal Medicine, Geriatric Medicine, Psychiatry, and
Behavioral Health.

The measurement period is a fixed twelve (12) month period. In order to collect data to calculate
remission at twelve (12) months, patient visits will need to be tracked the year prior to the
measurement period.

Exclusion(s):
1. Patient was a permanent nursing bme resident during the measurement period.
2. Patient was in hospiceor receiving palliative careat any time during the measurement period.
3. Patient died prior to the end of the measurement period.
4. Patient has diagnosis of bipola(Appendix A-75) or personality disorder ( Appendix A76).
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Result:
The result is expressed as percentage

Improvement Direction:
Higher

Measure Qualifications:

This measure is to be collected and reported by the hospital following the sampling guidance provided
in Section .

The following link(s) may be used to obtain additional information regarding the specific instructions

on the measurement qualifications and data collection. This is provided without assurances:

http://mncm.org/wp -content/uploads/2015/12/Depression -Cae-Measures2016-Data-Collection
Guide FINAL-v1.pdf

Measure Collection Description

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY 2014
Risk Adjustment:No Sampling: Yes

Sampling or Rek Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section Il

DSRIP Incentive Impact \

Project Title: Project Code: Payment Method:
Project 3- Integrated Health Home for the Seriously 3.9 P4pP

Mentally Ill (SMI)

Project Title: Project Code: Payment Method:
Project 5- Electronic SelfAssessment Decision Support 5.9 P4pP

Tool

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

100
Diabetes Mellitus: Daily Aspi rin or Anti -platelet

Medication Use for Patients with Diabetes and
Ischemic Vascular Disease

Measure Description:
Percentage of patients 18 to 75 years of age with diabetes mellitus and ischemic vascular disease with

documented daily aspirn or anti-platelet medication use during the measurement year unless
contraindicated.

Data Source: NQF #:
Chart/EHR 0729

Measure Steward: Measure Steward Version:
Minnesota Community Measurement (MNCM) 2016

Numerator :

Patients with a diagnosis of diabetes and ischemic vascular disease with documentation of taking daily
aspirin or anti-platelet medication or have a documented contraindication in the measurement year.

Accepted Contraindications:

Prescribed anticoagulant use, Lovenox (enoxaparin) or Coumadin (warfarin)
History of gastrointestinal (GIY

History of intracranial bleeding

Bleeding disorder

Other documented reason: lgergy to aspirin (ASA)or anti-platelets

Other documented reason: use of nesterodial anti-inflammatory measures
Other documented reason: documented risk for drug interaction

Other documented reason: uncontrolled hypertension (systolic blood pressure greater than
180 mm/Hg and/or diastolic blood pressure greater than 110mmHg)

9. Other documented reason: gastroesophageal reflux disease (GERD)

N~ wWN R

Denominator:

Of the New Jersey Low Income attributed population,gtients 18 to 75 years of age with a diagnosis
of diabetes mellitus with two or more faceto-face visits for diabetes in the last two gars and at least
one visit for any reason in the last 12 months and a diagnosis of ischemic vascular disease.

A complete list of diagnosis codes identifying diabetes mellitus and ischemic vascular disease (IVD)
can be found in Appendix A9 and AppendixA-60.

Exclusions:
1. Patient was a permanent nursing home resident at any time during the measurement period
2. Patient was in hospice or receiving palliative care at any time during the measurement
period
3. Patient died prior to the end of the measurement period
4. Patient was pregnant at any time during the measurement period
5. Documentation that diagnosis was coded in error
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Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

Data Elements:

91 Date of Birth

9 Diagnosis Code(s)
1 Procedure Code(s)
1
1

Daily Aspirin order instructions
Patient Status

The following link(s) may be used to obtain additional information regarding the original measure
specifications. This is provided without assurances.

http://www.cms.gov/Medicare/Medicare -Feefor-Service
Payment/sharedsavingsprogram/Downloads/ACONarrativeMeasures Specs.pdf

http://www.health.state.mn.us/healthreform/measurement/msr812prp0lodc.pdf

Measure Collection Description \

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Reriod: Baseline Period:
Calendar Year CY2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section IlI.

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 11z Improve Overall Quality of Care for Patients Substitution P4P

Diagnosed with Diabetes Mellitus and Hypertension measure

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

: : 37
Elective Delivery

Measure Description:
This measure assesses patients with elective vaginal deliveries or elective cesarean sections at >= 37 .

< 39 weeks of gestation completed.

Data Source: NQF #:
Chart/ EHR 0469
MeasureSteward: Measure Steward Version:
Joint Commission 2015A1 (ICD 9)
2015B1 (ICD 10
Numerator:

Patients with elective deliveries
1. Medical induction of labor(Table 37.1 )while not in Labor prior to the procedure.

Table 37.1: Codes to Identify Medical Induction of Labor (Appendix A -52)

Code Type Codes

ICD9-CM 73.01,73.1,73.4
ICD-10-CM 0U7C7DZ, 0U7C7ZZ, 10900ZC, 10903ZC, 10904ZC, 109071
10908ZC, 3E033VJ

Table 37.2: Codes to ldentify Cesarean Section (Appendix A -47

Code Type | Codes
ICD-9-CM 74.0,74.1,74.2, 74.4, 74.99
ICD-10-CM 10D00Z0, 10D00Z1, 10D00Z2

Denominator:

Of the New Jersey Low Income attributed population, those patienéges 8 through 64 years of age
delivering newborns with >= 37 and < 39 week®f gestation completed(Table 37.3)or Appendix A
22.

Table 37.3: Codes to Identify Planned Cesarean Section in Labor (Appendix A -53

Code Type
ICD9-CM 649.81, 649.82
ICD10-CM 07582
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Exclusion(s):

1. ICD9-CMICD-10-CMPrincipal DiagnosisCode or ICE9-CMICD-10-CMOther Diagnosis Codes
for conditions possibly justifying elective delivery prior to 39 weeks gestation $ee Appendix A
10).

Patients less than 8 years of age

Patients greater than or equal to 65 years of age

Patients with a length of stay > 120 days

Patients enrolled in clinical trials.

Patients with prior uterine surgery.

Gestational Age< 37 or >= 39 week®r Unable to Determine (UTD)

Nogas~wN

Result:
The result is expressed aa percentage

Improvement direction:
Lower

Measure Qualifications:

Data Elements:

Numerator

1 ICD9-PCSICD-10-PCSOther Procedure Codes

1 ICD9-PCSICD-10-PCSPrincipal Procedure Code
1 Labor

T Prior Uterine Surgery

Denominator

Admission Date

Birthdate

Clinical Trial

Discharge Date

Gestational Age

ICD-9-CMICD-10-CMOther Diagnosis Codes
ICD-9-CMICD-10-CMPrincipal Diagnosis Code
Prior Uterine Surgery

=A =4 =4 =4 -4 -4 -8 -1

This measure is a part of a set of five nationally implemented measures that address perinatal care-(PC
02: Cesarean Section, P@3: Antenatal Steroids, P@4: Health CareAssociated Bloodstream Infections
in Newborns, PA05: Exclusive Breast Milk Feeding).

The following link may be used to obtain additional information regarding the original measure
specifications. This is provided without assurances:

https://manual.jointcommission.org/releases/TJC2015B1/
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Measure Collection Description

Setting of Care:

Reporting Period:

Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:

Calendar Year CY2014
Risk Adjustment:No Sampling: Yes

Risk Adjustment/ Sampling Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il

Section IlI.

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
NA NA NA

Universal Measure: Universal Code: Payment Method:
Yes 41 UPP

January 2016, Version 2.0
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Measure: DSRIP #:

69
Emergency Medicine: Community -Acquired

Pneumonia (CAP): Assessment of Mental Status

Measure Description:
This measure is used to assess the percentage of patients aged 1&yend older with a diagnosis of

community-acquired pneumonia with mental status assessed.

Data Source: NQF #:
Chart/EHR Not Found
Measure Steward: Measure Steward Version:
AMA-PCPI 2010
Numerator:

All patients for whom mental status was assessed.

Il OOAOOAAY - AU ETAI OAAg $1 AOI AT OAGET T Au Al ET EAEAIT
patient is oriented or disoriented). (Appendix A-99)

Denominator:

Of the New Jersey Low Income attributed population, ghatients aged greater than or equal to 18
years with community-acquired bacterial pneumoniaPatients qualify for denominator using either
Option 1 or 2 below.

Option 1:

Diagnosis codes (Appendix A00)
AND

Service codes (Appendix A01)

Option 2:

Diagnosis codes (Appendix ALOO)
AND

Service codes (Appendix A02)
AND

Place of service (Appendix A03)

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher
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Measure Qualifications:

The following link(s) may be used to btain additional information regarding the specific instructions
on the measurement qualifications and data collection. This is provided without assurances:

http:/imwww.cms.gov/Medicare/Quality -Initiatives -Patient-Assessment
Instruments/PQRS/2012_Physicia_Quality _Reporting_System.html

Measure Collection Description \

Setting of Care: Reporting Period:
Inpatient or Emergency Department 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period:
6 month period SA Julyz December 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section IlI.

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 17z Patients Receive Recommended Care for 17.2 Pay for Reporting
Community-Acquired Pneumonia

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

L 39
Eye Examination

Measure Description:
The percentageof patients 1875 years of age with diabetes (type 1 or type 2) who had a retinal eye
exanmperformed.

Data Source: NQF #:
Chart/ EHR 0055

Measure Steward: Measure Steward Version:
NCQA 2016

Measure Calculation Description

Numerator:
Patients who received a retinal eye exam

Includes:
1. Aretinal or dilated eye exam by an eye care professional (optometrist or
ophthalmologist) in the measurement year.
2. A negative retinal or dilated eye exam (negative for retinopathy) by an eye care
professional inthe year prior to the measurement year.
Or any of the following criteria:
1. Arretinal screening code (Appendix A3) billed by an eye care professional
(optometrist or ophthalmologist) during the measurement year.

Denominator:

Of the New Jersey Low Incomattributed population, patients who are 1875 years of age as of
December 31 of the measurement year who had a diagnosis of diabetes (type 1 or type(&ppendix
A-28)

Patients with diabetes mellitus are identified using diagnosis codes and/or pharmaaata within
the inpatient or outpatient claims data. Only one method to identify patients is needed to be included
in the denominator.

3. Claims data.

a. Patients with at least two faceto-face encounters with a principal or secondary
diagnosis of diabetes (Appndix A-28) with different dates of service in an outpatient
setting or non-acute inpatient setting during the measurement year.

b. Patients with at least one facdo-face encounter with a principal or secondary
diagnosis of diabetes (Appendix £8) in an acue inpatient or emergency
department setting during the measurement year.

4. Pharmacy data. Patients who were dispensed insulin or hypoglycemic/antihyperglycemics on
an ambulatory basis during the measurement year or the year prior to the measurement year.
(Appendix A-9)
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Prescriptions to Identify Members with Diabetes

Description Prescription

Alpha-glucosidase 1l Acarbose 1 Miglitol
inhibitors
Amylin analogs 9 Pramlinitide
Antidiabetic 1 Alogliptin-metformin 1 Glyburide-metformin  Metformin -sitagliptin
combinations 1 Alogliptin - 1 Linagliptin - 1 Sitagliptin-
pioglitazone metformin simvastdin
1 Canagliflozin 1 Metformin-
metformin pioglitazone
9 Glimepiride- 1 Metformin -
pioglitazone repaglinide
9 Glimepiride- 9 Metformin-
rosiglitazone rosiglitazone
1 Glipizide-metformin 91 Metformin-
saxagliptin
Insulin 1 Insulin aspart 1 Insulin isophane human
{l Insulin aspart-insulin 1 Insulin isophane-insulin regular
aspart protamine 1 Insulin lispro
T Insulin detemir {1 Insulin lispro-insulin lispro protamine
{l Insulin glargine 1 Insulin regular human
9 Insulin glulisine
Meglitinides 1 Nateglinide 1 Repaglinide
Glucagonlike peptide-1 [ q Exenatide 1 Liraglutide 1 Albiglutide
(GLP1) agonists
Sodium glucose 1 Canagliflozin 1 Dapagliflozin 1 Empagliflozin
cotransporter 2 (SGLT2)
inhibitor
Sulfonylureas 1l Chlorpropamide 1 Glipizide 1 Tolazamide
1 Glimepiride 1 Glyburide 1 Tolbutamide
Thiazolidinediones 1 Pioglitazone 1 Rosiglitazone
Dipeptidyl peptidase-4 | T Alogliptin {l Saxagliptin
(DDP-4) inhibitors 1l Linagliptin { Sitaglipin

Note: Glucophage/metformin as a solo agent is not included because it is uséat conditions other than
diabetes; members with diabetes on these medications are identified through diagnosis codes only. NCQA will post a
complete list of medications and NDC codes to www.ncga.org by November 2, 2015.

Exclusion(s):
1. Diagnosis of ative gestational diabetes and active steroid induced diabetes. (Appendix
A-91)
Result:

The result is expressed as a percentage.

Improvement Direction:
Higher
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Measure Qualifications/ Definitions:

The following link(s) may be used to obtain additionalnformation regarding the original measure
specification. This is provided without assurances.:

http://www.qualityforum.org/QPS/0055
http: //www.ncga.org/HEDISQualityMeasurement.aspx

Measure Collection Description

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY2014
Risk Adjustment:No Sampling:Yes

Risk Adjustment/ Sanpling Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section Ill.

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 11z Improve Overall Quality of Care for Patients 11.3 Pay for Reporting
Diagnosed with Diabets Mellitus and Hypertension

Project Title: Project Code: Payment Method:
Project 12z Diabetes Group Visits for Patients and 12.3 Pay for Reporting
Community Education

Universal Measure: Universal de: Payment Method:

No NA NA
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Measure: DSRIP #:

o 43
Foot Examination

Measure Description:
Percentage of patients who received at least one complete foot exam (visual inspection,

sensory exam with monofilament, and pulse exam)

Data Source: NQF #:
Chart/EHR Not Found
Measure Steward: Measure Steward Version:
NCQA 2003

Measure Calculation Description
Numerator:
Patients who received at least one complete foot exam (visual inspection, sensory exam with
monofilament, and pulse exam).

Denominator:
Ofthe New Jersey Low Income attributed population, patienteho are 1875 years of age as of
December 31 of the measurement year who had a diagnosis of diabetes (type 1 or type 2).

Exclusion(s):
1. Patients with bilateral foot amputation.

Result:
The resultis expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications/ Definitions:

The following link may be used to obtain additional information regarding the specific instructions on
the measurement qualifications/definitions and datacollection. This is provided without assurances:

This measure is no longer included in the AMA Diabetes Set.

Measure Collection Description \

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY 2014
Risk Adjustment:No Sampling:Yes
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Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il

Section IlI.

DSRIP Incentive Impact

Project Title:
Project 11- Improve Overall Quality of Care for Patients
Diagnosed with Diabetes Mellitus and Hypertension

Project Code:
11.2

Payment Method:
Pay for Reporting

Project Title:
Project 12- Diabetes Group Visits for Patients and
Community Educaton

Project Code:
12.2

Payment Method:
Pay for Reporting

Universal Measure:
No

Universal Code:
NA

Payment Method:
NA
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Measure: DSRIP #:

9
Heart Failure: Angiotensin -Converting Enzyme

(ACE) Inhibitor or Angiotensin Receptor Blocker
(ARB) Therapy for Left Ventricu lar Systolic
Dysfunction (inpatient setting)

Measure Description:
Percentage of patients aged 18 years and older with a diagnosis of heart failure with a current or prior

LVEF <40% who were prescribed ACE inhibitor or ARB therapy either withia 12 month period when
seen at hospital discharge.

Data Source: NQF #:
Chart/EHR 0081
Measure Steward: Measure Steward Version:
AMA-PCPI May 15, 2012
Numerator:

Patients who were prescribed an AngiotensifConverting Enzyme (ACE) inhibitor or Angiotensin
Receptor Blocker (ARB) therapy at hospital discharge.

Prescribed - Inpatient setting Z a prescription given to the patient for ACE inhibitor or ARB therapy at
discharge.

Medication must be present on the discham medication list. The following list of medications/drug

names is based on clinical guidelines and other evidence and may not beiadllusive or current.
OEUOEAEAT O AT A 1T OEAO EAAI OE AAOA DPOT ZAOOET igAl O OE
SAEAOU #1101 1 O1 Edda® drigiredall andEiled infrBation when prescribing

medications.

ACE Inhibitor Medications
Captopril
Enalapril
Fosinopril
Lisinopril
Perindopril
Quinapril

Ramipril
Trandolapril

=A =4 =4 -4 -8 -89

Angiotensin Receptor Blockers
1 Candesatan

1 Losartan
1 Valsartan
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Denominator:

Of the New Jersey Low Income attributed population llgpatients aged 18 years and older with a
principal diagnosis of heart failure with acurrent or

prior Left Ventricular (LVEF) <40%.

LVEF < 40% - corresponds to qualitative documentation of moderate dysfunction or severe dysfunction.

Table 9.1: Codes to Identify Heart Failure (Appendix A-30)

Code Code
Type
CPT 99201-99203, 99205, 9921299215

99241-99245,99304-99310,
99324-99328, 99334-99337,
99341-99345, 99347-99350

ICD9 | 402.01, 402.11, 402.91, 404.01, 404.03, 404.11, 404.13, 404.
404.93, 428.0, 428.1, 428.23128.23, 428.30428.33, 428.40
428.43, 428.9

ICD-10 150.20-23, 150.30-33, 150.40-43, 150.9, 150.1,
150.20-150.23, 150.30150.33, 150.40150.43, 150.9

Exclusion(s):

1. Patientswho expired.
2. Patients who left against medical advice (AMA).
3. Patients discharged to hospice.

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:
This measure follows theinpatient criteria set out by the measure steward.

The following link(s) may be used to obtain additional information regarding the specific instructions
on the measurement qualifications and data collection. This is provided wibut assurances:

http://www.ama -assn.org/apps/listserv/x -check/gmeasure.cqgi?submit=PCPI

This measure is to be collected and reported by the hospital following the sanipd guidance provided
in Section Il1.
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N %
Setting of Care: Reporting Period:
Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY 2014
Risk Adjustment:No Sampling:Yes

Risk Adjustment/ Sampling Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section .

DSRIP Incentive Impact

Project Title: Project Code: Payment Method:
Project 6- Care Transitions Intervention Model to Reduce | 6.1 Pay for Reporting
30-Day Readmissions for Chronic Cardiac Conditions

Project Title: Project Code: Payment Method:
Project 7- Extensive Patient CHH-ocused Multi 7.2 Pay for Reporting
Therapeutic Model

Project Title: Project Code: Payment Method:
Project 8 - The Congestive Heart Failure Program (CHFP) | 8.2 Pay for Reporting
Universal Measure: Universal Code: Payment Method:
No NA NA
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Measure: DSRIP #:

47
Hospital Acquired Potentially Preventable Venous

Thromboembolism

Measure Description:
The number of patients diagnosed with confirmed VTE during hospitalization (not present at admission

who did not receive VTE prophylaxis between hospital admission and the day before the VTE diagnost
testing order date. (VTEG)

Data Source: NQF #:
Chart/ EHR Not Found
Measure Steward: Measure Steward Version:
Joint Commission Version 4.4 (ICD 9)
Version 5.0 (ICD 10
Numerator:

Patients who received no venous thromboembolism (VTE) prophylaxigrior to the VTE diagnosis
test order date.

Denominator:

Of the New Jersey Low Income attributed populatiomatients age 18 years and oldewho developed
confirmed VTE during hospitalization.

Denominator Inclusion Criteria:

Discharges with anlCD-9-CMICD-10-CMOther Diagnosis Codes VTE as defined in AppendiA-20
or Appendix A-54.

Exclusion(s):
1. Patients less than 18 years of age
Patients who have a hospital length of stay (LOS) greater than 120 days
Patients with Comfort Measures Onlyocumented.
Patients enrolled in clinical trials
Patients with anICD-9-CMICD-10-CMPrincipal Diagnosis Codaed VTE as defined in Appendix
A-20 or Appendix A-54.
Patients with VTE Present at Admission
7. Patients with reasons for not administering mechanicadnd pharmacologic prophylaxis
8. Patients without VTE confirmed by diagnostic testing

arwbd

o

Result:
The result is expressed as percentage

Improvement Direction:
Lower
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Measure Qualifications:

Data Elements:

Numerator:
1. VTE Prophylaxis Status

Denominator:

Admission Date

Birthdate

Clinical Trial

Comfort Measures Only

Discharge Date

ICD-9-CM Other Diagnosis Codes
ICD9-CM Principal Diagnosis Code
VTE Confirmed

. VTE Diagnostic Test

10. VTE Present at Admission

11. Reason for No Administration of VTE Prophylaxis

L

©CoOoNOO~WDN

The following link may be used to obtain additional information regarding the original measure
specifications. This is provided without assurances:

http://www.jointcommission.org/specifications manual for national hospital inpatien
t quality measures.aspx

Measure Collection Description

Setting of Care: Reporting Period:
Inpatient or Emergency Department 1st Semi-Annual = April
2nd Semi -Annual = October
Experience Period: Baseline Period:
Quarterly SA Julyz December 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology
For hospitals selecting sample cases for stratified measure sets or measure sets with-populations

(CAC and VTE), a modified sampling procedure is required. Hospitals selecting sample cases for these
i OO0 AT OOOA OEAO AAAE EI A mplphld&ian&and sainpl©sizdddet§the D1 E
ATTAEOET T O OOAOA Aamilé Sizé BeluirémkisOGee ATEQAICADsarBple requireme
from the Joint CommissionOnce the electronic manual is open, the sampling tables and methodology c:
AR mi O A i1 OEA A i1i1xET)C Ai Adi Al 6d O6cUC864% |,

Quarterly data will be required tobe reported semtannually. Each quarter data will beaggregatedby the
hospital in the Standardized Reporting Workbook for a serénnual reported rate.
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Project Title: Project Code: Payment Method:

NA NA NA

Universal Measure: Universal Code: Payment Method:

Yes 30 UPP
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Measure: DSRIP #:

51
Initial Antibiotic Selection for Community -

Acquired Pneumonia (CAP) in Immunocompetent
Patient

Measure Description:
This measure is used to assess pneumonia patients who received an ifitiatibiotic regimen consistent

with current guidelines during the first 24 hours of their hospitalization.

Data Source: NQF #:
Chart/ EHR 0147
Measure Steward: Measure Steward Version:
Joint Commission Version 4.4a
Numerator:

Pneumonia patients who received an initial antibiotic regimen consistent with current guidelines
during the first 24 hours of their hospitalization.

Antibiotic guidelines by patient type:

Non z ICU Patient

Antipneumococcal Quinolone monotherpy (IV or PO) Appendix A90
Z Regimen 1la

Or

Tigecycline monotherapy (IV)Appendix A-86

Z Regimen 2a

Or

[ -lactam (IV or IM) Table 2.3 + Macrolide (IV or P3ppendix A-80
ZRegimen 3a

Or

[ -lactam (IV or IM) Table 2.3 + Doxycycline (IV or PO) Table 2.10
Z Regimen 3a

Non-ICU patient with Pseudomonal Risk

These regimens are acceptable for NelCU patients with Pseudomonal Risk ONLY:

' T OEDPT AOI T AT AAAIT T-attamEID) Ogpéndix A79 # Aktipsepdomonal Quinolone
(IV or PO) Appendix A83

Z Regimen 4a

Or

I'T OEDT AOGI T AT AAAIT T-lattamHID) @fpéndix A79 + Alinoglycoside (1V) Appendix
A-85 + either Antipneumococcal Quinolone (IV or PO) Appendix20 Or Macrolide (IV or PO)
Appendix A-80

Z Regimen 5a
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Non-) #5 D A OE A-ladiad aller§yCaid Rseudomonal Risk ONLY

These regimens are acceptable for Nen # 5 D A O E AdcténOallergy &ne Pspudomonal Risk
ONLY:

Aztreonam (IV or IM) Appendix A82 + Antipneumococcal Quinolone (IV or PO) Appendix20 +
Aminoglycoside (IV) Appendix A85

Z Regimen 6a

Or

Aztreonam2 (IV or IM) Appendix A82 + Levofloxacinl (IV or PO) Appendix &9

Z Regimen 7a

1 Levofloxacin should be used in 750mg dosage when used in the management of patients with
pneumonia.

2 For patients with renal insufficiency.

ICU Patient

Macrolide (IV) Appendix Ay p C  Algc@iis AV Appendix A88 OR

T OEDT AOI T AT AAAIT THattadHID)@Qpéndix A79 T AT

Z Regimen 1b

Or

Antipseudomonal Quinolone (IV) Appendix Ap o C  Algc@ds AV Appendix A88 OR
Antipneumococcal/AntipseuA T | T T-lAdtam (IV) Appendix A79

Z Regimen 2b

Or

Antipneumococcal Quinolone (IV) Appendix Ap x C  Algc@u A\V) Appendix A88 OR

T OEDT AOI T AT AAAIT THattaHID)@Qpéndix A79 T AT

ZRegimen 2b

Or

T OEDPT AOT T AT AAAT T-attami@\p) Aphéhdix A79 4 Alminoglycoside (IV) Appendix
A-85 + either Antipneumococcal Quinolone (1V) Appendix &7 OR Macrolide (IV)Appendix A-81
Z Regimen 3b

ICU Patient with Francisella tularensis or Yersinia pestis risk

If the patient has Francisella tulaensis or Yersinia pestis risk as determined by Another Source of
Infection (see data element) the following is another acceptable regimen:

Doxycycline (IV) Appendix A84 + either Blactam (IV) Appendix A88 OR

T OEDT AOI T AT AAAIT THattaHID) Apbéndid A79 T AT

Z Regimen 4b

Denominator:

Of the New Jersey Low Income attributed populationthose ICU pneumonia patients 18 years of age
and older with a principal diagnosis of pneumoniafppendix A69), or a principal diagnosis code of
septicemia (Appendix A-70), or respiratory failure (acute or chronic) (Appendix A71) with an ICD
9-CM Other Diagnosis Code of pneumonidgppendix A69).
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Exclusion(s):
1. Patients less than 18 years of age
2. Patients who have a length of stay greater than 120 days
3. Patients with Cystic Fibrosis. @Appendix A72)

4.

5.
6.
7

11.

12.
13.

14.

Result:

Patients who had no chestxay or CT scan that indicated abnormal findings within 24 hours
prior to hospital arrival or anytime during this hospitalization.

Patients with Comfort Measures Onlyocumented day of or day after arrival.

Patients enrolled in clinical trials.

Patients received as a transfer from the emergency/ observation department of another
hospital.

Patients received as a transfer from an inpatient or outpatient department of another
hospital.

Patients received as a transfer from an ambulatory surgery center.

. Patients who have no diagnosis of pneumonia either as the ED final diagnosis/ impression or

direct admission diagnosis/ impression.

Patients transferred/ admitted to the ICU within 24 hous after arrival to this hospital, with a
beta-lactam allergy.

Patients who have duration of stay less than or equal to one day.

Pneumonia patients withAnother Source of Infectiowho did not receive an antibiotic
regimen recommended for pneumonia, but dl receive antibiotics within the first 24 hours of
hospitalization.

Patients with a reason forAlternative Empiric Antiobiotic Therapy

The result is expressed as a percentage.

Improvement Direction:

Higher

Measure Qualifications:

This measureis based on the Joint Commission Pneumonia set, i.e-&N

Data Elements:

Numerator :

=4 =4 =8 =4 -8 -8 -8 -9

Antibiotic Administration Date
Antibiotic Administration Route
Antibiotic Administration Time
Antibiotic Allergy

Antibiotic Name

Arrival Date

Arrival Time

Pseudomaas Risk

Denominator :

1

Admission Date
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72 ' TT OEAO 31 00AA 1T &£ )1 ZAAOGET 1
3 !'T OEAET OEA ! AT ET EOOOAOET T $AO0A
4 I T OEAET OEA ' AT ET EOOOABGETT 4EI A
4 1T OEAET OEA . Al A
4 I'T OEAEI OEA 2AAAEOAA
3 "EOOEAAOA
74 -Ray #EAOO 8
3 #1 ET EAAl 4 0EAI
3 #11 £ 06 - AAOGOOAO /11U
73 $EOAEAOCA $AOA
72 -9-CM Other Diagrsis Codes
72 -9-CM Principal Bi&gnosis Code
72 ) #5 ! Al EOOETT 10 40A1T OFAO
73 0T AOITTEA $EACI T OEOd %$TSEOAAO ! Al EO
E Pseudomonas Risk
4 2AAO0T T &I O 1 OAOT AGEOA % PEOEA '1 OEAEI]
74 4 0AT OEAO &OT T 1'1T1T OEAO (1 OPEOAT 10 ! 3#

Retrospective, data sources for required data elements include administrative data and medical record
documents.

The following link(s) may be used to obtain additional information regarding the original measure
specifications. This is provided without assurances.
http://www.jointcommission.org/specifications_manual_for_national_hospital_inpatient_gualit

measures.aspx

Measure Collection Description

Setting of Care: Reporting Period:
Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section Il

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 17z Patients Receive Recommended Care for 17.5 P4pP
Community-Acquired Pneumonia

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

55
Ischemic Vascular Disease (IVD): Complete Lipid

Profile and LDL -C Control <100mg/dL

Measure Description:

The percentage of members 18 to 75 years of age who were discharged alive for AMI, coronary artery
bypass graft (CABG) or percutaneous coronary interventions (PGH the year prior to the measurement
year,or who had a diagnosis of ischemic vascular disease (IVD) during the measurement year and the
year prior to the measurement year, who had.DL-C control (<100 mg/dL) during the measurement

yeatr.
Data Source: NQF #(no longer endorsed)
Chart/EHR Based on 0075
Measure Steward: Measure Steward Version:
NCQA 2014
Measure Calculation Description
Numerator:

Patients whose most recent LDIC screening (Table 55.1), performed during the measurement yeatr, is
less than 100 mg/dL

Table 55.1: Codes to Identify LDL -C Screening(Appendix A -51)

‘ CPT Category II|

80061, 83700, 83701, 3048F, 3049F, 2089-1, 127738, 13457-7, 18261-8, 18262-6, 22748-8, 39469
83704, 83721 3050F 2,49132-4, 55440-2, 69419-0

Table 55.2: Codes to ldentify LDL-C Levels

Description | CPT Category Il
LDL-C <100 mg/dL 3048F
LDL-# 1100 mg/dL 3049F, 3050F

Exclusion(s):

1. The result of the mostrecent LDt OAOAAT ET C .EO I pnm [ CTA,
2. The result of the most recent LDIC screening is missing
3. An LDL-C screening vas not performed

Denominator:

Of the New Jersey Low Income attributed populatiomatients who are 18 to75 years of age
discharged alive for AMI(Appendix A-64), CABGAppendix A-65) or PCI(Appendix A-66) during the
12 months prior to the measurementyear or who had a least one outpatient visit or acute inpatient
encounter with adiagnosis of IVD(Appendix A-67) during both the measurement year and the year
prior to the measurement year(criteria do not need to be same for both years)

Result:

Theresult is expressed as a percentage.
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Improvement Direction:
Higher

Measure Qualifications:

Data Elements:
i Date of Birth
Diagnosis Code(s)
Procedure Code(s)
Date when LDL test was performed
Results of LDL test

1
1
T
T

LDL-C levels may be calculated from totalholesterol, HDL-C and triglycerides using the Friedewald
ANOAOCEIT EZ OEA OOECI UAAOEAAO AOA sStnm i CTA, 8
1 (LDL-C) = (total cholesterol)z (HDL) z (triglycerides/5)
9 If lipoprotein (a) is measured, use the following calculation.
(LDL-C) = (total cholestero) z (HDL) z (triglycerides/5) z 0.3 [lipoprotein (a)]

These formulae are used when all levels are expressed in mg/dL and cannot be used if triglycerides
>400 mg/dL. The Friedewald equation may not be used if a direct or calculated result is present in the
medical record for the most recent LDLC test.

The following link(s) may be used to obtain additional information regarding the original measure
specifications. This is provided without assurances
http://www.ncqa.org/HEDISQualityMeasurement.aspx

Measure Collection Description |

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY2015
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collectedral reported by the hospital following the sampling guidance provided in
Section .

DSRIP Incentive Impact

Project Title: Project Code: Payment Method:
Project 6z Care Transitions Intervention Model to Reduce | Substitution P4pP

30-Day Readmissions for Chronic Care Conditions measure

Project Title: Project Code: Payment Method:
Project 7z Extensive Patient CHFFocused Multt Substitution P4P

Therapeutic Model measure

Project Title: Project Code: Payment Method:
Project 8z The Congestive Heart Failure Transition Substitution P4pP

Program (CHFTP) measure

Universal Measure: Universal Code: Payment Method:
Yes 18 Pay for Reporting
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Measure: DSRIP #:
: L : S7
Left Ventricular Ejection Fraction (LVEF)
Assessment
Measure Description:
Percentage of patients aged8 years and older with a diagnosis of heart failure for whom the
quantitative or qualitative results of a recent or prior (any time in the past) LVEF assessment is
documented within a 12 month period.
Data Source: NQF #:
Chart/EHR 0079
Measure Stevard: Measure Steward Version:
AMA-PCPI May 15, 2012
Measure Calculation Description
Numerator:

Patients for whom the quantitative or qualitative** results of a recent or prior (any time in the past)
LVEF assessment is documented within a 12 month pedo

Documentation - must include documentation in a progress note of the results of an LVEF assessment,
regardless of when the evaluation of ejection fraction was performed.

**Qualitative results correspond to numeric equivalents as follows:
1 Hyperdynamic: corresponds to LVEF greater than 70%
9 Normal: corresponds to LVEF 50% to 70% (midpoint 60%)
1 Mild dysfunction: corresponds to LVEF 40% to 49% (midpoint 45%)
1 Moderate dysfunction: corresponds to LVEF 30% to 39% (midpoint 35%)
1 Severe dysfunction: correponds to LVEF less than 30%

Numerator Inclusion Criteria:
Patients for whom the quantitative or qualitative results of a recent or prior (any time in the past) LVEF
assessment is documented within a 12 month period.

CPT Category Il Code
1 3021F- Left ventricular ejection fraction (LVEF) less than 40% or documentation of moderately
or severely depressed left ventricular systolic function
1 3022F- Left ventricular ejection fraction (LVEF) greater than or equal to 40% or
documentation as normal or mildly depressed left ventricular systolic function

Denominator:
Of the New Jersey Low Income attributed populationlgatients aged 18 years and older with a
diagnosis of heart failure( Appendix A-68)
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Result:
The result is expressed as a percentag

Improvement Direction:
Higher

Measure Qualifications:

(80
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The following link(s) may be used to obtain additional information regarding the specific instructions
on the measurement qualifications and data collection. This is provided without assurances:

http://www.ama -assn.org/appsl/listserv/x -check/gmeasure.cqgi?submit=PCPI

Measure Collection Description \

Setting of Care:

Reporting Period:

Outpatient Annual; April
Experience Period: Baseline Period:

Calendar Year CY 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il

Section IlI.

DSRP Incentive Impact |

Project Title:
Project 7- Extensive Patient CHAFocused Multt
Therapeutic Model

Project Code:
7.1

Payment Method:
Pay for Reporting

Project Title:
Project 8- The Congestive Heart Failure Transition
Program (CHFTP)

Project Code:
8.1

Payment Method:
Pay for Reporting

Universal Measure:
No

Universal Code:
NA

Payment Method:
NA
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Measure: DSRIP #:

. 58
Lipid Management

Measure Description:
The percentage of patients 1&5 with diabetes (type 1 or type 2) who had at least one lipidnofile (or all

component tests).

Data Source: NQF #:
Chart/EHR Not Found
Measure Steward: Measure Steward Version:
NCQA 2003
Numerator:

Patients who received at least one lipid profile (or ALL component tests).

Table 58.1: CPT Category | codes
Code Description

80061 Lipid Panel

82465* Cholesterol, serum, total

83718* Lipoprotein, direct measurement, high density
cholesterol (HDL)

84478* Triglycerides

83721 Lipoprotein, direct measurement, low density
cholesterol (LDL)

*Must be included to bill panel code 80061.

Denominator:
Of the New Jersey Low Income attributed populatiomatients aged 1875 diagnosed with diabetes

(type 1 or type 2).

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

Data Elements:
i1 Date of Birth
91 Diagnosis Code(s)
1 Procedure Code(s)

The following link(s) may be used to obtain additional information regarding the original measure
specifications. This is provided without assurances.

http://www.ama _-assn.org/amal/pub/upload/mm/pcpi/diabetesset.pdf
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Measure Collection Description

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Perial: Baseline Period:
Calendar Year CY 2014
Improvement Target GoalITG): Absolute ITG Value:
NA NA
Attribution Date: Anchor Date:
Last day of measurement period NA
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measureis to be collected and reported by the hospital following the sampling guidance provided in
Section Ill.

DSRIP Incentive Impact

Project Title: Project Code: Payment Method:
Project 11: Improve Overall Quality of Care for Patients 11.1 Pay for Reporting
with Diabetes Mellitis and Hypertension

Project Title: Project Code: Payment Method:
Project 12: Diabetes Group Visits for Patients and 12.1 Pay for Reporting
Community Education

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:
59

Major Depressive Disorder (MDD): Suicide Risk
Assessment

Measure Description:
Percentage of patients aged 18 years and older with a new diagnosis or recurrent episode of major

depressive disorder (MDD) who had a suicide risk assessment completddring the visit in which a new
diagnosis or recurrent episode was identified.

Data Source: NQF #:
Chart/EHR 0104
Measure Steward: Measure Steward Version:
AMA-PCPI 2012
Measure Calculation Description
Numerator:

Patients with a suicide risk assesment completed during the visit in which a new diagnosis or
recurrent episode was identified.

Suicide risk assessment must include questions about the following:
1. Suicidal ideation
2. 0OAOEAT 060 ETOAT O T &£ ET EOEAOETMf A OOEAEAA AOO
a. Patient plans for a suicide attempt
b. Whether the patient has means for completing suicide

Denominator:
Of the New Jersey Low Income attributed populatiomatients aged 18 years and older with a new
diagnosis or recurrent episode of major depressivdisorder (MDD). (Tables 59.1 and 59.2)

Table 59.1: Codes to Identify Major Depressive Disorder z Single Episode (Appendix A -61)

Code Type \ Codes

ICD-9-CM 296.20, 296.21, 296.22, 296.23, 296.24
ICD-10-CM F32.0, F32.1, F32.2, F32.3, F32.9, F33.0, F33.1

Table 59.2: Codes to Identify Major Depressive Disorder z Recurrent (Appendix A -62)

Code Type \ Codes

ICD-9-CM 296.30, 296.31, 296.32, 296.33, 296.34
ICD-10-CM F33.2, F33.3, F33.9

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher
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Measure Qualifications:

Data Elements:
1 Date of Birth
1 Date of MDD diagnosis, if recurrent
1 Suicide Assessment Date
1 ICD9-CMICD-10-CMDiagnosis codes

The following link may be used to obtain additional information regarding the original measure
specifications. This is provided without assurances:

http://www.ama _-assn.org/amal/pub/upload/mm/pcpi/major -depressivedisorder-adult-
worksheets.pdf

Measure Collection Description \

Setting of Care: Reporting Period:
Outpatient 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period:
6 month period SA Julyz December 2014
Risk Adjustment:No Sampling:Yes

Sampling orRisk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section Ill.

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 37 Integrated Health Home for the Seriously 3.4 Pay for Reporting
Mentally 1l (SMI)

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:
Medical attention for nephropathy 08

Measure Description:
The percentage of patients 1875 years of age with diabées (type 1 and type 2) who received a

nephropathy screening test or had evidence of nephropathy during the measurement year.

Data Source: NQF #:
Chart/EHR 0062

Measure Steward: Measure Steward Version:
NCQA 2016

Numerator:

Patientswith a nephropathy screening during the measurement year or evidence of nephropathy
during the measurement year.

Numerator Inclusion Criteria:

Evidence of nephropathy includes any of the following:

1. An encounter with a code to indicateevidence of nephropathy screening () or nephropathwas
indicated by the following () during the measurement year.

1 A nephropathy screening or monitoring test (Appendix ALO4).

Evidence of treatment for nephropathy or ACE/ARB therapy (Appendix-A05).
Evidence of stage 4 chronic kidney disease (Appendix206).

Evidence of ESRD (Appendix-A07).

Evidence of kidney transplant (Appendix ALO8).

= =4 =4 =

1 Atleast one ACE inhibitor or ARB dispensing event (Appendix®.

2. Documentation that a urine microalbumin test was prformed. Documentation must include a note
indicating the date when a urine microalbumin test was performed, and the result. Any of the
following meet the criteria for a urine microalbumin test:

' 24-hour urine for microalbumin

{ Timed urine for microalbumin

1 Spot urine for microalbumin

1 Urine for microalbumin/creatinine ratio

1 24-hour urine for total protein

1 Random urine for protein/creatinine ratio

3. A nephrologist visit during the measurement year (no restriction on the diagnosis or procedure
code submitted).

4. Documentation of a renal transplant.
5. Documentation of medical attention for any of the following (no restriction on provider type):
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Diabetic nephropathy

ESRD

Chronic renal failure CRBP

Chronic kidney disease (CKD)

Renal insufficiency

Proteinuria

Albuminuri a

Renal dysfunctian

Acute renal failure (ARF)

= =4 =4 =4 -4 4 -4 -4 -8 -4

Dialysis, hemodialysis or peritoneal dialysis

6. Evidence of ACE inhibitor/ARB therapy during the measurement year. Patients who had an
encounter with a code indicating therapy (Table 98.3) or received an ambulaty prescription or
were dispensed an ambulatory prescription for ACE inhibitors or ARBs during the measurement
year. A comprehensive medication list can be found in Appendixl.

Table 98.3: ACE Inhibitors/ARBs (Appendix A -1)

Description Prescription
Angiotensin converting Benazepril Enalapril Lisinopril Perindopril  Ramipril
enzyme inhibitors Captopril Fosinopril Moexipril Quinapril Trandolapril
Angiotensin Il inhibitors | Azilsartan Eprosartan Losartan Telmisartan
Candesartan  Irbesartan Olmesartan Valsartan

Antihypertensive
combinations

Aliskiren-valsartan
Amlodipine-benazepril
Amlodipine-
hydrochlorothiazide-valsartan
Amlodipine-
hydrochlorothiazide-
olmesartan
Amlodipine-olmesartan
Amlodipine-telmisartan
Amlodipine-valsartan

Azilsartan-chlorthalid one

Benazeprik
hydrochlorothiazide
Candesartan
hydrochlorothiazide
Captopril-
hydrochlorothiazide
Enalapril-
hydrochlorothiazide
Eprosartan-
hydrochlorothiazide
Fosinopril-
hydrochlorothiazide
Hydrochlorothiazide-
irbesartan
Hydrochlorothiazide-
lisinopril

Hydrochlorothiazide-
losartan
Hydrochlorothiazide-
moexipril
Hydrochlorothiazide-
olmesartan
Hydrochlorothiazide-
quinapril
Hydrochlorothiazide-
telmisartan
Hydrochlorothiazide-
valsartan
Trandolapril -
verapamil

Denominator:

Of the New Jersey Low Income attrilhed population, patients 18 to 75 years of age with diabetes
(type 1 and type 2).(Appendix A-28)

Patients with diabetes mellitus are identified using diagnosis codes and/or pharmacy data within
the inpatient or outpatient claims data. Only one method tadentify patients is needed to be included

in the denominator.
January 2016, Version 2.0
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1. Claims data.

New Jersey DSRIP Performance Measurement Databook

a. Patients with at least two faceto-face encounters with a principal or secondary
diagnosis of diabetes (Appendix A28) with different dates of service in an outpatient
setting or non-acute inpatient setting during the measurement year.

b. Patients with at least one facdo-face encounter with a principal or secondary

diagnosis of diabetes (Appendix A28) in an acute inpatient or emergency

department setting during the measurement yea

2. Pharmacy data. Patients who were dispensed insulin or hypoglycemic/antihyperglycemics on an

ambulatory basis during the measurement year or the year prior to the measurement year.

(Appendix A-9)

Prescriptions to Identify Members With Diabetes

(Appendix A-9)

Description Prescription

(GLP1) agonists

Alpha-glucosidase 1 Acarbose 1 Miglitol
inhibitors
Amylin analogs 9 Pramlinitide
Antidiabetic 1 Alogliptin-metformin Glyburide-metformin  { Metformin -sitagliptin
combinations -~ - e T
1 Alogliptin - I Linagliptin - 1 Sitagliptin-
pioglitazone metformin simvastatin
9 Canagliflozin 1 Metformin -
metformin pioglitazone
9 Glimepiride- 9 Metformin -
pioglitazone repaglinide
9 Glimepiride- 1 Metformin-
rosiglitazone rosiglitazone
1 Glipizide-metformin 1 Metformin-
saxagliptin
Insulin 1 Insulin aspart 1 Insulin isophane human
{l Insulin aspart-insulin 1 Insulin isophane-insulin regular
aspart protamine 1 Insulin lispro
T Insulin detemir 1 Insulin lispro-insulin lispro protamine
1l Insulin glargine 1 Insulin regular human
1 Insulin glulisine
Meglitinides 1 Nateglinide 1 Repaglinide
Glucagonlike peptide-1 [ { Exenatide { Liraglutide 1 Albiglutide

Sodium glucose
cotransporter 2 (SGLT2)
inhibitor

1 Canagliflozin

9 Dapagliflozin 1 Empagliflozin

Sulfonylureas

9 Chlorpropamide
1 Glimepiride

Thiazolidinediones

1 Pioglitazone

Dipeptidyl peptidase-4
(DDP-4) inhibitors

1 Alogliptin
1 Linagliptin

1 Glipizide 9 Tolazamide
1 Glyburide 9 Tolbutamide
1 Rosiglitazone

I Saxagliptin

1 Sitaglipin

Note: Glucophage/metformin as a solo agent is not included because it is used to treat conditions other than

diabetes; members with dizetes on these medications are identified through diagnosis codes only. NCQA will post a

complete list of medications and NDC codes to www.ncqa.org by November 2, 2015.
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Exclusion(s):

1. Diagnosis of active gestational diabetes and active steroid inducedhblietes. (Appendix
A-91)

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

The following link may be used to obtain additional information regarding the specific instructions on
the measurement qudifications/definitions and data collection. This is provided without assurances:

http://www.ncga.org/HEDISQualityMeasurement/HEDISMeasures.aspx

Measure Collection Descripti on

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hpial following the sampling guidance provided in
Section Ill.

DSRIP Incentive Impact |

Project Title: Project Code: Payment Mehod:
Project 11z Improve Overall Quality of Care for Patients Substitution P4pP

Diagnosed with Diabetes Mellitus and Hypertension measure

Project Title: Project Code: Payment Method:
Project 12z Diabetes Group Visits for Patients and Substitution P4pP
Community Education measure

Universal Measure: Universal Code: Payment Method:
No NA NA
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Measure: DRIP #:

61
Medication Reconciliation

Measure Description:

Percentage of patients aged 18 years and older dischadygom any inpatient facility (i.e.hospital) and
seen within 31 days of discharge in the office by the physician, prescribing practitioner, registered nurse
or clinical pharmacist who had reconciliation of the discharge medications with the current medication
list in the outpatient record documented.

Data Source: NQF #:
Chart/EHR Based on 0097
Measure Steward: Measure Steward Version:
NCQA 2016
Numerator:

Patients who had a reconciliation of the discharge medications with the current medication list
in the outpatient medical record documented.

Table 61.1: Codes to ldentify Medication Reconciliation

Description CPT Category Il
Medication reconciliation 1111F, 99495, 99496

Denominator:

Of the New Jersey Low Income attributed populationJlgpatients aged 18 years and older
discharged from any inpatient facility (.e. hospital) between January 1 and December 1 of the
measuremert year and seen within 3 days of discharge in the office by the physician, prescribing
practitioner, registered nurse, or clinical pharmacist providing ongoing care.

The denominator for this measure is based on discharges, not patients. If a patient Inagre than
one discharge, include all discharges on or between January 1 and December 1 of the measurement
year. (Appendeix A- 33)

If the discharge is followed by a readmission or direct transfer to an acute facility within the 38ay
follow-up period, anly count the readmission discharge or the discharge from which the patient was
transferred.

This measure is reported aswo rates stratified by age group:
1. 18 through 64 years
2. 65 years and above

Result:
The result is expressed as percentage.

Impro vement Direction:
Higher
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Measure Qualifications:

The following link may be used to obtain additional information regarding the specific instructions on
the measurement qualifications/definitions and data collection. This is provided without assuraces:

http://www.qualityforum.org/QPS/0097

http://www.ncga.org/HEDISQualityMeasurement/HEDISMeasures.aspx

Measure Collection Description \

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and repoed by the hospital following the sampling guidance provided in
Section .

DSRIP Incentive Impact

Project Title: Project Code: Payment Methal:
Project 6z Care Transitions Intervention Model to Reduce | 6.4 Pay for Reporting
30-Day Readmissions for Chronic Cardiac Conditions

Project Title: Project Code: Payment Method:
Project 7z Extensive Patient CHHocused Multt 7.5 Pay for Reporting
Therapeutic Model

Project Title: Project Code: Payment Method:
Project 8z The Congestive Heart Failure Program (CHFP) | 8.5 Pay for Reporting
Universal Measure: Universal Code: Payment Method:
No NA NA
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Measure: DSRIP #:

63
Pediatric Central -Line Associated Bloodstream

Infections (CLABSI) - Neonatal Intensive -Care Unit
and Pediatric Intensive Care Unit

Measure Description:
The Central lineassociated blood stream infections (CLABSI) rate in pediatric and neonatal intensive

care units, reported per 1,000device days

Data Source: NQF #:
Chart/ EHR Not Found
Measure Steward: Measure Steward Version:
CDC 2015
Numerator:

Total number of CLABSI events among patients in PICUs and NICUs.

A bloodstream infection must first be determined to be a healthcarassociated infection (HAI) before it
can be identified as a CLABSI. Only HAdan be CLABSIs. An HAI is a localized or systemic condition
resulting from an adverse reaction to the presence of an infectious agent(s) or its toxin(s) that was not
present or incubating on admission to the acute care facility.

Once identified as an HAla laboratory-confirmed bloodstream infection (LCB)) is further identified as
a CLABSI if a central line (CL) or umbilical catheter

Denominator: . ) o L o . o
| £ OEA ET OPEOAI 60 AOOOEAOOAAIT A . Antral inddevicAdays, T x ) 1T AT
among paients in PICUs and NICUs for the measurement period.

Result:
The result is expressed as a rate.

The rate is calculated as the number of identified CLABSI events over the number of central line
device days multiplied by 1000.

Improvement Direction:
Lower

Measure Qualifications:
See measure steward specification for more details on how to identify CLABSI events.

Definition of device days: a daily count of the number of patients with a specific device

(i.e. central line) in place in a patient care lation. Device days are used for denominators in CLABSI
rates. Device day denominator data that are collected differ according to the location of the patients
being monitored.

a. For ICUs, the number of patients with one or more central lines of any tyjgecollected daily, at the
same time each day during the month. The totals for the month are entered.
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b. In NICUs, the number of patients with one or more central lines (including umbilical catheters) is
stratified by birth weight in five categories sincerisk of BSI varies by birthweight.

Intensive Care Unitz A nursing care area in which at least 80 percent of the patients match definitions
of critical care locations found in chapter 15, Master CDC Locations and Descriptions, of the NHSN

Patient Safey Component Manual.

http://www.cdc.gov/nhsn/PDFs/pscManual/15LocationsDescriptions_current. pdf

Central Linez An intravascular catheter that terminates at or close to the heart or in one of the great
vessels which is used for infusion, withdrawal of blod, or hemodynamic monitoring. The following are
considered great vessels for the purpose of reporting CLABSI and counting cerdliak days:

1 Aorta, pulmonary artery, superior vena cava, inferior vena cava, brachiocephalic veins,
internal jugular veins, sibclavian veins, extenal iliac veins, common iliac veins, femoral
veins and in neonates, the umbilical artery/ vein. Note: Nditer the insertion site nor the
type of device may be used to determine if a line qualifies as a central line. The device
must terminate in one of the great vessels or in or near the heart and be used for one of
the purposes outlined above to qualify as a central line.

Infusion z The introduction of a solution through a blood vessel via a catheter lumen. This may include
continuous infusions such as nutritional fluids or medications, or it may include intermittent infusions
such as flushes or IV antimicrobial administration, or blood, in the case of transfusion or hemodialysis.

The following link may be used to obtain additional inbrmation regarding the specific instructions
on the measurement qualifications/definitions and data collection. This is provided without

assurances:

http://www.medicaid.gov/Medicaid -CHIRProgram-Information/By -Topics/Quality-of-

Care/Downloads/Medicaid-and-CHIR-Child-Core-SetManual.pdf

Measure Collection Description

Setting of Care:

Reporting Period:

Inpatient or Emerg ency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY2014
Improvement Target Goa(ITG): Absolute ITG Value:
NA NA
Attribution Date: Anchor Date:
Last day of measurement period NA
Risk Adjustment:No Sampling: Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided i

Section II.

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
NA NA NA

Universal Measure: Universal Code: Payment Method:
Yes 38 UPP
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Measure: DSRIP #:

L : 64
Percent of hospitalized patients who are screened

during the hospital stay using a validated
screening questionnaire for unhealthy alcohol use

Measure Description:
Percentage of lospitalized patients who are screenedvithin the first three days during the hospital stay

using a validated screening questionnaire for unhealthy alcohol use.

Data Source: NQF #:
Chart/EHR 1661
Measure Steward: Measure Stewad Version:
Joint Commission 2015v5.0
Numerator:

The number of patients who were screened for alcohol use using a validated screening
questionnaire for unhealthy drinking within the first three days of admission

Numerator Exelusierdnclusion(s):
1. Patients with a blood alcohol test indicative of acute intoxication
2. Patients who refused screening

Denominator:
Of the New Jersey Low Income attributed populationhosewho are hospitalized inpatients 18 years
of age and older.

Exclusion(s):
1. Patients less than 18 years of age
2. Patients who are cognitively impaired
3. Patients who have a duration of stay less than or equal three days or greater than 120
days.
4. Patients with Comfort Measures Only documented.

Result:
The result is expresed as goercentage.

Improvement Direction:
Higher

Measure Qualifications:

Data Elements:

Numerator:
i Alcohol Use Status
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Denominator:
1 Admission Date
1 Birth Date
1 Comfort Measures Only
9 Discharge Date

The following link may be used to obtain additinal information regarding the original measure
specifications. This is provided without assurances:

http://www.jointcommission.org/sp _ecifications manual for national hospital inpatient qualit
y_measures.aspx

Please Note: Comfort Measures Only refers to medical treatment of a dying person where the natural

dying process is permitted to occur while assuring maximum comfort. It includeattention to the
psychological and spiuritual needs of the patient and support for both the dying patient and the
DAOEAT 660 AZAIEI US #1101 £ 00 - AAOGOOCAOG /11U EO ATII1
public. It is not equivalent to a physiciarorder to withhold emergency resuscitative measures such as

Do No Resuscitate (DNR).

Measure Collection Description \

Setting of Care: Reporting Period:
Inpatient or Emergency Department 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period:
6 month period SA Julyz December 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided i
Section Il

DSRP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 9- Hospital-Wide Screening for Substance Use 9.1 Pay for Reporting
Disorder

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

: . 65
Percent of patients evaluated f or environmental

triggers other than environmental tobacco smoke
(dust mites, cats, dogs, molds/fungi )

Measure Description:
Percentage opatients evaluated for environmental triggers other than environmental tobacco smoke

(dust mites, catsdogs, molds/fungi, cockroaches) either by history of exposure and/or by allergy testing

Data Source: NQF #:
Chart/EHR Not Found
Measure Steward: Measure Steward Version:
HRSA October 2013
Numerator:

The number ofpatients evaluated for environmental triggers other than environmental tobacco smoke
(e.g. dust mites, cats, dogs, molds/fungi, cockroaches) either by history of exposure and/or by allergy
testing.

Note: The "indoor" environmental triggers here are those hving the strongest evidence of causal
relationship to asthma.

Denominator:
Of the New Jersey Low Income attributed populatiomatients under 18 years of agavith a
diagnosis of asthma.

Result:
The result is expressed as a percentage.

Improvement Di rection:
Higher

Measure Qualifications:
This measure is one of 11 measures that participants track in the HRSA Health Disparities
Collaborative for Asthma.

Please noteThe age range follows the youngest age group for the Medicaid Adult Core Measure Set

The following link may be used to obtain additional information regarding the original measure
specifications. This is provided without assurances:

http://www.qualitymeasures.a hrg.gov/content.aspx?id=27598
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Measure Collection Description \

Setting of Care: Reporting Period:
Outpatient 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period:
6 month period SA Julyz December 2014
Risk Adjustment: NO Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided i
Section Il

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 2- Pediatric Asthma Case M@agement and Home | 2.6 P4pP

Evaluations

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

70
Percentage of patients aged greater than or equal

to 18 years diagnosed with community -acquired
bacterial pneumoni a who had a chest x-ray

Measure Description:
Percentage of ptients age 18 years and older diagnosed with communigicquired bacterial pneumonia

who had a chest xay performed.

Data Source: NQF #:
Chart/EHR Not Found
Measure Steward: Measure Steward Version:
AMA-PCPI 2011
Numerator:

Patients with a chest xray performed.

Denominator:
Of the New Jersey Low Income attributed populatiomatients aged 18 years and older with
community-acquired bacterialpneumonia.

Exclusion(s):
1. Documentation of medical reason(s) for not performing a chest-ray.
2. Documentation of patient reason(s) for not performing a chest-xay (e.g., economic, social,
religious, other patient reasons).
3. Documentation of system reason(sfor not performing a chest xray (e.g., equipment not
available).

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

The following link may be used to obtain additional information regarding the gecific instructions on
the measurement qualifications/definitions and data collection. This is provided without assurances:

https://download.ama -assn.org/resources/doc/pcpi/capminiset062007.pdf

Measure Collection Description \

Setting of Care: Reporting Period:
Inpatient or Emergency Department 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period:
6 month period SA Julyz December 2014
Risk Adjustment:No Sampling:Yes
March 2016, Version 2.01 Pagel10 of 283
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Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided i
Section Il

DSRIP Incentive Impact \

Project Title: Project Code: Payment Method:
Project 17- Patients Receive Recommended Care for | 17.1 Pay for Reporting
Community-Acquired Pneumonia
Universal Measure: Universal Code: Payment Method:
No NA NA
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Measure: DSRIP #:

71
Percentage of patients with BMI >= 25 who set an

individualized goal along with target date for
reduction in body mass index

Measure Description:
Percentage of patients aged 18 years arygungerwith a documentedbody mass index BMI) during the

current encounter or during the previous six months AND when th&8MI is outside ofnormal parameters,
a follow-up plan is documented during the encounter or during the previous six months of the encounte

Data Source: NQF #:
Chart/ EHR Based on 0421
Measure Steward: Measure Steward Version:
CMS 2012
Numerator:

Patients with BMI calculated within the past six months or during the current visit, followup is
documented during the encounter or during the previous six months of the encounter with the BMI
outside of normal parametes.

Denominator:
| £# OEA ET OPEOAI 80 AOOOEAOOAAT A . Ax *AOOGAU ,1Tx )TAI
younger.

Exclusion(s):
1. Patient is pregnant
2. Patient refuses BMI measurement
3. If there is any other reason documented in the medical record ke provider explaining
why BMI measurement of followup plan was not appropriate
4. Patient is in an urgent or emergent medical situation where time is of the essence and to

AARAT AU OOAAOI AT O x1 Ol A EAT PAOAEUA OEA DPAOEAT 6680

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

Numerator Note:

Calculated BMI or followup plan for BMI outside of normal parameters that is documented in the

i AAEAAT OAAT OA 1T AU AA OA fficoadiit or dbtaihdd bykhe Broviddd EA D OT O
from outside medical records within the past six months. The documented followp interventions

must be related to the BMI outside of normal parameters (i.e., patient referred to nutrition

counseling for BMlabove normal parameters).
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BMI z Body mass index (BMI) is expressed as weight/height (BMI; kg/m2) and is commonly used to
classify weight categories.

Calculated BMIz Requires an eligible professional or their staff to measure both the height and weight.
Selfreported values cannot be used. BMI is calculated either as weight in pounds divided by height in
inches squared multiplied by 703, or as weight in kilograms divided by height in meters squared.

Follow-up Planz Proposed outline of treatment to beconducted as a result of a BMI measurement out
of normal parameters. Such followup may include but is not limited to:

1 Documentation of a future appointment

1 Education

1 Referral (such as, a registered dietician, nutritionist, occupational therapist, physittherapist,
primary care physician, exercise physiologist, mental health professional, surgeon)
Pharmacological interventions
Dietary supplements
Exercise counseling
Nutrition counseling

= =4 =4 =9

Please noteThe measure steward age stratification age groupigs have been adjusted to follow
the Medicaid Adult Core age category 18 years and younger.

The following link may be used to obtain additional information regarding the specific instructions on
the measurement qualifications/definitions and data collectiom. This is provided without assurances:

http://www.qualityforum.org/QPS/0421

Measure Collection Description |

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided i
Section Il

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 157 After-School Obesity Program 15.1 Pay for Reporting
Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:
73

Post-Discharge Appointment for Heart Failure

Patients

Measure Description:
Percentage of patients, regardless of age, discharged from an inpatient facility to ambulatory care or

home health care with a principal discharge diagnosis of heart failure for whom a follow up appointmen
was scheduled and documented priord discharge

Data Source: NQF #:

Chart/EHR Not Found
Measure Steward: Measure Steward Version:
AMA-PCPI May 2012

Numerator:

Patients for whom a follow up appointment was scheduled and documented prior wischarge
including either:
1. An office visit (including location, date and time) for management of heart failureith a
physician, advanced practice nursephysician assistant(Appendix A-32)
2. A home health visit (including location and date) for management of hegfailure

Due to the nature of scheduling home health visits, the location and date of the follayp appointment
is sufficient for meeting the measure.

Denominator:

Of the New Jersey Low Income attributed populatiorall patients, regardless of age, dcharged from an
inpatient facility (i .e. hospital inpatient or observation) to ambulatory care (home/self care) or home
health care with a principal discharge diagnosis of heart failure (Table 73.@3ppendix A-30).

Table 73.1 Codes to Identify Heart Fail ure (Appendix A-30), (Appendix A - 32)

Code Code

Type

CPT 99201-99203, 99205, 9921299215
99241-99245,99304-99310,
99324-99328, 99334-99337,
99341-99345, 99347-99350

ICD9 | 402.01, 402.11, 402.91, 404.01, 404.03, 404.11, 404.13, 404.
404.93, 428.Q 428.1, 428.20428.23, 428.30428.33, 428.40
428.43, 428.9

ICD-10 111.0, 113.0, 113.2,150.20-23, 150.30-33, 150.40-43, 150.9, 150.1,
150.20-150.23, 150.30150.33, 150.40150.43, 150.9
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AND
UB-04 (Form Locator 04 - Type of Bill)
0111 Hospital, Inpatient, Admit through Discharge Claim
0121 Hospital, Inpatientz Medicare Part B only, Admit through Discharge Claim
0114 Hospital, Inpatient, Last Claim
0124 Hospital, Inpatientz Medicare Part B only, InterimLast Claim
AND

Discharge Disposition ? on day of discharge only
1 Home

Includes assisted living facilities, court/law enforcement (detention facilities, jails, and prison),
foster or residential care, group or personal care homes, and homeless shelters, home with ho
health services, outpatientesvices including outpatient procedures at another hospital,
outpatient chemical dependency programs, and partial hospitalization.

Exclusion(s):
1. Documentation of medical reason(s) for not documenting that a follow up appointment was
scheduled
2. Patientswho expired.
3. Patients who left against medical advice (AMA) or discontinued care
4. Patients discharged to hospice

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

Data Elements:

9 Birth Date

9 Diagnosis Code(s)
1 Procedure Code(s)
1
1

Documentation of medical reason for not documenting a follow up appointment was scheduled
Discharge Status

The following link(s) may be used to obtain additional information regarding the original measure
specifications. Thisis provided without assurances.

http://www.ama _-assn.org/amal/pub/upload/mm/pcpi/hfset -12-5.pdf
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Measure Collection Description

Setting of Care: Reporting Period:
Inpatient or Emergency Departm ent 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period
6 month period SA Julyz December 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collect® and reported by the hospital following the sampling guidance provided in
Section .

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 6- Care Transitions Intervention Model to Reduce | 6.3 Pay for Reporting
30-Day Readmissions for Chronic Cardiac Conditions

Project Title: Project Code: Payment Method:
Project 7- Extensive Patient CHHocused Multi 7.4 Pay for Reporting
Therapeutic Model

Project Title: Project Code: Payment Method:
Project 8- The Congestive Heart Failure Program (CHFP) | 8.4 Pay for Reporting
Universal Measure: Universal Code: Payment Method:
No NA NA
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DSRIP #:
74

Postoperative Sepsis

Measure Description:
Percentage opostoperative sepsis cases (secondary diagnosis) per 1,000 elective surdidescharges for

patients ages 18 years and older.

Data Source:

Chart/EHR

Measure Steward:
AHRQ

Measure Calculation Description

Numerator:

NQF #:
Not Found

Measure Steward Version:
2015

Discharges, among cases meeting the inclusion and exclusraies for the denominator, with any
secondary ICB9-CMICD-10-CMdiagnosis codes for sepsis.

Table 74.1: Codes to Identi

Code Type Codes

Sepsis codes (Appendix A- 29)

038.0, 038.1012, 038.19, 038.2038.3, 038.3, 038.46038.44,

ICD-9-CM 038.49, 038.89, 785.52, 995.91995.92, 998.02, 003.1, 022.3,
027.0-027.1, 098.89, 112.5
A02.1, A22.7, A26.0, A26.7, A26/826.9, A32.0, A32.7, A32.11
A32.12, A32.81A32.82, A32.89, A32.9, A40-H40.3, A40.89,
ICD-10-CM A41.01-A41.02, A41.1A41.4, A41.50A41.53, A41.9, A41.81,

A41.89, A54.82, A54.84, A41.9, A42.7, A54.86, A54.89,A54.9
B37.7, R65.20R65.21, T81.12XA

Exclusion(s):

1. Patients with a principal ICB9-CMICD-10-CMdiagnosis code (or secondary diagnosis present
on admission) for sepsis (see above)

2. Patients with a principal ICD9-CMICD-10-CMdiagnosis code (or secondary diagnosis present
on admission) for infectionor pressure ulcer(Appendix A- 36)

w

Patients with any-listed ICD-9-CMICD-10-CMdiagnosis codes or amylisted ICD-9-CMICD-10-

CMprocedure codesfor immunocompromised state(Appendix A- 37)

No ok

Denominator:

Patients with anylisted ICD-9-CMICD-10-CMdiagnosis codes for cancefAppencix A-38)
Patients with length of stay of less than 4 days

Patients with an MDC 14 (pregnancy, childbirth, and puerperium()Appendix A-92)
Patients with missing gender, age, quarter, year, or principal diagnosis

s A A N L oA N oA AN

| # OEA ET OPEOAI 60 AOOOEAOOAAI A . AjectiveAwwg@d U , T x
discharges, for patients ages 18 years and older, with atigted ICD-9-CMICD-10-
CMprocedure codes for an operating room procedurdAppendix A-93 and Appendix A94)

Elective surgical discharges are defined by specific DRG orM8G codes with admission type
recorded as electivgSID ATYPE=3).
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Result:
| The resultis expressed as aercentagaate.

Improvement Direction:

| HigherLower

Measure Qualifications:

The following link may be used to obtain additional information regarding the specific instructions on
the measurement qualifications/definitions and data coléction. This is provided without assurances:

http://www.qualityindicators.ahrg.gov/
Link to measure steward appendix procedure code and diagnosis code documentation:
http://www.qualityindicators.ahrg.gov/Downloads/Modules/PSI/V50 -
ICD10/TechSpecs/PSI_Appendix_A.pdf
http://www.qualityindicators.ahrg.gov/Downloads/Modules/PSI/V50 -ICD

http://www.qualityindicators.ahrg.gov/Modules/PSI_TechSpec_ICD10.aspx
10/TechSpecs/PSI_Appendix_D.pdf

Measure Collection Descript ion

Setting of Care: Reporting Period:
Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collectednd reported by the hospital following the sampling guidance provided in
Section Il

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:

NA NA NA

Universal Measure: Universal Code: Payment Method:
Yes 37 UPP
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Measure: DSRIP #:

76
Preventive Care and Screening: Tobacco Use:

Screening and Cessation Intervention

Measure Description:
Percentage of patients aged 18 years and older with a diagnosis of coronary artery disease seen withir

12 month period who were screened for tobacco esAND who received tobacco cessation counseling
intervention if identified as a tobacco user

Data Source: NQF #:
Chart/EHR 0028

Measure Steward: Measure Steward Version:
AMA-PCPI 2011

Numerator:

Patients who were reened for tobacco use AND who received tobacco cessatmunseling
intervention, if identified as a tobacco user.

All patients aged 18 years and older with a diagnosis of coronary artery disea@&ppendix A-39) seen
within a 12 month period should be sreened for tobacco use (even lifdong non-smokers). If identified
as a tobacco user, tobacco cessation counseling should also be providagpendix Az58)

Numerator Inclusion Criteria:
1. Patients screened for tobacco use. (Table 71.1)
2. Patients identified as tobacco users. (Table 71.1)
3. Patients who received tobacco cessation counseling intervention (Table 71.1) and/or
pharmacotherapy. (Table 71.2)

Table 76.1: Codes to Identify Tobacco Screening, Use, NonUse, Cessation Intervention (Appendix A -58)
CPT Code Description

1000F TOBACCO USE ASSESSED

1034F CURRENT TOBACCO SMOKER

1035F CURRENT SMOKELESS TOBACCO USER

1036F CURRENT TOBACCO NOI$ER

AND

4000F TOBACCO USE CESSATION INTERVENTION COUNSELING

4001F TOBACCO USE CESSATION INTERVENTION, PHARMACOMHERBPY
OR

99406 SMOKING/TOBACCO COUNSELINGOMINUTES

99407 SMOKING/TOBACCO COUNSELING GREATER THAN 10 MINUTES

The following list of medications/drug names is based on clinical guidelines and other

evidence and may not be alinclusive or current. Physicians and other health care

DOl ZAOGOET 1T Al O OET Ol A OA £A O Dy Safety Bomadnicadiddier x A A
up-to-date recall and alert information when prescribing medication.
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Table 71.2: Medications to Identify Pharmacotherapy

Description Drug Name

Nicotine Treatment 9 Transdermal Patch

1 Lozenge

1 Inhalant Solution

9 Nasal Spray

1 Chewing Gum

9 Sublingual Tablet
Antidepressant 9 Bupropion Sustained Release

Smoking Deterrent 1 Vareniciline

Denominator:
Of the New Jersey Low Income attributedgpulation, all patients aged 18 years and older with a
diagnosis of coronary artery diseaséRefer to Appendix A8) seen within a 12 month period.

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:
Data Elements:

Numerator
9 Tobacco Screening/Assessment Code
9 Tobacco User/NorJser Code
9 Cessation Intervention Code
1 Pharmacotherapy Medication(s)

Denominator
1 Birth Date
1 ICD9-CMICD-10-CMPrincipal Diagnosis Code
1 ICD9-CMICD-10-CMOther Diagnosis Code
91 Date of Ambulatory Visit

Tobacco screening includes any type of tobacco.

Cessation counseling intervention includes brief counseling (3 minutes or less), and/or
pharmacotherapy.

The list of pharmacotherapy medications (Table 71.2) is based on cliniogiidelines and other .
evidence and may notbealE1T A1 OOEOA T O AOOOAT Os8 2 A £ADpug GdfetyO E A
Communications  /Ertddat®dug information.

The following link may be used to obtain additional information regarding theriginal measure
specifications. This is provided without assurances:

http://www.ama -assn.org/amal/pub/upload/mm/pcpi/cadminisetjune06.pdf
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Measure Collection Descript ion

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY2015
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the Bpital following the sampling guidance provided in
Section Ill.

DSRIP Incentive Impact |

Project Title: Project Code: PaymentMethod:
Project 6z Care Transitions Intervention Model to Reduce | Substitution P4pP

30-Day Readmissions for Chronic Cardiac Conditions measure

Project Title: Project Code: Payment Method:
Project 7z Extensive Patient CHRFocused Multi Substitution P4pP

Therapeutic Model measure

Project Title: Project Code: Payment Method:
Project 8z The Congestive Heart Failure Transition Substitution P4pP

Program (CHFTP) measure

Universal Measure: Universal Code: Payment Method:
Yes 19 Pay for Reporting
March 2016, Version 2.01 Pagel21 of 283
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Measure: DSRIP #:

79
Screening for Clinical Depression and Follow -up

Plan

Measure Description:

Percentage of patients aged 12 years and oldscreened for clinical depression on the date of encounter
using an age appropriate standardized depression screening tool AND, if positive, a folloy plan is
documented on the date of the positive screen.

Data Source: NQF #:
Chart/EHR 0418
Measure Steward: Measure Steward Version:
CMS Version 7.2
Numerator:

Patients screened for clinical depression on the date of the encounter using an age appropriate
standardized tool AND, if positive, a followup plan is docunented on the date of the positive screen.

Screening z Completion of a clinical or diagnostic tool used to identify people at risk of developing or
having a certain disease or condition, even in the absence of symptoms.

Standardized Depression Screening Tool z A normalized and validated depression screening tool
developed for the patient population in which it is being utilized. Examples of depression screening
tools
include but are not limited to:
9 Adolescent Screening Tools (12 -17 years)
Patient HealthQuestionnaire for Adolescents (PH€), Beck Depression InventoryPrimary
Care Version (BDIPC), Mood Feeling Questionnaire (MFQ), Center for Epidemiologic Studies
Depression Scale (CEB), and PRIME MBPHQ2
9 Adult Screening Tools (18 years and older)
Patient Health Questionnaire (PH®@B), Beck Depression Inventory (BDI or BDII), Center for
Epidemiologic Studies Depression Scale (CEES, Depression Scale (DEPS), Duke Anxiety
Depression Scale (DADS), Geriatric Depression Scale (GDS), Cornell Scale Screanéhg,
PRIME MDBPHQ2

Follow -Up Plan z Proposed outline of treatment to be conducted as a result of positive clinical
depression

screening. Followup for a positive depression screeningnust include one (1) or more of the following
Additional evaluation

Suicide Risk Assessment

Referral to a practitioner who is qualified to diagnose and treat depression

Pharmacological interventions

Other interventions or follow-up for the diagnosis or treatment of depression

= =4 =8 -4 4

Numerator Exclusions Criteria
A patient is not elgible if one or more of the following conditions exist:
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AR
1. Patient refuses to participate
2. Patientis in an urgent or emergent situation where time is of the essence and to delay treatment

xI O A EAT DPAOAEUA OEA DPAOEAT 660 EAAI OE OOAOOGO

3. Situations where theD AOE AT 06 6 &£O01 AGET 1 Al AAPAAEOU 10 i1 OEOA
accuracy of results of nationally recognized standardized depression assessment tools. For
example: certain court appointed cases or cases of delirium

4. Patient has an active diagnosief Depression or Bipolar Disorder

Denominator:
Of the New Jersey Low Income attributed populatiomatients aged 12 years and older with one of
the following encounter types:(Appendix A-73)

Result:
The result is expressed as a percentage.

Improveme nt Direction:
Higher

Measure Qualifications:

If the provider is not currently utilizing a standard depression screening tool, this would have to be
implemented during the pilot period.

The following link may be used to obtain additional information regatling the specific instructions on
the measurement qualifications/definitions and data collection. This is provided without assurances:

http://www.medicaid.gov/Medicaid -CHIP-Program-Information/By -Topics/Quality-of-
Care/Downloads/Medicaid-Adult-Core-SetManual.pdf

Measure Collection Description \

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided i
Section IlI.

DSRIP hcentive Impact |

Project Title: Project Code: Payment Method:
Project 5- Electronic SelfAssessment Decision Support 5.3 Pay for Reporting
Tool

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

68
Substance Use Disorders: Screening for

Depression Among Patients with Substance Abuse
or Dependence

Measure Description:
The percentage of patients aged 18 years and older with a diagnosis of current substance abuse or

dependence who were screened for depression within the 12 nmoh reporting period.

Data Source: NQF #:

Chart/ EHR Not Found
Measure Steward: Measure Steward Version:
AMA-PCPI May 2008

Numerator:

Patients who were screened for depression within the 12 month reporting period.
(CPT Category Il code: 1220f Patients screened for depressionjAppendix A-97)

Denominator:

| # OEA ET OPEOAI 60 AOOOEAOOAAIT A . Ax *AOOAU , 1 x
with a diagnosis of depression or current substance abuse oegdendence.

Diagnosis code (Appendix A5)

AND

Service code (Appendix A6)

Exclusion(s):
1. Documentation of medical reason(s) for not screening for depression within the 12 month
reporting period. (Append modifier to CPT Category Il: 1220P) (Appendix A-98)

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

The following link(s) may be used to obtain additional information regarding the original measure
specification. This is provided without assirances.:

http://www.ama -assn.org/amal/pub/upload/mm/pcpi/sud_ws_final.pdf
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Measure Collection Description

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY 2014
Risk Adjustment:No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section .

DSRIPIncentive Impact |

Project Title: Project Code: Payment Method:
Project 9z Hospital-wide Screening for Substance Use 9.2 Pay for Reporting
Disorder

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

80
Timely Transmission of Transition Record

Measure Description:
Percentage of patients, regardless of age, discharged from an inpatient facility to home or any other

site of care for whom a transition record was transmitted to the facility or primary physician or other
health care professional designated for followup care within 24 hours of discharge.

Data Source: NQF #:
Chart/EHR 0648

Measure Steward: Measure Steward Version:
AMA-PCPI 2009

Numerator:

Patients for whom a transition record was transmittedto the facility or primary care physician or other
health care professional designated for followup care within 24 hours of discharge.

Transitionrecord-A AT OAh OOAT AAOAEUAA OAO T £ AAOAtmAnL, Al AT 00
and care plan that is discussed with and provided to patient in printed or electronic format at each

transition of care, and transmitted to the facility/physician/other health care professional providing

follow-up care. Electronic format may be proded only if acceptable to patient.

Transmitted - transition record may be transmitted to the facility or physician or other health care
professional designated for followup care via fax, secure-eail, or mutual access to an electronic
health record (EHR).

Primary physician or other health care professional designated for followip care- may be a
designated primary care physician (PCP), medical specialist, or other physician or health care
professional

Denominator:

Of the New Jersey Low Income attsuted population, all patients, regardless of age, discharged from an
inpatient facility (i.e.hospital inpatient) to home/self care or any other site of carevith a diagnosis of
care or working diagnosis ofCongestive Heart Failure (CHFseeTable 80.1for codes to identify

patients discharged from an inpatient facility
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Table 80.1: Codes to Identify Patients Discharged from Inpatient Facility  (Appendix A -30)
Type of Bill Revenue Code Discharge Status
(Form Locator 04, (Form Locator (Form Locator 17,

UB-04) 42, UB-04) UB-04)

0111, 0121, 0114, 0124,
0211, 0214, 0221, 0224, AND AND gi g; gg gj gg gg ;18 50, 51,
0281, 0284, 0131, 0134 T T e

01, 02, 03, 04, 05, 06, 43, 50, 51,
0131, 0134 AND | 0762, 0490, 0499 | AND 61 62. 6364, 65, 66, 70,

Exclusion(s):
1 Patients who expired (Table 80.2)
9 Patients who left against medical advice or discontinued car€Table 80.2)

Table 80.2: Codes to Identify Discharge Exclusions

07 z Left Againg Medical Advice or Discontinued Care
Discharge Status | 20 z Expired
(Form Locator 17, | 40 z Expired at Home
UB-04) 41 z Expired in a Medical Facility
42 z Expired, Place Unknown

Result:
The result is expressed as a percentage.

Improvement Direction:
Higher

Measure Qualifications:

Data Elements:

Diagnosis of Care (Working Diagnosis)

Patient Discharge Status Code

Discharge date

Patient Discharge Summary Transmission Date

= =8 =8 =9

The addition of the diagnosis was included to track only CHF discharges.

The following link may be used to obtain additioml information regarding the original measure
specifications. This is provided without assurances:

http://www.ama_-assn.org/amal/pub/upload/mm/pcpi/care -transitions-ms.pdf
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Measure Collection Description

Setting of Care: Reporting Period:
Inpatient or Emergency Department 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period:
6 month period SA Julyz December 2014
Risk Adjustment No Sampling:Yes

Sampling or Risk Adjustment Methodology

This measure is to be collected and reported by the hospital following the sampling guidance provided il
Section Ill.

DSRIP Incentive Impact

Project Title: Project Code: Payment Method:
Project 6- Care Transitions Intervenion Model to Reduce | 6.9 P4pP

30-Day Readmissions for Chronic Cardiac Conditions A

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

87
Weight Assessment and Counseling for Nutrition

and Physical Activity for Children/Adolescents

Measure Description:
Percentage of patients 317 years of age who had an outpatient visit with a PCP or OB/GYN and who he

evidence of the following during the measurement year:

1. Body Mass Index (BMI) percentile docmentation*
2. Counseling for nutrition
3. Counseling for physical activity

*Because BMI norms for youth vary with age and gender, this measure evaluates whether BMI percentile is assessed rather tl
absolute BMI value.

Data Source: NQF #:
Chart/ EHR 0024
Measure Steward: Measure Steward Version:
NCQA 2016
Measure Calculation Description
Numerator:

Patients who had an outpatient visit{Appendix A-32) with a PCP or OB/GYN and who had evidence of
the following during the measurement yeatr:

1. BMI percentle during the measurement year(Table 87.1) (Appendix A- 42)

2. Counseling for nutrition (Table 87.1)(Appendix A- 40) or referral for nutrition education
during the measurement year.

3. Counseling for physical activity (Table 87.1jAppendix A- 41) or referral for physical
activity during the measurement year.

Table 87.1: Codes to Identify BMI Percentile, Counseling for Nutrition and Counseling for Physical Activit

ICD-9-CM ICD-10 CM

Description CPT Diagnosis Diagnosis

BMI percentile Vv85.51- 768.51-768.54
Vv85.54
Counseling for nutrition | 97802- V65.3 Z71.3 G0270, G0271, S9449,
97804 S9452, S9470G0447

Counseling for physical V65.41 Z71.89 S9451, G0447
activity

Numerator Inclusion Criteria:

BMI Percentile:
Documentation must include height, veight and BMI percentile during the measurement year. The
height, weight and BMI must be from the same data source.
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Either of the following meets criteria for BMI percentile:
1 BMI percentile,or
1 BMI percentile plotted on agegrowth chart.

Counseling for Nutrition:
Documentation must include a note indicating the date and at least one of the following:

Discussion of current nutrition behaviors (e.g., eating habits, dieting behaviors).
Checklist indicating nutrition was addressed.

Counseling or referralfor nutrition education.

Member received educational materials on nutrition.

Anticipatory guidance for nutrition.

Weight or obesity counseling.

E R I

Counseling for Physical Activity:
Documentation must include a note indicating the date and at least one ogtifiollowing:

9 Discussion of current physical activity behaviors (e.g., exercise routine, participation in sports
activities, exam for sports participation).

Checklist indicating physical activity was addressed.

Counseling or referral for physical activity.

Member received educational materials on physical activity.

Anticipatory guidanceOD A AE /EE A  PHysic@ achvityAEET A8 O

Weight or obesity counseling.

E R

Numerator Exclusions Criteria:
The following notations or examples of documentation do not countsanumerator compliant:

BMI:

1 No BMI or BMI percentile documented in medical record or plotted on aggrowth chart.
1 Notation of height and weight only.

Nutrition and Diet:

1 No counseling/education on nutrition and diet.

1 Counseling/education before or after he measurement year.

T .1 OAOGET1T 1 &£ OEAAI OE AAOGAAOGEITo6 1T O OAT OEAEDPAOI
nutrition.

1 A physical exam finding or observation alone (e.g., wellourished) is not compliant
because it does not indicate counseling for nutritio.

Physical Activity:
1 No counseling/education on physical activity.

T .1 O0A0ETT 1T &£ OAI AAOGAA &I O cUi Al AOGOGs ATTTA xEC
I Counseling/education before or after the measurement year.
T .1 OAQET1T 1 &£ OEAAI OE APDEAADCERDO xEOEOADOBABRAELE KE

physical activity.
1 Notation of anticipatory guidance related solely to safety (e.g., wears helmet or water
safety) without specific mention of physical activity recommendations.
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1 Notation solely related to screen time ¢omputer or television) without specific mention of
physical activity.

Services may be rendered during a visit other than a wedlhild visit. These services count if the
specified documentation is present, regardless of the primary intent of the visitServices specific to an
AAOOA T O AEOITEA AiTTAEOQOEITT AT 110 AT O1 O O1 xAOA OEA

DEUOEAAI AAOEOEOUG6 ET AEAAOQOI 008

The Total sample is stratified by age to report rates:
1. 3through 11 years of age
2. 12 through 17 years ¢ age
3. Total 3717 years of age

Denominator:

Of the New Jersey Low Income attributed populationthose patients who are 317 years of age as of
December 31 of the measurement year who had an outpatient visit (Table 87.2) with a PCP or an
OB/GYN duringthe measurement year.

Table 87.2: Codes to Identify Outpatient Visits
CPT | UB Revenue HCPCS

99201-99205, 99211-99215, | 0510-0519, 0520-0523, G0402, G0438, G0439, G0463,
99217-99220, 99241-99245, | 0526-0529, 0982, 0983 T1015

99341-99345, 99347-99350,
99381-99387, 99391-99397,
99401-99404, 99411,
99412, 99420, 99429,
99455, 99456

Exclusion(s):
Patients who have a diagnosis of pregnancy (Table 8F.@\ppendixz50) during the measurement
year.

Result:
The result is expressed as a percentage.

Improvement Di rection:
Higher

Measure Qualifications:

Please note4 E A A(;A OOOAOE)AEEAJA@E)IOI d /H)AI(;@A)I XE1 I AA 1T 1T1TEOQI C
incentive award for this measure.

The following link may be used to obtain additional information regarding tle specific instructions on
the measurement qualifications/definitions and data collection. This is provided without assurances:

http://www.qualitymeasures.ahrg.gov/content.aspx?id=48584
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Measure Collection Description

Setting of Care: Reporting Period:
Outpatient Annual ; April

Experience Period: Baseline Period:
Calendar Year CY 2014

Risk Adjustment: NO Sampling:Yes

Sampling or Risk Adjustment Methodology

This measureis to be collected and reported by the hospital following the sampling guidance provided in
Sectionlll.

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method
Project 4z Day Program and School Support Expansion 4.4 Pay for Reporting
Project Title: Project Code: Payment Method
Project 5z Electronic SelfAssessment Decision Support 5.5 Pay for Reporting
Tool

Project Title: Project Code Payment Method:
Project 15- After-School Obesity Program 15.3 P4pP

Universal Measure: Universal @de: Payment Method:

No NA NA
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Measure: DSRIP #:

1
30-Day All-Cause Readmission Following Acute

Myocardial Infarction (AMI) Hospitalization

Measure Description:
The measure estimates a hospitekvel, risk-standardizedreadmission rate (RSRR) following acute
myocardial infarction (AMI) hospitalization.

Data Source: NQF #:
MMIS Based on 0505
Measure Steward: Measure Steward Version:
CMS March 2013, Version 6.0

Measure Calculation Description

This outcome measure des not have a traditional numerator and denominator. The outcome for this
measure is 30day all-cause readmission from the date of discharge of the indexcute myocardial
infarction (AMI) admission.

readmissions/£l O OEA ET OPEOAI 60 . Ax *AOOGAU ,1x YT AT I A PI P
discharged from New Jersey acute care hospitals having a principal diagnosis of AMI. (Tdblg

Table 1.1: Codes to Identify Acute Myocardial Infarction
ICD-9-CM Diagnosis Codes
410.00 AMI (anterolateral wall) z episode of care unspecified
410.01 AMI (anterolateral wall) Z initial episode of care
410.10 AMI (other anterior wall) Z episode of care unspecifid
410.11 AMI (other anterior wall) z initial episode of care
410.20 AMI (inferolateral wall) z episode of care unspecified
410.21 AMI (inferolateral wall) z initial episode of care
410.30 AMI (inferoposterior wall) z episode of care unspecified
410.31 AMI (inferoposterior wall) z initial episode of care
410.40 AMI (other inferior wall) z episode of care unspecified
410.41 AMI (other inferior wall) zZ initial episode of care
410.50 AMI (other lateral wall) z episode of care unspecified
410.51 AMI (other lateral wall) z initial episode of care
410.60 AMI (true posterior wall) z episode of care unspecified
410.61 AMI (true posterior wall) z initial episode of care
410.70 AMI (subendocardial)z episode of care unspecified
410.71 AMI (subendocardial)z initial episode of care
410.80 AMI (other specified site)z episode of care unspecified
410.81 AMI (other specified site)z initial episode of care
410.90 AMI (unspecified site)z episode of care unspecified
410.91 AMI (unspecified site)z initial episode of care

Note: 410.x2 (AMI, subsequent episode of care) is not included.

The measure assessamplanned readmissionwithin a 30-day period from the date of dischargef
an index admission. This standard time period is necessary so that the oatne for each patient is
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measured uniformly. The 30day time frame isaclinically meaningful period for hospitals to
collaborate with their communities in an effort to reduce readmissions.

Admissions not counted as readmissions:
As published in the measte steward specifications, CMS follows a Planned Readmission Algorithm
based on three principles:

1. A few specific, limited types of care are always considered planned (obstetric
delivery, transplant surgery, maintenance chemotherapy/ radiotherapy/
immunotherapy, rehabilitation);

2. Otherwise, a planned readmission is defined as a neatute readmission for a
scheduled procedure; and

3. Admissions for acute illness or for complications of care are never planned.

The algorithm identifies admissions that are typicdly planned and may occur within 30 days of
discharge from the hospital. The details of thendexadmission (diagnosis or procedures) are not
considered when determining whether a readmission is planned.

Index admission z is the hospitalization considered for the readmission outcome.

Patients with an index hospitalization within an acute care hospital are included if they have been a
New JrseyLow Income population member for the365 days prior to the Index Discharge date through
30 days following the irdex discharge date tensure a full year of administrative daa for risk
adjustment.

Index AdmissioreExclusiorgs):
1. Patients with an inthospital death: Admissions for patients with an irhospital death are
excluded because they are not eligible for readrssion.

2. Less Than 30 Days Postischarge Information: Admissions for patients without at least 30 days
post-discharge as a member of the New Jersey Low Income population are excluded because
the 30-day readmission outcome cannot be assessed for this group.

3. Transfers: Admissions for patients having a principal diagnosis of AMI during the index
hospitalization and subsequently transferred to another acute care facility are excluded
because this measure applies to discharges to n@tute care settings.

a. Admissions to another hospital within one day of discharge are considered transfers,
regardless of the disposition of the previous admission.

4. Discharges Against Medical Advice (AMARatients who were discharged against medical
advice (AMA)

5. Same Day DischargePatients admitted and discharged on the same day are not included
because it is unlikely these are clinically significant AMIs.

6. Admissions within 30 days of discharge from an index admission will not be considered index
admissions. No hospitalization wil be counted as both a readmission and an index admission
within the same measure. However, because cohorts for the readmission measures are
determined independently of each other, a readmissioin one measure (e.g. DSRIPHAMI)
may qualify as an indexadmission in another readmission measure (e.g. DSRIP # 2 COPD).
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If a patient is readmitted to the same hospital on the same day of discharge for the sapnmcipal
diagnosis as the index admission, the measupembineshoth stays to account for the index dmission.

If a patient is readmitted to the same hospital on the same day as the index admission wittitierent
principal diagnosisfrom the index admission, this is considered as a readmission.

Readmissions for transferred patients are attributed to tle hospital that ultimately discharges the
patient to a nonacute care setting (e.g., to home or a skilled nursing facility). If a patient is admitted to
Hospital A, transferred to Hospital B, and ultimately discharged from Hospital B to a netute care
setting, a readmission within 30 days of discharge to any acute care hospital is attributed to Hospital B.

If a patient has more than one unplanned admission within 30 days of discharge from the index
admission, only the first one is counted as a readmission

If the first readmission after discharge is planned, then no readmission is considered in the outcome,
regardless of whether a subsequent unplanned readmission takes place because it would be unfair to
attribute the unplanned readmission back to the car received during the index admission.

Input Data -

The measure estimates hospitalevel 30-day allcause RSRR for AMI using hierarchical logistic
regression modeling (a form of hierarchical generalized linear modeling [HGLM]).

The following four input flesare OOAA ET OEA 9AT A ' 01 6P38O 3! 3 POI COAI
(Readmission Measures 2013 SAS Pack) is made available to the public and is designed to be used with
pre-processed CMS administrative data for the analysis of the Medicare population. eTlayout for

these input files is specified in the2013 SAS Package Software Documentatiomn order to use this

program to calculate readmission measures for &v JA O O Adwdn€omepopulation, the fields

relevant to Medicaidwere identified. Medicare éta elementswere then crosswalked to appropriate

Medicaid counterparts.

1. Index File - This file containsindexhospitalizations (discharges fromacute inpatient
facilities) for patients with a principal diagnosis of acute myocardiainfarction .

2. Post-Ind ex File - This file containsreadmissiondo acute inpatientfacilities for those
patients identified in the Index File.

3. Diagnosis History File - This file contains all the diagnosis codes for a patient in the Index
File during the 365 day period prior tothe index admission

4. Procedure History File - This file contains all the procedure codes for a patient in the
Index Fileduring the 365 day period prior to the index admission

The model seeks to adjust for case differences based on the clinical statfishe patient at the time of
the index admission. Accordingly, only comorbidities that convey information about the patient at that
time or in the 12 months prior, and not complications that arise during the course of the index
hospitalization, are included in the risk adjustment.
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Then, inbrief, the risk approachtaken simultaneously models two levels (patient and hospital) to
account for the variance in patient outcomesvithin and betweenhospitals. At the patient level, the
model adjusts the logodds ofa hospital readmission within 30-days of discharge for age, sex, selected
clinical covariates, and a hospitakpecific intercept. At the hospital level, it models the hospitedpecific
intercepts as arising from a normal distribution. The hospital interceprepresents the underlying risk
of a readmission at the hospital, after accounting for patient risk. The hospitapecific intercepts are
given a distribution in order to account for the clustering (norindependence) of patients within the
same hospital If there were no differences among hospitals, then after adjusting for patient risk the
hospital intercepts should be identical across all hospitals.

4EA 2322 EO AAI AOI AGAA AO OEA OAOEI 1 &£ OEA 101 AAO
O A @ b ArRd@rigsions, multiplied by the New Jersey unadjusted readmission rate. For each hospital,

OEA O1 61 AOGAOGT 06 1T &£# OEA OAOGET EO OEA 101 AAO 1T £ OAAA
ET OPEOAI 80 PAOA O AT-ARD Kk ESOEATEIGPATT A AO ARO AGEDR T O1 A,

OAAAI EOOETI T 0 AgpAAOGAA 11 OEA AAOGEO | AmiaHWs OOAOAGSO
APDPOI AAE EO ATAIT CIi 00 Oi A OAOGET 1 & O AOAOOAAS OF
It conceptually allows/El O A AT I PAOEOIT 1T £ A PAOOEAOI-Mxdoasl OPEOAI

AOAOACA ET OPEOAI 8§ O b A Ok OHud & Idwkr raticitdieate®IBwkithenA T A AAOA
expected readmission (i.e., better quality), and a higher ratio indicates highthan-expected
readmission (i.e., worse quality).

The results will be stratified into the following age stratifications:
1. 18 through 64 years
2. 65 years and above
3. Total: 18 and above

’ Count of Count of 30-Day Predicted Expected RSRR

Index Stays Readmissions Readmission | Readmission | Adjusted Rate
18 - 64 years
65 years and above
Total: 18 and above

Result:
The result is expressed as a rate.

Measure Qualifications:

Please noteThe measure steward age stratification is based on Maxdire age groupings. This has been
adjusted to follow the Medicaid Adult Code age categories.

The following link(s) may be used to obtain additional information regarding the original measure
specification and risk standardization methodology. This is proded without assurances.:

http://www.jointcommission.org/core_measure_sets.aspx

http://qualitynet.org/dcs/ContentServer?cid=1219069855841&pagename=0QnetPublic%2FPa
0e%2FQnetTier4&c=Page
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Measure Collection Description

Setting of Care: Reporting Period:
Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target GoalITG): Absolute ITG Value:
TBD TBD
Attribution Date: Anchor Date:
Last day of measurement period Index discharge
Claim Tvpe(s): 01 z Inpatient Hospital .
ype(s) 02 £ Long Term Care 09 7 Supplies, DME 16zlab _
) . 10 z Podiatry 17 z Prosthetic and Orthotics
03 z Outpatient Hospital
01. 14 04 7 Physician 11 z Dental 18 z Independent Clinic
! 05 < Ch?,ro ractor 12 z Pharmacy 19 z Psychologists
< P 13 7 EPDST/Healthstart 21 z Optometrists
06 z Home Health 14 7 Institutional 22 7 Mid Level Practit
O7zTransportation Z nstltuthna Crossover ZMiI _eve ! ractitioner
08 2 Vision 15 z Professional Crossover 23 z Hearing Aid
Continuous Eligibility Period: Yes Risk Adjustment:Yes Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

Continuous Eligibility z
The patient is to be continuously enrolled for the 365 days prior to the Index discharge date through 30
days with no more than a 45 day gap during the year.

Risk Adjustment -

Our approach to risk adjustment is tailoredto and appropriate for a publicly reported outcome measure,
AO AOOEAOI AGAA ET OEA 'i AOEAAT (AAOO ' OOI AEAOQE
-TAAT O 50AA &£ O 00OAI EA 2API OOCET ¢ 1T &£ (AA1I OE 1 OC

The measureadjusts for key variables that are clinically relevant and have strong relationships with the
outcome (e.g., age, sex, comorbid diseases, and indicatorfraifty). For each patient, covariates are
obtained from administrative data extending 12 months pror to, and including, the index admission. For
all patients, information from MMIS inpatient claims, physician claims and hospital outpatient claims are
used for risk adjustment.

DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 6- Care Transitions Intenention Model to Reduce | 6.7 P4P

30-Day Readmissions for Chronic Cardiac Conditions

Project Title: Project Code: Payment Method:
Project 7- Extensive Patient CHH-ocused Multi 7.8 P4pP
Therapeutic Model

Project Title: Project Code: Payment Method:
Project8 - The Congestive Heart Failure Program (CHFP) | 8.8 P4P

Universal Measure: Universal Code: Payment Method:
Yes 43 UPPSubstitution
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Measure: DSRIP #:

2
30-Day All-Cause Readmission Following Chronic

Obstructive Pulmonary Disease (CO PD)
Hospitalization

Measure Description:
The measure estimates a hospitdkvel, risk-standardized readmission rate (RSRR) following Chronic

Obstructive Pulmonary Disease (COPD) hospitalization.

Data Source: NQF #:
MMIS Based on 1891
Measure Steward: Measure Steward Version:
CMS September 2011

Measure Calculation Description

This outcome measure does not have a traditional numerator and denominator. The outcome for this

measure is 30day all-cause readmission from the date of dischargef the index Chronic Obstructive

Pulmonary Disease (COPD) admission.

4EA OAOA EO A OOAOGEOOEAAI T U AAI AOI AGAA ODPOAAEAOGAA
OAAAI EOOEITO &£ O OEA ET OPEOAI 60 . Ax 8yedOaddhaltler, T x ) 1
discharged from New Jersey acute care hospitals having a principal diagnosis of COPD (Table 2.1) or a
principal diagnosis of respiratory failure with a secondary diagnosis of acute exacerbation of COPD
(AECOPD]Table 2.2).

0
A

Table 2.1: Codes to Identify COPD
ICD-9-CM Diagnosis Codes

491.21 OBS CHR BRONC W(AC) EXAC
491.22 OBS CHR BRONC W AC BRONC
491.8 CHRONIC BRONCHITIS NEC
491.9 CHRONIC BRONCHITIS NOS
492.8 EMPHYSEMA NEC
493.2 CHRONIC OBSTRUCTIYSTHMA
493.21 CHRONIC OBSTRUCTIMETHMA
493.22 CHRONIC OBSTRUCTI¥STHMA
496 CHR AIRWAY OBSTRUCT NEC
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Table 2.2: Codes to Identify Principal diagnosis of respiratory failure and a secondary diagnosis of acute
exacerbation of COPD (AECOPD

' ICD-9-CM Principal Diagnosis Codes | ICD-9-CM Secondary Diagnosis Codes

OTHER DISEASES OFNG; ACUTE
518.81 RESPIRATORY FAILUREDS 491.21 | OBS CHR BRONC W(AC) EXAC
OTHER DISEASES OFNG; ACUTE
518.82 RESPIRATORY FAILURE AND |491.22 | OBS CHR BRONC W AC BRON(
OTHER DISEASES OFNG; ACUTE CHRONIC OBSTRUCTIVE
518.84 RESPIRATORY FAILURE 493.21 | ASTHMA
OTHER ILEDEFINED AND UNKNOWN
CAUSES OF MORBIDIRKD CHRONIC OBSTRUCTIVE
799.1 MORTALITY 493.22 | ASTHMA

The measure assessamplanned readmissionwithin a 30-day period from the date of dischargef
an index admission. This standard time period is necessary so that the outcome for each patient is
measured uniformly. The 30day time frame is a clinically meaningful period for hospitals to
collaborate with their communities in an effort to reduce readmissions.

Admissions not counted as readmissions:
As published in the measure steward specifications, CMS follows a Planned Readmission Algorithm
based on three principles:

1. A few specific, limited types of care are always considered planned (obstetric
delivery, transplant surgery, maintenance chemotherapy/ radiotherapy/
immunotherapy, rehabilitation);

2. Otherwise, a planned readmission is defined as a neatute readmission for a
scheduled procedure; and

3. Admissions for acute illness or for complications ofare are never planned.

The algorithm identifies admissions that are typically planned and may occur within 30 days of
discharge from the hospital. The details of thaendexadmission (diagnosis or procedures) are not
considered when determining whether areadmission is planned.

Index admission_z is the hospitalization considered for the readmission outcome.

Patients with an index hospitalization within an acute care hospital are included if they have been a
New Jersey Low Income population member foihe 365 days prior to the Index Discharge date through
30 days following the index discharge date to ensure a full year of administrative data for risk
adjustment.

Index AdmissiorExclusiorgs):
1. Patients with an inthospital death: Admissions for patients vith an in-hospital death are
excluded because they are not eligible for readmission.

2. Less Than 30 Days Postischarge Information: Admissions for patients without at least 30 days
post-discharge as a member of the New Jersey Low Income population are edeld because
the 30-day readmission outcome cannot be assessed for this group.

3. Transfers: Admissions for patients having a principal diagnosis of COPD ogprincipal diagnosis
of respiratory failure with a secondary diagnosis of acute exacerbation of COREECOPD)
during the index hospitalization and subsequently transferred to another acute care facility are
excluded because this measure applies to discharges to nanute care settings.
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a. Admissions to another hospital within one day of discharge are consded transfers,
regardless of the disposition of the previous admission.

4. Discharges Against Medical Advice (AMA): Patients who were discharged against medical
advice (AMA).

5. Admissions within 30 days of discharge from an index admission will not be congided index
admissions. No hospitalization will be counted as both a readmission and an index admission
within the same measure. However, because cohorts for the readmission measures are
determined independently of each other, a readmission in one measure.. DSRIP # 1 AMI)
may qualify as an index admission in another readmission measure (e.g. DSRIP # 2 COPD).

If a patient is readmitted to the same hospital on the same day of discharge for the same principal
diagnosis as the index admission, the measuoembinesboth stays to account for the index admission.

If a patient is readmitted to the same hospital on the same day as the index admission wittiierent
principal diagnosisfrom the index admission, this is considered as a readmission.

Readmissions 6r transferred patients are attributed to the hospital that ultimately discharges the
patient to a nonacute care setting (e.g., to home or a skilled nursing facility). If a patient is admitted to
Hospital A, transferred to Hospital B, and ultimately discirged from Hospital B to a noracute care
setting, a readmission within 30 days of discharge to any acute care hospital is attributed to Hospital B.

If a patient has more than one unplanned admission within 30 days of discharge from the index
admission, orly the first one is counted as a readmission.

If the first readmission after discharge is planned, then no readmission is considered in the outcome,
regardless of whether a subsequent unplanned readmission takes place because it would be unfair to
attribu te the unplanned readmission back to the care received during the index admission.

Input Data -

The measure estimates hospitalevel 30-day allcause RSRR for CORID a principal diagnosis of
respiratory failure with a secondary diagnosis of acute exackation of COPD (AECOPDising
hierarchical logistic regression modeling (a form of hierarchical generalized linear modeling [HGLM)]).

4EA A 11T xETC £ 00 EI POO Z£EI A0 AOA OOGAA ET OEA
(Readmission Measures 2013AS Pack) is made available to the public and is designed to be used with
pre-processed CMS administrative data for the analysis of the Medicare population. The layout for
these input files is specified in the2013 SAS Package Software Documentatiotn ader to use this

DOl COAI O1I AAlI AOI AGA OAAAT EOCOEIT 1T AAOGOOAOG A& O
relevant to Medicaid were identified. Medicare data elements were then crosglked to appropriate
Medicaid counterparts.

1. Index File - This file containsindexhospitalizations (discharges fromacute inpatient
facilities) for patients with a principal diagnosis of COPDr a principal diagnosis of
respiratory failure with a secondary diagnosis of acute exacerbation of COPD (AECQPD)
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2. Post-Index Fil e - This file containsreadmissiondo acute inpatientfacilities for those
patients identified in the Index File.

3. Diagnosis History File - This file contains all the diagnosis codes for a patient in the Index
File during the 365 day period prior to the ndex admission.

4. Procedure History File - This file contains all the procedure codes for a patient in the
Index File during the 365 day period prior to the index admission.

The model seeks to adjust for case differences based on the clinical status ofgh#ent at the time of
the index admission. Accordingly, only comorbidities that convey information about the patient at that
time or in the 12 months prior, and not complications that arise during the course of the index
hospitalization, are included in he risk adjustment.

Then, in brief, the risk approach taken simultaneously models two levels (patient and hospital) to
account for the variance in patient outcomesvithin and betweenhospitals. At the patient level, the
model adjusts the logodds of a hosjtal readmission within 30-days of discharge for age, sex, selected
clinical covariates, and a hospitakpecific intercept. At the hospital level, it models the hospitadpecific
intercepts as arising from a normal distribution. The hospital intercept repesents the underlying risk
of a readmission at the hospital, after accounting for patient risk. The hospitapecific intercepts are
given a distribution in order to account for the clustering (nonindependence) of patients within the
same hospital. If thee were no differences among hospitals, then after adjusting for patient risk the
hospital intercepts should be identical across all hospitals.

AEA 2322 EO AAI AOi AGAA AOG OEA OAOGEIT 1 &# OGEA 101 AAO

OA @b A A O Aigsions, Altiblied by the New Jersey unadjusted readmission rate. For each hospital,

OEA O1 O6i AOAOGI 06 1T £ OEA OAOGET EO OEA 101 AAO T £ OAAA
ET OPEOAI 80 DPAOAI Of AT-ABRohx EDEA EOBAIT QOABIDIABE A AIOBAI AAO

OAAAT EOOEI 1O AgpAAOAA 11 OEA AAOEO 1 AmRHHs OOAOABSO
AppOi AAE EO AT AT T¢I OO0 O1 A OAOEI 1 &£ Ol AGAOOAASG OI
It conceptually allows foraAT | PAOEOI T 1T £ A DPAOOEAOI AO HniixGommk OATl 6 O

AOAOACA ET OPEOAI 8§ O b A Ok OHud) & Idwkr raticitdiEate®IBwkithenA T A AAOA
expected readmission (i.e., better quality), and a higher ratio indicates high#¢han-expected
readmission (i.e., worse quality).

The results will be stratified into the following age stratifications:
1. 18through 64 years
2. 65 years and above
3. Total: 18 and above

’ Count of Count of 30-Day Predicted Expected RSRR

Index Stays Readmissions Readmission | Readmission | Adjusted Rate

18 - 64 years
65 years and above
Total: 18 and above

Result:
The result is expressed as a rate.
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Measure Qualifications:
Please noteThe measure steward age stratification is based on Medicargagroupings. This has been
adjusted to follow the Medicaid Adult Code age categories.

The following link(s) may be used to obtain additional information regarding the original measure
specification and risk standardization methodology. This is provided wihout assurances.:

http://www.jointcommission.org/specifications_manual_for_national_hospital_inpatient_gualit
y_measures.aspx

https://qualitynet.org/dcs/ContentServer?cid=1228773353043&pagename=QnetPublic%2FP
age%2FQnetTier4&c=Page

Measure Collection Description

Setting of Care: Reporting Period:
Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target Goal (ITG): Absolute ITG Value:
NA NA
Attribution Date: Anchor Dae:
Last day of measurement period Index discharge
Claim Type(s): 8; Z Inpatient Hospital 09 z Supplies, DME 16 z Lab
ZLong Term Care ; . .
03 . ; 10 z Podiatry 17 z Prosthetic and Orthotics
Z Outpatient Hospital =
01. 14 04 7 Physician 11 z Dental 187 Independe_nt Clinic
! 05 7 Chiropractor 12 z Pharmag 19 z Psychologists
< P 13 7 EPDST/Healthstart 21 z Optometrists
06 z Home Health o ) .
0 . 14 z Institutional Crossover 22 z Mid Level Practitioner
7 Z Transportation - : .
08 7 Visi 15 z Professional Crossover 23 z Hearing Aid
Z Vision
Continuous Eligibility Period: Yes Risk Adjustment:Yes Sampling:No
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Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

Continuous Eligibility z
The patient is to be continuously enrolled for the 365 days prior to the Index discharge date through 30
days with no more han a 45 day gap during the year.

Risk Adjustment -
Our approach to risk adjustment is tailored to and appropriate for a publicly reported outcome measure,

AO AOOEAOI AGAA ET OEA 1i ACEAAT (AAOO ! 00T AidalA OE
-T AA1T O 50AA A1 O 00AI EA 2APT OOET C T & (AAlI OE 1 O6C

The measure adjusts for key variables that are clinically relevant and have strong relationships with the
outcome (e.g., age, sex, comorbid diseases, and indicatorfaity). For each patient, covariates are
obtained from administrative data extending 12 months prior to, and including, the index admission. For
all patients, information from MMIS inpatient claims, physician claims and hospital outpatient claims are
used Dr risk adjustment.

DSRIP Incentive Impact

Project Title: Project Code: Payment Method:

NA NA NA

Universal Measure: Universal Code: Payment Method:
Yes 45 UPPSubstitution
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Measure: DSRIP #:

3
30-Day All-Cause Readmission Following Heart

Failure (HF) Hospital ization

Measure Description:
The measure estimates a hospitakvel, risk-standardized readmission rate (RSRR) following heart

failure (HF) hospitalization.

Data Source: NQF #:
MMIS Based on 0330
Measure Steward: Measure Steward Ver®n:
CMS March 2013, Version 6.0

Measure Calculation Description

This outcome measure does not have a traditional numerator and denominator. The outcome for this

measure is 30day all-cause readmission from the date of discharge of the index heart failure i

admission.

4EA OAOA EO A OOAOEOOEAAIT U AAlI AOI AOGAA OPOAAEAOAA
OAAAI EOOEITO &£ O OEA ET OPEOAI 60 . Ax *AOOGAU ,1 x )i
discharged from New Jersey acute cafespitals having a principal diagnosis of HF. (Table 3.1)

0
A

Table 3.1: Codes to Identify Heart Failure
ICD-9-CM Diagnosis Codes

402.01 MAL HYPERT HRT DIS W HF
402.11 BENIGN HYP HT DIS W HF
402.91 HYP HT DIS NOS W HT FAIL
404.01 MAL HYP HT/KD IV W HF
404.03 MAL HYP HT/KD STG V W HF
404.11 BEN HYP HT/KDAIV W HF
404.13 BEN HYP HT/KD STG V W HF
404.91 HYP HT/KD NOS-IV W HF
404.93 HYP HT/KD NOS ST V W HF
428.XX HEART FAILURE

The measure assessamplanned readmissionwithin a 30-day period from the date of discharge of
an index admission. This standard time period is necessary so that the outcome for each patient is
measured uniformly. The 30day time frame is a clinically meaningful period for hospitals to
collaborate with their communities in an effort to reduce readmissions.

Admissions not counted as readmissions:
As published in the measure steward specifications, CMS follows a Planned Readmission Algorithm
based on three principles:
1. A few specific, limited types of care are always consided planned (obstetric
delivery, transplant surgery, maintenance chemotherapy/ radiotherapy/
immunotherapy, rehabilitation);
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2. Otherwise, a planned readmission is defined as a nacute readmission for a
scheduled procedure; and
3. Admissions for acute illnesor for complications of care are never planned.

The algorithm identifies admissions that are typically planned and may occur within 30 days of
discharge from the hospital. The details of thendexadmission (diagnosis or procedures) are not
considered when determining whether a readmission is planned.

Index admission z is the hospitalization considered for the readmission outcome.

Patients with an index hospitalization within an acute care hospital are included if they have been a
New Jersey Low Incom@opulation member for the 365 days prior to the Index Discharge date through
30 days following the index discharge date to ensure a full year of administrative defior risk
adjustment.

Index AdmissiorExclusiorgs):
1. Patients with an inthospital death: Adnissions for patients with an inhospital death are
excluded because they are not eligible for readmission.

2. Less Than 30 Days Postischarge Information: Admissions for patients without at least 30 days
post-discharge as a member of the New Jersey Low Ime population are excluded because
the 30-day readmission outcome cannot be assessed for this group.

3. Transfers: Admissions for patients having a principal diagnosis ¢fFduring the index
hospitalization and subsequently transferred to another acute carfacility are excluded
because this measure applies to discharges to n@tute care settings.

a. Admissions to another hospital within one day of discharge are considered transfers,
regardless of the disposition of the previous admission.

4. Discharges AgainsMedical Advice (AMA): Patients who were discharged against medical
advice (AMA).

5. Admissions within 30 days of discharge from an index admission will not be considered index
admissions. No hospitalization will be counted as both a readmission and an indeamission
within the same measure. However, because cohorts for the readmission measures are
determined independently of each other, a readmission in one measure (e.g. DSRIP # 1 AMI)
may qualify as an index admission in another readmission measure (e.g.FOB # 2 COPD).

If a patient is readmitted to the same hospital on the same day of discharge for the same principal
diagnosis as the index admission, the measuoembineshoth stays to account for the index admission.

If a patient is readmitted to the sameéhospital on the same day as the index admission withdifferent
principal diagnosisfrom the index admission, this is considered as a readmission.

Readmissions for transferred patients are attributed to the hospital that ultimately discharges the
patient to a non-acute care setting (e.g., to home or a skilled nursing facility). If a patient is admitted to
Hospital A, transferred to Hospital B, and ultimately discharged from Hospital B to a natute care
setting, a readmission within 30 days of dischargt any acute care hospital is attributed to Hospital B.
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If a patient has more than one unplanned admission within 30 days of discharge from the index
admission, only the first one is counted as a readmission.

If the first readmission after discharge is phnned, then no readmission is considered in the outcome,
regardless of whether a subsequent unplanned readmission takes place because it would be unfair to
attribute the unplanned readmission back to the care received during the index admission.

Input Dat a -

The measure estimates hospitalevel 30-day all-cause RSRR fdfiF using hierarchical logistic
regression modeling (a form of hierarchical generalized linear modeling [HGLM]).

AEA A 11T xETC £ 00 EI DPOO £EI A0 AAAPDE#n ET OEA 9AI
(Readmission Measures 2013 SAS Pack) is made available to the public and is designed to be used with
pre-processed CMS administrative data for the analysis of the Medicare population. The layout for

these input files is specified in the2013 SAS Package Software Documentatiomn order to use this

DOl COAI O1 AAI AOI AGA OAAAT EOGOGET1T 1 AAOOOAG A O . Ax
relevant to Medicaid were identified. Medicare data elements were then crosglked to appropriate

Medicaid counterparts.

1. Index File - This file containsindexhospitalizations (discharges fromacute inpatient
facilities) for patients with a principal diagnosis ofheart failure.

2. Post-Index File - This file containsreadmissiongo acute inpatientfacilities for those
patients identified in the Index File.

3. Diagnosis History File - This file contains all the diagnosis codes for a patient in the Index
File during the 365 day period prior to the index admission.

4. Procedure History File - This file contains all the procedure codes for a patient in the
Index File during the 365 day period prior to the index admission.

The model seeks to adjust for case differences based on the clinical status of the patient at the time of
the index admission. Accordingly, nly comorbidities that convey information about the patient at that
time or in the 12 months prior, and not complications that arise during the course of the index
hospitalization, are included in the risk adjustment.

Then, in brief, the risk approach taka simultaneously models two levels (patient and hospital) to
account for the variance in patient outcomesvithin and betweenhospitals. At the patient level, the
model adjusts the logodds of a hospital readmission within 3@8days of discharge for age, segelected
clinical covariates, and a hospitakpecific intercept. At the hospital level, it models the hospitadpecific
intercepts as arising from a normal distribution. The hospital intercept represents the underlying risk
of a readmission at the hospith after accounting for patient risk. The hospitakpecific intercepts are
given a distribution in order to account for the clustering (nonindependence) of patients within the
same hospital. If there were no differences among hospitals, then after adjusgifor patient risk the
hospital intercepts should be identical across all hospitals.

4EA 2322 EO AAIAOI AGAA AO OEA OAOET 1 & OEA 101 AAO.
OAPPDAAOAAG OAAAI EOOET T Oh |1 Ol OEDI Eoh fate.Adf ealrEhdspitalA x  * A O
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EA AOET EO OEA 1 01i AAO 1T £ OAAA
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readmissions expected on the basis £ OEA OOAOA8 O PAOAEI Oi-hik. Ak xEOE OEA
APDDPOIl AAE EO AT AT T ¢ci OO0 01 A OAOEIT 1T &£ Ol AGAOOAASG OI
)y O AT TAAPOOGAT T U All11Tx0O0 &£ O A Al il PAOEGkasemix@al’h DAOOE
AOAOACA ET OPEOAI 8§ O b A OnEk OHud) & Idwkr ratiEitdiEate®IBwkithenA T A AAOA
expected readmission (i.e., better quality), and a higher ratio indicates high#¢nan-expected
readmission (i.e., worse quality).

OEA Ol 61 AOAOT 06 1T &£ O O
x

The resultswill be stratified into the following age stratifications:
1. 18 through 64 years
2. 65 years and above
3. Total: 18 and above

’ Count of Count of 30-Day Predicted Expected RSRR

Index Stays Readmissions Readmission | Readmission | Adjusted Rate
18 - 64 years
65 years and above
Total: 18 and above

Result:
The result is expressed as a rate.

Measure Qualifications:
Please noteThe measure steward age stratification is based on Medicare age groupings. This has been
adjusted to follow the Medicad Adult Code age categories.

The following link(s) may be used to obtain additional information regarding the original measure
specification and risk standardization methodology. This is provided without assurances.:

http://www.jointcommission.org/specifications_manual_for_national hospital_inpatient _qualit
y_Mmeasures.aspx

Measure Collection Description

Setting of Care: Reporting Period:
Inpatient or Eme rgency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target Goal (ITG): Absolute ITG Value:
TBD TBD
Attribution Date: Anchor Date:
Last day of measurement period Index discharge
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Claim Type(s): 8; Z Inpatient Hospital 09 z Supplies, DME 16 z Lab
zLong Term Care ; . .
03 . . 10 z Podiatry 17 z Prosthetic and Orthotics
Z Outpatient Hospital =
01. 14 04 7 Physician 11 z Dental 18 z Independent Clinic
! 05 < Ch?/ro ractor 12 z Pharmacy 19 z Psychologists
< p 13 z EPDST/Healthstart 21 z Optometrists
06 z Home Health S " "
- 14 z Institutional Crossover 22 z Mid Level Practitioner
07 z Transportation . : .
- 15 z Professional Crossover 23 z Hearing Aid
08 z Vision
Continuous Eligibility Period: Yes Risk Adjustment:Yes Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

Continuous Eligibility z
The patient is to be continuously enrolled for the 365 days prior to the Index discharge date through 30
days with no more than a 45 day gap during #hyear.

Risk Adjustment -

Our approach to risk adjustment is tailored to and appropriate for a publicly reported outcome measure,
AO AOOEAOI AGAA ET OEA 'i AOCEAAT (AAOO ' OO1 AEAOQE
Models Used for PuiE A 2 AT OOET ¢ T &£ (AAT OE /1 OOATIT Ado j +0C

The measure adjusts for key variables that are clinically relevant and have strong relationships with the
outcome (e.g., age, sex, comorbid diseases, and indicatorfaifty). For each patient, ovariates are
obtained from administrative data extending 12 months prior to, and including, the index admission. For
all patients, information from MMIS inpatient claims, physician claims and hospital outpatient claims are
used for risk adjustment.

DSRP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 6- Care Transitions Intervention Model to Reduce | 6.6 P4P

30-Day Readmissions for Chronic Cardiac Conditions

Project Title: Project Code: Payment Method:
Project 7- Extensive Patient CHH-ocused Multi 7.7 P4P

Therapeutic Model

Project Title: Project Code: Payment Method:
Project 8- The Congestive Heart Failure Program (CHFP) | 8.7 P4P

Universal Measure: Universal Code: Payment Method:
Yes 42 UPP Substitution
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Measure: DSRIP #:

4
30-Day All-Cause Readmission Following

Pneumonia Hospitalization

Measure Description:
The measure estimates a hospitdkvel, risk-standardized readmission rate (RSRR) following pneumonie

(PN) hospitalization.

Data Source: NQF #:
MMIS Based on 0506
Measure Steward: Measure Steward Version:
CMS March 2013, Version 6.0

Measure Calculation Description

This outcome measure does not have a traditional numerator and denominator. The outcome for this

measure is 30day all-cause readmission from thedate of discharge of the index pneumonia (PN)

admission.

4EA OAOA EO A OOAOEOOEAAIT U AAlI AOI AOGAA OPOAAEAOAA
OAAAI EOOEITO &£ O OEA ET OPEOAI 60 . Ax *AOOAWer, 1 x )I
discharged from New Jersey acute care hospitals having a principal diagnosis of PN. (Table 4.1)

0
A

Table 4.1: Codes to Identify Pneumonia
' ICD-9-CM Diagnosis Codes

480.0 PNEUMONIA DUE TO ADBVIRUS
PNEUMONIA DUE TO REFRATORY SYNCYTIAL

480.1 VIRUS

480.2 PNEUMONIA DUE TO PARNFLUENZA VIRUS
PNEUMONIA DUE TO SSRSSOCIATED

480.3 CORONAVIRUS
VIRAL PNEUMONIA: PNBMONIA DUE TO OTHER

480.8 VIRUS NOT ELSEWHERE ASSIFIED

480.9 Viral pneumonia unspecified

481 PNEUMOCOCCAL PNEUMONIA

482.0 K. PNEUMONIAPNEUMONIA

482.1 PSEUDOMONAL PNEUMONIA

482.2 H.INFLUENZAE PNEUMONIA

482.30 STREPTOCOCCAL PNEUMN NOS

482.31 PNEUMONIA STRPTOCOCCUS A

482.32 PNEUMONIA STRPTOCOCCUS B

482.39 PNEUMONIA OTH STREP

482.40 STAPHYLOCOCCAL PNEU NOS

482.41 METH SUS PNEUM D/$TAPH

482.42 METH RES PNEU D/T STAPH

482.49 STAPH PNEUMONIA NEC

482.82 PNEUMONIA E COLI

482.83 PNEUMO OTH GRIMEG BACT
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482.84 LEGIONNAIRES' DISEASE

482.89 PNEUMONIA OTH SPCF BACT

482.9 BACTERIAL PNEUMONIA NOS

483.0 PNEU MYCPLSM PNEUMONIAE

483.1 PNEUMONIA D/T CHLAMYDIA

483.8 PNEUMON OTH SPEC ORGNSM

485 BRONCHOPNEUMONIA ORG NOS

486 PNEUMONIA, ORGANISM NOS

487.0 Influenza with pneumonia

INFLUENZA DUE TO IDEIFIED NOVEL H1N1
488.11 INFLUENZA VIRUS WITANEUMONIA

The measure assessamplanned eadmissionsvithin a 30-day period from the date of discharge of
an index admission. This standard time period is necessary so that the outcome for each patient is
measured uniformly. The 30day time frame is a clinically meaningful period for hospitals to
collaborate with their communities in an effort to reduce readmissions.

Admissions not counted as readmissions:
As published in the measure steward specifications, CMS follows a Planned Readmission Algorithm
based on three principles:

1. A few specific, limted types of care are always considered planned (obstetric
delivery, transplant surgery, maintenance chemotherapy/ radiotherapy/
immunotherapy, rehabilitation);

2. Otherwise, a planned readmission is defined as a neatute readmission for a
scheduled procedue; and

3. Admissions for acute illness or for complications of care are never planned.

The algorithm identifies admissions that are typically planned and may occur within 30 days of
discharge from the hospital. The details of thendexadmission (diagnosisor procedures) are not
considered when determining whether a readmission is planned.

Index admission_z is the hospitalization considered for the readmission outcome.

Patients with an index hospitalization within an acute care hospital are included ihey have been a

New Jersey Low Income population member for the 365 days prior to the Index Discharge date through
30 days following the index discharge date to ensure a full year of administrative dafior risk

adjustment.

Index Admissiorexclusiorgs):
1. Patients with an inthospital death: Admissions for patients with an irhospital death are
excluded because they are not eligible for readmission.

2. Less Than 30 Days Postischarge Information: Admissions for patients without at least 30 days
post-dischargeas a member of the New Jersey Low Income population are excluded because
the 30-day readmission outcome cannot be assessed for this group.

3. Transfers: Admissions for patients having a principal diagnosis &N during the index
hospitalization and subsequatly transferred to another acute care facility are excluded
because this measure applies to discharges to n@tute care settings.
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a. Admissions to another hospital within one day of discharge are considered transfers,
regardless of the disposition of the pevious admission.

4. Discharges Against Medical Advice (AMA): Patients who were discharged against medical
advice (AMA).

5. Admissions within 30 days of discharge from an index admission will not be considered index
admissions. No hospitalization will be courdd as both a readmission and an index admission
within the same measure. However, because cohorts for the readmission measures are
determined independently of each other, a readmission in one measure (e.g. DSRIP # 1 AMI)
may qualify as an index admissiomi another readmission measure (e.g. DSRIP # 2 COPD).

If a patient is readmitted to the same hospital on the same day of discharge for the same principal
diagnosis as the index admission, the measuoembineshoth stays to account for the index admission.

If a patient is readmitted to the same hospital on the same day as the index admission wittiierent
principal diagnosisfrom the index admission, this is considered as a readmission.

Readmissions for transferred patients are attributed to the hospitathat ultimately discharges the
patient to a nonacute care setting (e.g., to home or a skilled nursing facility). If a patient is admitted to
Hospital A, transferred to Hospital B, and ultimately discharged from Hospital B to a neatute care
setting, a readmission within 30 days of discharge to any acute care hospital is attributed to Hospital B.

If a patient has more than one unplanned admission within 30 days of discharge from the index
admission, only the first one is counted as a readmission.

If the first readmission after discharge is planned, then no readmission is considered in the outcome,
regardless of whether a subsequent unplanned readmission takes place because it would be unfair to
attribute the unplanned readmission back to the care receiveduring the index admission.

Input Data -

The measure estimates hospitalevel 30-day allcause RSRR fdPNusing hierarchical logistic
regression modeling (a form of hierarchical generalized linear modeling [HGLM]).

The following four input filesareOOAA ET OEA 9AT A ' Ol OP38O 3! 3 POl COAI
(Readmission Measures 2013 SAS Pack) is made available to the public and is designed to be used with
pre-processed CMS administrative data for the analysis of the Medicare population. The layout for

these input files is specified in the2013 SAS Package Software Documentatiomn order to use this

DOl COAI O1 AAlI AOI AOGA OAAAI EOGOGETT 1 AAOOOAOG A O . Ax
relevant to Medicaid were identified. Medicare data elementsere then crosswalked to appropriate

Medicaid counterparts.

1. Index File - This file containsindexhospitalizations (discharges fromacute inpatientfacilities)
for patients with a principal diagnosis ofpneumonia.

2. Post-Index File - This file containsreadmissiongo acute inpatientfacilities for those patients
identified in the Index File.
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3. Diagnosis History File - This file contains all the diagnosis codes for a patient in the Index File
during the 365 day period prior to the index admission.

4. Procedure History File - This file contains all the procedure codes for a patient in the Index
File during the 365 day period prior to the index admission.

The model seeks to adjust for case differences based on the clinical status of the patient at the time of
the index admission. Accordingly, only comorbidities that convey information about the patient at that
time or in the 12 months prior, and not complications that arise during the course of the index
hospitalization are included in the risk adjustment.

Then,in brief, the risk approach taken simultaneously models two levels (patient and hospital) to
account for the variance in patient outcomesvithin and betweenhospitals. At the patient level, the
model adjusts the logodds of a hospital readmission within ®-days of discharge for age, sex, selected
clinical covariates, and a hospitakpecific intercept. At the hospital level, it models the hospitadpecific
intercepts as arising from a normal distribution. The hospital intercept represents the underlying ris
of a readmission at the hospital, after accounting for patient risk. The hospitapecific intercepts are
given a distribution in order to account for the clustering (norindependence) of patients within the
same hospital. If there were no differences aong hospitals, then after adjusting for patient risk the
hospital intercepts should be identical across all hospitals.

4EA 2322 EO AAI AOI AGAA AO OEA OAOET 1 &£ OEA 101 AAO

OAPDAAOAAG OAAAI E OeNeWw Jeddy unadjubtéd EeBdmiSshoA ratd. Bor €aeh hospital,

OEA O1 Oi AOAOGIT 06 1T £# OEA OAOET EO OEA 101 AAO T £ OAAA
Eil OPEOAI 60 PAOAI O AT-ARG Kk EDEA EOBA | AOAIOIOIART AAIGABs EO

rAAAT EOOET T O A@bAAOGAA 11 OEA AAOGEO 1 £ EPRisOOAOASO +
APDDPOI AAE EO AT AT T Cci OO0 01 A OAOGEIT 1T &£ Ol AGAOOAASG OI

It conceptually allows for a comparison of aparticlh O ET OPEOAI 80 DPAOMmixbAl AA CE
AOAOACA ET OPEOAI 60 b A Odmk OHud & 18wkr raticidiEate®BwerthénA 1 A AAOA

expected readmission (i.e., better quality), and a higher ratio indicates high#¢nan-expected

readmission (i.e., worse quality).

The results will be stratified into the following age stratifications:
1. 18 through 64 years
2. 65 years and above
3. Total: 18 and above

’ Count of Count of 30-Day Predicted Expected RSRR

Index Stays Readmissions Readmission | Readmission | Adjusted Rate
18 - 64 years
65 years and above
Total: 18 and above

Result:
The result is expressed as a rate.

Measure Qualifications:
Please noteThe measure steward age stratification is based on Medicare age groupings. This hasnbe
adjusted to follow the Medicaid Adult Code age categories.
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The following link(s) may be used to obtain additional information regarding the original measure
specification and risk standardization methodology. This is provided without assurances.:

http://www.jointcommission.org/specifications manual for national hospital inpatient gqualit

Y_measures.aspx

Measure Collection Description |

Setting of Care:

Reporting Period:

Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target Goal (ITG): Absolute ITG Value:
TBD TBD

Attribution Date:
Last day of measurement period

Anchor Date:
Index discharge

01 z Inpatient Hospital
02 zLong Term Care
03 z Outpatient Hospital
04 z Physician

05 z Chiropractor

06 z Home Health

07 z Transportation

08 z Vision

Claim Type(s):

01,14

09 z Supplies, DME

10 z Podiatry

11 7 Dental

12 z Pharmacy

13 7 EPDST/Healthstart

14 z Institutional Crossover
15 z Professional Crossover

16 z Lab

17 z Prosthetic and Orthotics
18 z Independent Clinic

19 z Psychologists

21 z Optometrists

22 7z Mid Level Practitioner
23 z Hearing Aid

Continuous Eligibility Period: Yes

Risk Adjustment:Yes

Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

Continuous Eligibility 7

The patient is to be continuously enrolled for the 365 days prior to the Index discharge date through 30
days with no more than a 45 day gap during the year.

Risk Adjustment -
Our approach to risk adjustment is tailored to and appropriate for a publicly reported outcome measure,
AO AOOGEAOI AGAA ET OEA ''1i ACEAAT (AAOO ! osritificaA OF
-TAAT O 50AA &£ O 0OAT EA 2API OOET C 1T &£ (AAI OE

I OC

The measure adjusts for key variables that are clinically relevant and have strong relationships with the
outcome (e.g., age, sex, comorbid diseases, and indicatoffrailty). For each patient, covariates are
obtained from administrative data extending 12 months prior to, and including, the index admission. For
all patients, information from MMIS inpatient claims, physician claims and hospital outpatient claimsar
used for risk adjustment.

DSRIP Incentive Impact \

Project Title:

Project Code:

Project 17 z Patients Receive Recommended Care for 17.6

Community-Acquired Pneumonia

Payment Method:
P4p

Universal Measure:
Yes

Universal Code:
44

Payment Method:
UPPSubditution
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Measure: DSRIP #:

91
Adherence to Antipsychotic Medications for

Individuals with Schizophrenia

Measure Description:

The measure calculates the percentage of individuals 18 years of age and greater as of the beginning (
the measurement perial with schizophrenia or schizoaffective disorder who are prescribed an
antipsychotic medication, with adherence to the antipsychotic medication [defined as a Proportion of
Days Covered (PDC) of at least 0.8 during the measurement period (12 consecutive theh

Data Source: NQF #:
MMIS Based on 1879
Measure Steward: Measure Steward Version:
CMS 2012 version 2
Numerator:

Individuals with schizophrenia or schizoaffective disorder who filled at least two prescriptiongor any
antipsychotic medication and have a Proportion of Days Covered (PDC) for antipsychotic medications
of at least 0.8during the measurement period (12 consecutive months)

Index Prescription Start Date (IPSD) z is the earliest prescription dispensng date for any
antipsychotic medication between January 1 and September 30 of the measurement period.

Treatment Period z is the period of time beginning on the IPSD through the last day of the
measurement year.

Proportion of Days Covered (PDC) zistheOOI 1T £ OEA AAUO AT OAOAA Au OEA
antipsychotic prescriptions. The period covered by the PDC starts on the day the first prescription is
filled (Index Prescription Start Date) and lasts through the end of the measurement period.

ForpresAOEDOEI T O xEOE A AAUOS8 0OOPPI U OEAO A@OAT AO AAUI
days for which the drug was available to the patient during the measurement period will be counted.

If there are prescriptions for the same drug (generic namerdLO-digit generic product identifier (GPI)
iIT OEA OAIi A AAOGA T &£ OAOOEAA OEA DPOAOAOEDOEIT xEO

T

If prescriptions for the same drug (generic name or GPI) overlap, then the latest prescription start date
will be adjusted to be the day after the previous fill date has ended.

Injections count as one dispensing event. Multiple J codes or NDCs for the same or different medication
on the same day are counted as a single dispensing event.
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Table 91.1: Codes to Identif y Antipsychotic Medications

Description | Prescription | J Codes (Covered Days)
Typical _ 1 Chlorpromazine 1 Perphenazineamitriptyline | § Fluphenazine decanoate
Antipsychotic | q Fluphenazine { Pimozide (J2680)(28 day supply)
Medications 1 Haloperidol 1 Prochlorperazine I Haloperidol decanoate (J1631)

1 Loxapine { Thioridazine (28 day supply)
1 Molindone 1 Thiothixene
1 Perphenazine 1 Trifluoperazine
Atypical 1 Aripiprazole 9 Lurisadone 9 Olanzapine pamoate (J2358)
Antipsychotic | q Asenapine { Paliperidone (28 day supply)
Medications 1 Clozapine 1 Quetiapine 1 Paliperidone palmitate (J2426)
1 Olanzapine { Risperidone q (R2'8 daydsupply) A
1 Olanzapinefluoxetine Y Ziprasidone e IEElIS gz e
1l lloperidone (J2794)(14 day supply)

Denominator:

| £ OEA htirihateNAW Jeréey Low Income populatiorthose patients at least 18 years of
age as of the beginning of the measurement period with schizophrenia or schizoaffective disorder
with at least two claims for any antipsychotic medication during the measurement period (12
consecutive months)(Refer toAppendix A4 for a list of NDC code}.

Individuals with schizophrenia or schizoaffective disorder are identified by having:

1. Atleast two encounters with a diagnosis of schizophrenia (Table @).with different dates of
service in an outpatient setting, emegency department, or nonacute setting during the
measurement period. (Table 913)

2. At least one encounter with a diagnosis of schizophrenia (Table @).in an acute inpatient
setting during the measurement period. (Table 9B)

Table 91.2: Codes to Identify Schizophrenia or Schizoaffective Disorder

Description ICD-9-CM Diagnosis
Schizophrenia or Schizoaffective Disorder 295.xx
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Table 91.3: Codes to ldentify Visit Type
Description UB Revenue

Acute inpatient 010x, 0110-0114, 0119, 01260124, 0129, 01360134, 0139, 01460144, 0149, 01560154,
0159, 016x, 020x, 021x, 072x, 0987

90801, 90802, 9081690819, 90821-90824,
90826-90829, 90845, 90847, 90849, 90853,
90857, 90862, 90870, 90875, 90876, 99221
99223, 99231-99233, 99238, 99239, 99251
99255,99291

AND

UB Revenue

Outpatient, 90804-90815, 98960 GO0155, G0176, G0177, 0510, 0513, 0516, 0517,
intensive 98962, 99078, 99201 G0409-G0411, HO002, 0519-0523, 0526-0529,
outpatient and 99205, 99211-99215, HO0004, HO031, H0034 0900, 0901, 09020905,
partial 99217-99220, 99241- HO037, HO039, H0040, 0907, 0911-0917, 0919,
hospitalization 99245, 99341-99345, H2000, H2001, H20106 0982, 0983

99347-99350, 99384 H2020, M0064, S0201,

99387, 99394-99397, S9480, S9484, S9485

99401-99404, 9911,

99412, 99510

CPT | POS
90801, 90802, 9081690819, 90821-90824, 03, 05, 07, 09, 11, 12, 13, 14,
90826-90829, 90845, 90847, 90849, 90853, 15, 20, 22, 24, 33, 4%0, 52,
90857, 90862, 90870, 90875, 90876, 99221 AND | 53,71,72

99223, 99231-99233, 99238, 99239, 99251
99255, 99291

CPT UB Revenue
ED 99281-99285 045x, 0981
CPT | | POS
90801, 90802, 90845, 90847, 90849, 90853, AND | 23
90857, 90862, 90870, 90875, 90876, 99291
| CPT | HCPCS | UB Revenue
Nonacute 99304-99310, 99315, H0017-H0019, T2048 0118, 0128, 0138, 0148
inpatient 99316, 99318, 99324 0158, 019x, 0524, 0525,
99328, 99334-99337 055x, 066X, 1000, 1001,
1003-1005
CPT | POS
90801, 90802, 9081690819, 90821-90824, 31, 32, 56
90826-90829, 90845, 90847, 90849, 90853, AND
90857, 90862, 90870, 90875, 90876, 99291

Exclusion(s):
1. Patients with a diagnosis of dementia. (Table 91.4)
2. Patients who did not have at least 2 claims for an antipsychotic on different dates of
service during the measurement year.

Table 91.4: Codes to ldentify Dementia

Description ICD-9-CM Diagnosis
Codes to Identify Dementia 290, 2912, 29282, 29462942, 3310, 3311, 33182
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Result:
The result is expressed as a percentage.

Measure Qualifications:

Please noteTables 2z 4 reflect the codes indicated by NCQA for this measure ing HEDIS 2013
Volume 2.

The following link(s) may be used to obtain additional information regarding the original measure
specification. This is provided without assurances.:

http://www.cms.gov/Medicare/Quality -Initiatives -Patient-Assessment
Instruments/QualityMeasures/index

Measure Collection Description

Setting of Care: Reporting Period:
Multi -Setting Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target GoalITG): Absolute ITG Value:
TBD TBD
Attribution Date: Anchor Date:
Last day of measurement period Last day of measurement period
Claim Type(s): 8; Z Inpatient Hospital 09 z Supplies, DME 16 z Lab
ZLong Term Care ; . .
03 . . 10 z Podiatry 17 z Prosthetic and Orthotics
Z Outpatient Hospital =
01. 03. 04. 12. 13. 14. 15 04 7 Physician 11 z Dental 18 z Independent Clinic
! ! ! ! ! ! ! 05 7 Chiropractor 12 z Pharmacy 19 z Psychologists
18,19 < P 13 7 EPDST/Healthstart 21 z Optometrists
06 z Home Health - ' .
07 - 14 z Institutional Crossover 22 z Mid Level Practitioner
Z Transportation ; - h
08 7 Visi 15 z Professional Crossover 23 z Hearing Aid
Z Vision
Continuous Eligibility Period:Yes Risk Adjustment:No Sampling:No

Continuous Higibility/ Risk Adjustment/ Sampling Methodology

The patient is to be continuously enrolled for the measurement year with no more than a 45 day gap

during the year.
DSRIP Incentive Impact

Project Title: Project Code: Payment Method:
Project 37 Integrated Health Home for the Seriouy Substitution P4pP

Mentally Il (SMI)

Project Title: Project Code: Payment Method:
Project 5z Electronic SelfAssessment Decision Support Substitution P4pP

Tool

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

97
Adherence to Chronic Medications for People with

Diabetes Mellitus: Hypoglycemic Agents

Measure Description:
The percentage of eligible patients who had at least two prescriptions for a single oral hypoglycemic

agent or at least twoprescriptions for multiple agents within an anti-diabetic class and who have a
Proportion of Days Covered (PDC) of at least 0.8 for at least 1 adiabetic class during the measurement
year.

Data Source: NQF #:
MMIS 0545
Measure Steward: Measure Steward Version:
CMS 2012 Version 3
Numerator:

Patients with at least two prescriptions for oral hypoglycemic agentéTable 97.1), in any anti
diabetic class, with a Proportion of Days Covered (RIpof at least 0.8 for ateast one antidiabetic
class.

Proportion of Days Covered (PDQ -4 EA 0$# EO OEA OO 1 &£ OEA AAUO AT ¢
all drug claims in each respective drug class. The period covered by the PDC starts on the day the
first prescription is filled (index date) and lasts through the end of the measurement period.

&1 O POAOAOCGEDPOEIT O xEOE A AAUOS OOPPI U OEAO A@OAT AO
for which the drug was available to the individual will be counted during the measurement piod.

If there are pre'scrigtignls for the same drug (generjc r]a(ne) on'thAe same qatgz of se[vi~ce, thq . o A
DOAOAOCEDPOET | xEOE OEA 1 AOCAOO AAUOS 0O0O0OPPI U xEI I AA

If prescriptions for the same drug (generic name) overlap, then the prescription start dateilvbe
adjusted to be the day after the previous fill has ended.
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Table 97.1: Prescriptions to Identi

Description | Prescription

New Jersey DSRIP Performance Measurement Databook

poglycemic Agent Medications

Alpha-glucosidase 1 Acarbose 1 Miglitol
inhibitors
Anti-diabetic 1 Glipizide-metformin 1 Sitagliptin-metformin
combinations 1 Glyburide-metformin 1 Repaglinidemetformin
1 Metformin-dietary 1 Saxagliptinmetformin
management product 1 Sitagliptin-simvastatin
{ Pioglitazone-glimepiride { Linagliptin-metformin
1 Pioglitazone-metformin
1 Rosiglitzone-glimepiride
1 Rosiglitzone-metformin
Biguanides 1 Metformin
Dipeptidyl peptidase-4 | | Sitagliptin 9 Sitagliptin-simvastatin
(dpp-4) inhibitors 1 Saxagliptin { Linagliptin
Meglitinides 1 Nateglinide 1 Repaglinide
Sulfonylureas 9 Chlorpropamide 1 Tolazamide
1 Glimepiride 9 Tolbutamide
1 Glipizide 1 Glyburide micronized
1 Glyburide
Thiazolidinediones 1 Pioglitazone 1 Rosiglitazone

Denominator:

/| £# OEA ET OPEOAI 80

atidrks 18 ydams@rolder , 1 x

with diabetes mellitus and at least two prescriptions for a singd oral hypoglycemic agen{Table
97.1) or at least two prescriptions for multiple agents within an antidiabetic class(Table 97.4).

Patients with diabetes mellitus are identified using diagnosis codes and/gsharmacy datawithin
the inpatient or outpatient claims data. Only one method to identify patients is needed to be
included in the denominator.

3. Claims data.

a. Patients with at leasttwo faceto-face encountes with a principal or secondary
diagnosis of diabeteqTable 97.2)with different dates of sewice in an outpatient
setting or non-acute inpatient setting during the measurement yea(Table 97.3).

b. Patients with at least one facdo-face encounter with a principal or secondary
diagnosis of diabetes (Table 97.2) in an acute inpatient or emergency depment
setting during the measurement year. (Table 93)

4. Pharmacy dataPatients with at least one ambulatory prescription claim for insulin or other anti
diabetic medication dispensed during the measurement perio@Table 97.4). (Refer to Appendix A
11 for a list of NDC codes.

Table 97.2: Codes to ldenti

Desaiption
Diabetes Mellitus

Diabetes Mellitus

ICD-9-CM Diagnosis

250.xx, 3572, 3620136207, 36641, 64800648004
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Table 97.3: Codes to Identify Diabetes Visits

Description
Outpatient

CPT

92002, 92004, 92012, 92014, 9920199205,
99211-99215, 99217-99220, 99241-99245,
99341-99345, 99347-99350, 99384-99387,
99394-99397, 99401-99404, 99411, 99412,
99420, 99429, 99455, 99456

‘ UB Revenue

051x, 0520-0523, 0526-0529, 057x
059x, 077x, 082x085x, 088x, 092,
0983

Acute inpatient

99221-99223, 99224-99226, 99231-99233,
99238, 99239, 9925199255, 99291

010x, 0110-0114, 0119, 01260124,
0129, 0130-0134, 0139, 01460144,
0149, 01500154, 0159, 016x, 020x
022x, 072x, 080x, 0987

Non Acute 99304-99310, 99315, 99316, 99318, 99324 0118, 0128, 0138, 0148, 0158, 019x,
Inpatient 99328, 99334-99337 0524, 0525, 055x, 066x
ED 99281-99285 045x, 0981

Table 97.4: Prescriptions to Identi

Patients With Diabetes

Description

Prescription

Alpha-glucosidase 1 Acarbose 1 Miglitol
inhibitors
Anti-diabetic Amylin 1 Pramlinitide
analogs
Antidiabetic 1 Glimepiride-pioglitazone 1 Saxagliptinmetformin
combinations {1 Glyburide-metformin 1 Sitaglptin -metformin
1 Pioglitazone-glimepiride 1 Repaglinidemetformin
1 Pioglitazone-metformin 9 Sitagliptin-simvastatin
1 Rosiglitazone glimepiride 1 Linagliptin-metformin
1 Rosiglitazonemetformin
Dipeptidyl peptidase-4 | T Sitagliptin 9 Linagliptin
(dpp-4) inhibitors 1 Saxagliptin
Incretin mimetics 1 Exenatide 1 Liraglutide
Insulin 9 Insulin aspart 9 Insulin isophane & reg (human)
9 Protamine & aspart (human) 1 Insulin isophane (human)
1 Insulin detemir 9 Insulin lispro ( human)
9 Insulin glargine 9 Insulin lispro protamine & lispro (human)
9 Insulin glulisine 9 Insulin regular (human) includes inhalation
Meglitinides 1 Nateglinide 1 Repaglinide
Sulfonylureas 9 Chlorpropamide 1 Tolazamide
1 Glimepiride 9 Tolbutamide
1 Glipizide 9 Glyburide micronized
1 Glyburide
Thiazolidinediones 1 Pioglitazone 1 Rosiglitazone

Exclusion(s):

1. Diagnosis active gestational diabetes. (Table 97.5)
2. Diagnosis active steroid induced dibetes. (Table 97.5)
3. Diagnosis active polycystic ovaries(Table 97.5)
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Table 97.5: Codes to Identify Required Exclusions

Description ICD-9-CM Diagnosis
Gestational Diabetes 6488, 64880, 64881, 64882, 64883, 64884
Steroid induced diabetes 2518, 9620
Pdycystic ovaries 2564

Result:
The result is expressed as a percentage.

Measure Qualifications:

The following link(s) may be used to obtain additional information regarding the original measure
specification. This is provided without assurances.:

http://www.cms.gov/Medicare/Quality -Initiatives -Patient-Assessment
Instruments/QualityMeasures/index.html?redire ct=/QUALITYMEASURES/

Measure Collection Description

Setting of Care: Reporting Period:
Multi -setting Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target GoalITG): Absolute ITG Value:
TBD TBD
Attribution Date: Anchor Date:
Last day of measurement period Last day of measurement period
Claim Type(s): 8% Z Inpatient Hospital 09 7 Supplies, DME 16 zLab
ZLong Term Care ; . .
03 . . 10 z Podiatry 17 z Prosthetic and Orthotics
Z Outpatient Hospital .
01. 03. 04. 12. 14. 15 04 7 Physician 11 z Dental 187 Independe_nt Clinic
! ! ! ! ! ! 05 7 Chirobractor 12 z Pharmacy 19 z Psychologists
18 < p 13 7 EPDST/Healthstart 21 z Optometrists
06 z Home Health S ) -
07 27T rtati 14 7 Instltuthnal Crossover 22 zMid L_evel _Practltloner
Z Transportation
08 7 Visi 15 z Professional Crossover 23 z Hearing Aid
Z Vision
Continuous Eligibility Period: Yes Risk Adjustment:No Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

The patient is to be continuously enrolled for the measurement year withaimore than a 45 day gap

during the year.
DSRIP Incentive Impact

Project Title: Project Code: Payment Method:
Project 11 z Improve Overall Quality of Care for Patients Substitution P4P
Diagnosed with Diabetes Mellitus and Hypertension measure
Project Title: Project Code: Payment Method:
Project 12z Diabetes Group Visits for Patients and Substitution P4P
Community Education measure
Universal Measure: Universal Code: Payment Method:
No NA NA
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Measure: DSRIP #:
: L . 96
Adherence to Chronic Medications for People with
Diabetes Mellitus: Statins
Measure Description:
The percentage of eligible patients who had at least two prescriptions fatatins and who hada
Proportion of Days Covered (PDC) of at least 0.8 during the measurement yéb2 months).
Data Saurce: NQF #:
MMIS 0545
Measure Steward: Measure Steward Version:
CMS 2012 Version 3
Measure Calculation Description
Numerator:
Patients with at least two prescriptions for statins with a Proportion of Days Covered (PDC) of at
least 0.8 for statins(Table 96.1).
Proportion of Days Covered (POD) -4 EA 0$# EO OEA OOi 1 &£ OEA AAUO AT ¢

all drug claims in each respective drug class. The period covered by the PDC starts on the day the
first prescription is filled (index date) and lasts through the end of the measurement period

&1 O POAOAOCEDPOEIT O xEOE A AAUOS OOPPI U OEAO A@OAT AO
for which the drug was available to the individualwill be counted during the measurement period.

If there are prescriptions for the same drug (generic name) on the same date of servitee
DOAOAOEDPOEI T xEOE WlEbArethide@CAOO AAUOS OOBDI U

If prescriptions for the same drug (generic name) overlap, then the prescription start dateill be
adjustedto be the day after the previous fill has ended.

Table 96.1: Prescriptions to ldentify Statin Medications

Description Prescription
HMGCOA red_uctase 9 Atorvastatin 1 Pravastatin
inhibitors (statins) 1 Fluvastatin { Rosuvastatin
 Lovastatin I Simvastatin
i Pitastatin
HMG-COA reductase | 1 Amlodipine-atorvastatin 1 Niacin-simvastatin
inhibitors (statins) 1 Ezetimibe-simvastatin { Sitagliptin-simvastatin
combinations 1 Niacin-lovastatin

Denominator:

| £# OEA ET OPEOAI 60 AOOOEAOOAAIT A atiBrits 18 ydats@ddWider T x ) T Al
with diabetes mellitus and at least two prescriptions for statins during the measurement year.
(Table 96.1)
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Patients with diabetes mellitus are identified using diagnosis codes and/gharmacy datawithin
the inpatient or outpatient claims data. Only one method to identify patients is needed to be
included in the denominator.
1. Patients with at least one faceto-face encounter with a principal or secondary diagnosis of
diabetes(Table 96.2) with different dates of service in an outpati@ét setting or non-acute
inpatient setting during the measurement yearTable 96.3).

2. At least one ambulatory prescription claim for insulin or other antidiabetic medication
dispensed during the measurement perioqTable 964).

Table 96.2: Codes to Identify Diabetes Mellitus

Desaiption ICD-9-CM Diagnosis
Diabetes Mellitus 250.xx, 3572, 3620136207, 36641, 64800648004

Table 96.3: Codes to Identify Diabetes Visits

Description | CPT | UB Revenue

Outpatient 92002, 92004, 92012, 92014, 9920199205, 051x, 0520-0523, 0526-0529, 057x
99211-99215, 99217-99220, 99241-99245, 059x, 077x, 082x085x, 088x, 0982,
99341-99345, 99347-99350, 99384-99387, 0983

99394-99397, 99401-99404, 99411, 99412,
99420, 99429, 99455, 99456

Acute inpatient | 99221-99223, 99224-99226, 99231-99233, 010x, 0110-0114, 0119, 01260124,
99238, 99239, 9925199255, 99291 0129, 0130-0134, 0139, 01460144,
0149, 01500154, 0159, 016x, 020x
022x, 072x, 080x, 0987

Non Acute 99304-99310, 99315, 99316, 99318, 99324 0118, 0128, 0138, 0148, 0158, 019x,
Inpatient 99328, 99334-99337 0524, 0525, 055x, 066x
ED 99281-99285 045x, 0981
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Table 96.4: Prescriptions to Identify Patients With Diabetes

Description | Prescription
Alpha-glucosidase 1 Acarbose 1 Miglitol
inhibitors
Anti-diabetic Amylin 1 Pramlinitid e
analogs
Antidiabetic 1 Glimepiride-pioglitazone 1 Saxagliptinmetformin
combinations 1 Glyburide-metformin 1 Sitagliptin-metformin
1 Pioglitazone-glimepiride 1 Repaglinidemetformin
1 Pioglitazone-metformin 9 Sitagliptin-simvastatin
1 Rosiglitazone glimepiride 1 Linagliptin-metformin
1 Rosiglitazonemetformin
Dipeptidyl peptidase-4 | 1 Sitagliptin 1 Linagliptin
(dpp-4) inhibitors { Saxagliptin
Incretin mimetics 1 Exenatide 1 Liraglutide
Insulin 9 Insulin aspart 9 Insulin isophane & reg (human)
9 Protamine & aspart (human) 9§ Insulin isophane (human)
9 Insulin detemir 9 Insulin lispro ( human)
9 Insulin glargine 9 Insulin lispro protamine & lispro (human)
1 Insulin glulisine 9 Insulin regular (human) includes inhalation
Meglitinides 1 Nateglinide 1 Repaglinide
Sulfonylureas 1 Chlorpropamide 9 Tolazamide
9 Glimepiride 9 Tolbutamide
1 Glipizide 9 Glyburide micronized
1 Glyburide
Thiazolidinediones 1 Pioglitazone 1 Rosiglitazone

Exclusion(s):
1. Diagnosis active gestational diabetes. (Table 96.5)
2. Diagnosis active steroid induced diabetes. (Table 96.5)
3. Diagnosis active polycystic ovaes. (Table 96.5)

Table 96.5: Codes to ldentify Required Exclusions

Description ICD-9-CM Diagnosis
Gestational Diabetes 6488, 64880, 64881, 64882, 64883, 64884

Steroid induced diabetes | 2518, 9620
Polycystic ovaries 2564

Result:
The result is expresed as a percentage.

Measure Qualifications:

The following link(s) may be used to obtain additional information regarding the original measure
specification. This is provided without assurances.:

http://www.cms.gov/Medicare/Quality -Initiatives -Patient-Assessment
Instruments/QualityMeasures/index.html?redirect=/QUALITYMEASURES/
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Measure Collection Description
Setting of Care: Reporting Period:
Multi -setting Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target GoalITG): Absolute ITG Value:
TBD TBD
Attribution Date: Anchor Date:
Last day of measurement period Last day of measurement period
Claim Type(s): 8; Z Inpatient Hospital 09 7 Supplies, DME 16 zLab
zZLong Term Care ; . .
03 . . 10 z Podiatry 17 z Prosthetic and Orthotics
Z Outpatient Hospital 11 7 Dental 18 7 Ind dent Clini
01, 03, 04, 12, 14, 15, 18 04 7 Physician goenta g'ndependent Liinic
05 2 Chiropractor 12 z Pharmacy 197 Psycholog|sts
06 13 7 EPDST/Healthstart 21 z Optometrists
Z Home Health o " -
07 - 14 z Institutional Crossover 22 zMid Level Practitioner
Z Transportation . - .
08 7 Visi 15 z Professional Crossover 23 z Hearing Aid
Z Vision
Continuous Eligibility Period: Yes Risk Adjustment:No Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

The patient is to be continuously enrolled for the measurement year with no more than a 45 day gap

during the year.
DSRIP Incentive Impact

Project Title: Project Code: Payment Method:
Project 11z Improve Overall Quality of Care for Patients Substitution P4pP

Diagnosed with Diabetes Mellitus and Hypertension measure

Project Title: Project Code: Payment Method:
Project 127 Diabetes Group Visits for Patients and Substitution P4pP

Community Education measure

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

5
Adolescent Well -Care Visit

Measure Description:
The percentage of enrolled members 121 yearsof age who had at least one comprehensive wathre

visit with a PCP or an OB/GYN practitioner during the measurement yeatr.

Data Source: NQF #:
MMIS NA

Measure Steward: Measure Steward Version:
NCQA 2013

Numerator:

At least one comprehensive weltare visit with a PCP or an OB/GYN practitioner during the
measurement year.

Preventive services may be rendered on visits other than wedlhild visits. Well-child preventive
services count toward the measure, regardlessf the primary intent of the visit, but services that are
specific to an acute or chronic conditiorwill not count toward the measure.

Table 5.1: Codes to identify Adolescent Well -Care Visits

ICD-9-CM Diagnosis

99383-99385, 99393-99395 G0438, G0439 V20.2, V70.0, V70.3, V70.5, V70.6, V70.8, V7(

Denominator:

OftheE T O b EDiButableONew Jersey Low Income populationthoseage 1221 years as of December
31 of the measurement year.

Exclusions:

1. Do not include services rendered durig an inpatient or ED visit.

Result:
The result is expressed as a percentage.

Measure Qualifications:
Multiple visits per unique patient will not be counted.

Please note:

The following New Jersey provider specialties will be included as a PCP:
80 z Family Practice

82 Z NP Family

110 z Internal Medicine

370 z Pediatrics

372 2 NP Pediatric

450 - NP Community Health

470 2 NP Adult Health

NogarwNE
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Measure Collection Description

Setting of Care: Reporting Period:
Outpatient Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target GoalITG): Absolute ITG Value:
NA NA
Attribution Date: Anchor Date:
Last day of measurement period Last day of measurement period
Claim Type(s): 01 2 Inpatient Hospital 09 7 Supplies, DME 16 z Lab
02 zLong Term Care ; . .
. . 10 z Podiatry 17 z Prosthetic and Orthotics
03 z Outpatient Hospital L
03. 04. 13. 14. 15. 18 04 7 Physician 11 z Dental 18 z Independent Clinic
! ! ! ! ! 05 7 Chiropractor 12 z Pharmacy 19 z Psychologists
< P 13 7 EPDST/Healthstart 21 7 Optometrists
06 z Home Health S ) .
07 - 14 z Institutional Crossover 22 z Mid Level Practitioner
Z Transportation . : .
I 15 z Professional Crassover 23 z Hearing Aid
08 z Vision
Continuous Eligibility Period: Yes Risk Adjustment:No Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

NA

Project Title: Project Code: Payment Method:
Project 5- Electronic SelfAssessment Decision Support 5.7 Pay for Reporting
Tool

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

6
Adult Asthma Admission Rate

Measure Description:
This measure is used to asseshe number ofadmissionsfor asthma in adults per 1,000ages18 and

older.

Data Source: NQF #:
MMIS Based on 0283
Measure Steward: Measure Stewardversion:
AHRQ September 2010, Version 4.2
Numerator:

All discharges for patients ages 18 years and older with a principal IGBCM diagnosis of asthma
(Table 6.1)

Table 6.1: Codes to Identify Asthma

Description ICD-9-CM Diagnosis

Asthma 49300, 49301, 49302, 49310, 49311, 49312, 49320, 49321, 493229381, 49382,
49390, 49391, 49392

Exclusion(s):

1. Any-listed ICD-9-CM diagnosiscodes for cystic fibrosis and anomalies of the respiratory system
(Table 6.2)
Transfer from a haspital (different facility) . (Table 6.3
Transfer from a Skilled Nursing Facility (SNF) or Intermediate Care Facility (ICK)able 6.3
Transfer from another health care facility (Table 6.3
Obstetrical cases of pregnancy, childbirth and puerperium asddtified through MDC 14 (Table
6.4)

Table 6.2: Codes to ldentify Cystic Fibrosis and Anomalies of the Respiratory System
Description | ICD-9-CM Diagnosis
Cystic Fibrosis 27700, 27701, 27702, 27703, 27709

Anomalies of the 51661, 51662,51663, 51664, 51669, 74721, 7483, 7484, 7485, 74860, 74861,
Respiratory System | 74869, 7488, 7489, 7503, 7593, 7707

akrwn

Table 6.3: Codes to Identify Transfer Exclusions

Description Transfer Exclusion Codes
Admission Source Codes 04, 05, 06

Table 6.4: Codes to Identify MDC

Description New Jersey DRGs
Pregnancy, Childbirth and Puerperium 370-384, 650-652, 885, 886

Denominator:

| £ OEA EI OPEOAI 80 AOOOEAOOAAT A . Ax *AOOCAU ,1x )TAI
and older.
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Result:
The result is expressed aa rate.

The rate will be expressed as the number of admits per 1,000 in each attributable population per
hospital.

Measure Qualifications:

Please noteThis measure has been modified to remove consideration of the metropolitan or county
area and instea will monitor the attributed DSRIP population.

This measure is based oan archived version ofPrevention Quality Indicate # 15 which is included in
the Medicaid Adult Core measure set.

The following link(s) may be used to obtain additional information egarding the original measure
specifications. This is provided without assurances.:

http://www.medicaid.gov/Medi caid-CHIRProgram-Information/By -Topics/Quality-of-
Care/Downloads/Medicaid-Adult-Core-SetManual.pdf

http://www.qual ityindicators.ahrg.gov/Downloads/Modules/PQI/V42/TechSpecs/PQI1%2015
%20Adult%20Asthma%20Admission%20Rate. pdf

Measure Collection Description

Setting of Care: Reporting Period:
Inpatient or Emergency Department 1st Semi-Annual = April
2nd Semi-Annual = October
Experience Period: Baseline Period:
6 month period SAJuly z December 2013
Improvement Target GoalITG): Absolute ITG Value:
TBD TBD
Attribution Date: Anchor Date:
Last day of measurement period NA
Claim Type(s): 8; Z Inpatient Hospital 09 7 Supplies, DME 16 zLab
ZLong Term Care ; . .
03 . . 10 z Podiatry 17 z Prosthetic and Orthotics
Z Outpatient Hospital =
01. 14 04 7 Physician 11 z Dental 18 z Independent Clinic
! 05 < Ch?/ro ractor 12 z Pharmacy 19 z Psychologists
< P 13 7 EPDST/Healthstart 21 z Optometrists
06 z Home Health S : "
0727 tation 14z Instltuthnal Crossover 22 zMid L_evel _Practmoner
Z Transporta
I 15 z Professbnal Crossover 23 Z Hearing Aid
08 z Vision
Continuous Eligibility Period: No Risk Adjustment:No Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

NA

Project Title: Project Code: Payment Method:
Project 1- Hospital-Based Educators Teach Optimal 1.6 P4pP

Asthma Care

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

7
Adult Body Mass Index (BMI) assessment

Measure Description:
The percentage of patients 18 to 74 years of age who had an outpatient visit and whose body mass in

(BMI) was documented during the measurement year or the year prior to the measurent year.

Data Source: NQF #:
MMIS Not Found
Measure Steward: Measure Steward Version:
NCQA 2013
Numerator:

Patients who had adocumentedbody mass index BMI) assessment.

Table 7.1: Codes to Identify BMI Measur ement

Description | ICD-9-CM Diagnosis

BMI Measurement V850-V855

Denominator:

OftheE T O b EabiButableONew Jersey Low Income population, thosgatients that are 18 years as of
January 1 of the year prior to the measurement year to 74 years as céd@mber 31 of the measurement
year and who had an outpatient visi{Table 7.3)during the measurement year or the year prior to the
measurement year.

Table 7.3: Codes to Identify Outpatient Visits

HCPCS |  UB Revenue
99201-99205, 99211-99215, 99217-99220, 99241-99245, 99341- G0402 051x, 0520-0523,
99345, 99347-99350, 99385-99387, 9939599397, 99401-99404, 0526-0529, 0982,
99411, 99412, 99420, 99429, 99455, 99456 0983

Exclusion(s):
1. Patients with a diagnosis of pregnhancy during the measurement year the year prior to the
measurement year(Table 7.2)

Table 7.2: Codes to ldentify Pregnancy
Description | ICD-9-CM Diagnosis
Pregnancy 630-679, V22, V23, V28

Result:
The result is expressed as a percentage.

Measure Qualifications:

NA
Measure Collection Description \
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.\\ 1/,
Setting of Care: Reporting Period:
Multi -setting Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target GoalITG): Absolute ITG Value:
NA NA
Attribution Date: Anchor Date:
Last day of measurement period Last day of measurement period
Claim Type(s): g; g :_”Opna;?r’;trgoégif' 09 7 Supplies, DME 16 zLab
03 7 Outpatient Hospital 10 z Podiatry 17 z Prosthetic and Orthotics
01, 03, 04, 14, 15, 18 O4ZPh zician P 11 z Dental 18 z Independent Clinic
05 < Ch?/ro ractor 12 z Pharmacy 19 z Psychologists
06 < HomepHeaIth 13 7 EPDST/Healthstart 21 z Optometrists
07 ZTrans ortation 14 z Institutional Crossover 22 z Mid Level Practitioner
08 §Visionp 15 z Professional Crossover 23 z Hearing Aid
Continuous Eligibility Period: Yes Risk Adjustment:No Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

The patient is to be continwusly enrolled for the measurement yeaand the year prior to the

measurement yearwith no more than a 45 day gap during the year.
DSRIP Incentive Impact |

Project Title: Project Code: Payment Method:
Project 5- Electronic SelfAssessment Decision Support 5.6 Pay for Reporting
Tool

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

8
Ambulatory Care z Emergency Department Visits

Measure Description:
The rate of emergency department visits per attributable patient during the measurement year.

Data Source: NQF #:
MMIS Not Found
Measure Steward: Measure Steward Version:
NCQA 2013
Measure Calculation Description
Numerator:

Emergency department (ED) visits that do not result in an inpatient staygach visit will be counted
once, regardless of the intensity or duration of the visit.

Multiple ED visits onthe same date of servicavill be counted as one visit.

Table 8.1: Codes to Identify ED Visits

CPT | UB Revenue
99281-99285 045x, 0981
OR
AND

10040-69979

Exclusion(s):
1. The measure does not include mental health or chemical dependency sieps.

Table 8.2: Codes to Identify Mental Health or Chemical Dependency Exclusions
Principal ICD -9-CM
CPT Diagnosis ICD-9-CM Procedure

90801-90899 290-316 94.26, 94.27, 94.6

Secondary ICD-9-CM
Principal ICD -9-CM Diagnosis AND Diagnosis
960-979 291-292, 303-305

Table 8.3: Emergency Department Visits

.- ED Visits/ 1,000
Age ED Visits Member Months

<65
65+
Total

Denominator:
OftheE T O b EtDiButableNew Jersey Low Income populatiorall patients as categorizedn the
following age gratifications:

1. Patientsunder age 65
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2. Patients 65 and older
3. Total Patients

Result:

The result is expressed as a rate.
The result is expressed as gate per 1000 member monthgfor the measurement period

Measure Qualifications:

Please noteThe measue steward stratifies age rangesn ten age groups. This stratification has been
modified to follow the general Medicaid Adult Core age ranges.

. MeasureCollection Description

Setting of Care: Reporting Period:

Inpatient or Emergency Department Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target GoalITG): Absolute ITG Value:
NA NA

Attribution Date:
Last day of measurement period

Anchor Date:
Last day of measurement period

Claim Type(s): 01 2 Inpatient Hospital 09 z Supplies, DME 16 z Lab
02 zLong Term Care ! ' . .
. . 10 z Podiatry 17 z Prosthetic and Orthotics
03 z Outpatient Hospital 11 o
o Z Dental 18 z Independent Clinic
03,04, 14,15 04 z Physician 12 z Pharmac 19 z Psychologists
05 z Chiropractor < Y Lrsy 9

06 z Home Health
07 z Transportation
08 z Vision

13 7 EPDST/Healthstart
14 z Institutional Crossover
15 z Professional Crossover

21 z Optometrists
22 z Mid Level Practitioner
23 z Hearing Aid

Continuous Eligibility Period: No

Risk Adjustment:No

Sampling:No

ContinuousEligibility/ Risk Adjustment/ Sampling Methodology

NA

Project Title: Project Code: Payment Method:
NA NA NA

Universal Measure: Universal Code: Payment Method:
Yes 33 UPP
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DSRIP #:
11

Measure:

Antidepressant Medication Management z
Effective Acute Phase Treatment

Measure Description:
The percentage of newly diagnosed and treated patients who remained on an antidepressant medicatic

for at least 84 days (12 weeks).

Data Source: NQF #:
MMIS 0105

Measure Steward: Measaure Steward Version:
NCQA 2013

Numerator:

Patients from the denominator who haveat least 84 days (12 weeks)of continuous treatmentwith an
antidepressant medication (Table 11.1during the 114-day period following the Index Prescription
Start Date (IPSD).(Refer to Appendix A3 for the NDC list)

Continuous treatment allows gaps in medication treatment up to a total of 51 days during the 231
day period.

Antidepressant Medications
| Prescriptions

Bupropin

Table 11.1: Codes to ldenti
Descriptio n

Miscellaneous 1
antidepressants

1 Vilazodone

Monamine oxidase 1 Isocarboxazid 1 Selegiline

inhibitors 1 Phenelzine 1 Tranylcypromine

Phenylpiperazine 1 Amitriptyline -chlordiazepoxide 1 Fluoxetine-olanzapine

antidepressants  Amitriptyline -perphenazine
1 Fluticasone-sameterol

SSNRI antidepressants 9 Desvenlafaxine 1 Venlafaxine
9 Duloxetine

SSRI antidepressants 9 Citalopram 9 Fluoxetine 1 Paroxetine
1 Escitalopram 1 Fluvoxamine 9 Sertraline

Tetracyclic antidepressants | I Maprotiline 1 Mirtazapine

Tricyclic antidepressants 1 Amitriptyline 1 Desipramine 1 Nortriptyline
1 Amoxapine 1 Doxepin 1 Protriptyline
1 Clomipramine 1 Imipramine 9 Trimipramine

Denominator:

OftheE T O b mibibutableONew Jersey Low Incomg@opulation, those that are 18 years and older as
of April 30 of the measurement yearwith continuous enrollment of 90 days (3 months) prior to the
Index Episode Start Date (IESD) through 245 days after the IE®M@h a diagnosis of depression and
were newly treated with an antidepressant medication.

Identify all patients who met at least one of the following criteria during then-take period:
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1. At least one principal diagnosis of major depressioriliable 112) in an outpatient, ED, intensive
outpatient or partial hospitalization setting (Table 11.3).

2. At least two visits in anoutpatient, ED, intensive outpatient or partial hospitalization setting
(Table 11.3) on different dates of service with any diagnosis of major depression (Tabld..2)

3. At least one inpatient (acute or nonacute) claim with any diagnosis or major depressiofigble
11.2).

Table 11.2: Codes to Identify Major Depression

Description ICD-9-CM Diagnosis
Major depression | 29620-29625, 29630-29635, 2980, 311

Description | UB Revenue
ED 99281-99285 045x, 0981
Outpatient, 90804-90815, 98960- | G0O155, GO176, GO177, | 0510, 0513, 05150517,
intensive 98962, 99078, 9920 | G0409-G0411, HO002, | 0519-0523, 0526-0529,
outpatient and 99205, 99211-99215, H0004, HO031, H0O034 | 0900, 0901, 09020905,
partial 99217-99220, 99241- | HO037, HO039, HO040, | 0907, 0911-0917, 0919,

hospitalization 99245, 99341-99345, H2000, H2001, H2016 | 0982, 0983
99347-99350, 99384- | H2020, M0064, S0201,
99387, 99394-99397, S9480, S9484, S9485
99401-99404, 99411,
99412, 99510

90801, 90802, 9081690819, 90821- 03, 05, 07, 09, 11, 12,
90824, 90826-90829, 90845, 90847, 13, 14, 15, 20, 22, 24,
90849, 90853, 90857, 90862, 90870, AND | 33,49, 50, 52, 53, 71, 74
90875, 90876, 9922199223, 99231-
99233, 99238, 99239, 9925199255

For each patient that meets one oftte three above criteria, thedndex Episode Start Date (IESD) will be
determined. The date of theearliestencounter during the Intake Period with any diagnosis of major
depressionwill be identified. If the patient had more than one encounter during the bake Reriod, only
the first encounter will be included.

Intake period - The intake period is the 12 month window starting on May 1 of the year prior to the
measurement year and ending on April 30 of the measurement year.

Index Episode Start Date z The eatiest encounter during the Intake Period with any diagnosis of
major depression and a 96day Negative Medication History.

For aninpatient (acute or nonacute) claim, the IESD is the date of discharge.

For adirect transfer, the IESD is the discharge datedim the facility to which the patient was
transferred.

Then, the Index Prescription Start Date (IPSD) will be identified. The IPSD is the date of the earliest
dispensing event for an antidepressant medication (Tabl&1.1) during the period of 30 days priorto

the IESD (inclusive) through 14 days after the IESD (inclusive). Patients who did not fill a prescription
for an antidepressant medication during the period willbe excluded
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Index Prescription Start Date 7 The earliest prescription dispensing date foan antidepressant
medication during the period of 30 days prior to the IESD (inclusive) through 14 days after the IESD
(inclusive).

Then, the Negative Medication History will be tested. Patients who filled a prescription for an
antidepressant medication @ days (3 months) prior to the IPSD will be excluded.

Negative Medication History z A period of 90 days (3 months) prior to the IPSD when the patient had
no pharmacy claims for either new o refill prescriptions for an antidepressant medication.

Then, contnuous enrollment will be tested.

Result:
The result is expressed as a percentage.

Measure Qualifications:

The following link(s) may be used to obtain additional information regarding the original measure
specification. This is provided without assuranes.:

http://www.ncga.org/HEDISQualityMeasurement/HEDISMeasures.aspx

Measure Collection Description

Setting of Care: Reporting Period:
Multi -Setting Annual; April
Experience Peiod: Baseline Period:
Calendar Year CY2013
Improvement Target GoalITG): Absolute ITG Value:
TBD TBD
Attribution Date: Anchor Date:
Last day of measurement period Index Episode Start Date
Claim Type(s): 83 Z Inpatient Hospital 09 7 Supplies, DME 16 zLab
ZLong Term Care ; . .
03 . . 10 z Podiatry 17 z Prosthetic and Orthotics
Z Outpatient Hospital =
01. 03. 04. 12. 14. 15. 18 04 7 Physician 11 z Dental 18 z Independent Clinic
! ! ! ! ! ! ! 05 2 Chironractor 12 z Pharmacy 19 z Psychologists
19 < P 13 7 EPDST/Healthstart 21 7z Optometrists
06 z Home Health - ' .
07 - 14 z Institutional Crossover 22 z Mid Level Practitioner
Z Transportation ; - .
I 15 z Professional Crossover 23 Z Hearing Aid
08 z Vision
Continuous Eligibility Period: Yes Risk Adjustment:No Sampling:No

Continuous Eligbility/ Risk Adjustment/ Sampling Methodology

The patient is to be continuously enrolled for 90 days (3 months) prior to the Index Episode Start Date
IESD) through 245 days after the IESD with no more than 45 days in coverage.
DSRIP Incentive Impact

Project Title: Project Code: Payment Method:
Project 3- Integrated Health Home for the Seriously 3.7 P4pP

Mentally Il (SMI)

Project Title: Project Code: Payment Method:
Project 5- Electronic SelfAssessment Decision Support 5.11 P4P

Tool

March 2016, Version 2.01 Pagel78 of 283

Prepared by Myers and Stauffer LC


http://www.ncqa.org/HEDISQualityMeasurement/HEDISMeasures.aspx

] New Jersey DSRIP Performance Measurement Databook

Universal Measue:
No

NA

Universal Code:

Payment Method:
NA

Measure:

Antidepressant Medication Management z
Effective Continuation Phase Treatment

DSRIP #:
12

Measure Description:

The percentage of newly diagnosed and treated patients who remained on an antidepressargdication
for at least 180 days (6 months).

Data Source:
MMIS

Measure Steward:
NCQA

NQF #:
0105

Measure Steward Version:
2013

Measure Calculation Description

Numerator:

Patients from the denominator who have tleast 180 days (6 months) of coribuous treatment with
an antidepressant medication (Tablel2.1) during the 231-day period following the Index
Prescription Sart Date (inclusive). Refer to Appendix A3 for the NDC list.

Continuous treatment allows gaps in medication treatment up to a tat of 51 days during the 231

day period.

Table 12.1: Codes to Identi

Description

Prescriptions

Antidepressant Medications

Miscellaneous 1 Bupropin 1 Vilazodone

antidepressants

Monamine oxidase 1 Isocarboxazid 1 Selegiline

inhibitors  Phenelzine { Tranylcypromine

Phenylpiperazine 1 Amitriptyline -chlordiazepoxide 9 Fluoxetine-olanzapine

antidepressants 1 Amitriptyline -perphenazine
1 Fluticasone-salmeterol

SSNRI antidepressants 9 Desvenlafaxine 1 Venlafaxine
9 Duloxetine

SSRI antidepressants i Citalopram 9 Fluoxetine 1 Paroxetine
1 Escitalopram 1 Fluvoxamine 9 Sertraline

Tetracyclic antidepressants | I Maprotiline 1 Mirtazapine

Tricyclic antidepressants 1 Amitriptyline 1 Desipramine 1 Nortriptyline
1 Amoxapine 1 Doxepin 1 Protriptyline
1 Clomipramine 1 Imipramine 9 Trimipramine

Denominator:

Of thehospiO A attéibDtable New Jersey Low Incomg@opulation, those that are 18 years and older as
of April 30 of the measurement yearwith continuous enroliment of 90 days (3 months) prior to the
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Index Episode Start Date (IESD) through 245 days after the IE®/th a diagnosis of depression and
were newly treated with an antidepressant medication

Identify all patients who met at least one of the following criteria during the irtake period:

1. At least one principal diagnosis of major depression (Table 12.2) in autpatient, ED, intensive
outpatient or partial hospitalization setting (12.3)

2. At least two visits in an outpatient, ED, intensive outpatient or partial hospitalization setting
(Table 12.2) on different dates of service with any diagnosis of major depressi (Table 12.3)

3. At least one inpatient (acute or nonacute) claim with any diagnosis or major depression (Table

12.2)

Table 12.2: Codes to Identi

Description

Major Depression
ICD-9-CM Diagnosis

Major depression

29620-29625, 29630-29635, 2980, 311

Table 12.3: Codes to Identify Visit Type
Description | CPT | HCPCS | UB Revenue

hospitalization

99245, 99341-99345,
99347-99350, 99384
99387, 99394-99397,

ED 99281-99285 045x, 0981

Outpatient, 90804-90815, 98960- | GO155, G0O176, GO177, | 0510, 0513, 05150517,
intensive 98962, 99078, 9920 | G0409-G0411, HO002, | 0519-0523, 0526-0529,
outpatient and 99205, 99211-99215, HO0004, HO031, HO034 | 0900, 0901, 09020905,
partial 99217-99220, 99241- | HO037, HO039, HO040, | 0907, 0911-0917, 0919,

H2000, H2001, H2010
H2020, M0064, S0201,
S9480, S9484, S9485

0982, 0983

99401-99404, 99411,
99412, 99510

90801, 90802, 9081690819, 90821-
90824, 90826-90829, 90845, 90847,
90849, 90853, 90857, 90862, 90870,
90875, 90876, 9922199223, 99231-
99233, 99238, 99239, 9925199255

03, 05,07, 09, 11, 12,
13, 14, 15, 20, 22, 24,

AND | 33,49, 50, 52, 53, 71, 74

For each patient that meets one of the three above criteria, the Index Episode Start Date (IESD) will be
determined. The date of theearliestencounter during the Intake Period with any dagnosis of major
depression will be identified. If the patient had more than one encounter during the Intake Period, only
the first encounter will be included.

Intake period - The intake period is the 12 month window starting on May 1 of the year priora the
measurement year and ending on April 30 of the measurement year.

Index Episode Start Date 7 The earliest encounter during the Intake Period with any diagnosis of
major depression and a 96day Negative Medication History.

For aninpatient (acute or nanacute) claim, the IESD is the date of discharge.

For adirect transfer, the IESD is the discharge date from the facility to which the patient was
transferred.
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Then, the Index Prescription Start Date (IPSD) will be identified. The IPSD is the date of thdiest
dispensing event for an antidepressant medication (Table 12.1) during the period of 30 days prior to
the IESD (inclusive) through 14 days after the IESD (inclusive). Patients who did not fill a prescription
for an antidepressant medication during he period will be excluded.

Index Prescription Start Date 7 The earliest prescription dispensing date for an antidepressant
medication during the period of 30 days prior to the IESD (inclusive) through 14 days after the IESD

(inclusive).

Then, the NegativeMedication History will be tested. Patients who filled a prescription for an
antidepressant medication 90 days (3 months) prior to the IPSD will be excluded.

Negative Medication History z A period of 90 days (3 months) prior to the IPSD when the patientsal
no pharmacy claims for either new or refill prescriptions for an antidepressant medication.

Then, continuous enroliment will be tested.

Result:
The result is expressed as a percentage.

Measure Qualifications:

NA

Measure Collection Description \

Setting of Care:

Reporting Period:

Multi -Setting Annual; April
Experience Period: Baseline Period:
Calendar Year CY2013
Improvement Target GoalITG): Absolute ITG Value:
NA NA

Attribution Date:
Last day of measurement period

Anchor Date:

Index Episode Start Date

01 z Inpatient Hospital
02 zLong Term Care
03 z Outpatient Hospital
01, 03, 04, 12, 14, 15, 18, 04 z Physician

19 05 z Chiropractor

06 z Home Health

07 z Transportation

08 z Vision

Claim Type(s):

09 z Supplies, DME

10 z Podiatry

11 z Dental

12 z Pharmacy

13 7 EPDST/Healthstart

14 z Institutional Crossover
15 z Professional Crossover

16 zLab

17 z Prosthetic and Orthotics
18 z Independent Clinic

19 z Psychologists

21 7 Optometrists

22 7z Mid Level Practitioner
23 7 Hearing Aid

Continuous Elgibility Period: Yes

Risk Adjustment:No

Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

The patient is to be continuously enrolled for 90 days (3 months) prior to the Index Episode Start Date

IESD)with no more than 45 days incoverage.

DSRIP Incentive Impact
Project Code:
3.2

Project Title:

Project 3- Integrated Health Home for the Seriously

Mentally Ill (SMI)

Payment Method:
Pay for Reporting
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Universal Measure:
No

Universal Code:
NA

Payment Method:

NA
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Measure: DSRIP #:

13
Asthma admission rate

Measure Description:
Admissions with a principal diagnosis of asthma pet,000,ages 27 17. Excludes cases with a diagnosis

code for cystic fibrosis and anomalies of the respiratory system, obstetric admissions and transférsm
other institutions. (PQI 14)

Data Source: NQF #:
MMIS Not Found
Measure Steward: Measure Steward Version:
AHRQ v.4.5, May 2013
Numerator:

All discharges for patients ages 2 through 17 years with a principal &ajnosis code of asthméTable
13.1).

Table 13.1: Codes to Identify Asthma

Description ICD-9-CM Diagnosis

Asthma 49300, 49301, 49302, 49310, 49311, 49312, 49320, 49321,
49322, 49381, 49382, 49390, 49391, 49392

Exclusion(s):

1. Patients with any listed ICB9-CM diagnosis codes for cystic fibrosis and anomalies of the
respiratory system. (Table 13.2)
Transfer from a hospital (different faciity). (Table 13.3)
Transfer from a Skilled Nursing Facility (SNF) or Intermediate Care Facility (ICKYable 13.3)
Transfer from another health care facility. (Table 13.3
Obstetrical cases of pregnancy, childbirth and puerperium as identified through MDC .XZable
13.4)

arwd

Table 13.2: Codes to Identify Cystic Fibrosis and Anomalies of the Respiratory system

Description | ICD-9-CM Diagnosis
Cystic Fibrosis 27700, 27701, 27702, 27703, 27709

Anomalies of the 51661, 51662, 51663, 51664, 51669, 74721, 7483, 7484, 7485, 74860, 74861,
Respiratory System | 74869, 7488, 7489, 7503, 7593, 7707

Table 13.3: Codes to Identify Transfe r Exclusions

Description Transfer Exclusion Codes
Admission Source Codes 04, 05, 06

Table 13.4: Codes to ldentify MDC 14

Description New Jersey DRGs

Pregnancy, Childbirth and Puerperium 370-382, 650-652, 885, 886

Denomi\nator,: o )
OftheE | O b Etidutal@eONew Jersey Low Incom@opulation, thosepatients age 2 through 17.
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Result:
The result is expressed as a rate.

The rate will be expressed as number of admits per 1,000 in each attributable population per
hospital.

Measure Qualifications:

Please noteThis measure has been modified to remove consideration of the metropolitan or county
area and instead will monitor the DSRIP population.

This measure isbased onthe Pediatric Quality Indicator measure #14.

The following link(s) may be used ¢ obtain additional information regarding the original measure
specifications. This is provided without assurances.:

http://w_ww.qualityindicators.ahrg.gov/Downloads/Modules/PDI/V45/TechSpecs/PDI1%20
14%20Asthma%20Admission%20Rate. pdf

_____ MeasureCollection Descripton .

Setting of Care: Reporting Period:
Inpatient or Emergency Department 1st Semi- Annual Report = April
2nd Semi-Annual Report = October
Experience Period: Baseline Period:
6 month calendar period SAJuly z December 2013
Improvement Target GoalITG): Absolute ITG Value:
TBD TBD
Attribution Date: Anchor Date:
Last day of measurement period NA
Claim Type(s): 8% g 'L”Oprfg'igtr:"csg:f' 09 7 Supplies, DME 16 zLab
03 2 Outpatient Hospital 10 z Podiatry 17 z Prosthetic and Orthotics
01. 14 04 < Ph zician P 11 z Dental 18 z Independent Clinic
! 05 < Ch?/ro ractor 12 z Pharmacy 19 z Psychologists
06 < HomepHeaIth 13 7 EPDST/Healthstart 21 7z Optometrists
07 ZTrans ortation 14 z Institutional Crossover 22 7 Mid Level Practitioner
08 %Visionp 15 z Professional Crossover 23 7z Hearing Aid
Continuous Eligibility Period: No Risk Adjustment:No Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

NA

Project Title: Project Code: Payment Method:
Project 1- Hospital-Based Educators Teach Optimal Asthm| 1.7 P4P

Care

Project Title: Project Code: Payment Method:
Project 2- Pediatric Asthma Casé&lanagement and Home | 2.7 P4P

Evaluations

Universal Measure: Universal Code: Payment Method:

No NA NA
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Measure: DSRIP #:

14
Asthma in Younger Adults Admission

Measure Description:
Admissions for a principal diagnosis of astma per 1,000, ages 18 to 39 years. Excludes admissions witt

an indication of cystic fibrosis or anomalies of the respiratory system, obstetrical admissions and
transfers from other institutions. (PQI 15)

Data Source: NQF #:
MMIS Based on 0283
Measure Steward: Measure Steward Version:
AHRQ v4.5, May 2013
Numerator:

All dischargesfor patients age 18 through 39 years witha principal ICD-9-CMdiagnosis of asthma
(Table 14.1).

Table 14.1: Codes to Identify Asthma

Description ICD-9-CM Diagnosis

Asthma 49300, 49301, 49302, 49310, 49311, 49312, 49320, 4932
49322, 49381, 49382, 49390, 49391, 49392

Exclusion(s):

1. Any diagnosis code of cystic fibrosis and anomalies of the respiratory syste(iiable 14.2
2. Transfer from a hospital (different facility) .(Table 14.3

3. Transfer from a skilled nursing facility (SNF) or intermediate care facility (ICE Table 14.3
4. Transfer from another health care facility (Table 14.3

5. Obstetrical cases of pregnancy, childbirth and puerperiuras identified through MDC 14

(Table 144)
Table 14.2: Codes to Identify Cystic Fibrosis and Anomalies of the Respiratory system
Description | ICD-9-CM Diagnosis
Cystic Fibrosis 27700, 27701, 27702, 27703, 27709

Anomalies of the 51661, 51662, 51663, 51664, 51669, 74721, 7483, 7484, 7485, 74860, 74861,
Respiratory System | 74869, 7488, 7489, 7503, 7593, 7707

Table 14.3: Codes to Identify Transfer Exclusions

Description Transfer Exclusion Codes
Admission Source Codes 04, 05, 06

Table 14.4: Codes toldentify MDC 14

Description New Jersey DRGs
Pregnancy, Childbirth and Puerperium 370-382, 650-652, 885, 886

Denominator:
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OftheE T O b EtbiButableONew Jersey Low Incom@opulation, thosepatients aged 18through 39
years.

Result:
The resultis expressed as a rate.

The rate will be expressed as humber of admits per 1,000 in each attributable population per
hospital.

Measure Qualifications

Please noteThis measure has been modified to remove consideration of the metropolitan or county
areaand instead will monitor the DSRIP population.

This measure is based on Prevention Quality Indicator # 15 which is included in the Medicaid Adult
Core set.

The following link(s) may be used to obtain additional information regarding the original measure
specifications. This is provided without assurances.:

http://www.qualityindicators.ahrg.gov/modules/PQI_TechSpec.aspx

http://www.qualityindicators.ahrg.gov/Downloads/Modules/PQI/V45/TechSpecs/PQ1%2015
%20Asthma%20in%20Younger%20Adults%20Admission%20Rate.pdf

Measure Collection De scription \

Setting of Care: Reporting Period:

Inpatient or Emergency Department Annual ; April
Experience Period: Baseline Period:
Calendar Year Cy 2013

Improvement Target GoalITG): Absolute ITG Value:

NA NA
Attribution Date: Anchor Date:
Last day of measurement period NA

01 z Inpatient Hospital
02 zLong Term Care
03 z Outpatient Hospital
04 z Physician

05 z Chiropractor

Claim Type(s): 09 z Supplies, DME

10 z Podiatry
11 z Dental
12 z Phamacy

16 z Lab
17 z Prosthetic and Orthotics
18 z Independent Clinic

01,14 19 z Psychologists

06 z Home Health
07 z Transportation
08 z Vision

13 7 EPDST/Healthstart
14 z Institutional Crossover
15 z Professional Crossover

21 7z Optometrists
22 z Mid Level Practitioner
23 z Hearing Aid

Continuous Eligibility Period: No

Risk Adjustment:No

Sampling:No

Continuous Eligibility/ Risk Adjustment/ Sampling Methodology

NA

Project Title:
NA

DSRIP Incentive Impact
Project Code:
NA

Payment Method:
NA
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Universal Measure:
Yes

Universal Code:
31

Payment Method:

UPP
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